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Abstract 
 

OCD in children and adolescents is a severe and debilitating clinical disorder, 

typified by time consuming and distressing obsessions and/or compulsions. 

Unfortunately, the sufferer is often beset by considerable psychosocial impairment, 

distress and comorbidities. The family of children and adolescents with OCD is 

especially impacted, with parents often engaging in family accommodation of 

symptoms, as well as maladaptive rearing strategies. Of note, cognitive behavioural 

theories of OCD propose that obsessional beliefs about inflated responsibility for 

preventing harm may have their origins during childhood, as a consequence of such 

rearing processes. However, research into rearing behaviours in paediatric OCD is 

limited relative to the broader literature examining rearing processes associated with 

childhood anxiety disorders. This gap exists despite the significant family dysfunction, 

heightened parental distress, and aberrant parent-child interactions observed in these 

families when compared to other clinical comparison groups. 

The current program of research aimed to address current gaps in the literature 

and is comprised of three empirical studies. Study one aimed to test current theoretical 

models of the origins of responsibility beliefs by examining the associations between 

perceived parental rearing behaviours, inflated responsibility/threat beliefs, and OCD 

severity and impairment in a sample of children (aged 7 – 12 years; n = 79) and 

adolescents (aged 13 – 17 years; n = 57) with primary OCD. Results indicated that, 

across age groups, greater child perceptions of overprotection and anxious rearing were 

associated with increased inflated responsibility beliefs. For adolescents, an indirect 

association between anxious rearing and OCD-related impairment via inflated 

responsibility beliefs was also found. Results support theoretical accounts and highlight 

the role of specific rearing behaviours associated with inflated responsibility biases and 
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OCD-related impairment. 
 

Measurement of parental rearing is often challenging. Currently there are few 

well-validated concurrent measures of both child and parent perceived rearing 

behaviours, and none of which have been validated for paediatric OCD specifically. 

Therefore, study two aimed to examine the factor structure of the EMBU child and 

parent versions in a sample of children and youth with OCD (n = 176), and their 

mothers (n = 162). This study also reported on the associations between factors and 

clinical correlates of OCD. For mothers, a 4-factor model (overprotection, anxious 

rearing, rejection and emotional warmth) provided the best fit. For children and 

adolescents however, a higher order model was the best fit, with child perceptions of 

overprotection and anxious rearing loading onto a broader ‘control’ dimension. Greater 

mother and child perceived negative rearing behaviours (e.g., rejection) and lower 

perceived positive behaviours (e.g., emotional warmth) were associated with increased 

OCD severity, comorbid symptoms (i.e., externalising symptoms, depressive 

symptoms) and impairment. The EMBU-C/P provides a useful and meaningful measure 

of multi-informant perceptions of parental rearing within paediatric OCD. 

Study three aimed to examine differences in observed mother-child behaviours 

during a problem-solving discussion task, to determine the quality of rearing associated with 

paediatric OCD. This study advanced previous research by incorporating a large clinical 

sample and non-clinical comparison group, examined differences across age ranges 

(children relative to adolescents), explored associations between self-report and observed 

rearing behaviours, and examined associations between observed rearing with OCD-related 

symptoms. The large clinical sample was comprised of 111 youth with primary OCD (n = 

55, aged 7 – 11 years; n = 56, aged 12 – 17 years), and a non-clinical comparison of 66 

children (n = 35, aged 7 – 11 years; n = 31, aged 12 – 17 years). Relative to non-clinical 
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mothers, mothers of children with OCD were observed to be more aversive in the OCD 

dyads irrespective of child age. Furthermore, mothers of adolescents with OCD were 

observed to be significantly less autonomy granting than mothers of adolescents with no 

clinical diagnoses, whereas mothers of children with OCD enhanced their child’s 

responsibility for problem solution more so than comparisons. Both child and parent 

observed behaviours (e.g., autonomy granting, warmth, aversiveness, confidence, 

reassurance giving) were associated with a number of clinical variables (e.g., impairment, 

severity, family accommodation). 

This thesis provides a clearer understanding of the nature of maternal rearing in 

paediatric OCD, and its’ associations with key clinical variables such as inflated 

responsibility beliefs, comorbid symptoms, and OCD symptomatology. Findings are 

discussed in relation to the complexity of assessing rearing in OCD, and in providing 

possible avenues for enhancing current best-practice treatments of paediatric OCD. Namely, 

via addressing parental rearing behaviours (i.e., overprotection, anxious rearing, autonomy 

granting) and improving parent-child interactions within the home. Furthermore, based upon 

the current findings, it appears useful to focus on changing mothers’ expectations regarding 

child responsibility for coping with problems within the realms of what is developmentally 

appropriate for their developmental stage. That is, to avoid placing enhanced responsibility 

on younger children too early, yet, to ensure parents flexibly adapt their expectations for an 

adolescent’s increasing independence and allow older offspring greater autonomy and 

opportunity to develop coping skills. A greater understanding of the developmental-familial 

context within which paediatric OCD occurs is important in future endeavours targeted at 

prevention and intervention. 
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CHAPTER 1 
 
 
 
 
 
 

Obsessive Compulsive Disorder in Children and Youth 
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According to the Diagnostic and Statistical Manual of Mental Health Disorders 5th 

Edition (DSM-5), obsessive-compulsive disorder (OCD) is categorised as a severe mental 

health condition alongside hoarding disorder, trichotillomania, body dysmorphic disorder, 

and excoriation disorder under the diagnostic category of Obsessive-Compulsive and 

Related Disorders (American Psychiatric Association [APA], 2013). OCD is diagnosed by 

the presence of obsessive thoughts and/or ritualistic compulsions (APA, 2013). Per the 

DSM-5, obsessions are defined as intrusive, repetitive thoughts, which are experienced as 

highly distressing, and frequently take up more than one hour per day (APA, 2013). They 

vary greatly in content across individuals, and can be experienced as images, urges, sounds, 

thoughts, or impulses. In response to the distress associated with obsessions and/or to 

prevent some feared outcome from occurring, individuals often engage in an array of overt 

ritualising behaviours and/or covert mental rituals which serve to alleviate distress in the 

short-term (APA, 2013). 

Most commonly, children present with both obsessions and compulsions; however, 

some children may present with one or the other, particularly as insight into the obsessional 

content may be more limited in younger populations (APA, 2013). Common obsession and 

compulsion symptoms among children with OCD include: contamination (i.e., fears and 

behaviours surrounding dirt/germs/illnesses etc), aggressive/harm (i.e., fears and behaviours 

surrounding harm, death, violence, accidents, catastrophe), sexual/religious (i.e., fears and 

behaviours surrounding sexual orientation, incest, blasphemy etc), magical/superstitious 

(i.e., fears and behaviours surrounding luck, bizarre coincidences etc), 

ordering/arranging/symmetry, repetition, and discomfort surrounding the urge to do things 

until it feels ‘just right’ (Ivarsson & Valderhaug, 2006; Mataix-Cols, Nakatani, Micali & 

Heyman, 2008; McKay et al., 2004; Stewart et al., 2007; Stewart et al., 2008; Summerfeldt, 

Richter, Antony & Swinson, 1999). In a factor analytic study of OCD symptoms among a 
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large clinical sample of children and youth with OCD (n = 854; aged 7 – 17 years) it was 

found that symptoms clustered together as harm/sexual, symmetry/hoarding and 

contamination/cleaning irrespective of child age or gender (Højgaard et al., 2017). 

Regardless of symptom content, OCD in youth is a highly distressing and time-intensive 

disorder associated with significant impairments for the sufferer and their family (APA, 

2013). 

Prevalence, onset and course 
 

OCD symptoms are relatively common in the wider population, with lifetime 

prevalence rates of clinical diagnosis ranging from 1 to 4% (Barzilay et al., 2019; Douglass, 

Moffitt, Dar, McGee & Silva, 1995; Fineberg et al., 2013; Politis et al., 2017; Shaffer et al., 

1996; Skapinakis, Politis, Karampas, Petrikis & Mavreas, 2019; Valleni-Basile et al., 1995; 

Zohar, 1999). In a recent prevalence study of n = 7,054 community youth (aged 11 – 21 

years), subclinical OCD symptoms were present in approximately 38% of children assessed, 

whereas, a smaller proportion of youth (n = 209; 3%) were found to have a lifetime 

diagnosis of clinical OCD (Barzilay et al., 2019). This study also found that endorsing as 

little as one OCD symptom (most notably taboo thoughts around harm etc.) was 

significantly associated with comorbid conditions such as depression (Barzilay et al., 2019). 

Regarding symptom presentation, childhood OCD is associated with greater rates of 

magical thinking, repeating/tapping/rubbing, fear of something bad happening to a loved 

one, and lesser rates of sexual obsessions relative to adult OCD (Farrell, Barrett & 

Piacentini, 2006; Geller et al., 2001; Millet et al., 2004). On the other hand, younger 

sufferers frequently report the presence of multiple compulsions and/or obsessions which is 

similar to adult patients (Farrell et al., 2006; Geller et al., 2001). Other correlates of an 

earlier onset include being male, a comorbid tic disorder, attention-deficit/hyperactivity 

disorder (ADHD) or oppositional defiance disorder (ODD), and a higher proportion of 
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family members with OCD symptoms (de Mathis et al., 2008; do Rosario-Campos et al., 

2005; Farrell, Barrett & Piacentini, 2006; Geller et al., 2001; Millet et al., 2004). 

Early detection of OCD in children is important, with half of all adult OCD cases 

having their onset prior to adulthood (e.g., Dell’Osso et al., 2016; Palermo et al., 2011; 

Stewart et al., 2004). Typical age of onset for paediatric OCD is around 10 years of age with 

a bimodal distribution across the lifespan (Geller et al., 2001), and if left without treatment, 

OCD has a chronic yet fluctuating course (Micali et al., 2010). For example, in a multicentre 

study of n = 431 adult OCD sufferers (mean age 43.1 years; SD = 12.8), 57% received a 

diagnosis of OCD in their younger years (Dell’Osso et al., 2016). In cases where adults had 

early-onset OCD, these individuals report significantly more impairment than those whose 

onset was during adulthood (Geller et al., 2001; Stewart et al., 2004; Tükel et al., 2005). 

Unfortunately, childhood OCD is more commonly recognised when very severe or after 

years of suffering (Swedo, Rapoport, Leonard, Lenane & Cheslow, 1989). In a qualitative 

exploration of what living with OCD is like, 10 adolescents with a primary diagnosis of 

OCD revealed that in response to their condition they felt misunderstood or ‘crazy’, delayed 

seeking help, and became highly secretive of their symptoms (Keyes, Nolte & Williams, 

2018). This secrecy causes significant problems in receiving timely, accurate diagnosis, and 

therefore accessing evidence-based treatments (Lewin, Storch, Adkins, Murphy & Geffken, 

2005). 

Unfortunately, a greater delay in first receiving treatment has been found to 

negatively impact remission. For example, a study of 60 treatment seeking youth with OCD 

(aged 6 – 18 years) with a mean age at onset of seven years (SD = 3.4) and a mean age at 

seeking treatment of 10.8 years (SD = 3.3) investigated treatment outcomes over a period of 

three years (Mancebo et al., 2014). The authors found that 52% of youth achieved at least 

partial remission, and 79% of these youth maintained their remission over the course of 
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follow-up (Mancebo et al., 2014). Those youth who did not achieve remission had more 

severe OCD symptoms, were more likely to be receiving serotonergic medication, and more 

likely to have a comorbid anxiety disorder. Importantly, this study found that youth with 

better global functioning at baseline and a smaller delay between onset and receiving 

treatment were quicker in achieving at least partial remission (Mancebo et al., 2014). 

Nevertheless, youth were more likely to achieve remission relative to their adult 

counterparts (Mancebo et al., 2014). 

Impact and comorbidity 
 

Given the severity and chronicity of symptoms associated with paediatric OCD, it is 

no surprise that this disorder is associated with substantial and pervasive impairments across 

home, sleep, social (e.g., making new friends) and academic domains (e.g., concentration 

problems), with up to 90% of children and youth reporting significant impairment in at least 

one domain of functioning, and up to 50% endorsing impairments across multiple domains 

(Piacentini, Bergman, Keller & McCracken, 2003). For example, sleep related disturbances 

are highly prevalent in paediatric OCD with approximately 90% reporting at least one 

difficulty such as trouble falling asleep, sleeping with a family member, nightmares, 

inefficient sleep, and/or insomnia (Nabinger de Diaz, Farrell, Waters, Donovan & 

McConnell, 2018; Sevilla-Cermeño et al., 2019; Storch et al., 2008). Regarding the other 

psychosocial domains, the family-impact of OCD is particularly noteworthy. Many families 

report significant disruption to bedtime routines, conflict over the use of household 

bathrooms, and significant challenges getting along with siblings (Stewart et al., 2017; 

Valderhaug & Ivarsson, 2005). Overall, children and parents agree that the child’s quality of 

life is compromised when experiencing this burdensome condition (Lack et al., 2009). 

Indeed, in a population study of adolescents aged 16 to 18 years (n = 2427), a statistical and 

clinically significant 21.5% of adolescents meeting criteria for OCD (n = 63) considered life 
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not worth living (Politis et al., 2017). 
 

Several clinical variables have been identified in predicting OCD-related 

impairment. For example, Storch and colleagues (2010) examined predictors of functional 

impairment in a sample of n = 99 children with primary OCD (aged 6 – 17 years). They 

found that in addition to baseline OCD severity, family accommodation and poorer insight 

were significant predictors of parent and child reported impairment (Storch et al., 2010). 

Unfortunately, family accommodation is an incredibly common practice within paediatric 

OCD and refers to the tendency for family members to facilitate or directly participate in 

OCD symptoms (e.g., providing reassurance, facilitating avoidance, changing routines; 

Flessner et al., 2011; Peris et al., 2008). Storch and colleagues (2007) provide two 

mechanisms through which the association between family accommodation and OCD- 

related impairment are hypothesised to occur. First, family accommodation increases 

symptom severity by reinforcing ritual engagement (Storch et al., 2007). Second, by 

limiting the child’s responsibility for, and capacity to, develop problem solving and coping 

skills, especially in relation to anxiety-provoking situations (Storch et al., 2007). Indeed, in a 

recent study of adults with OCD (n = 60), depression (n = 110), and no clinical diagnoses (n 

= 1050), it was found that both clinical groups reported more maladaptive coping strategies 

(e.g., thought suppression) and less adaptive coping strategies (e.g., acceptance) than the 

control group (Mortiz et al., 2018). However, between the two clinical groups, OCD 

individuals reported less adaptive strategies than the depressed group and there were no 

differences on maladaptive strategies (Moritz et al., 2018). Findings are similar for parents 

of children with OCD, who engage in more avoidant coping strategies than non-clinical 

families (Derisley, Libby, Clark & Reynolds, 2005), and poorer parental distress tolerance 

in these families may motivate and be motivated by OCD symptom severity in youth (Selles 

et al., 2018). 
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More recently, in recognition of the notable impact paediatric OCD has on the 

family, Stewart and colleagues (2017) specifically sought to measure/predict family-related 

impairment. Using a large multisite sample of n = 354 youth aged 7 to 19 years (n = 118 

mother-father-child probands) they similarly found that family accommodation was a 

consistent predictor of different sub-domains of family impairment, such as disruption to 

routines and emotional reactions of family members (e.g., sadness experienced by mothers, 

anger experienced by youth; Stewart et al., 2017). Despite best intentions, family 

accommodation is further associated with an increase in parent distress, poorer caregiver 

quality of life, family tension and conflict, poorer parent distress tolerance, more severe 

child symptoms and poorer outcomes to treatment (Storch et al., 2007; Wu et al., 2014; Wu 

et al., 2016). In light of these findings, family accommodation may be related to coping 

abilities of both parents and youth, and may indicate the presence of more adverse parent- 

child interactions. This highlights the importance of examining the complexity of family 

factors in paediatric OCD (such as the parent and child dyadic relationship), in order to more 

completely understand the impact OCD has on the family, and in turn, the role these family 

processes might play in the development and exacerbation of OCD symptoms and 

maladaptive beliefs about coping in subjectively ‘threatening’ situations. 

Another aspect of paediatric OCD that contributes to the substantial burden of this 

condition is the tendency for children and youth to simultaneously present with other 

comorbid disorders (Chowdhury, Rahman, Mullick & Arafat, 2016; Ivarsson, Melin & 

Wallin, 2008; Mancebo et al., 2008; Sheppard et al., 2010; Stein et al., 2010). Indeed, rates 

of at least one comorbid diagnosis are as high as 80 to 100% (Farrell, Waters, Milliner & 

Ollendick, 2012; Geller, Biederman, Griffin, Jones & Lefkowitz, 1996; Langley et al., 2010; 

Storch et al., 2008; Swedo et al., 1989). There is evidence to suggest that comorbidity 

patterns are different across development. For example, anxiety disorders (e.g., rates of 50% 



8 
 

see Peris et al., 2017) and other obsessive-compulsive related disorders (e.g., 27% of youth 

with OCD present with co-occurring hoarding symptoms, Højgaard et al., 2019; 10% 

lifetime prevalence of body dysmorphic disorder within OCD, Frias, Palma, Farriols & 

Gonzalez, 2015) are common across all ages, whereas there is a higher co-occurrence of 

depression reported for adolescent and adult samples (Geller et al., 2001; Peris et al., 2017). 

The presence of co-occurring neurodevelopmental disorders (e.g., autism spectrum disorder 

[ASD], tic disorders, ADHD) and externalising conditions (e.g., ODD) appears to be 

particularly relevant to paediatric onset OCD, as these comorbidities are associated with 

younger age/early onset, being male, and a familial aggregation of OCD-like symptoms 

(Blanco-Vieira et al., 2019; Geller et al., 2001; Masi et al., 2006; Ortiz et al., 2016). For 

instance, Geller and colleagues (2001) found that 39% of children (n = 46) had a comorbid 

diagnosis of depression versus 62% of adolescents (n = 55), and 78% of adults (n = 100). In 

contrast, 25% of children had comorbid tics (vs. 9% of adolescents; 6% of adults), 51% had 

comorbid ADHD (vs. 36% of adolescents; adults N/A), and 51% had ODD (vs. 47% of 

adolescents; adults N/A) (Geller et al., 2001). However, determining true comorbidities is 

often difficult as the nature of OCD symptoms (i.e., frequent intrusive thoughts, covert 

mental rituals etc.) may manifest as inattention, fidgeting or restlessness such as those seen 

in ADHD (Wu & Storch, 2016), so much so that research has attempted to delineate 

whether the high co-occurrence in youth is a true comorbidity or a misattribution of 

symptoms (Abramovitch, Dar, Mittelman & Wilhelm, 2015). Comprehensive assessment 

and careful consideration of differential diagnosis is therefore an important focus in 

evidence-based assessment of paediatric OCD. 

Nevertheless, the impact of comorbidity is significant and two-fold. First, different 

comorbidity profiles may be associated with different symptom types and greater functional 

impairment. For example, in addition to family accommodation, Storch and colleagues 
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(2010) found comorbid depressive symptoms were predictive of greater child-perceived 

OCD-related impairment. Furthermore, externalising symptoms are associated with poorer 

quality of life prior to receiving treatment (Storch et al., 2018), greater OCD severity, as 

well as increased family accommodation practices (Lebowitz, Storch, MacLeod & 

Leckman, 2015; Storch, Lewin, Geffken, Morgan & Murphy, 2010; Wu et al., 2018). 

However, in research examining the presence of disruptive behaviours in paediatric OCD, 

the demandingness/rage/violent aggression is more often associated with enforcing specific 

rules and punishing family members who fail to accommodate versus outright rule-breaking 

behaviours (Lebowitz, Omer & Leckman, 2011). Nevertheless, in a qualitative analysis of n 

= 10 parents who endorsed the presence of disruptive behaviours in their child with OCD 

(aged 8 to 18 years), the verbal, physical, and threatening displays of aggression children 

engaged in to ensure compliance of parents/family members, as well as the deliberate 

refusal of children to follow instructions as a result of their OCD were notable (e.g., refuse 

to throw things away, refuse to stop washing etc.; Lebowitz, Vitulano & Omer, 2011). 

These externalising behaviours have important implications for family functioning and 

harmony, and again, further highlight the importance of examining the parent-child 

relationship and the types of parental rearing displayed in these families. 

Second, comorbidity may present a barrier to accurate diagnosis and hinder 

treatment efforts (Wu & Storch, 2016). The number of comorbid diagnoses increases over 

adolescence (Peris et al., 2017), which is of concern given that the presence and number of 

comorbid disorders is associated with poorer treatment outcomes (Farrell et al., 2012). In 

their expert commentary on the benefits of personalising paediatric OCD treatments, Wu 

and Storch (2016) highlight the unique challenges of common comorbid conditions. For 

example, ADHD may prevent children attending during exposure tasks and receiving the 

full benefit of extinction learning during treatment sessions; disruptive behavioural disorders 
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may require specific attention be paid to the family-child dynamic at home, which if 

unaddressed may hinder treatment gains (e.g., succumbing to aggressive demands for 

family accommodation, child refusing to partake in homework etc.); tic disorders may 

hinder accurate diagnosis given their phenomenological overlap (Wu & Storch, 2016); and 

ASD may be associated with poorer insight, poorer response to treatment and may require 

modifications to improve efficacy (Farrell, James, Maddox, Griffiths & White, 2016; Kose, 

Fox & Storch, 2018). Furthermore, comorbid depression (Storch et al., 2015) and/or body 

dysmorphic disorder (Angelakis, Gooding & Panagioti, 2016; Bjornsson et al., 2013) may 

also require special assessment/treatment for increased risk of suicidal ideation/attempts, 

and finally, the presence of hoarding symptoms may have important negative implications 

for treatment success (Bloch et al., 2014). Given these difficulties, and the substantial 

burden this disorder places upon sufferers and their families, the timely use of accurate 

evidence-based assessment tools and treatment protocols is crucial. 

Evidence-based assessment and treatment 
 

Despite the well documented phenomenology and impact of this disorder in youth, 

there are numerous barriers to accurate diagnosis of OCD in paediatric samples. In addition 

to the secrecy and comorbidity described earlier, children and youth can frequently present 

with poor insight hindering articulation of symptoms (APA, 2013). Furthermore, given the 

phenomenological similarities across conditions, differential diagnosis can be problematic in 

assessing OCD in children (APA, 2013). Differential diagnoses to consider when assessing 

for OCD include; other OC-related disorders (e.g., body dysmorphic disorder, hoarding 

etc.), anxiety disorders, depression, eating disorders, tics and stereotypic movements, ASD, 

psychosis, and obsessive-compulsive personality disorder (APA, 2013). Careful 

consideration of the underlying function of repetitive behaviours, as well as the nature of 

intrusive and repetitive thoughts experienced by the child is helpful in guiding differential 
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diagnosis (Krebs & Heyman, 2015). For example, the repetitive behaviours associated with 

ASD or tic disorders may appear similar to OCD compulsions; however, for OCD they are 

generally unwanted or distressing as opposed to pleasurable and anxiety-reducing in the 

case of ASD, or involuntary in the case of tic disorders (see Krebs & Heyman, 2015). 

A further challenge in the differential diagnosis and assessment of OCD symptoms 

may result from inappropriate risk assessments. Given OCD at any age can involve 

obsessive thoughts surrounding violence towards self or others/death/taboo sexual thoughts 

et cetera, clinicians (and family members) unfamiliar with the features of OCD may cause 

further distress and harm to the individual when pursuing a risk assessment and associated 

conceptualisation (Fernández de la Cruz et al., 2013; Milliner-Oar, Cadman & Farrell, 2016; 

Veale, Freeston, Krebs, Heyman & Salkovskis, 2009). Such assessments and 

conceptualisations may inadvertently reinforce the very fears of the disorder. Likewise, 

misdiagnosis of serious risk of harm as OCD symptoms can also be catastrophic. The 

literature highlights that key diagnostic features of OCD, such as the ego-dystonic nature of 

obsessions, are crucial in distinguishing OCD where risk for acting on these thoughts is low 

(Veale et al., 2009). Regardless of symptom content, when assessing OCD, it is crucial that 

practitioners utilise comprehensive and psychometrically sound diagnostic tools that serve 

to normalise OCD symptoms for the sufferer and allow for accurate conceptualisation 

(Farrell, Mathieu & Lavell, 2018). It is also important to screen for common comorbidities 

(and vice versa; Farrell et al., 2018) and carefully assess risk of harm, regardless of the 

primary diagnosis or focus of OCD symptoms. 

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

1997) is considered the gold-standard assessment tool when assessing OCD symptoms and 

severity in children and youth (Farrell et al., 2018; Iniesta-Sepúlveda, Rosa-Alcázar, Rosa- 

Alcázar & Storch, 2014; Lewin & Piacentini, 2010; Rapp et al., 2016). Several studies 
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report internal consistency ranging from α = .72-.95; .79-.92; .71-.94 for the total, 

obsessions, and compulsions subscales respectively, and it has been used in children as 

young as 5 years of age (see Cook, Freeman, Garcia, Sapyta & Franklin, 2015). Despite its 

wide use in research settings, the CYBOCS is a lengthy, semi-structured clinician rated 

interview which can be considered impractical by professionals (Lewin & Piacentini, 2010). 

Several non-diagnostic self-report surveys have subsequently been developed and refined 

over the years to help assess OCD symptoms in a more truncated fashion (e.g., Obsessive- 

Compulsive Inventory-Child Version; OCI-CV; Foa et al., 2010), as well as briefer (< 10 

items) screening tools (e.g., short OCD questionnaire; see Chung & Heyman, 2008; Krebs 

& Heyman, 2015). These non-diagnostic measures may be useful in identifying children 

with OCD symptoms who warrant additional diagnostic assessment. Furthermore, thorough 

assessment of childhood OCD should also include a measure of impairment (e.g., Child 

Obsessive Compulsive Impact Scale-Parent and Child Report; Piacentini & Jaffer, 1999) 

and of family accommodation (e.g., Family Accommodation Scale; Calvocoressi et al., 

1995), given the disorder is frequently beset by both, and each are important in the clinical 

expression and maintenance of paediatric OCD over time (Iniesta-Sepúlveda et al., 2014). 

Gathering both parent and child perceptions of impairment is particularly important as the 

discordance may be clinically meaningful and be associated with clinically relevant 

variables (e.g., insight; see Selles et al., 2019). 

Meta-analytic data from randomised control trials indicates that cognitive- 

behavioural therapy (CBT) with a focus on exposure and response prevention (ERP) is the 

recommended first-line treatment for children and youth with OCD, with minimal added 

benefit of serotonergic medication (see Ivarsson et al., 2015; McGuire et al., 2015; 

Ӧst, Riise, Wergeland, Hansen & Kvale, 2016; Turner, O’Gorman, Nair & O’Kearney, 

2018). For example, McGuire and colleagues (2015) found a treatment response rate for 
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CBT of approximately 60% in their meta-analysis of CBT versus serotonin reuptake 

inhibitor medications. More recently, in a naturalistic follow-up of youth with primary OCD 

(n = 109; aged 5 – 17 years) two and three years after baseline assessment (n = 81 and 67 

respectively) it was found that approximately 85% had responded, with 66% in remission 

(indicated by the conservative index of a total CYBOCS score ≤ 10; Melin, Skarphedinsson, 

Skärsäter, Haughland & Ivarsson, 2018). Combined, these studies demonstrate that whilst 

CBT is effective for many children and youth with OCD, a substantive number of children 

do not achieve full remission from symptoms or fail to respond at all. Consequently, 

determining what may enhance, predict and/or moderate treatment outcomes is important 

(Knopp, Knowles, Bee, Lovell & Bower, 2013; O’Kearney, Anstey, von Sanden & Hunt, 

2006; Olatunji, Davis, Powers & Smits, 2013). Better understanding of treatment predictors 

and moderators provides clarity as to which situations, and for whom, certain interventions 

may be best suited (Knopp et al., 2013). 

An early systematic review of predictors of treatment outcomes in paediatric OCD 

examined gender, age, duration of illness/age at onset, baseline severity of obsessive- 

compulsive symptoms, type of obsessive-compulsive symptoms, comorbid 

disorders/symptoms, psychophysiological factors, neuropsychological factors, and family 

factors such as family dysfunction and family history (Ginsburg, Newman Kingery, Drake 

& Grados, 2008). There was limited evidence that gender, age, or duration of illness was 

associated with treatment outcome. However, baseline severity of symptoms and family 

dysfunction were associated with poorer outcomes to CBT, whereas comorbid tics and 

externalizing disorders were associated with poorer outcomes in pharmacological studies 

(Ginsburg et al., 2008). It was noted that more research was needed in order to further 

elucidate the role of the family in treatment outcomes (Ginsburg et al., 2008). More 

recently, a systematic review of the literature supported baseline severity and family factors 
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(e.g., family response to OCD symptoms such as blame) as important predictors of poorer 

response to CBT treatment (Turner et al., 2018). Additional predictors were baseline OCD- 

related impairment, comorbidity and depressive symptoms (Turner et al., 2018). The 

presence of a family history of OCD (Garcia et al., 2010) and tic disorders have also been 

found to moderate treatment outcomes (March et al., 2007; Skarphedinsson et al., 2015; 

Turner et al., 2018). 

Whilst maladaptive family factors appear implicated in a poorer response to 

treatment, they also provide an avenue for treatment enhancement (Peris, Rozenman, Sugar, 

McCracken & Piacentini, 2017). For example, in a recent meta-analytic study of family- 

based CBT treatments for youth with OCD it was found that such treatments resulted in 

substantial reductions in OCD symptom severity (McGrath & Abbott, 2019). Furthermore, 

an increased number of family factors (e.g., parental blame, family cohesion, conflict etc.) 

incorporated throughout treatment resulted in even greater reductions of family 

accommodation from pre to post intervention (McGrath & Abbott, 2019). As reviewed 

earlier, this is an important finding, as family accommodation is a common practice that 

predicts OCD-related impairment (Stewart et al., 2017; Storch et al., 2010) and may be 

related to maladaptive coping strategies and beliefs in parents and youth (Storch et al., 

2007). Given the arguable importance of parents and family in a child’s life, it is 

unsurprising that familial variables play an important role in understanding childhood OCD 

symptom expression and persistence (e.g., family accommodation, family impairment, 

family response to comorbidity), as well as influence treatment outcomes. The advancement 

of more developmentally sensitive and personalised approaches to treatment requires 

research into developmentally informed aetiological models, so as to shed light on the 

precise mechanisms associated with the development and maintenance of OCD symptoms 

among individuals with paediatric onset OCD (and their families). 
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Aetiology and maintenance 
 

Given the persistence and severity of OCD in children and youth, understanding the 

developmental context within which this disorder originates is crucial. Current aetiological 

understanding of paediatric OCD is limited (Krebs & Heyman, 2015). Results from 

twin/family and neuroimaging studies suggest that there is a biological component that may 

be particularly relevant to early-onset OCD (Pauls, Abramovitch, Rauch & Geller, 2014). In 

a review of genetic and neurological studies, heritability estimates suggest OCD is 40% 

heritable with multiple genes implicated, as well as there being differences in activation of 

the fronto-striatal regions of the brain (responsible for executive functioning e.g., inhibition, 

decision-making, attention) in those with versus without OCD (Pauls et al., 2014). However, 

studies using neuroimaging techniques in OCD do not provide any indication as to whether 

the increased activation represents an abnormality as result of OCD, or whether it has a 

causal role (Whiteside, Port & Abramowitz, 2004). Indeed, whilst OCD is associated with 

deficits in executive functioning, such as attentional and memory problems, these may also 

be accounted for by psychological variables (e.g., cognitive belief biases, metacognitive 

distrust; Ouimet, Ashbaugh & Radomsky, 2019). Furthermore, genetic findings do not fully 

account for OCD development and severity (Nestadt, Grados & Samuels, 2010; Pauls et al., 

2014), and there is a likely interaction between genetics and environmental factors (Walitza 

et al., 2010). Such environmental factors include differences in parental rearing and family 

functioning (Brander, Perez-Vigil, Larsson & Mataix-Cols, 2016). 

Regarding psychological aetiological models of OCD, the cognitive behavioural 

model is widely accepted, goes towards explaining both the development and maintenance 

of obsessions and compulsions, and provides the basis for current evidence-based treatments 

(i.e., CBT with ERP). This model recognises that biological factors account for an 

individuals’ vulnerability to OCD, and that the experience of intrusive thoughts is a frequent 
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and normative occurrence in the wider population (Parkinson & Rachman, 1981; Rachman 

& de Silva, 1978; Salkovskis & Harrison, 1984). However, it is an individual’s maladaptive 

beliefs about the experience/meaning of these intrusive thoughts that causes exorbitant 

levels of distress and a heightened salience of such intrusions (i.e., obsessions), which 

results in an urge to neutralise (i.e., compulsions) (Rachman, 1997; Salkovskis, 1985). 

Overtime, this cycle of distress and neutralisation, compounds upon itself as the individual 

becomes more and more sensitised to their distressing thoughts, and in turn relies more and 

more on maladaptive and counterproductive compulsions/coping strategies, thus, 

perpetuating pathological OCD symptoms (Salkovskis, 1985). 

A broad number of beliefs have been explored and implicated in adults with OCD. 

Six integral belief domains are considered particularly pertinent to understanding the 

persistence of obsessions and include; the over importance of thoughts, the importance of 

controlling one’s thoughts, overestimation of threat, intolerance of uncertainty, 

perfectionism, and inflated responsibility (Obsessive- Compulsive Cognitions Working 

Group; OCCWG, 1997). The OCCWG acknowledges not all these beliefs are necessarily 

unique to OCD (e.g., perfectionism, OCCWG, 1997); however, are well supported within 

OCD research (Pietrefesa, Schofield, Whiteside, Sochting & Coles, 2010). Arguably the 

most widely studied cognitive belief domain is Salkovskis’ (1985) model of inflated 

responsibility. Despite the importance of inflated responsibility beliefs in the cognitive 

conceptualisation and treatment of OCD, relatively little research has been conducted in 

paediatric samples (Mantz & Abbott, 2017), and less so on how or why these prominent 

belief biases develop in youth. Given the persistence of paediatric OCD over time despite 

the development of evidence-based treatment methods (e.g., Ivarsson et al., 2015; McGuire 

et al., 2015), and the far-reaching impact of the disorder on sufferers and their families (e.g., 

Stewart et al., 2017), research aimed to examine where and how these inflated responsibility 
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beliefs develop, and the applicability of these cognitive models in children and youth is 

important. 

Summary 
 

In sum, OCD in children and youth is a relatively common yet severe and 

heterogenous clinical disorder, typified by obsessions and compulsions (APA, 2013). In 

youth, this disorder typically has its onset at around 10 years of age (Geller et al., 2001), and 

is associated with significant psychosocial burden and distress (Piacentini et al., 2003; 

Storch et al., 2010). The sufferer is also frequently affected by a number of comorbid 

conditions such as ADHD, ASD, ODD, as well as anxiety, depression and other OC-related 

conditions (Farrell et al., 2012; Frias et al., 2015; Geller et al., 1996; Højgaard et al., 2019; 

Langley et al., 2010; Peris et al., 2017; Storch et al., 2009; Swedo et al., 1989). 

Unfortunately, such impairments, severity, distress, and comorbidities are further associated 

with greater impact on families and treatment success (Farrell et al., 2012; Lebowitz et al., 

2015; Storch et al., 2018; Storch et al., 2010; Wu et al., 2018). Indeed, the family of a youth 

with OCD is particularly troubled (Stewart et al., 2017), and further research is needed to 

disentangle the bidirectional effects of the family on the disorder (and vice versa). For 

example, the practice of family accommodation is common within these families and 

predicts overall OCD-related impairment (Storch et al., 2010), as well as family impairment 

specifically (Stewart et al., 2017). However, family accommodation often arises in response 

to children’s distress/symptoms and comorbidities (e.g., externalising symptoms; Lebowitz 

et al., 2011) and frequently results in disruption to family life, increased distress among 

family members, and tense parent-child relationships (Storch et al., 2007; Wu et al., 2014; 

Wu et al., 2016). 

In order to access effective evidence-based treatments (Lewin & Piacentini, 2010), 

and to maximise treatment gains (Mancebo et al., 2014), early and accurate identification of 
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symptoms is important. The gold-standard evidence-based diagnostic tool for paediatric 

OCD is the CYBOCS (Scahill et al., 1997); however, clinicians and researchers should also 

screen for common comorbid conditions, as well as assess levels of impairment and family 

accommodation that may adversely impact treatment (Farrell et al., 2018). Currently, CBT 

with a focus on ERP is the most widely supported evidence-based treatment for paediatric 

OCD, yet approximately 40% of youth fail to respond (Ivarsson et al., 2015; McGuire et al., 

2015; Ӧst et al., 2016). A greater understanding of variables associated with disorder onset 

and maintenance is crucial to inform treatment advances. Current aetiological models of 

childhood OCD remain largely informed by adult research. These models highlight the 

involvement of biological processes as vulnerability factors (e.g., genetic, neurobiological; 

Pauls et al., 2014), as well as cognitive-behavioural processes which are implicated in 

symptom persistence (e.g., inflated responsibility belief biases; OCCWG; 1997). Further 

research into these processes, as well as broader social influences (namely parent and family 

variables) is crucial to refine developmentally-sensitive aetiological models of OCD, that 

recognise and incorporate the important role of the family in this disorder, so as to identify 

ways of improving the treatment of this burdensome condition. 
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The Role of Inflated Responsibility Beliefs in OCD: Findings across the lifespan 
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The cognitive-behavioural theory of OCD proposes that maladaptive appraisals of 

intrusive thoughts serve a central role in the aetiology and maintenance of this disorder 

(Rachman, 1997; Rachman, 1998). Early seminal work identified that intrusive thoughts are 

highly prevalent in the wider population (Rachman & de Silva, 1981; Salkovskis & 

Harrison, 1984) and are distinguishable from worry (Wells & Morrison, 1994). The 

strongest predictor of intrusive thoughts in community samples is perceptions of guilt, 

versus anxiety or low mood (Niler & Beck, 1989). Recently, in a study of 56 adults with and 

without OCD (n = 28 each group) it was found that whilst intrusive thoughts were common 

in both groups, they were more frequent in the clinical group and the clinical group were 

more likely to use rituals, avoidance or reassurance seeking as a coping strategy than 

controls (Bouvard, Fournet, Denis, Sixdenier & Clark, 2016). However, both groups 

reported the most distressing intrusions to be related to ‘doubt’ (Bouvard et al., 2016). 

Therefore, it is widely accepted that assigning personal significance to these commonly 

occurring and uncomfortable (yet ultimately harmless) intrusive thoughts paradoxically 

increases their salience, frequency, associated distress and the drive to neutralize them 

(Rachman, 1997; Rachman, 1998). Thus, appraisals and beliefs about the occurrence and 

significance of intrusions are argued to underpin the aetiology and maintenance of 

obsessional symptoms. 

A broad array of belief domains and meta-cognitive processes have been proposed 

to be implicated in the pathogenesis of OCD. Over two decades ago, the Obsessive- 

Compulsive Cognitions Working Group (OCCWG, 1997) formed to integrate this extensive 

field of research investigating OCD-related beliefs and to drive recommendations for future 

studies. The OCCWG (1997) identified six core OCD-related belief domains proposed to be 

central to the origin and maintenance of clinical obsessions, including inflated 

responsibility, over-importance of thoughts, overestimation of threat, perfectionism, 
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intolerance of uncertainty, and importance of controlling thoughts. Across each of the six 

core belief domains described by the OCCWG (1997), there is a great deal of 

phenomenological (and statistical) overlap, with an inflated sense of responsibility argued to 

be at the core (Calkins, Berman & Wilhelm, 2013; Hezel & McNally, 2016; Taylor et al., 

2010). However, despite their centrality to current aetiological understandings and evidence- 

based treatments of this disorder, relatively little is known about the nature of maladaptive 

beliefs in paediatric samples (e.g., Mantz & Abbott, 2017). Therefore, this chapter aims to 

review the core maladaptive beliefs associated with OCD, with a particular emphasis on the 

role of inflated responsibility beliefs. It then aims to review the available literature on the 

role of inflated responsibility in paediatric OCD specifically, before highlighting the 

considerable gaps in knowledge as to how these beliefs may develop throughout early 

childhood and adolescence. 

Core maladaptive beliefs implicated in OCD 
 

Inflated responsibility beliefs are defined as the maladaptive belief that one is 

positioned to cause or prevent subjectively distressing outcomes, and that being responsible 

(i.e., guilty) or blamed (i.e., viewed negatively) for said outcomes is incredibly distressing 

(Salkovskis, 1985). These beliefs cause intrusive thoughts (e.g., whether one has turned off 

the stove) to be interpreted as distressing, leading to anxiety and ultimately increasing the 

individual’s urge to engage in neutralising behaviours aimed at reducing their distress, 

and/or prevent their feared outcome from occurring (i.e., alleviating responsibility; 

Salkovskis, 1985). Responsibility beliefs for harm may be direct (e.g., being the actual cause 

of the feared outcome), as well as indirect (e.g., being responsible for feared outcomes 

rationally outside one’s control; Salkovskis, 1985). 

Beliefs about the over-importance of thoughts refer to maladaptive appraisals that 

the experience of an intrusive thought is meaningful, and that one has an implicit sense of 
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responsibility for one’s thoughts and their consequences, including the well-researched 

concept of thought-action fusion (Rachman, 1993). Thought-action fusion refers to the 

tendency for individuals with OCD to appraise a thought regarding harm, with the same 

moral consequence as having actioned it, or the belief that having a thought inflates the 

perceived likelihood of actual occurrence, which has also been conceived of as a type of 

inflated responsibility (Rachman, 1993; Rachman, Thordarson, Shafran & Woody, 1995; 

Salkovskis, Rachman, Shafran & Freeston, 1999; Shafran, Thordarson & Rachman, 1996). 

Beliefs regarding the overestimation of threat refers to an individual’s exaggerated 

belief that a situation is threatening until proven otherwise (OCCWG, 1997). Individuals 

with OCD have been found to overestimate the likelihood of harm/danger/negative 

consequences (Moritz & Jelinek, 2009), and these appraisals and beliefs have been found to 

be highly associated with inflated responsibility (e.g., OCCWG, 2005; Shafran, 1997). For 

example, in an early examination of responsibility and threat estimation in adults with OCD 

versus those with social phobia or no anxiety disorder (n = 15 in each group), participants 

read situations that were either low risk (e.g., you see a piece of string on the ground), OCD 

related (e.g., you see some nails on a road), or high risk (e.g., you see someone choking in a 

diner) (Foa, Amir, Bogert, Molnar & Przeworski, 2001). They then rated the strength of 

their urge to “rectify” the situations, distress at leaving a situation “unrectified”, and levels 

of responsibility should the “unrectified” situation result in harm. There were no differences 

between groups for high risk situations. However, for low risk and OCD-related situations, 

the OCD group reported a greater urge, more distress, and more responsibility than non- 

anxious controls (Foa et al., 2002). There were no differences between the socially anxious 

group and the non-anxious group for urge to rectify or distress; however, those in the 

clinical control group did report significantly more responsibility across the low risk and 

OCD-related situations. The authors concluded that there may be a continuum of 
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responsibility beliefs, with those who have OCD positioned at the higher end of that 

continuum than other comparison groups, and that when measuring responsibility/threat it is 

important to consider the context (Foa et al., 2002). This is because responsibility is highly 

situational (Rachman, Thordarson, Shafran & Woody, 1995), related to personal 

significance (Berman, Wheaton, Fabricant, Jacobson & Abramowitz, 2011; Rachman, 

1997), and threat may be more salient in symptom specific situations (Berman, Weingarden 

& Wilhelm, 2019). Nevertheless, those with OCD found low risk situations more distressing 

until resolved, and this threat bias was related to responsibility for harm (Foa et al., 2002). 

Intolerance of uncertainty refers to the tendency of individuals with OCD to 

experience persistent and pathological doubt and become fixated on certainty and 

correctness (OCCWG, 1997). Relatedly, perfectionism refers to the excessive concern for 

making mistakes and avoiding failure (OCCWG, 1997). Both intolerance of uncertainty 

beliefs and perfectionism have also been linked to inflated responsibility beliefs in OCD. 

For example, pathological doubt/memory distrust is elevated in situations of heightened 

responsibility (e.g., Radomsky, Shafran & Hammond, 2001). Furthermore, perfectionistic 

symptoms aimed at preventing mistakes, failures and/or mishaps which may result in 

blame/guilt/anxiety (i.e., feared outcome) are reminiscent of descriptions of inflated 

responsibility (i.e., feeling overly responsible for subjectively distressing outcome; 

Salkovskis et al., 1999). Finally, excessive concern about the importance of controlling 

one’s thoughts refers to meta-cognitive beliefs related to thought control in order to prevent 

the experience of distressing thoughts or to prevent the thought from coming true (Tolin, 

Worhunsky & Maltby, 2006). This belief is also described much like the concept of inflated 

responsibility and thought action fusion (e.g., OCCWG, 1997), with associated features 

such as thought suppression linked to a fundamental goal of averting harm (see Purdon, 

2004). 
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In response to various approaches to the measurement of beliefs in OCD research, 

the OCCWG (2003) developed the Obsessional Beliefs Questionnaire (OBQ), which 

includes 44-items measuring the subscales of responsibility/threat estimation, 

perfectionism/certainty, and importance/control of thoughts. In the first test of the measure’s 

utility and psychometrics, the OBQ successfully distinguished between university students, 

non-clinical controls and individuals with OCD, with both comparison groups scoring 

significantly lower on all subscales, than individuals with OCD (OCCWG, 2003). More 

recently, a short version of the OBQ has been developed containing 20 items (Moulding et 

al., 2011), that has demonstrated good psychometric properties in adult samples (Fergus & 

Carmin, 2014; Fergus, Latendresse & Wu, 2017). Subsequent to these developments in 

adult samples, the Obsessional Beliefs Questionnaire-Child Version (OBQ-CV) containing 

44-items has been developed and validated in younger samples, with the measure 

demonstrating good psychometric properties (Coles et al., 2010). For instance, in two 

samples of children with OCD (n = 29 and 48, respectively) the OBQ-CV was adapted from 

the adult version (via age-appropriate changes in wording) and demonstrated good to 

excellent internal reliability for total and subtotal scores across both samples (all α > .80; 

Coles et al., 2010). Furthermore, the OBQ-CV showed good convergent validity with self- 

reported OCD symptoms and impairment (Coles et al., 2010). However, regarding specific 

subscales, only responsibility/threat was associated with self-reported OCD-related 

impairment, and clinician rated obsessional severity in the second sample (Coles et al., 

2010). Nevertheless, the OBQ-CV has distinguished between those children with or without 

OCD, with the latter reporting significantly more obsessive beliefs across each subscale 

(Wolters et al., 2011). Studies utilising these measures demonstrate the relevance and 

importance of dysfunctional beliefs in OCD, however, more research is needed (Wolters et 

al., 2011). 
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Given the heterogeneity of the disorder across the lifespan, research has attempted to 

delineate whether different dysfunctional belief profiles are relevant to the diverse symptom 

presentations of OCD. For example, in a recent review of experimental studies, repetitive 

checking and reassurance seeking (i.e., checking-by proxy) were exacerbated by 

manipulations of responsibility/threat, doubt/memory distrust, and beliefs about controlling 

one’s thoughts (Gagné, Kelly-Turner & Radomsky, 2018). Furthermore, complex 

symptoms such as mental contamination (i.e., thinking about being unclean 

physically/morally leads to feeling dirty/disgusting/ashamed and subsequent acts of washing 

to neutralise) are also linked to inflated responsibility via experimental studies (see Gagné et 

al., 2018). In a large normative sample of adults (n = 5015), self-reported 

perfectionism/certainty beliefs were predictive of ordering/arranging symptoms; 

importance/control of thoughts were predictive of obsessional symptoms, contamination 

habits and neutralising; and responsibility/threat beliefs were predictive of all symptom 

dimensions (Taylor et al., 2010). This is consistent with work in clinical adult samples 

whereby, beliefs regarding importance/control of thoughts are associated with obsessional 

taboo thoughts, beliefs regarding perfectionism/certainty are associated with symptoms of 

ordering/arranging/symmetry, and beliefs about responsibility/threat are associated with 

doubt/guilt for harm/mistakes, contamination, reassurance seeking and checking behaviours 

(Calamari et al., 2006; Reuman, Buchholz &Abramowitz, 2018; Tolin, Brady & Hannan, 

2008; Wheaton et al., 2010). Taken together these findings suggest that dysfunctional 

beliefs about responsibility/threat may be particularly important across the spectrum of  

OCD symptom clusters, and indeed, this belief has received the most attention and support 

within the literature (Mantz & Abbott, 2017). However, most research to date examining 

these beliefs has been in adult samples, with the assumption they are also relevant in 

paediatric cases (Mantz & Abbott, 2017; Mantz & Abbott, 2017). 
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Inflated Responsibility Beliefs in OCD 
 

Associations with symptoms. Inflated responsibility beliefs have been well 

supported in adult OCD samples using self-report measures (e.g., Cougle, Lee & 

Salkovskis, 2006; De Berardis, Serroni, Campanella, Rapini & Olivieri, 2015; Foa, Sacks, 

Tolin, Prezworski & Amir, 2001; Romero-Sanchiz et al., 2015), and have been found to be 

predictive of OCD symptoms over time (Coles & Horng, 2006). However, since 

correlational studies do not provide insight into causation and the finer nuances of these 

associations, experimental designs are required. With regards to inflated responsibility, 

several experimental studies have successfully manipulated high and low levels of 

perceived responsibility in adult participants (e.g., Arntz, Voncken, & Goosen, 

2007; Fritzler, Hecker, & Fawzy, 2008; Ladouceur et al., 1995; 
 
Ladouceur, Rheaume, & Aublet, 1997; Leonhart & Radomsky, 2017). Following 

manipulation, these studies measure distress, estimated likelihood of harm and the severity 

of harm that would occur in hypothetical scenarios (e.g., Menzies, Harris, Cumming & 

Einstein, 2000), and/or the amount of checking behaviours, hesitations and concern with 

error in different classification tasks (e.g., Ladouceur et al., 1995; Ladouceur et al., 1997; 

Lopatka & Rachman, 1995; Arntz, et al., 2007). 

In an experimental paradigm of inflated responsibility with clinical OCD patients (n 
 
= 27; mean age 34.8 years), relative to non-OCD anxious patients (n = 37; mean age 35.7 

years) and non-clinical controls (n = 28; mean age 35.0 years), participants were instructed 

to colour-sort different coloured pills from a larger jar into smaller jars (Arntz et al., 2007). 

Responsibility was manipulated by giving participants the instruction that the task was 

either of no real importance or, that the pills needed to be classified correctly in order to test 

a “colour system” whereby medication could be supplied to populations lower on literacy. 

Each coloured pill represented a different disease and corresponding medication. The 
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experimenters stressed that it was important that this task be taken seriously as it had the 

potential for far-reaching benefits. Manipulation checks indicated that the high 

responsibility instructions did induce higher responsibility. The high responsibility OCD 

group was the only group to report higher OCD-like subjective experiences and was the 

only group to engage in higher levels of new OCD-like behaviours such as checking (as 

observed using a behavioural checklist and video footage; Arntz et al., 2007). The authors 

concluded that these results support the causal hypothesis that high personal responsibility 

for negative outcomes creates obsessive-compulsive behaviours in OCD patients (both 

subjectively and behaviourally; Arntz et al., 2007). Results from numerous studies of similar 

designs are consistent using both analogue (e.g., Ladouceur et al., 1997) and clinical (e.g. 

Lopatka & Rachman, 1995) adult samples, whereby higher responsibility conditions have 

been found to result in greater distress and OCD-related behaviours. 

More recently, experimental designs have linked inflated responsibility with 

reassurance seeking during an induced contamination task (Leonhart & Radomsky, 2017). 

In a study of undergraduate students (n = 72), participants were faced with the content of a 

“dirty” rubbish bin containing items they were told were unclean (e.g., soiled latex gloves) 

and then asked to complete a dishwashing task with a confederate (Leonhart & Radomsky, 

2017). The dishwashing task involved the participant and confederate sharing complicated 

steps to ineffectively wash various cups that had been placed in the rubbish by the 

experimenter (and taken back out). The confederate would provide statements such as “the 

cup seems clean to me” to ensure that any questions asked by the participant relating to the 

cleanliness of the cups at a later point would be considered reassurance. Responsibility was 

manipulated via a contract stating the participant was either fully responsible for any harm 

resulting from incorrect washing or not at all responsible (with the confederate signing the 

opposite in each situation). Manipulation checks revealed that there was an effective 
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manipulation of responsibility across conditions, and there were no differences between 

conditions for how credible the confederate appeared or how dirty the bin/items were 

perceived. However, those participants in the high responsibility condition reported 

significantly greater urges to seek reassurance (Leonhart & Radomsky, 2017). They also 

engaged in significantly more covert reassurance seeking (i.e., subtle statements made with 

the intention of confirmation or disconfirmation by the confederate), yet there was no 

difference for overt reassurance. Finally, reassurance seeking led to a reduction in perceived 

responsibility (i.e., the act of reassurance seeking helped transfer responsibility to the 

confederate; Leonhart & Radomsky, 2017). This is important, as reassurance seeking is the 

most prevalent type of family accommodation engaged in by parents of children with OCD 

(e.g., Peris et al., 2008) and is associated with significant interpersonal conflict/tension 

(Halldorsson et al., 2015; Kobori et al., 2012; Kobori & Salkovskis, 2013). Therefore, not 

only do these findings demonstrate the importance of inflated responsibility beliefs in the 

development and expression of OCD symptoms, they also highlight the potential role 

families may play in reinforcing these beliefs over time (e.g., via reassurance seeking/family 

accommodation). 

Inflated responsibility in youth. Overall, there is preliminary evidence to support 

the role of maladaptive beliefs about responsibility on OCD symptomatology in children 

and youth (Libby, Reynolds, Derisely & Clark, 2004; Magnusdottir & Smari, 2004; Mantz 

& Abbott, 2017a; Mantz & Abbott, 2017b; Mather & Cartwright-Hatton, 2004; Matthews, 

Reynolds & Derisley, 2006; Reynolds & Reeves, 2008). For example, when responsibility 

was experimentally manipulated in non-clinical children (n = 81; aged 9 – 12 years) during 

a candy sorting task (similar in methods to the pill-sorting task described earlier), the higher 

responsibility conditions resulted in higher anxiety, checking, hesitations and longer task 

duration (Reeves, Reynolds, Coker & Wilson, 2010). Furthermore, in a sample of school- 
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aged children (n = 202; aged 10 – 14 years), responsibility beliefs, OCD symptoms and 

depressive symptoms were measured (Magnusdottir & Smari, 2004). Significant positive 

associations were found between responsibility beliefs and both OCD and depressive 

symptoms. After controlling for age, gender and depressive symptoms, responsibility 

beliefs made a significant independent contribution to the variance in OCD symptoms, 

albeit the size of this contribution was smaller than in studies conducted with adults 

(Magnusdottir & Smari, 2004). 

However, across studies using clinical paediatric samples, findings for responsibility 

beliefs associated with OCD symptoms is less clear. In one survey study of young people 

with OCD (n = 28, aged 11 - 18 years), results were consistent with the applicability of adult 

cognitive models of inflated responsibility, whereby higher levels of responsibility (as well 

as thought-action fusion and concern over mistakes) were found in youth with OCD 

compared to both an anxious and a non-clinical control group (Libby et al., 2004). This 

study also found that inflated responsibility uniquely predicted OCD severity, whereas other 

beliefs (i.e., thought action fusion and perfectionism) were non-significant (Libby et al., 

2004). However, in another study where responsibility for harm was experimentally 

manipulated during a behavioural avoidance task among a clinical sample of children and 

youth with OCD (n = 41, aged 7 - 17), higher responsibility conditions did not result in 

higher distress ratings or perceived likelihood/severity of harm (Barrett & Healy-Farrell, 

2003). In a clinical sample of children with OCD (n = 27; aged 7 – 17 years) whereby 

responsibility was manipulated via vignettes (high relative to low responsibility vignettes), 

heightened responsibility was similarly not associated with distorted perceptions of memory 

confidence, intolerance of uncertainty or a greater urge to check (Farrell, Waters, Boschen 

& Milliner, 2011). More recently, responsibility was manipulated using the candy-sorting 

paradigm (e.g., Reeves et al., 2010), in a comparison of youth (aged 8 – 17 years) with OCD 
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(n = 29; mean age = 14.3 SD = 2.38), an anxiety disorder (n = 30; mean age = 13.5 SD = 

2.46), or no clinical diagnoses (n = 25; mean age = 13.0 SD = 2.05) (Mantz, O’Brien, 

Waters & Abbott, 2019). Youth with OCD were more likely to report heightened anxiety in 

the high responsibility condition versus low, with no effect of condition for the comparison 

groups. However, there was no effect of responsibility manipulation for observed 

behaviours (e.g., more checking). Instead, children and adolescents with OCD were more 

likely to display these types of behaviours as compared to the comparison groups 

irrespective of whether they were in the high or low responsibility condition (Mantz et al., 

2019). 

Across studies examining responsibility beliefs with paediatric samples to date, it is 

important to note that studies used varying age ranges. For the studies that supported 

inflated responsibility the sample was more often older (e.g., Libby et al., 2004) or had a 

very restricted age range spanning middle childhood (i.e., Reeves et al., 2010). In contrast, 

the studies by Barret and Healy-Farrell (2003) and Farrell and colleagues (2011), utilised a 

wide inclusive age range with children as young as seven years old (up to 17 years). Farrell 

and colleagues (2011) did not find any age effects when they compared the 7 to 12 age 

group and 13 to 17 age group on responsibility; however, there was a trend for adolescents 

to endorse more beliefs than their younger counterparts. Indeed, OCD belief biases may 

manifest in different ways across childhood and adolescence into adulthood (Geller, 2006; 

Geller et al., 2001; Farrell & Barrett, 2006; Farrell, Waters & Zimmer-Gembeck, 2012). In a 

study of 26 children (7-11 years) and 20 adolescents (12 - 17 years) with OCD and their 

mothers, Farrell and colleagues (2012) found age significantly moderated the associations 

between child cognitive biases, maternal cognitive biases and child OCD severity (as 

measured by the Children’s Yale-Brown Obsessive-Compulsive Scale; CYBOCS; Scahill et 

al., 1997). Specifically, adolescent maladaptive beliefs (including inflated responsibility) 
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were significantly associated with OCD severity whereas child maladaptive beliefs were not 

(interestingly, maternal beliefs appeared more relevant for younger children). There were no 

differences between age groups on OCD severity; however, adolescents had significantly 

more severe obsessions as compared to younger children. The authors suggest that the more 

obsessional nature of adolescent OCD may contribute to the formation of increased 

maladaptive beliefs during this developmental stage (Farrell et al., 2012). This finding was 

also observed in a correlational study of children (n = 18) and adolescents (n = 21) with 

OCD (Verhaak & de Haan, 2007). Both groups completed the CYBOCS as a measure of 

OCD symptom severity, the Magical Thinking Questionnaire and the Children Automatic 

Thoughts Scale, as measures of cognitive beliefs associated with OCD. Results indicated 

only adolescents’ obsessional severity was associated with beliefs of inflated 

responsibility/overestimation of threat; whereas children’s obsessional severity was not 

(Verhaak & de Haan, 2007). There were no associations between responsibility beliefs and 

compulsion severity for either age group, nor were there any associations between magical 

thinking (e.g., though-action fusion) and symptom severity of either type. Combined, these 

studies provide mixed yet promising support for the applicability and importance of inflated 

responsibility biases in younger paediatric samples (Reynolds & Reeves, 2008). It appears 

that an inflated sense of responsibility for preventing harm associated with OCD may 

become more problematic throughout adolescence and into adulthood. Future research 

aimed at understanding how or why these beliefs develop in OCD is important, and 

moreover, studies should consider child age as an important and influential factor. 

Origins of inflated responsibility bias. Due to the argued importance of inflated 

responsibility beliefs in cognitive models of OCD, understanding both the origins and 

sustaining factors of these beliefs is an important focus for research (Hezel & McNally, 

2016; Salkovskis et al., 1999). Interestingly, it appears that dysfunctional beliefs related to 
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OCD such as inflated responsibility are higher in non-affected relatives of adults with OCD 

(particularly those with early-onset symptoms), suggesting a ‘cognitive vulnerability’ for 

the transmission of these obsessive beliefs within the family (Albert et al., 2015; Rector, 

Cassin, Richter & Burroughs, 2009). For example, a sample of 24 adults with OCD (and a 

non-affected relative) were compared to a representative community sample (n = 87) on 

obsessive beliefs and it was found that non-affected relatives had significantly higher 

inflated responsibility/threat beliefs than community controls, which was magnified for 

those relatives of adults who had early onset OCD (Rector et al., 2009). Indeed, cognitive 

beliefs appear to be highly heritable, with shared genetic factors accounting for 

approximately 33% of the variance for each OCD-related belief; however, an independent 

genetic factor was identified accounting for a further 10% of the variance in 

responsibility/threat beliefs specifically (Taylor, Afifi, Stein, Asmundson & Jang, 2010). 

Regarding youth specifically, in a sample of 126 adolescent-parent pairs recruited 

from the community, it was found that parent responsibility/threat beliefs and 

perfectionism/certainty beliefs were associated with offspring responsibility/threat beliefs 

(Jacobi, Calamari & Woodard, 2006). It was also found that parent’ beliefs about 

importance/control of thoughts was associated with child beliefs about importance/control 

of thoughts. Interestingly, parents’ obsessive-compulsive symptoms were also associated 

with child responsibility/threat beliefs, and there was an indirect effect of parent OCD 

symptoms on child OCD symptoms via child responsibility beliefs (the same associations 

were not significant for importance/control of thoughts; Jacobi et al., 2006). More recently, 

Berman, Wilver and Wilhelm (2018), induced obsessional anxiety in a community sample 

of children (n = 27; aged 8 – 18 years) using a personalised vignette-style task. Children 

were asked to write a sentence and instructed to consider the statement deeply for 30 

seconds (e.g., “I will physically hurt <beloved relative> even though I do not want to”). The 
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written note was shown to the parent afterwards, who were then instructed to complete 

several questionnaires in response to how they felt upon seeing that note. The authors found 

that when parents interpreted the note/“intrusive thought” as threatening, they were more 

likely to recommend the child engage in problematic coping strategies (e.g., thought 

suppression) even after controlling for parental OCD symptoms (Berman et al., 2018). 

Furthermore, parents interpreting their child’s “intrusive thought” as threatening/negative 

was associated with child responsibility/threat beliefs (other OCD-related beliefs were non- 

significant), child OCD severity, as well as with children rating the event represented on the 

note as more likely to occur (Berman et al., 2018). 

With clinically diagnosed children (n = 28; aged 9 – 17 years) and their mothers, 

Pietrefesa and colleagues (2010) found a similar pattern of results. Child reported 

responsibility beliefs were associated with child OCD symptoms and interference, whereas 

importance/control was only associated with symptoms (but not interference) and there 

were no associations for perfectionism/certainty. Parent reported responsibility/threat and 

importance/control beliefs were associated with their own OCD symptoms and distress 

(despite being subclinical), and perfectionism/certainty beliefs were associated with their 

own OCD symptom frequency (Pietrefesa et al., 2010). Importantly, maternal beliefs about 

responsibility/threat were positively associated with child beliefs about responsibility/threat 

and importance/control of thoughts. All other associations between parent and child were 

non-significant or in a negative direction (i.e., parental importance/control with child 

perfectionism/certainty; Pietrefesa et al., 2010). However, these studies are only cross- 

sectional in design, and therefore, it is not yet clear how or why these excessive and 

dysfunctional beliefs (particularly regarding responsibility) cluster within families. 

Beyond heritability or direct family transmission of maladaptive responsibility 

beliefs, Salkovskis and colleagues (1999) proposed that beliefs about inflated responsibility 
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for preventing harm may originate during early childhood as a consequence of upbringing 

and/or actual or perceived early experiences via one or more of five hypothesised 

developmental pathways. The first pathway works through a broad sense of responsibility, 

consciously or unconsciously encouraged during childhood, via neglectful/rejecting 

parenting, heightened blame, and increased duties placed on children that exceeds the 

developmental capacity of the child (Salkovskis et al., 1999). The second pathway refers to 

authoritarian and rigid/extreme rules (Salkovskis et al., 1999). The child is theorised to 

absorb heightened levels of responsibility from highly controlling and highly rejecting 

environments, institutions (e.g., religious affiliations), and people. The child may internalise 

a sense of excessive conscientiousness/social obligation and that failure is unacceptable and 

will result in intolerable guilt or shame (Salkovskis et al., 1999). The third pathway is an 

overly developed sensitivity to responsibility, resulting from being over-protected from it 

(Salkovskis et al., 1999). Salkovskis and colleagues (1999) describe this pathway as a 

family environment where worries and anxious behaviours are highly prevalent, with a 

constant sense of perceived danger being expressed to the child, and with parents modelling 

anxious and compulsive behaviours themselves, albeit not necessarily clinically. The 

authors posit that this environment may lead to a general sense of incompetence within the 

child to deal with the perceived danger in their environment. The final two pathways include 

(1) an incident where one’s (in)actions contributed to a serious misfortune to themselves or 

others, or (2) an incident where one perceived their (in)actions caused a serious misfortune 

(Salkovskis et al., 1999). Therefore, apart from experiences which led to a serious 

misfortune (or the belief one was responsible for a serious misfortune), each pathway is 

theorised to occur during early childhood or adolescence (Salkovskis et al., 1999). 

In response to Salkovskis and colleagues’ (1999) theory of the development of 

responsibility beliefs, Coles and Schofield (2008) developed and validated the Pathways to 
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Inflated Responsibility Beliefs Scale (PIRBS) for use with adults to retrospectively report on 

their childhood upbringing and experiences of the theorised developmental pathways. Each 

of the 23-items load onto four factors that resemble the five developmental pathways. These 

factors are Rigid Rules, Heightened Responsibility, Overprotection, and Actions that 

caused/influenced Misfortune. In a sample of undergraduate students (n = 562 study 1; n = 

628 study 2), the scale demonstrated good internal consistency, retest reliability, and 

convergent and divergent validity (Coles and Schofield, 2008). Importantly, total PIRBS 

score, as well as each of the subscales, were significantly correlated with OCD symptoms as 

measured on the Obsessive-Compulsive Inventory (OCI; Foa, Kozak, Salkovskis, Coles & 

Amir, 1998) and the inflated responsibility/threat items on the OBQ (OCCWG, 1997; 

2001). However, the experience of the PIRBS pathways may not be specific to OCD, and 

instead, may be as equally recollected in adults with other anxiety disorders more generally 

(Coles, Schofield & Nota, 2015). 

Recently, Collins and Coles (2018) modified the PIRBS for use in adolescent 

samples. In a sample of 20 youth (aged 9 – 16 years) with OCD, they found that each 

subscale was correlated with responsibility/threat beliefs, no subscales were associated with 

importance/control of thoughts, and actions that caused/influenced misfortune was 

associated with perfectionism/certainty (Collins & Coles, 2018). However, in this sample 

the overprotection subscale had problematic internal consistency (i.e., α = .48). As a result, a 

small number of items (n = 3) referring to overprotective parental behaviours were removed 

(e.g., ‘My parents often do things to protect me’), with the remainder focusing on 

overprotective parental beliefs (e.g., ‘My parents think I can’t handle things’). Similarly, 

Lawrence and Williams (2010) developed a questionnaire designed to measure the 

developmental pathways of inflated responsibility in a sample of adolescents (aged 14 – 21 

years) with (n = 16) and without (n = 16) OCD. They found no differences between groups 
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in terms of the amount of responsibility reported throughout childhood, however, they did 

identify that adolescents with OCD were more likely to report the presence of a negative life 

event in their childhood, as compared to their non-clinical counterparts. This was reflective 

of the proposed pathways whereby (in)actions resulted in a serious misfortune or were 

perceived to result in a serious misfortune (Salkovskis et al., 1999). The role of stressful or 

negative life events associated with OCD onset are further supported in longitudinal studies 

(Coles, Pietrefesa, Schofield & Cook, 2008; Krebs et al., 2019), and in many instances are 

described by youth as related to difficulties with family disruption or a negative family 

dynamic (Keyes et al., 2018). The authors of both studies (Coles & Schofield, 2008; 

Lawrence & Williams, 2011) acknowledge the small sample sizes and conclude that further 

research is needed, particularly examining differences across clinical and non-clinical 

groups, and determining any age or gender effects. 

Other studies have examined the origins of dysfunctional responsibility beliefs with 

a focus on the influence of the parental rearing behaviours proposed as central to the 

development of these beliefs (Salkovskis et al., 1999). In a study of 227 undergraduate 

students (aged 17 – 24), self-reported perceptions of their parents’ rearing styles 

(permissive, authoritarian and authoritative) as measured on the Parent Authority 

Questionnaire, were examined relative to associations with obsessive beliefs as measured on 

the OBQ, and obsessive compulsive symptoms as measured on the OCI (Timpano, Keough, 

Mahaffey, Schmidt & Abramowitz, 2010). Only authoritarian parenting styles (i.e., high 

control, high rejection) were associated with maladaptive obsessive beliefs (i.e., inflated 

responsibility and importance of thoughts) and obsessive-compulsive symptoms. 

Furthermore, only inflated responsibility beliefs acted as a partial mediator between the 

effects of authoritarian parenting and obsessive-compulsive symptoms. A more recent study 

measured perceived parental rearing behaviours using the Egna Minnen Betraffande 
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Uppfostran (EMBU; Muris, Bögels, Meesters, van der Kamp & van Oosten, 1996) and the 

presence of negative life events, in a sample of 300 undergraduate students (aged 17 – 27 

years) (Haciomeroglu & Karanci, 2014). Regression analyses determined a similar pattern 

whereby perceived maternal overprotection and responsibility attitudes not only predicted 

obsessive-compulsive symptoms, but responsibility attitudes partially mediated the 

relationship between perceived maternal overprotection and OCD symptomatology. These 

findings suggest that harsh and/or controlling rearing behaviours are associated with 

responsibility beliefs and symptoms, which corresponds with Salkovskis and colleagues’ 

theory (1999) that these beliefs may originate within the familial context and under parental 

influences. 

As yet, few studies have investigated these complex associations in clinically 

diagnosed samples nor examined paediatric cases. A preliminary study using a community 

sample of parents (n = 27) and each of their children (n = 48; aged 8 – 18 years; 12% had 

OCD), examined the familial learning context of obsessive beliefs (Berman et al., 2018). It 

was found that parental psychopathology (e.g., depression, stress), parental psychological 

control (i.e., parental invalidation of feelings, love withdrawal, guilt induction etc.) and 

parental religiosity each predicted obsessive beliefs generally (including responsibility) and 

OCD symptoms in their child (Berman et al., 2018). The authors concluded that the 

excessive regulation of a child’s experiences via psychological control depletes children’s 

perceptions of self-efficacy for distress inducing situations (see Berman et al., 2018). 

Importantly, they extended this to including internal experiences (i.e., obsessions) which can 

lead to a reliance on maladaptive coping strategies (i.e., compulsions). Whilst these findings 

provide indication as to the way in which obsessive beliefs might be communicated and 

inadvertently encouraged within the parent-child dynamic through adverse coping 

strategies, they relied upon small community samples (Berman et al., 2018). This represents 
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an important gap in the literature, with future studies required in larger clinical samples of 

children and youth. To date, no studies have examined the associations directly between 

parent and child perceptions parental rearing, inflated responsibility beliefs and OCD 

symptoms/severity in clinical samples of children with OCD. This is despite theoretical 

models (i.e., Salkovskis et al., 1999) that propose responsibility beliefs originate in 

childhood via parental/familial contexts characterised by rejection and/or control. Studying 

the familial context among clinical samples of children and youth with early onset OCD 

provides an opportunity to directly examine these important cognitive and familial 

mechanisms. 

Summary 
 

Several maladaptive beliefs have been implicated in the development and 

maintenance of OCD symptoms (see OCCWG, 1997). The belief domain which has 

received the most attention and support within the literature is beliefs about inflated 

responsibility for preventing harm/negative outcome (Mantz & Abbott, 2017). 

Responsibility beliefs are argued to drive extreme distress, doubt, avoidance and time- 

consuming rituals, leading to severe impairment as a result of OCD (Salkovskis, 1985). 

Relative to research with adults, there remains very limited studies investigating 

responsibility beliefs in children and youth with OCD, despite the severity and chronicity of 

this disorder in young people, as well as the theorised origins of these beliefs occurring 

throughout this period of development (Salkovskis et al., 1999). Inflated responsibility 

beliefs are theorised to occur during childhood via experiences of heightened rules, 

rejection, overprotection, and control imposed on the child by their parents (Salkovskis et 

al., 1999). Preliminary evidence supports the presence of these developmental pathways in 

adults retrospectively reflecting on their experiences as a child (e.g., Coles & Schofield, 

2008). However, there is limited research examining the influential role of the parent/family 
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in the genesis of these maladaptive belief biases during childhood. Parents play a critical 

role in a child’s healthy emotional development, yet they are profoundly impacted by 

experience of parenting a child with OCD (as described in chapter 1). Greater research 

attention aimed at understanding the associations between child OCD symptoms, parental 

rearing, and belief biases in children may lead to the advancement and refinement of 

developmentally sensitive aetiological models of OCD. If parental rearing plays a role in the 

development of maladaptive responsibility beliefs, which have been shown to maintain 

OCD symptoms and severity, then family-based treatments could be improved to target 

these dysfunctional dyadic processes in families. Research aimed at understanding the 

unique challenges faced by parents in raising a child with debilitating and disruptive OCD is 

needed in order to advance both theory and practice. 
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The Familial Context in Paediatric OCD: The Role of Parental Rearing 
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In addition to the undeniable influence of socio-economic status and 

genetic/biological vulnerability, the family environment is a crucial source of social, 

cognitive, and affective learning within a child’s life (for recent review see Schleider & 

Weisz, 2017). This is reflected in the multitude of psychological and sociological studies 

conducted over the last century which have attempted to delineate the role and influence of 

the familial context on the outcomes of children. Indeed, the familial context has been found 

to impact on and influence child outcomes across a broad array of psychosocial domains, 

including academic achievement, behavioural delinquency, adolescent development, 

friendships, as well as the development and/or maintenance of clinical disorders such as 

anxiety (reviewed in Newman, Harrison, Dashiff & Davies, 2008). In addition, a myriad of 

family-based variables (e.g., attachment, functioning, interparental conflict etc.) have been 

explored and implicated in the development and maintenance of childhood 

psychopathology. However, one of the most well-supported and widely researched factors 

of influence is parental rearing (Newman et al., 2008). 

Parental rearing is multifaceted, with early seminal studies identifying that a rearing 

style characterised by warmth, encouragement, acceptance, autonomy granting, as well as 

fair/consistent/developmentally appropriate behavioural limits, is associated with a host of 

positive outcomes for youth (see Darling & Steinberg, 1993). This style of rearing is 

referred to as ‘authoritative’ and is often contrasted against styles that are more permissive 

(i.e., lax boundaries, uninvolved) or authoritarian (i.e., harsh/critical, overcontrolling, rigid), 

with the former associated with positive self-esteem, adjustment, and better academic 

functioning (Steinberg, Elmen & Mounts, 1989; Steinberg, Lamborn, Dornbusch & Darling, 

1992). However, parenting a child is not a straightforward process and there is little 

preparation for what the experience of parenting will be like for individual parents (Sanders, 

2003). 
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Further to this, becoming a parent represents a huge transitional period in one’s life 

that requires a considerable adjustment on the part of the parent (Johns & Belsky, 2007), 

including the navigation of complex societal values (e.g., media representations), 

generational pressures, and norms, that dictate what might be considered ‘good’ parenting 

(Assarsson & Aarsand, 2011). Consequently, parenting can go awry and have unintended 

consequences. However, this is not necessarily the consequence of abusive relations, and 

instead more often than not stems from the misdirected well-intentions of parents who may 

have a predisposition for anxiety themselves or have certain ingrained beliefs about the 

world, coping, or safety that get communicated to their child and thereby absorbed (e.g., 

Mӧller, Majdandžić & Bӧgels, 2015). For example, there has been a recent focus within 

media on the role and unintended consequences of overinvolved parenting coined as 

‘helicopter parenting’ on the millennial generation, and its’ associations with dependency, 

neuroticism and poor self-efficacy (Odenweller, Booth-Butterfield & Weber, 2014). Taken 

altogether, it is clear that parenting is an essential consideration when examining the 

psychosocial well-being of a child; however, may be influenced by a number of complex 

processes that can have unintended consequences. 

Regarding OCD in youth specifically, it is well recognised that the disorder both 

impacts upon the family and is impacted by the family, who play a crucial role in symptom 

maintenance (e.g., via family accommodation; Stewart et al., 2017; Storch et al., 2007). 

Indeed, the familial context of paediatric OCD is particularly compromised, with parents 

and family members experiencing high levels of burden and poorer quality of life than 

healthy comparisons (e.g., Cerqueira, Torres, Torresan, Negreiros & Vitorino, 2008; Cicek, 

Cicek, Kayhan, Uguz & Kaya, 2013), as well as poorer parental functioning as a result of 

their child’s symptoms than parents of anxious comparisons (Jacob, Morelen, Suveg, 

Jacobsen & Whiteside, 2011). This challenging familial context and associated parental 



43 
 

strain (e.g., Futh et al., 2012) may be an important predictor of treatment outcomes for youth 

accessing evidence-based CBT intervention (Ginsburg et al., 2008; Turner et al., 2018). 

Furthermore, it is within the familial context that parents may engage in maladaptive 

parental rearing, which in turn has been theorised to be associated with the development of 

maladaptive OCD-related beliefs about inflated responsibility (Salkovskis et al., 1999). 

However, despite the importance of parental rearing on the social learning and 

development of a child (Schleider & Weisz, 2017), along with the particularly burdened 

family environment observed in OCD families (Stewart et al., 2017), there has been very 

limited research conducted to date investigating the nature and role of parental rearing in 

paediatric samples, relative to research in other fields of child psychopathologies (e.g., 

anxiety). As a result, relatively little is known about the specific influence of parental rearing 

in paediatric OCD, or the nature of associations between rearing, OCD symptoms and 

maladaptive beliefs (e.g., inflated responsibility). The current chapter aims to describe 

important considerations that influence the quality of parental rearing behaviours, as well as 

the methodological difficulties associated with measuring the nature and impact of these 

rearing behaviours in youth. The chapter then aims to review the role of the family and 

parental rearing in childhood OCD specifically, highlighting the need for more research 

examining the familial context of this troubling condition. 

Influences on Parental Rearing 
 

Research aimed at identifying factors related to parental adjustment and positive 

experiences of rearing have largely focused on mothers and their beliefs about parenting 

self-efficacy (Coleman & Karraker, 2003). Greater parental self-efficacy and self-esteem 

has positive associations with self-perceptions of parenting competence, positive child 

outcomes, and authoritative rearing (Aunola, Nurmi, Onatsu-Arvilommi & Pulkkinen, 

1999). However, parenting can be difficult, and normative daily stressors associated with 
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routine parenting of young children (e.g., whining, interrupting etc.) are associated with 

greater parenting stress, particularly when parents’ subjective appraisals of these stressors 

are made through a negative bias (Mazur, 2006). Unfortunately, such biased appraisals may 

be more likely in situations of heightened pressure such as parent/child psychopathology 

(Schleider & Weisz, 2017), where symptoms of parental anxiety or depression erode 

perceptions of parenting self-efficacy (see Teti, O’Connell & Reiner, 1996). Indeed, parents 

with clinical symptoms are more likely to engage in problematic rearing behaviours (e.g., 

Lieb et al., 2000; Mӧller et al., 2015). For example, in a study of very young infants (n = 81; 

aged 10 – 15 months) and their parents, it was found that generally anxious mothers were 

more likely to engage in overprotective rearing behaviours (e.g., excessive interference with 

child’s autonomy of thoughts/actions/feelings) and less likely to engage in challenging 

parental behaviours (e.g., challenging play testing the child’s limits), whereas this pattern 

was true for fathers who were socially anxious (Mӧller et al., 2015). Maternal depression is 

also associated with inconsistent disciplinary behaviours, overprotection, and promotion of 

poor emotion regulation strategies (Susman et al., 1985). Unfortunately, parental 

psychopathology is also a barrier to participation, engagement and utilisation of parental 

rearing training (Maliken & Katz, 2013). 

Additionally, parent/child psychopathology may also be further associated with 

parenting stress and parental experiential avoidance, and these may also act as potential 

sources of influence on the types of parental rearing behaviours engaged in by parents. For 

instance, parenting stress is considered a key determinant of negative rearing behaviours and 

poorer family functioning (Abidin, 1992). In parents with diverse psychopathology, 

parenting stress/intolerance may also lead to an increase in child depression across the 

lifespan (Gluschkoff et al., 2017). More recently, in a sample of children, mothers and 

fathers (n = 272), it was found that the association between parents’ internalising and 
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externalising symptoms and children’s internalising and externalising symptoms were 

mediated by parenting stress (Weijers, van Steensel & Bӧgels, 2018). Regarding 

experiential avoidance and emotion regulation, parents who seek to avoid strong emotions 

in their child and themselves (as triggered by their child’s distress), engage in problematic 

coping strategies that inadvertently reinforce symptoms (e.g., excessive reassurance/family 

accommodation of anxiety; Aktar et al., 2017; Feinberg, Kerns, Pincus & Comer, 2018). 

Parental experiential avoidance may also mediate the association between parent anxiety 

and parental controlling/overprotective rearing behaviours (which are further associated 

with child anxiety; Emerson, Ogielda & Rowse, 2019). 

However, it is important to consider multidirectional effects when examining the 

influences on parental rearing behaviours (see Schleider & Weisz, 2017). For example, 

whilst parental psychopathology is an important top-down process, having a child with 

behavioural and/or psychological difficulties is another important source of parenting stress 

(Costa, Weems, Pellerin & Dalton, 2006). In a sample of children with their mothers (n = 

233), and children with their mothers and fathers (n = 67), the associations between the 

subdomains of parenting stress (parental distress, parent-child dysfunctional interactions, 

and difficult child) with parent/child internalising and externalising symptoms were 

explored (Costa et al., 2006). After controlling for child age and gender it was found that 

parent hostility and parent perceptions of having a difficult child predicted child 

externalising symptoms (Costa et al., 2006). Interestingly, for child internalising symptoms, 

it was found that parental anxiety was a significant predictor and so were the parenting stress 

subdomains of difficult child (i.e., perceptions of child manageability) and parent-child 

dysfunctional interactions (i.e., perceived disappointment in the child and a failure to meet 

parent expectations; Costa et al., 2006). Moreover, parents of children with ADHD or ASD 

frequently report more parenting stress than parents of neurotypical children (Hutchison, 
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Feder, Abar & Winsler, 2016; Keenan, Newman, Gray & Rinehart, 2016; Miranda, Tárraga, 

Fernández, Colomer & Pastor, 2015; Postorino et al., 2019). Altogether, it appears that 

subjective perceptions are important when examining parental rearing (e.g., parental 

perceptions of parenting stress, distress etc.), as well as examining associations with child- 

symptoms. However, the measurement of parental rearing is a challenging exercise with 

many multidirectional associations (see Schleider & Weisz, 2017). In paediatric OCD there 

is a distinct lack of research that examines both parent and child perceptions concurrently, in 

addition to objective approaches to assessment. 

Measurement Issues in Parental Rearing Research 
 

As described, parenting is multifaceted, highly nuanced and complex, and is 

influenced by broad and complicated determinants stemming from within the parent, the 

child, the dyadic relationships, as well as societal trends/pressures (Schlieder & Weisz, 

2017). The measurement of rearing behaviours is therefore challenging. Nevertheless, the 

two broad dimensions of parental rearing that have received the most attention across 

studies investigating the development of child psychopathology, include parental rejection 

(versus parental warmth), and parental control (versus autonomy granting) (Bögels & 

Brechman-Toussaint, 2006; McLeod et al., 2007). Rejection commonly refers to low levels 

of warmth and positivity (e.g., McLeod et al., 2007). Control on the other hand, refers to the 

excessive regulation of the child and discouraging their independence (e.g., McLeod et al., 

2007). Control itself is multifaceted, and a distinction is made between behavioural control 

(i.e., control of child’s behaviour via strictness etc.) and psychological control (i.e., control 

of child’s psychological and emotional development via guilt/shame etc.), which has 

subsequently been likened to ‘rejection’ (Settipani et al., 2013). Additionally, researchers 

highlight the importance of ‘anxious rearing’ which reflects control-related behaviours that 

are motivated by parental anxiety, whereby parents may model anxious responses to 
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children (e.g., Grüner, Muris & Merckelbach, 1999). Consequently, the differentiation of 

rejection and control as constructs may be more diffuse than intended. 

The methodology most commonly used to date to examine the processes of 

rejection and control on the development of psychopathology has been retrospective self- 

report in adult clinical samples whereby perceptions of their parents’ rearing are compared 

to those of non-clinical adults (see McLeod et al., 2007). However, these studies are subject 

to problems with recall over time (e.g., Bögels & Brechman-Toussaint, 2006). In an 

important early review, Halverson (1988) critiques the use of retrospective recall due to the 

likelihood that memory of parental rearing is a reconstruction of an actual event combined 

with post-event processing, as well as the poor correlation between recalled and 

contemporary recollections of events. Halverson (1988) also acknowledges “parents play a 

significant role in determining the family mythology” (pg 438) by discussing events after- 

the-fact (e.g., ‘you were such a happy baby’), that may inadvertently influence subsequent 

recollections made by offspring. Furthermore, studies of this type rarely examine the 

reliability of retrospective recall (e.g., gathering recollections multiple times, independent 

corroboration; Maughan & Rutter, 1997). Indeed, studies of self-reported rearing may better 

reflect perceptions of rearing rather than provide an indication as to actual parenting 

practices (Gerslma, Snijders, van Duijn & Emmelkamp, 1997). 

Indeed, in contemporaneous studies that survey both parent and youth perceptions of 

rearing concurrently, discrepancies often exist between what is reported by each, with a 

tendency for parents to over-report positive rearing and under-report negative rearing 

(Bögels & van Melick, 2004; Bögels et al., 2001; Caster, Inderbitzen & Hope, 1999; 

Korelitz & Garber, 2016; Tein, Roosa, & Michaels, 1994). However, more recent analysis 

has shown that the disagreement between parent and child report may be informative and 

not necessarily a source/result of error (Korelitz & Garber, 2016). Indeed, parent-child 
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discordance is associated differentially with child outcomes (DiBartolo & Grills, 2006; 

Korelitz & Garber, 2016; Valentiner & Mounts, 2017), and this may be influenced by child 

age and/or maternal anxiety (Niditch & Varela, 2011). For example, in a recent meta- 

analysis of 85 studies it was found that regardless of parent gender or parenting behaviour 

examined (acceptance, psychological control etc.), there was relatively little parent-child 

agreement across studies, with parents tending to report their rearing as more positive than 

children (Korelitz & Garber, 2016). Parent-child agreement increased as a child’s age 

increased; however, the authors cautioned against interpreting this as greater ‘accuracy’ and 

instead highlight the importance of gathering parent and child responses and incorporating 

into statistical models simultaneously, as well as verifying against direct observations 

(Korelitz & Gerber, 2016). 

In light of the pitfalls of retrospective research and discrepant findings across self- 

report designs, observational methods are used as a more independent and objective 

measure of ‘actual’ parental rearing behaviours (Bögels & Brechman-Toussaint, 2006; 

McLeod et al., 2007). Generally, observational studies have shown that parents of anxious 

children are more controlling and less warm than comparison dyads (e.g., Hudson, Comer & 

Kendall, 2008; Hudson & Rapee, 2001; Siqueland, Kendall & Steinberg, 1996). However, 

observational designs are not without their own limitations (e.g., questionable ecological 

validity; Gardener, 2000). Discrepant findings between observational studies suggest 

clarification is needed around the operationalisation of coded behaviours (McLeod et al., 

2007) which is complicated further by the various task types used across studies (Ginsburg, 

Grover, Cord & Ialongo, 2006; Gonzalez et al., 2011). Moreover, there is a need for greater 

recognition of the bidirectionality of parent-child interactions (Moore, Whaley & Sigman, 

2004) and recent research also highlights the importance of considering child age (see 

Schleider & Weisz, 2017). 
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Indeed, well-established theories of development propose parental behaviours 

change to reflect and support normative emotional development across childhood and 

adolescence. A fundamental characteristic of adolescence is to move away from parental 

influence, allowing for more independence, and this may result in a normative increase in 

parent-adolescent tension/conflict (Steinberg, 2001). Furthermore, as an adolescent’s 

cognitive abilities develop, parents are less idolised and increasingly challenged (Steinberg 

& Silk, 2002). Therefore, parent-child interactions may be characterised by higher levels of 

conflict during adolescence as compared to childhood, and higher levels of overprotection in 

adolescence may be considered less developmentally appropriate than were it to be 

displayed by parents of very young children (Waite & Creswell, 2015). For instance, in an 

observational study of children with/without anxiety (aged 7 – 10 years; n = 30 each) and 

adolescents with/without anxiety (aged 13 – 16 years; n = 30 each), it was found that child 

age moderated observational findings whereby parents of adolescents with anxiety were 

observed to be more intrusive and less warm than parents of adolescents without anxiety 

(Waite & Creswell, 2015). However, there were no differences on these variables for 

younger children with/without anxiety (Waite & Creswell, 2015). Therefore, more parental 

rearing research accounting for developmental stage of the child is important. Additionally, 

given the low associations between self/parent report and observational findings it is also 

recommended to combine these approaches with observational paradigms (McLeod et al., 

2007; Moore et al., 2004). Unfortunately, none of which has been done in paediatric OCD 

research, despite the considerable impact of this disorder on families (Stewart et al., 2017) 

and the likely implications this has for parent-child interactions (Futh et al., 2012). 

Therefore, more research is needed to delineate the influence parental rearing may have on 

paediatric OCD and what implications this has for disorder maintenance and treatment 

outcomes. 
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The role of the family in childhood OCD 
 

A substantial body of literature has reviewed the importance of parental rearing 

behaviours, such as rejection and control, in the development and expression of a wide 

number of psychological disorders (such as depression, ADHD, ASD, other OC-related 

disorders etc.), with a focus on child anxiety (e.g., Bögels & Brechman-Toussaint, 2006; 

Bögels & Phares, 2008; McLeod et al., 2007; Möller, Nikolić, Majdandžić & Bögels, 2016; 

Murray, Creswell & Cooper, 2009; Rapee, 1997; Schleider & Weisz, 2017; van der 

Bruggen, Stams & Bögels, 2008; Wood, McLeod, Sigman, Hwang & Chu, 2003; Yap & 

Jorm, 2015). The result of these reviews highlight that problematic rearing behaviours foster 

a learning environment that may model maladaptive coping responses to the child, 

inadvertently reinforce misbehaviour and poor emotion regulation, promote negative 

cognitive thinking styles and maladaptive belief biases, sensitise children to perceived 

threat, and/or implicitly communicate messages relating to the child’s self-efficacy and 

ability to cope. Furthermore, in a recent and very large population study of Swedish adults 

(n = 2,269,552; aged 25 – 56 years) it was found that depression was transmitted between 

biological parent-offspring dyads; however, was also transmitted between adoptive parent- 

offspring dyads, highlighting that rearing is an important factor that works in conjunction 

with genetic predisposition (Kendler et al., 2018). 

Indeed, parental rejection and control have consistent, yet small to moderate effects 

on variability in childhood anxiety (McLeod et al., 2007; Mӧller et al., 2016; van der 

Bruggen et al., 2008), are predictive of child depressive symptoms (e.g., Scanlon & Epkins, 

2015; Werner, Van der Graaff, Meeus & Branje, 2016), and fathers may be particularly 

rejecting of their children with ADHD (relative to anxiety or community families; Maric & 

Bӧgels, 2019). Importantly, recent literature has extended these findings, and directly linked 

negative rearing with the neurological self-monitoring system located in the frontal brain 
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regions, that signals when ‘mistakes’ have been made (termed error-related negativity) and 

its associations with anxiety (e.g., Banica, Sandre & Weinberg, 2019; Brooker & Buss, 

2014; Jackson, Nelson & Proudfit, 2015; Meyer et al., 2015; Meyer, Carlton, Chong & 

Wissemann, 2019). That is, observed and self-reported critical/punishing parents, as well as 

highly controlling parents, predict greater error-related negativity in young children and 

adults (Banica et al., 2019; Brooker & Buss, 2014; Meyer et al., 2015; Meyer et al., 2019), 

and these children may be particularly sensitised in situations of uncertainty (Jackson et al., 

2015). Whilst these studies convey information that is important in guiding our 

understanding of how parental rearing may influence children with OCD, families with a 

child with OCD are distinct in their functioning from clinical comparisons (e.g., Jacob et al., 

2011). Currently, there is a lack of research examining parental rearing in these families 

despite the considerable burden and distress experienced by parents (e.g., Futh et al., 2012), 

as well as their theorised importance in the origins of inflated responsibility beliefs 

(Salkovksis et al., 1999). 

Influences on parental rearing in OCD families. As previously described, 

parenting can be subject to several influences and may be particularly compromised in 

situations of child/parent psychopathology. As reviewed in chapter one, paediatric onset 

OCD is associated with greater familial accumulation of OCD symptoms (Blanco-Vieira et 

al., 2019; Geller et al., 2001; Liakopoulou et al., 2010; Masi et al., 2006; Ortiz et al., 2016). 

Indeed, parents of children with OCD are more likely to have a lifetime clinical diagnosis 

(of any disorder) versus control parents, and this extends to personality disorders, namely 

obsessive-compulsive personality disorder (Calvo, Lázaro, Castro, Morer & Toro, 2007). 

In addition to psychological diagnoses, parents of children with OCD report poorer overall 

mental well-being than parents in non-clinical families (Derisley et al., 2005), as well as 

parental distress (Amir et al., 2000; Futh et al., 2012; Storch et al., 2009), and poor quality 
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of life/caregiver burden (Wu et al., 2018). In turn parental distress (e.g., depression, 

anxiety, stress) is associated with greater family accommodation practices (Futh et al., 

2012), presents a barrier to treatment administration (Wadkins & Gordon, 2019), and may 

adversely affect rearing behaviours (Barrett, Shortt & Healy, 2002; Challacombe & 

Salkovskis, 2009). A challenge for future research is determining the complex nature of the 

way in which these variables relate and may contribute to the development and/or 

maintenance of OCD symptomatology, such as through parental rearing behaviours and the 

theorised development of maladaptive cognitive belief biases. 

Another important consideration in understanding the developmental-familial 

context of paediatric OCD is that of family accommodation in response to child symptoms. 

Almost all OCD families (~99%) report family accommodation practices (Flessner et al., 

2011). As described in chapter one, family accommodation refers to the process whereby 

family members assist individuals with completing their rituals or modify their own routines 

in order to alleviate the distress of the family member with OCD (Flessner et al., 2011). 

High levels of family accommodation to a child’s OCD symptoms is predictive of parent- 

rated child impairment (academic, family and interpersonal; Stewart et al., 2017; Storch et 

al., 2007; Storch et al., 2010). In turn, family accommodation is predicted not only by OCD 

severity/impairment, but also by heightened anxiety sensitivity (Wu, McGuire & Storch, 

2016), parental internalising symptoms (Caporino et al., 2012; Flessner et al., 2011), and 

child externalising symptoms (Caporino et al., 2012; Flessner et al., 2011; Wu et al., 2014). 

Family involvement extends from accommodation, to antagonising, along a 

continuum, with the latter evidenced by hostility and disregard for the child’s struggles (van 

Noppen, Steketee & Pato, 1997). Oftentimes parents experience a tension between the urge 

to accommodate to their child’s symptoms in order to reduce the child’s distress and avoid 

angry reactions from the child when failing to do so (Amir, Freshman & Foa, 2000; Futh, 
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Simonds & Micali, 2012; Peris et al., 2008; Storch et al., 2007), as well as their own beliefs 

regarding the counter-productivity of accommodating behaviours (Calvocoressi et al., 

1999). The process of accommodating to a child’s OCD is associated with a host of negative 

outcomes for the child. For instance, family accommodation is associated with poorer 

treatment outcomes, greater symptom severity and more functional impairment (Gomes et 

al., 2014; Storch et al., 2007; Wu, Lewin, Murphy, Geffken & Storch, 2014) and as such is 

often a target during treatment (McGrath & Abbott, 2019; Peris, Rozenman, Sugar, 

McCracken & Piacentini, 2017). However, family accommodation is also associated with a 

host of negative outcomes for the parents and is a source of great burden (Futh et al., 2012). 

For example, higher levels of family accommodation are associated with decreased family 

cohesion (Wu et al., 2014), negative affect from both parent and child (Futh et al., 2012; 

Peris et al., 2008), and poorer relationship functioning (Boeding et al., 2013). Parents also 

often experience distress at engaging in tiresome, complicated and burdensome rituals (Futh 

et al., 2012; Amir et al., 2000; Peris et al., 2008). In light of this stressful familial context, it 

is no wonder that parent-child interactions are impacted upon greatly. Indeed, family 

accommodation is associated with greater rejection of the child and higher family 

dysfunction (Calvocoressi et al., 1995). 

Parental rearing in childhood OCD 
 

Despite the importance of parental rearing in the development/maintenance of child 

psychopathology more broadly, it’s theorised role in the development of maladaptive OCD 

cognitions such as inflated responsibility (Salkovskis et al., 1999), and the uniquely 

challenged familial context of OCD families (Stewart et al., 2017), research on the role of 

parenting factors in samples of children and youth with OCD is limited. Indeed, a recent 

systematic review of the environmental risk factors for OCD acknowledged both the lack of, 

and inconsistent research in this area (Brander, Perez-Vigil, Larsson & Mataix-Cols, 2016). 
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As with anxiety disorders, most research to date has been retrospective self-report. 
 

Perceived parental control has been retrospectively associated with OCD 

symptomatology in both OCD samples (e.g., Lennertz et al., 2010; Turgeon, O’Connor, 

Marchand & Freeston, 2002; Wilcox et al., 2008) and non-clinical undergraduate samples 

(Berman et al., 2012). Furthermore, when comparing levels of parental control, OCD 

samples tend to remember their parents as more controlling than non-clinical samples 

(Lennertz et al., 2010), and other clinical comparison groups (Turgeon et al., 2002). 

However, the findings with respect to parental rejection are much more varied. Some 

retrospective studies indicate that perceived levels of parental rejection are not associated 

with OCD symptomatology nor significantly different across comparison samples (Berman 

et al., 2012; Turgeon et al., 2002), and comorbid depressive symptoms may be more 

strongly associated (Lennertz et al., 2010). Despite this, in a retrospective study of 40 adult 

out-patients with OCD and a group of 40 non-clinical comparative adults, it was found that 

OCD patients perceived their fathers as being higher on rejection and lower on emotional 

warmth (Alonso et al., 2004). There were no differences between groups on 

control/overprotection (Alonso et al., 2004). In response to the criticism of retrospective 

research described earlier, Lennertz and colleagues (2010) included perceived parenting 

from siblings as a validity check in a sample of adults with OCD (n = 22), non-affected 

siblings (n = 41) and healthy controls (n = 59). Results indicated that adults with OCD and 

their siblings reported similar perceptions of parental rearing, suggesting that these families 

experience more aversive parental rearing (Lennertz et al., 2010). Nevertheless, as 

mentioned, multi-informant observational designs are recommended in investigating 

parental rearing behaviours (e.g., Bögels & Brechman-Toussaint, 2006). 

Observational research in childhood OCD. Few studies to date have used 

observational methods when investigating the bidirectional role of parenting behaviours on 
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the development and severity of OCD symptoms. In an early study, Barrett, Shortt and 

Healy (2002), observed differences in parent-child behaviours during a series of ambiguous 

discussion tasks. The first discussion contained a hypothetical ambiguous ‘physical threat’ 

scenario (e.g., On the way to school you/your child starts to feel funny in the tummy), the 

second an ambiguous ‘social threat’ scenario (e.g., You/your child sees a group of students 

playing a great game and you/your child walk over wanting to join in. You hear the 

children laughing). Results were compared against parent-child dyads where the child 

(aged 7 – 17 years) had OCD (n = 18), an anxiety disorder (n = 22), an externalising 

disorder (n = 21), or no clinical problems (n = 22). Dyads in the OCD group were observed 

to be less warm, less rewarding of independence, less confident in the child’s ability, and 

engaged in less positive problem solving than comparison groups (Barrett et al., 2002). 

However, with respect to the dimension of control, anxious dyads exhibited these 

behaviours more so than their OCD counterparts (who in turn exhibited these behaviours 

more so than the remaining comparison groups; see Barrett et al., 2002). 

A lack of observed parent-child warmth as compared to non-clinical controls, has 

been replicated in a more recent observational study (Mathieu, Farrell, Waters & Lightbody, 

2015). Parent-child dyads in an OCD group (n = 24) and a non-clinical control group (n = 

20) discussed an ambiguous threat scenario identified challenging by the child (Mathieu et 

al., 2015). The ambiguous threat scenarios were either mildly aversive in a general sense, or 

mildly aversive in an OCD-related sense. Both groups contained children and adolescents 

(aged 7 – 17 years). Parents of children with OCD were observed to be significantly more 

aversive than control parents, whereas children with OCD were observed to be significantly 

less warm and more withdrawn than comparison children (Mathieu et al., 2015). There were 

no differences on observed control-related variables (e.g., overinvolvement or autonomy 

granting). In contrast, a similar observational study using the same ambiguous situations 
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paradigm in a sample of younger children (7 – 12 years) with OCD (n = 12) and without 

OCD (n = 16) found no significant differences across any observed parenting behaviours 

(Farrell, Hourigan & Waters, 2013). Nevertheless, this study also aimed to examine whether 

responsibility for problem solving was deliberately or implicitly encouraged/promoted 

during the task (in line with the theorised origins of inflated responsibility beliefs; 

Salkovskis et al., 1999). Farrell and colleagues (2013) found an interaction between 

observed maternal enhancement of responsibility and clinical status of the children, whereby 

mothers of children with OCD were more likely to enhance their child’s responsibility for 

solving problems (versus their own responsibility), relative to mothers of non-affected 

children. However, the sample size in this study was small and therefore replication of these 

findings is warranted. 

The discrepant findings across observational studies in paediatric OCD for parental 

rearing (and observed responsibility enhancement) may be the consequence of a commonly 

used broad and inclusive age range (i.e., 7-17 years; Barrett et al., 2002; Mathieu et al., 

2015), relative to samples with an age range restricted to younger children (Farrell et al., 

2013). Previous observational studies in anxiety disorders have highlighted the relevance of 

child age when considering the nature of parental rearing (in particular for parental control). 

Moreover, inflated responsibility beliefs appear to increase with age (e.g., Farrell et al., 

2006; Farrell et al., 2012; Verhaak & de Haan. 2007). Therefore, it is crucial that future 

research examining the developmental-familial context of paediatric OCD acknowledge 

age, directly test age effects, and/or control for age in analyses (Waite & Creswell, 2015). 

Furthermore, given the burdensome effects of this disorder on a child’s quality of life 

(Storch et al., 2007; Piacentini et al., 2003), as well as the impact of this disorder upon 

family members (Flessner, 2011; Francazio et al., 2016), a broader understanding of factors 

which surround the development and maintenance of OCD may lead to the refinement of 
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aetiological models and more personalised approaches to treatment for childhood onset 

cases. Combined with the results of retrospective findings, these preliminary observational 

studies indicate that parents of offspring with OCD may engage in more maladaptive rearing 

behaviours; however, more research is needed. 

Summary 
 

The family context is integral in a child’s life as a source of social learning which 

provides the basis for which a child develops beliefs about the world and practices necessary 

coping skills required for a daily functioning (see Schleider & Weisz, 2017). In particular, 

the types of parental rearing behaviours engaged in by parents may be especially relevant. 

Parental rearing research to date has focused on parental rejection (vs warmth), and parental 

control (vs autonomy granting), and these problematic rearing behaviours promote negative 

thinking styles and can implicitly convey information relating to the child’s self-efficacy and 

ability to cope in anxiety inducing situations (see Bögels & Brechman-Toussaint, 2006; 

McLeod et al., 2007; Schleider & Weisz, 2017). However, measuring parental rearing is 

difficult, and observational methodologies that incorporate measures of parent-child 

perceptions of rearing are recommended (Bögels & Brechman-Toussaint, 2006). It is also 

crucial that studies investigating parental rearing acknowledge the impact of child age and 

the natural changes in developmentally appropriate rearing that occurs across childhood into 

adolescence (Waite & Creswell, 2015). 

Despite this literature and these recommendations, research in paediatric OCD is 

limited compared to that conducted in anxiety disorders more broadly. This gap exists 

despite significant family dysfunction (Stewart et al., 2017), heightened parental distress 

(e.g., Futh et al., 2012), and differences in parent-child interactions reported and observed in 

these families as compared to other clinical comparison groups (Barrett et al., 2002). Future 

research utilising multi-informant, observational designs across both childhood and 
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adolescence are needed. Furthermore, understanding the ways in which negative parent- 

child interactions may be associated with OCD symptoms and the development of 

maintaining cognitive biases is important. Such an understanding will serve to extend the 

current knowledge relating to the developmental-familial context of paediatric OCD. 
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During childhood and adolescence, OCD represents a severe and incapacitating 

mental health condition (APA, 2013) that alienates, shames and distresses sufferers (Keyes 

et al., 2018). Children with OCD experience significant impairment across a multitude of 

psychosocial domains (e.g., Piacentini et al., 2003), including often profound impairments at 

home and in family life (Piacentini et al., 2003; Stewart et al., 2017; Valderhaug & Ivarsson, 

2005). Indeed, parents of youth with OCD report higher levels of burden and strain, and 

worse quality of life than parents of youth without clinical diagnosis (Cerqueira et al., 2008; 

Cicek et al., 2013). Moreover, when compared to youth with clinical diagnoses such as 

anxiety, parents experience greater psychosocial impairment as a direct consequence of their 

child’s distressing OCD symptoms (Jacob et al., 2011). Families also frequently engage in 

burdensome family accommodation practices that maintain OCD symptoms, decrease child 

self-efficacy, increase stress and strain on parents and negatively impact treatment success 

(Storch et al., 2007). In light of these stressors, it is not surprising that the quality of parent- 

child interactions may be adversely affected, and indeed, adults with OCD recall their 

parents as more controlling and rejecting (Alonso et al., 2004; Lennertz et al., 2010; 

Turgeon et al., 2002; Wilcox et al., 2008). 

Research aimed at exploring the nature of parent-child interactions in paediatric 

OCD is important for a number of reasons. First, family variables and impairment are 

associated with poorer response to evidence-based CBT treatments (e.g., Ginsburg et al., 

2008; Turner et al., 2018). Second, negative parental rearing has long been implicated in the 

aetiology of psychopathology more broadly, with evidence that such behaviours promote 

poor problem/emotion regulation, decrease self-efficacy and coping, encourage the 

development of maladaptive cognitive belief biases (e.g., sad biases, increased sensitivity to 

threat) (see Schlieder & Wesiz, 2017), and are associated with increased activation of error 

monitoring systems in the brain (e.g., Meyer et al., 2015; Meyer et al., 2019). Finally, these 
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parental rearing behaviours are theorised as crucial in the development of OCD-related 

maladaptive beliefs, in particular an inflated responsibility bias, which serve as an important 

maintaining mechanism in OCD (Salkovskis et al., 1999). 

Despite this challenging familial context that is characterised by maladaptive rearing 

behaviours, little research has been conducted that examines the role of parental rearing in 

paediatric samples, and even less exploring the role of rearing in the development of inflated 

responsibility beliefs in youth. Preliminary studies using observational designs have found 

that OCD parent-child dyads are less warm than non-clinical and clinical comparison dyads 

(Barrett et al., 2002; Mathieu et al., 2015). However, findings in relation to the observed 

presence of parental over-control are mixed. One reason for this could be the broad age 

range used in studies to date, which have largely relied on small clinical samples (e.g., age 

range 7 – 17 years; Barrett et al., 2002; Mathieu et al., 2015). Given there are 

developmentally normative changes in parental rearing behaviours across child age, in 

particular, the use of controlling and overprotective behaviours (Schleider & Weisz, 2017; 

Waite & Creswell, 2015), further research with large clinical sample that aims to tackle the 

issue of child age in relation to parental rearing behaviours in paediatric OCD is necessary. 

Notwithstanding these limitations, it is clear that OCD families are clearly impacted, 

and the nature of parent-child interactions are adversely affected. This is important, as 

current aetiological models of OCD highlight the importance of cognitive belief biases 

(OCCWG, 1997). In particular, the role of inflated responsibility beliefs has been 

highlighted, and these responsibility beliefs are theorised to have their origins in childhood 

via actual or perceived experiences of parental overcontrol and/or rejection (Salkovskis et 

al., 1999). To date, most research examining inflated responsibility beliefs has been 

conducted with adult samples, and of the few child studies to date, findings have been 

mixed (see Mantz et al., 2017). It appears that inflated responsibility beliefs may become 
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more influential in adolescence relative to earlier in childhood (Farrell et al., 2006; Farrell et 

al., 2012; Verhaak & de Haan, 2007). Instead, in early to middle childhood the influence of 

parental-rearing and parental beliefs on child OCD symptoms and distress may be more 

important (Farrell et al., 2012). Therefore, it appears both rearing and responsibility beliefs 

may change across the lifespan. Further research into these processes in paediatric OCD is 

important to refine and advance developmentally-sensitive aetiological models of OCD, that 

recognise and incorporate the important role of the family on this disorder, and in order to 

identify ways of improving treatment of this burdensome condition. 

Overview of empirical studies 
 

This thesis aims to advance the current literature by examining parental influences 

associated with paediatric OCD via three empirical studies which have theoretical (study 1), 

assessment (study 2) and clinical implications (study 3). Specifically, the three studies aim 

to examine (1) theoretical models exploring associations between rearing and child 

maladaptive responsibility beliefs associated with OCD; (2) the factor structure and 

reliability of a widely-used measure of parent and child-reported rearing in a large clinical 

paediatric OCD sample; and (3) the nature of rearing across age in childhood OCD relative 

to non-clinical controls, as well as explore associations with child symptoms. 

Parental rearing that is characterised by harsh and controlling parenting resembles 

the theorised origins of inflated responsibility beliefs, proposed by Salkovskis and 

colleagues (1999). Research examining the pathways to inflated responsibility beliefs have 

to date largely relied upon retrospective report (e.g., Coles & Schofield, 2008) and 

community, non-clinical samples (e.g., Haciomeroglu & Karanci, 2013; Timpano et al., 

2013). In child studies, samples have been small and parental rearing has not been fully 

explored (e.g., Collins & Coles, 2018; Lawrence & Williams, 2011). Therefore, the first 

study aimed to provide the first to directly test the direct and indirect associations between 
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children’s perceptions of their parents’ rearing, inflated responsibility beliefs, and OCD 

severity and impairment (after controlling for depressive symptoms and general anxiety). 

Differences across age groups were examined. This study provides information as to the 

developmental context within which inflated responsibility beliefs may occur across 

childhood and adolescence. 

Previous studies have relied upon retrospective adult self-report of rearing (e.g., 

Alonso et al., 2004; Lennertz et al., 2010; Turgeon et al., 2002; Wilcox et al., 2008) and 

non-clinical samples (e.g., Berman et al., 2012). There have been various critiques of the 

accuracy and reliability of retrospective studies of parental rearing with recommendations 

for a combination of multi-informant multi-method designs (e.g., Bögels & Brechman- 

Toussaint, 2006). In studies that have used observational designs, there has been a tendency 

to rely upon small sample sizes (e.g., Barrett et al., 2002; Farrell et al., 2013; Mathieu et al., 

2015). Furthermore, there is a lack of concurrent multi-informant perceptions of parental 

rearing in paediatric OCD samples. Therefore, study two aimed to validate a parent and 

child self-report measure of parental rearing in a paediatric OCD sample. Namely the 40- 

item Egna Minnen Betrӓffande Uppfostran (Parent/Child versions) was subjected to 

confirmatory factor analysis. Valid and reliable measures of parental rearing that allow for 

both parent and child perceptions of rearing is an important advancement of the field of 

paediatric OCD research. 

Using the refined measure, the thesis then aimed in study three to examine child and 

mother perceptions of parental rearing, combined with objective observations of parental 

rearing in a large sample of children with primary OCD and a non-clinical comparison 

group. In recognition of the importance of considering child age when examining parental 

rearing (e.g., Waite & Creswell, 2015), this study aimed to identify group differences in 

OCD and non-clinical dyads across both children and adolescents. Observations were also 
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correlated with OCD-related symptomatology (e.g., severity, impairment), as well as 

comorbid symptoms (e.g., externalising, internalising), and parental factors (e.g., family 

accommodation, parental psychological distress). Findings provide further information as to 

the importance of mother-child dynamics in these families. Such findings may provide an 

avenue for improving treatment outcomes (e.g., Peris et al., 2017). 

In sum, this thesis will extend knowledge related to parental rearing in paediatric 

OCD. The thesis utilised a large, well characterised clinical sample of children and 

adolescents with OCD. Each of the studies employed gold-standard, evidence-based 

diagnostic assessment, and included multi-modal and multi-informant approaches to the 

assessment of OCD symptoms, parental rearing and child belief biases. Of note, in 

recognition of the importance of developmental age in parental rearing (e.g., Waite & 

Creswell, 2015) and the development and expression of inflated responsibility beliefs 

(Farrell et al., 2006; Farrell et al., 2012; Verhaak & de Haan, 2007) this thesis examined 

differences across age groups for study one and study three. For thesis aims see table 4.1. 

Overview of the sample 

The sample used throughout this thesis were children and adolescents with (n = 108 

to 111 across the three studies) and without (n = 66) a primary diagnosis of OCD, and their 

mothers (with the latter group of youth being non-clinical). The sample ranged in age from 

7 years to 17 years across studies, allowing for age-related differences to be examined. 

Regarding the OCD clinical group, youth were highly comorbid (39 to 87% had at least one 

other diagnosis across the three studies), with the most commonly co-occurring condition 

being generalised anxiety disorder (33 to 54% across the three studies). Across each of the 

three studies, participants presented with moderate to severe OCD as measured by the 

CYBOCS, with an average severity rating ranging from 25 – 27. 

The clinical sample was recruited from a series of consecutive treatment trials led by 
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the PhD supervisor (L.J.F). Inclusionary criteria included: a primary diagnosis of at least 

moderate severity, a parent willing to attend sessions, and a stable dose of medication 

(where necessary). Exclusionary criteria included: active suicidality, psychosis, intellectual 

impairment, receiving external therapy, and where diagnosed, an ASD diagnosis of level 

two or three. In situations where children were not eligible for the treatment program, 

appropriate referrals were provided per ethical requirements. The non-clinical sample were 

recruited via social media and word-of-mouth. 

Overview of the procedures 
 

All procedures used throughout this thesis were approved by the institution’s human 

research ethics committee (PSY/D8/14/HREC; PSY/91/12/HREC; PSY/03/09/HREC; 

PSY/09/08/HREC & PSY/A4/13/HREC; see Appendix A for evidence of ethical approval). 

Potential participants were referred to the University treatment trials by community health 

practitioners or contacted the program in response to advertising and word of mouth. 

Following a brief telephone screen, participants were required to provide written and 

informed consent to participate in the research program. The first stage of assessment was a 

telephone administration of the Anxiety Disorders Interview Schedule for DSM-IV – Parent 

Version (ADIS-P; Silverman & Albano, 1996). Upon receiving a primary diagnosis of 

OCD, children and their parents were invited to an in-person assessment with their treating 

clinician (registered and post-graduate trainee psychologists; supervised by L.J.F) where 

they completed the Children’s Yale-Brown Obsessive-Compulsive Scale (CYBOCS; 

Scahill et al., 1997). The CYBOCS is an evidence-based assessment tool for OCD 

symptoms and severity in youth (Farrell, Mathieu & Lavell, 2018; Lewin & Piacentini, 

2010; Rapp et al., 2016). Children and their parents then went on to complete the research 

surveys and observational task described in detail throughout this thesis (see Appendix B), 

before receiving treatment for their OCD. Parents in the non-clinical group responded to 
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social media advertisement or word-of-mouth. The ADIS-P was administered over the 

phone, and following the receipt of no clinical diagnoses, a face-to-face appointment was 

arranged. After the provision of written and informed consent, children and parents 

completed the research tasks and questionnaires outlined herein. Following completion, 

non-clinical participants were provided a gift voucher as reimbursement for their time. 
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Table 4.1 
 
Overall thesis aims and overview of empirical studies 

 

AN EXAMINATION OF MATERNAL REARING AND THE DEVELOPMENT OF 
INFLATED RESPONSIBILITY BELIEFS IN PAEDIATRIC OCD 

Study 1 
(Chapter 5) 

 
Purpose: To test a 
mediational model of the 
pathways to inflated 
responsibility beliefs 

 
Design: Cross-sectional. 
Sample n = 108 children 
(aged 7 – 17 years) with 
OCD and their mothers 

 
Framework: Correlation and 
mediation analyses 

Study 2 
(Chapter 6) 

 
Purpose: To validate a 
commonly used measure of 
perceived parental rearing 
within anxiety research for 
paediatric OCD populations 
specifically, and associations 
with OCD symptomatology 

 
Design: Cross-sectional. 
Sample n = 176 children 
(aged 7 – 17 years) and their 
mothers (n = 162) using the 
child and parent version of 
the EMBU-C/P 

 
Framework: Confirmatory 
Factor Analysis of the 
EMBU-C which includes a 
measure of anxious rearing 

Study 3 
(Chapter 7) 

 
Purpose: To compare 
observed and reported 
mother-child behaviours 
(e.g., warmth etc.) and 
observed enhancement of 
responsibility between OCD 
dyads and non-clinical 
dyads. To explore the role of 
child age. 

 
Design: Cross-sectional. 
Sample n = 177 children 
(aged 7 – 17 years) with or 
without OCD and their 
mothers. 

 
Framework: Factorial 
ANOVA and Likelihood 
ratio Tests, correlation 

Aim: To investigate the 
theorised associations 
between child reported 
parental rearing, and the 
development of inflated 
responsibility belief biases 

Aim: To validate a measure 
of perceived child and parent 
reported parental rearing 
within the context of 
paediatric OCD 
Aim: To determine the 
associations between mother 
and child reported 
perceptions of rearing 
behaviours with OC 
symptomatology (e.g., OCD 
severity, OCD beliefs, 
comorbid symptoms) 

Aim: To examine observed 
and multi-informant reported 
parental rearing and family 
interaction styles among 
children with OCD and their 
mothers as compared to non- 
clinical children and their 
mothers 
Aim: To determine what 
effect child age has upon 
findings, and whether this 
has implications for current 
understanding of the familial 
context of paediatric OCD 
Aim: To determine the 
associations between 
observed mother and child 
behaviours with OC 
symptomatology (e.g., OCD 
severity, OCD beliefs, 
comorbid symptoms) 
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CHAPTER 5 
 
 
 
 

Study 1 – Inflated responsibility beliefs in paediatric OCD: Exploring the role of 

parental rearing and child age 

Sharna L. Mathieu 

Elizabeth G. Conlon 

Allison M. Waters 

Matthew L. McKenzie 

Lara J. Farrell 

 
This chapter includes a co-authored paper which was published in 2019. The citation 
details of the paper are: 

 
Mathieu, S. L., Conlon, E. G., Waters, A. M., McKenzie, M. L., & Farrell, L. J. (2019). 

Inflated responsibility beliefs in paediatric OCD: Exploring the role of parental 
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Statement of Student Contribution – Study 1 
 
My contribution to the paper included: 

 
• Literature search and review 

 
• Initial concept and design (based upon literature search and review) whereby gaps in 

the literature were identified and the idea for the current study was generated by the 

student in consultation with supervisors. 

• The student was directly involved in collecting 62% the self-report data used in the 

final sample for the current study, over the years 2015 – 2018. This involved setting up 

and administering online surveys to all families, monitoring responses, receiving 

completing surveys, encoding data, scoring measures and exporting data into analytic 

software. A portion of the self-report data was collected prior to the student’s 

enrollment (as a consequence of being part of a broader treatment trials led by the 

principal supervisor). The student therefore did not make decisions about which self- 

report measures to include, however, those selected are widely used measures that the 

student reviewed extensively in the introductory chapters of the thesis. 

• The baseline OCD diagnostic information (i.e., ADIS-P, CYBOCS) was collected 

either the student researcher or a research assistant (ADIS-P interviews) and by the 

treating clinicians (CYBOCS interviews) associated with the treatment trial. Clinicians 

in the trial were registered, or provisionally registered student psychologists under the 

supervision of the primary supervisor (LJF). The student researcher was involved in 

consensus supervision of all diagnostic and symptom severity interviews across all time 

points of the research trial, which involved consensus moderation supervision meetings 

weekly (~2 hours per week, 2015- 2019, led by the principal supervisor, LJF). 

• The student was responsible for data cleaning and data entry, as well as analyses (the 

associate supervisor EC provided supervision regarding statistical analyses) 

• The student was responsible for the writing and preparation of the manuscript, 

integrating co-author feedback, journal submission, responding to reviewer feedback
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Abstract 
 

Cognitive-behavioural models of obsessive-compulsive disorder (OCD) propose 

that inflated responsibility beliefs are central to the maintenance of the disorder and are 

proposed to originate during early childhood via experiences of harsh and/or controlling 

parenting. The current study aimed to examine the associations between perceived parental 

rearing behaviours, inflated responsibility/threat beliefs, and OCD severity and impairment 

in children (aged 7 – 12 years) and adolescents (aged 13 – 17 years) with OCD (n = 136). 

Results indicated that for younger children, greater child perceptions of overprotection and 

anxious rearing were each associated with increased inflated responsibility beliefs. For older 

children, these positive associations remained, and furthermore, inflated responsibility 

beliefs mediated the association between perceived maternal anxious rearing and OCD 

impairment. Results highlight the role of the family in the development of inflated 

responsibility bias and OCD-related impairment. 

KEY WORDS 
 
Inflated Responsibility, Paediatric OCD, Parental Rearing, Overprotection, Anxious 

Rearing 
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Introduction 
 

Obsessive-compulsive disorder (OCD), characterised by obsessions and/or 

compulsive rituals (American Psychiatric Association, 2013), occurs in 1 to 4 % of children 

and youth (Douglass, Moffitt, Dar, McGee & Silva, 1995; Shaffer et al., 1996; Stewart et 

al., 2004; Zohar, 1999). The disorder is frequently associated with severe impairments in 

psychosocial functioning, including substantial home and family difficulties (e.g., family 

hostility, getting along with parents etc.) (Keyes et al., 2018; Piacentini, Bergman, Keller & 

McCracken, 2003). Despite the development of evidence-based cognitive-behavioural 

treatments (CBT) for childhood OCD, approximately 30% of children fail to respond 

(McGuire et al., 2015). Theoretical models that underpin CBT for OCD highlight the central 

role of maladaptive beliefs in the maintenance of OCD symptoms (Obsessive Compulsive 

Cognitions Working Group; 1997; Parkinson & Rachman, 1981; Rachman & de Silva, 

1978; Salkovskis, 1985; Salkovskis & Harrison, 1984). However, less is known about how 

these beliefs manifest and have influence during childhood, nor to what extent family 

factors (such as parental rearing) may be associated with their development (Mantz & 

Abbott, 2017a; 2017b). Examining family-factors associated with the cognitive processes 

implicated in the maintenance of OCD symptoms and related impairment may inform new 

directions for treatment. 

The Obsessive-Compulsive Cognition Working Group (OCCWG) identified six 

core maladaptive beliefs associated with OCD in adults (OCCWG, 1997), with ‘inflated 

responsibility’ beliefs arguably the most widely studied. Inflated responsibility refers to the 

belief that subjectively harmful events may occur as a direct (or indirect) result of the 

(in)actions of the individual, and such consequences should be prevented at all costs 

(Salkovskis, 1985). These maladaptive responsibility beliefs are associated with increased 

salience of obsessional thoughts, leading to greater anxiety/discomfort, and the subsequent 
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urge to neutralise (Salkovskis, 1985). Studies with adults have generally shown that inflated 

responsibility beliefs are strongly predictive of OCD symptoms, including heightened 

distress, greater checking behaviours, increased doubt, and concern over mistake-making 

(Mantz & Abbott, 2017b). 

Inflated responsibility bias in youth with OCD 
 

Regarding adolescents specifically, there is preliminary support for an inflated 

responsibility bias associated with OCD. For example, in a survey study of non-clinical 

adolescents (n = 159, aged 13 – 18 years), higher levels of self-reported responsibility 

beliefs were associated with increased OCD symptoms, and these associations remained 

after controlling for anxiety (Coles, Ravid, Franklin, Storch & Khanna, 2014). Furthermore, 

adolescents (aged 11 – 18 years) with clinically diagnosed OCD (n = 28) reported greater 

inflated responsibility than other anxious (n = 28) and non-clinical (n = 62) adolescents, and 

these beliefs predicted OCD symptom severity across the entire sample (Libby, Reynolds, 

Derisley & Clark, 2004). However, research among younger children is more mixed, with 

some studies showing limited support for the role of inflated responsibility in youth (Barret 

& Healy, 2003; Barrett & Healy-Farrell, 2003) and others demonstrating increased anxiety 

and checking in non-clinical children (Reeves, Reynolds, Coker & Wilson, 2010). More 

recently, responsibility was experimentally manipulated in a clinical sample of youth with 

OCD aged 8 to 17 years (n = 29), an anxious control group (n = 30) and a non-clinical 

control group (n = 25) during a candy sorting task (Mantz, O’Brien, Waters & Abbott, 

2018). The OCD group reported significantly more anxiety in the heightened responsibility 

condition relative to the low responsibility condition, and relative to anxious and non- 

clinical control children; however, there was no effect of the manipulation on checking 

behaviours (Mantz et al., 2018). Instead, children in the OCD group displayed more 

checking behaviours than comparison groups regardless of responsibility manipulation 
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(Mantz et al., 2018). 
 

These variable findings suggest that the presence, importance, and/or experience of 

inflated responsibility beliefs on OCD symptomatology may vary across the lifespan. 

Indeed, inflated responsibility beliefs appear to become more pronounced in adolescence 

and adulthood (Farrell & Barrett, 2006; Farrell, Waters & Zimmer-Gembeck, 2012; 

Verhaak & de Haan, 2007). For example, Farrell and colleagues (2012) found that age 

moderated the association between maladaptive responsibility beliefs and OCD severity in a 

clinical sample of youth (n = 46), whereby self-reported inflated responsibility beliefs were 

significantly and positively associated with OCD severity among adolescents (12-17 years 

of age) but not children (aged 7 – 11 years), and these findings were irrespective of illness 

severity or duration. Instead, for younger children it was the maladaptive beliefs (e.g., 

inflated responsibility) held by their mothers which were associated with child OCD 

severity, whereas for adolescents their own beliefs were more predictive of symptoms 

(Farrell et al., 2012). These findings, as well as those found in adult samples (Albert et 

al.,2015; Rector, Cassin, Richter & Burroughs, 2009), suggest there may be a cognitive 

vulnerability for inflated responsibility belief biases within families, and that parental 

influence in earlier years may be crucial. However, very little is known about the origins of 

these pathological belief processes within a child’s developmental familial context. 

Parental rearing and the origins of inflated responsibility bias. 
 

Inflated responsibility beliefs are theorised to have their origins through one or more 

of five developmental pathways (Salkovskis, Shafran, Rachman & Freeston, 1999). These 

include early social-learning experiences characterised by the actual and/or perceived 

experience of; (i) heightened-responsibility: where responsibility is deliberately or implicitly 

thrust upon the child through neglectful parenting, blame, and scapegoating leading to 

heightened conscientiousness and sense of duty resulting in an urge to prevent mistakes and 
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mishap; (ii) rigid or extreme codes of conduct, imposed by authoritarian figures high on 

control and rejection, resulting in a sense that failure is not tolerated without excessive levels 

of guilt, shame, and disappointment leading to an urge to neutralise these feelings; (iii) low- 

responsibility: where via explicit or perceived overprotection, indulgence, anxious rearing, 

and parental modelling of anxious responses, an individual becomes hypersensitive to 

responsibility by way of low self-efficacy and coping and may seek to neutralise this 

discomfort when triggered; (iv) an incident where one’s (in)actions contributed to a serious 

misfortune to themselves or others, and/or (v) an incident where one perceived their 

(in)actions caused a serious misfortune (Salkovskis et al., 1999). Therefore, inflated 

responsibility beliefs are argued to develop during childhood, within family contexts 

characterised by (perceived or actual) dysfunctional parental rearing practices (e.g., high on 

rejection and/or control). 

Preliminary evidence suggests that adults (Careau, O’Connor, Turgeon & Freeston, 

2012; Coles & Schofield, 2008; Coles, Schofield & Nota, 2014; Haciomeroglu & Karanci, 

2013; Smári, Þorsteinsdóttir, Magnúsdóttir, Smári & Ólason D, 2010) and older youth 

(Collins & Coles, 2018; Berman et al., 2018; Keyes et al., 2018; Lawrence & Williams, 

2010) endorse (via self-report survey) the experience of these proposed pathways to inflated 

responsibility (e.g., rigid rules, negative life events etc.). Despite this, few studies have 

directly explored the role of parental rearing and its association with an inflated sense of 

responsibility, nor how these processes may relate to OCD severity and impairment. In a 

study of 227 undergraduate students (aged 17 – 24 years), recollected authoritarian 

parenting styles (i.e., high control, high rejection) were found to be associated with 

obsessive beliefs (including inflated responsibility) and OCD symptoms (Timpano, Keough, 

Mahaffey, Scmidt & Abramowitz, 2010). However, only inflated responsibility beliefs 

mediated the association between perceived authoritarian parenting and obsessive- 
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compulsive severity (Timpano et al., 2010). Similarly, in a sample of 300 undergraduate 

students (aged 17 – 27), perceived maternal overprotection and responsibility beliefs not 

only predicted OCD symptoms, but again, responsibility attitudes mediated the relationship 

between perceived maternal overprotection and OCD symptomatology (Haciomeroglu & 

Karanci, 2013). Both studies controlled for depression and general anxiety to determine the 

specificity of these associations with OCD symptoms. However, so far, these indirect 

associations have not been examined in younger samples, or in samples of children with a 

clinical diagnosis of OCD. This is important, considering results from both self-report and 

observational studies have found families of children and youth with OCD are indeed higher 

on parental rejection and control-related behaviours than comparison groups (Barrett, Shortt 

& Healy, 2003; Farrell, Hourigan & Waters, 2013; Mathieu, Farrell, Waters & Lightbody, 

2015). Furthermore, these behaviours may be associated with increased risk of OCD 

(Brander, Pérez-Vigil, Larsson & Mataix-Cols, 2016). 

Unfortunately, the measurement of parental rearing is particularly challenging. 
 
Studies in OCD samples have traditionally relied upon adult retrospective self-report (e.g., 

Haciomeroglu & Karanci, 2013; Timpano et al., 2010), which may be associated with 

memory biases (Bӧgels & Brechman-Toussaint, 2006). Alternatively, parent’s self-report of 

their rearing tends to be highly susceptible to social desirability bias, with maladaptive 

parenting tending to be systematically under-reported whereas adaptive parenting is 

overestimated (Bӧgels & van Melick, 2004). On the other hand, child-report of their 

experience of rearing may reflect a child’s perception rather than actual parenting 

behaviours, which in turn may be influenced by mood (Bӧgels & Brechman-Toussaint, 

2006) and may be dependent on the child’s age (Collins & Russell, 1991). The difficulties in 

the measurement of parental rearing are corroborated by the discrepancies that arise between 

parent and child report, and across different methodologies (i.e., self-report versus 
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observation) (Bӧgels & Brechman-Toussaint, 2006; Bӧgels & van Melick, 2004). 

Importantly, these discrepant methodologies may differentially predict the development of 

OCD-related belief biases. With regards to the internalised experience of maladaptive 

beliefs about threat and safety, it is likely that the child’s appraisals and perceptions of 

experiencing rejection and control may be particularly important. This is supported by the 

theorised model of the origins of such beliefs (Salkovskis et al., 1999) which places the 

emphasis on the individual’s perceptions of childhood experiences. 

In sum, maladaptive inflated responsibility beliefs are important in the maintenance 

of OCD symptoms; however, the influence and importance of such beliefs appears to vary 

across the lifespan (Farrell & Barrett, 2006; Farrell et al., 2012; Verhaak & de Haan, 2007). 

Nevertheless, these beliefs are theorised to have their origins in the early developmental 

period within family contexts marked by rejection and/or control (Salkovskis et al., 1999). 

To date limited research has examined these theorised origins of responsibility beliefs in 

clinical and paediatric samples and how these pathways may relate to OCD 

symptomatology. The current study therefore aimed to examine the pathways to inflated 

responsibility beliefs theory (Salkovskis et al., 1999) in a sample of children and youth with 

clinical OCD. Associations between child self-reported perceptions of parental rearing 

behaviours, child reported inflated responsibility beliefs and OCD-related impairment were 

examined, as well as with gold-standard clinician ratings of OCD severity. Specifically, it 

was hypothesised that parental overprotection, rejection, and anxious rearing (as perceived 

by the child), would be positively associated with increased OCD severity and impairment, 

and greater child-reported inflated responsibility beliefs. It was also hypothesised that 

greater inflated responsibility beliefs would be associated with more severe OCD and 

greater OCD-related impairment. In line with the developmental pathways to inflated 

responsibility, it was also hypothesised that the relationship between rearing behaviours and 
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OCD-related impairment and severity would be mediated by inflated responsibility beliefs. 

All associations were tested separately for younger and older children given discrepancies 

across age in belief biases. Anxiety and depression were entered controlled for in mediation 

analyses to determine the specificity of these associations with OCD (Haciomeroglu & 

Karanci, 2013; Timpano et al., 2010). 

Method 
 
Sample 

 
The sample was comprised of 136 children and adolescents (45.6% male) aged 

seven to 17 years (M age = 12.20 years; SD = 2.56; 58.1% aged 12 years and under) with a 

primary diagnosis of OCD. Each participant was recruited through an ongoing university 

research treatment trial. Children and youth were referred into the research program by 

general practitioners, school psychologists and other health professionals, following 

advertisements in the community. Inclusionary criteria for participation in the research trials 

included: (i) primary (or co-primary) diagnosis of OCD of at least moderate severity; (ii) at 

least one parent willing to attend; (iii) stable dose of medication prior to treatment (i.e., 12 

weeks). Exclusionary criteria included: (i) psychosis or an organic mental disorder; (ii) 

significant learning difficulties; and/or (iii) active suicidal ideation. In the event a child 

presented with comorbid autism spectrum disorder (ASD), only children with a level one 

diagnosis were included. Children excluded from the study were provided referrals to 

appropriate sources. The final sample was split into an adolescent group (n = 57; aged 13 – 

17 years) with a mean age of 14.68 (SD = 1.33), and a child group (n = 79; aged 7 – 12 

years) with a mean age of 10.41 (SD = 1.52), t (134) = -17.12, p < .001, d = 2.99. 

Measures 
 

Anxiety Disorders Interview Schedule for DSM-IV Parent (ADIS - P; 

Silverman & Albano, 1996). The ADIS-P is a structured clinical interview used for 
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the diagnosis of anxiety disorders and comorbid diagnoses (e.g., mood and behavioural 

difficulties etc.) in children aged seven to 17 years. Following parent endorsement of 

diagnostic criteria, diagnoses were determined based upon a clinician severity rating (CSR) 

of at least 4 out of 8 (moderate impairment). In situations where multiple diagnostic CSRs 

were reported, the diagnosis with the highest CSR became the primary diagnosis, followed 

by secondary, and so on. Each participant had a primary diagnosis of OCD (mean CSR = 

6.31, SD = .88). The sample was highly comorbid, with 84.56% presenting with at least one 

other diagnosis. The most frequently occurring comorbid condition was generalised anxiety 

disorder (53.68%), followed by a specific phobia (41.91%), and social anxiety (27.21%). 

Number of comorbid conditions ranged from 0 (n = 21) – 6 (n = 4). 
 

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

1997). The CYBOCS is a clinician rated, semi- structured interview that rates the severity of 

OCD symptoms in children and youth aged six to 17 years. The interview was administered 

with a parent present. The CYBOCS is considered an evidence-based assessment tool for 

paediatric OCD (Lewin & Piacentini, 2010; Farrell, Mathieu & Lavell, 2018; Rapp, 

Bergman, Piacentini & McGuire, 2016). Examples of both obsessions and compulsions 

relevant to the child were determined. The child then rated compulsions followed by 

obsessions separately across five dimensions: (1) frequency, (2) interference, (3) distress, (4) 

resistance and (5) control over symptoms, using a 5-point scale (0 = none, 1 = mild, 2 = 

moderate, 3= severe and 4 = extreme). A total severity score was obtained by summing all 

items on the scale where 0 - 7 is subclinical, 8 - 15 is mild, 16 - 23 is moderate, 24 - 31 

indicates severe, and 32 - 40 represents extreme. The current sample had a mean CYBOCS 

score of 26.97 (SD = 4.36; i.e., in the severe range). 

Egna Minnen Beträffande Uppfostran Child (English Title ‘My Memories of 

Upbringing’ EMBU-C; Grüner, Muris & Merckelbach, 1999). The modified EMBU-C 
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measures parental rearing behaviours as perceived by the child. There are four subscales, 

including: emotional warmth, overprotection, rejection and anxious rearing. For the current 

sample, the EMBU-C demonstrated good internal consistency with reliability coefficients 

ranging from α = .73 (Overprotection) to α = .87 (Anxious Rearing) for the older children 

(aged 13 – 17 years). For the younger children (aged 7 – 12 years) the reliability coefficients 

ranged from α = .68 (Overprotection) to α = .84 (Rejection). 

Obsessive Beliefs Questionnaire Child Version (OBQ-CV; Coles et al., 2010). 

The OBQ-CV is a self-reported questionnaire completed by children and youth aged eight 

to 19 years. The scale has three subscales including (1) responsibility/threat (RT); (2) 

perfectionism/certainty; and, (3) importance/control of one’s thoughts. For the current study, 

only the responsibility/threat subscale was used. Example items from this subscale include 

“If I caused even a little problem, it would be terrible and my fault” and “I think I could 

harm other people by mistake” (Coles et al., 2010). For the current sample, the internal 

consistency coefficient for the RT subscale was α = .93 for younger children and α = .92 for 

older children. 

Child Obsessive-Compulsive Impact Scale-Child Report (COIS-C; Piacentini 

et al., 2003; Piacentini & Jaffer, 1999). The COIS-C is a self-report measure used to 

assess the functional impairment resulting from OCD in children and youth. The scale 

comprises three subscales (home/family, school/academic, and social) and are rated on a 4- 

point (0 not at all – 3 very much) Likert scale to indicate how much an item (e.g., leaving 

the house) has been a problem due to OCD in the last month. Given the strong positive 

associations found between subscales whereby reports of more impairment in one domain 

were associated with greater reports of impairment across the other domains (r = .76 - .78), 

as well as there being no hypothesised differences based upon impairment domain, the total 

score was computed and used in further analyses (α = .96 younger children; α = .95 older 
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children). 
 

Multidimensional Anxiety Scale for Children 2nd Edition (MASC-2; March, 

2012). The MASC-2 is a self-report questionnaire, completed by children aged eight to 19 

years, to assess anxiety symptoms. The MASC-2 measures separation anxiety, specific 

phobias, generalised anxiety, obsessions and compulsions, social anxiety, physical 

symptoms, and harm avoidance, from which a total anxiety score is computed. These scores 

are converted to T scores, with a score greater than 65 indicating the presence of clinical 

anxiety. However, for the current study a total score was computed from the items, 

excluding the obsession and compulsions subscale to not inflate the variance in the analyses. 

Internal consistency for the total scale minus the obsession and compulsion subscale (α = 

.96 younger children; α = .95 older children) was excellent for the current sample. 
 

Children’s Depression Inventory 2nd edition (CDI-2; Kovacs, 2011). The CDI-2 

assesses depressive symptoms in children aged seven to 17 years. Results are converted to T 

scores, with a total score greater than 65 indicating clinical significance. The CDI-2 

demonstrated good internal consistency for the current sample (α = .90 younger children; α 

= .84 older children). 
 
Procedure 

 
The institution’s human research ethics committee granted ethical approval for the 

procedures, recruitment and methods used in the current study. In response to advertising 

and/or referral, children’s eligibility for the study was assessed through a brief telephone 

screen. If preliminary inclusion criteria were met, parents were then given the study 

information and consent materials. Written informed consent was obtained from the parents 

of all individual participants included in the study. The ADIS-P was administered over the 

telephone to parent(s) to further determine study suitability and assign diagnoses. Upon a 

primary diagnosis of OCD, children completed the CYBOCS interview, and the self-report 
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measures used in this study. All ADIS-P interviews were conducted by trained research 

assistants and postgraduate level psychologists under the supervision of the final author. All 

CYBOCS interviews were conducted by postgraduate or endorsed clinical psychologists, 

who then went on to treat the children’s OCD as part of an ongoing research trial 

investigating novel treatments in paediatric OCD. 

Data Analysis 
 

Analyses were conducted using the Statistical Package for the Social Sciences 

version 24 and the PROCESS Macro version 3.0 (Hayes, 2018). Missing data as the result 

of questionnaires/assessments not being completed ranged from 2.94% of the total sample 

(COIS-C, n = 4) to 11.03% of the total sample (OBQ-CV RT Subscale, n = 15). To test the 

first hypothesis, Pearson correlations were calculated between child reported rearing 

behaviours, inflated responsibility beliefs, OCD severity and impairment. Secondly, Pearson 

correlations were calculated for child perceived parental rearing (i.e., overprotection, 

anxious rearing, rejection), OCD severity, OCD related impairment and responsibility 

beliefs across the two age groups. 

To test the final hypothesis in relation to the origins of responsibility beliefs, a series 

of mediation models were conducted for both age groups separately. Due to limited power, 

moderated mediation was not possible (i.e., with age as the moderator variable). The 

independent variables were child perceptions of parental rejection, anxious rearing and 

overprotection, and the dependent variables were total OCD severity and total OCD-related 

impairment. Inflated responsibility beliefs were the mediator in all analyses. However, given 

that OCD severity and child rated parental rejection were not associated with inflated 

responsibility/threat beliefs (i.e., the proposed mediator variable) in either age group, 

mediation was not possible for these variables. 

Furthermore, although there were no direct associations found between each of the 
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child reported rearing styles (i.e., the independent variables) and OCD impairment (i.e., the 

outcome variable), an indirect association was still possible. Therefore, the mediated effect 

was examined given the strong theoretical basis for the hypothesised models. This decision 

was made following the decision tree guidelines for mediation analyses presented in Zhao, 

Lynch, and Chen (2010), and is a practice that has received support from methodologists 

who have criticised traditional steps for mediation analyses that inflates Type II error 

(MacKinnon, Fairchild & Fritz, 2007; Rucker, Preacher, Tormala & Petty, 2011; Shrout & 

Bolger, 2002; Zhao et al., 2010). General anxiety and depressive symptoms were entered as 

covariates in each mediation analysis (via PROCESS). Despite the correlation between the 

overprotection and anxious rearing subscales for the current sample across both age groups, 

based upon the theorised developmental pathways to inflated responsibility beliefs, separate 

models were generated consistent with the aims of the study. 

Results 
 

There were no significant differences between age groups on gender, χ2 (1, 136) = 

1.96, p = .16, φ = -.12, number of comorbid diagnoses t (134) = -.89, p = .38, or total OCD 

severity t (133) = -1.72, p = .09. However, adolescents reported significantly more OCD- 

related functional impairment t (130) = -.294, p = .004, d = .51. Means and standard 

deviations for each age group are presented in Table 1. There were no significant 

differences between younger and older children on inflated responsibility/threat beliefs (t 

(119) = -.73, p = .47), anxious rearing (t (121) = 1.46, p =.15), or rejection (t (121) = .24, p = 

.81). However, younger children reported significantly more perceived parental 

overprotection than adolescents, t (121) = 2.77, p =.01, d = .51. 
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Table 5.1. 
 
Means (SD) for each age group across each of the variables of interest. 

 

 Younger Children (7 – 12 
 

years) 

Older Children (13 – 17 
 

years) 

Overprotection (Child) ** 22.89 (4.29) 20.73 (4.26) 

Anxious Rearing (Child) 21.80 (5.24) 20.33 (5.93) 

Rejection (Child) 15.93 (5.24) 15.73 (4.10) 

RT Beliefs 44.48 (15.50) 46.48 (14.29) 

OCD Impairment ** 36.16 (26.63) 50.60 (29.43) 

OCD Severity 26.42 (4.38) 27.72 (4.27) 

General Anxiety 55.32 (19.91) 56.91 (17.75) 

Depressive Symptoms 58.30 (13.26) 59.91 (9.68) 

NB: MASC-2 = Anxiety symptoms; CDI-2 = Depressive symptoms; CYBOCS = OCD 

Severity; COIS-C = OCD Impairment; OBQ-CV RT = Responsibility and Threat beliefs; OP = 

Overprotection; AR = Anxious Rearing; RJ = Rejection 

** Younger and older children were significantly different at p ≤ .01 
 
 
Associations between variables for each age group 

 
Correlations for older children (aged 13 – 17) appear above the diagonal, and 

younger (aged 7 – 12) below (see Table 2). 

Rearing and OCD severity/impairment. There were no significant associations 

between OCD severity and parental rearing across either age groups. For younger children, 

there was a significant positive association between rejection and OCD-related impairment. 

For older children, there was a significant positive association between overprotection and 

OCD-related impairment. 

Rearing and responsibility beliefs. Among younger children, OCD severity was 

not associated with responsibility beliefs, however, responsibility beliefs were positively 

associated with OCD-related impairment. Inflated responsibility was also positively 
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associated with child perceived parental overprotection and anxious rearing. This same 

pattern of results was found in the older group. 

Covariates: anxiety and depression. For younger children, anxiety symptoms 

were positively associated with depressive symptoms, OCD-related impairment, and 

inflated responsibility beliefs. Depressive symptoms were positively associated with OCD 

severity, OCD-related impairment, inflated responsibility beliefs, as well as child perceived 

parental rejection. For older children, self-reported general anxiety symptoms were 

positively associated with depressive symptoms, OCD-related impairment, inflated 

responsibility beliefs, and child perceptions of parental overprotection. Depressive 

symptoms were also positively associated with OCD-related impairment. 



 

RESPONSIBILITY REARING 86 

Table 5.2. 

Bivariate Correlation Matrix for OCD Symptom Severity (CYBOCS), Child rated Impairment (COIS-C), Inflated Responsibility Beliefs 

(OBQ-CV), and Child rated parental rearing (EMBU-C) with older children (13 – 17 years) appearing above the diagonal and younger 

children (7 – 12 years) appearing below. 

 1. 2. 3. 4. 5. 6. 7. 8. 

1. Overprotection  .70** .24 .44** -.16 .29* .38** .13 

2. Anxious Rearing .67** 
 

.46* .32* -.13 .05 .00 .10 

3. Rejection .16 .34** 
 

.04 -.03 .06 -.04 .22 

4. Responsibility Beliefs .28** .36** .24 
 

-.01 .43** .44** .17 

5. OCD Severity -.21 -.17 .17 .16 
 

.37* -.04 .13 

6. OCD-Related Impairment .13 .07 .30** .42** .28* 
 

.54** .59** 

7. General Anxiety Symptoms .16 .06 .04 .60** .10 .46** 
 

.62* 

8. Depressive Symptoms .15 .19 .47** .48** .34* .55** .66** 
 

** p < .01 * p < .05         
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Mediation Analyses 
 

Child perceived overprotection. The pathway between perceived parental 

overprotection and responsibility and threat beliefs was significant in both age groups. 

However, the pathway between responsibility and threat beliefs and OCD impairment after 

controlling for overprotection was not significant in younger children. As this association 

was not found, there was no mediated pathway for younger children. For older children, the 

pathway between inflated responsibility bias and OCD impairment was significant after 

controlling for perceived parental overprotection. For results see Figure 1. However, the 

bootstrapped 95% confidence intervals (CI), showed that the overall mediated pathway was 

not statistically significant (95% CI = -.02 – .20). 

 
 
 

Path a 
β = .28, p = .02* 

Path b 
β = .21, p = .10 

 
Path a 

β = .32, p = .03* 

Path b 
β = .30, p = .04* 

 

    
Figure 5.1. 

 
Mediation model tested with overprotection as the independent variable and with 

anxiety (MASC-2 minus OCD Subscale) and depression (CDI-2) entered as covariates 

into the analyses for younger children (left) and older children (right). * p < .05; ** p 

<.01; *** p <.001 

Child perceived anxious rearing. Perceived parental anxious rearing was 

significantly associated with beliefs of inflated responsibility and threat in both age groups. 

The indirect pathway between perceived anxious rearing, inflated responsibility beliefs and 

OCD impairment was not significant in the younger group but was significant in the older 

group (95% bootstrapped CI = .02 – .26). That is, older children who perceived their parents 

as engaging in more anxious rearing behaviours also reported more inflated responsibility, 

which in turn was associated with greater OCD-related impairment. For results see Figure 2. 

Child Rated 
Impairment 
COIS-C Total 

 
Overprotection 

(EMBU-C) 

Child Rated 
Impairment 
COIS-C Total 

 
Overprotection 

(EMBU-C) 

Responsibility 
and threat 

beliefs 
(OBQ-CV) 

Responsibility 
and threat 

beliefs 
(OBQ-CV) 
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Path a 
β = .30, p = .01* 

 
Path b 

β = .24, p = .06 

 
Path a 

β = .33, p = .01* 

 
Path b 

β = .37, p = .01* 

 

    
 

Figure 5.2. 
 

Mediation model tested with anxious rearing as the independent variable and with 

anxiety (MASC-2 minus OCD Subscale) and depression (CDI-2) entered as covariates 

into the analyses for younger children (left) and older children (right). * p < .05; ** p 

<.01; *** p <.001 

Discussion 
 

The current study examined the associations between parent/child perceived 

maladaptive parental rearing behaviours (overprotection, anxious rearing, rejection), child 

inflated responsibility beliefs, as well as OCD severity and impairment. Importantly, the 

current study also aimed to determine whether inflated responsibility beliefs mediated the 

association between rearing and OCD severity and/or OCD impairment. Given that parental 

rearing style changes across child development (e.g., Collins & Russell, 1991), as well as 

preliminary evidence that inflated responsibility beliefs manifest differently for younger 

versus older children (Farrell & Barrett, 2006; Farrell et al., 2012; Verhaak & de Haan, 

2007), this study examined the hypothesised associations separately for children (7 – 12 

years) and adolescents (13 – 17 years). 

It was expected that parental overprotection, rejection and anxious rearing, and 

inflated responsibility beliefs would be associated with OCD severity and OCD-related 

impairment in both age groups. However, this was only partially supported. Firstly, rearing 

and responsibility were not associated with OCD severity. This is contrary to previous work 

where rearing characterised by heightened rejection and control was associated with greater 
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Impairment 
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Anxious 
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Responsibility 
and threat 
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Responsibility 
and threat 

beliefs 
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OCD symptoms and severity (e.g., Alonso et al., 2004; Haciomeroglu & Karanci, 2013; 

Lennertz et al., 2010; Timpano et al., 2010). However, studies of this nature have tended to 

rely upon adults retrospectively reflecting on their rearing experiences which may have been 

clouded by concurrent experiences or false recall (Bӧgels & Brechman-Toussaint, 2006). 

With regards to inflated responsibility and OCD severity in youth, previous research has 

found self-reported responsibility was predictive of greater OCD symptomatology in a 

sample of community school children (Magnúsdóttir & Smári, 2004). The lack of 

significant associations found between rearing and responsibility with OCD severity in the 

current study may be a result of the limited variability in OCD severity in the current clinical 

sample. All participants were selected into the current research program on the basis of at 

least moderate severity on the CYBOCS, with mean severity falling in the severe range, 

resulting in a less variable sample on severity. 

However, with regards to OCD-related impairment, for younger children greater 

perceived parental rejection (e.g., you are blamed for everything that goes wrong) was 

associated with more impairment. This is important as previous research has found that 

families of children with OCD demonstrate more rejection type behaviours than other 

clinical and non-clinical comparison groups (Barrett et al., 2002; Farrell et al., 2013; 

Mathieu et al., 2015). Furthermore, observed criticism is associated with greater OCD- 

related impairment following a course of CBT (Przeworski et al., 2012). In contrast, for 

older children, overprotection (e.g., your parents think that they have to decide everything 

for you) was associated with more OCD-related impairment. Arguably the intrusiveness 

referred to by the overprotection items on the EMBU-C may be more maladaptive and less 

developmentally appropriate with increasing child age, and therefore, may be less aberrant 

for younger children as compared to adolescents (Steinberg, 2001). Taken together, these 

findings are consistent with past research that has demonstrated the increased presence of 
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controlling and rejecting rearing behaviours among families of children with OCD (relative 

to other clinical and non-clinical comparison groups) and the implications these behaviours 

have for OCD-related functioning (Careau et al., 2012; Coles & Schofield, 2008; Coles et 

al., 2014). Similarly, inflated responsibility beliefs were positively associated with OCD- 

related impairment across both age groups. 

It was also expected that maladaptive rearing would be positively associated with 

inflated responsibility beliefs. This was largely supported. In both younger and older 

children, those who perceived more parental overprotection and/or parental anxious rearing, 

also endorsed more inflated responsibility/threat beliefs. This finding is in line with the 

proposed pathways to inflated responsibility, where those who report parents as being more 

anxious and excessively restrictive in their parenting may become more sensitised to 

situations of responsibility and more fearful of negative outcomes (Salkovskis et al., 1999). 

These processes may lead an individual to develop a decreased sense of self-efficacy for 

coping with perceived threat/danger (Salkovskis et al., 1999). It is through this lens that they 

may interpret intrusive thoughts as threatening and salient, resulting in distress, and 

ultimately the urge to neutralise (Salkovskis, 1985; Salkovskis, 1989). However, the 

theorised origins of responsibility beliefs also reference situations of heightened criticism 

and blame, yet rejection was not associated with inflated responsibility/threat beliefs in the 

current study. Whilst OCD families are often harsher and more negative than control 

families (Barrett et al., 2002; Farrell et al., 2013; Mathieu et al., 2015), which has been 

linked to poorer treatment outcomes in paediatric samples (Przeworksi et al., 2012; Lavell, 

Farrell, Waters & Cadman, 2016), it may be that these behaviours are not associated with 

the origins of responsibility belief biases in youth. 

With regards to the final aim of the study, it was expected that there would be an 

indirect pathway between rearing and OCD severity/impairment via responsibility beliefs. 
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This was partially supported. Firstly, there were no indirect pathways via responsibility 

beliefs found in the younger sample for either OCD severity or impairment. However, for 

older children, there was a significant indirect pathway between parental anxious rearing 

and OCD-related impairment via inflated responsibility/threat beliefs. The indirect pathway 

for overprotection did not reach significance. Therefore, in adolescent OCD samples, 

parents who model anxiety and threat via anxious rearing may indirectly contribute to the 

functional burden of OCD via their child’s internalisation of inflated responsibility beliefs. 

This lends further support to the theorised origins of inflated responsibility beliefs whereby 

contexts high on parental anxiety and control may be particularly important. As with the 

younger sample, there were no indirect associations between parental rearing, 

responsibility/threat and OCD severity. This contrasts with previous work in youth, where 

self-reported responsibility was predictive of OCD symptoms and severity in older 

adolescents (Farrell et al., 2012; Verhaak & de Haan, 2007). Again, this may be an artifice 

of the relatively homogenous sample in the current study that was restricted to at least 

moderately severe OCD. Whilst, inflated responsibility beliefs have been associated with 

increased severity of OCD symptoms in previous research, and studies have found OCD is 

associated with more severe obsessions in adolescents as compared to younger children 

(Farrell et al., 2012; Verhaak & de Haan, 2007), in the current sample there were no 

differences in severity across age groups. 

The findings of the current study suggest that parental rearing exerts its influence on 

OCD symptoms (including beliefs) and related impairment differentially across younger 

versus older children. For adolescents, beliefs mediated the association between anxious 

rearing and OCD related impairment, highlighting the role of both rearing and beliefs in the 

maintenance of the disorder. This is important as by adolescence and adulthood, belief 

biases in relation to responsibility for harm become an established maintenance mechanism 
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for the disorder (OCCWG, 1997). Furthermore, greater functional impairment is also 

predictive of poorer response to evidence-based treatments (Caporino & Storch, 2016). 

The current study has numerous strengths. Firstly, this study represents one of the 

first studies to examine the indirect associations between adverse parental rearing 

behaviours, inflated responsibility beliefs and OCD severity/impairment in a sample of 

clinically diagnosed children and adolescents. Findings provide preliminary indication as to 

the role of negative rearing behaviours in the development of influential responsibility belief 

biases in both age groups (conceptualised as crucial in the maintenance of OCD) which 

were in turn associated with greater OCD-related functional impairment in the adolescent 

group. Furthermore, evidence-based assessment procedures were employed (Farrell et al., 

2018), including diagnostic interviews and psychometrically sound self-report measures. 

The study also utilised concurrent child report of rearing experiences and beliefs, and the 

sample size was relatively large allowing for associations to be examined by age group. 

However, this study is not without limitations. With regards to measurement, the association 

between child reported overprotection and anxious rearing was high, suggesting a portion of 

shared variance. Separate mediation models were created based upon their theorised 

importance in the developmental pathways to inflated responsibility beliefs (Salkovskis et 

al., 1999). However, a psychometric investigation of the EMBU-C in anxious samples 

(majority of the sample included OCD participants) also found there was little statistical 

difference between the two subscales (Young et al., 2013). The authors suggest future 

research should clarify the operationalisation of these two overlapping rearing constructs 

(Young et al., 2013). 

Future research could also benefit from exploring the associations tested in the 

current study using multiple informants, and multiple methods (e.g., experimental designs, 

observational paradigms etc.), especially as parental rearing behaviours were assessed via 
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children’s perceptions of these behaviours and findings may therefore reflect on children’s 

evaluation biases rather than parents’ actual rearing behaviours (Gerlsma, Snijders, van 

Duijin & Emmelkamp, 1997). In addition, the use of longitudinal designs with the inclusion 

of younger children (e.g., less than 7 years) may prove useful in further identifying the 

developmental processes associated with inflated responsibility beliefs and may go toward 

informing prevention strategies for this incredibly challenging and impairing condition. The 

role of other family processes (e.g., family accommodation) should also be explored, as they 

may also moderate the associations examined in the current study. Future research aimed at 

better elucidating the ways in which family accommodation may not only behaviourally 

reinforce symptoms but also potentially contribute to the development of child’s 

dysfunctional beliefs is worthy of investigation. 

This study represents a step towards better understanding the developmental- 

familial context within which pathological inflated responsibility beliefs may develop in a 

clinical sample of children and youth with OCD. Given the far-reaching impact and severity 

of OCD in relation to functional impairment (Keyes et al., 2018; Piacentini et al., 2003), a 

clearer understanding of familial and cognitive mechanisms may inform more 

developmentally sensitive etiological models and drive new directions for treatment. If 

parental rearing practices such as anxious rearing play a role in the development of child 

dysfunctional belief biases, then interventions that specifically target rearing practices 

in paediatric OCD may assist in improving longer-term child outcomes. 
 

Summary 
 

Inflated responsibility beliefs are important in the theoretical conceptualisation of 

OCD and have been associated with OCD symptoms in both clinical and non-clinical 

samples of children, adolescents and adults. Furthermore, these beliefs have been theorised 

to develop throughout childhood via critical, anxious and/or controlling parenting. This 
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study aimed to examine the differential associations between child (7 – 12 years) and 

adolescent (13 – 17 years) perceptions of their parent’s overprotection, anxious rearing, and 

rejection with inflated responsibility beliefs and OCD severity/impairment. The sample 

comprised n = 136 youth, with a primary diagnosis of moderate to severe OCD. Across both 

age groups greater perceived parental overprotection and anxious rearing were positively 

associated with greater inflated responsibility beliefs. Furthermore, greater inflated 

responsibility beliefs were associated with worse OCD-related impairment in both younger 

and older children. However, only in the adolescent group did inflated responsibility beliefs 

mediate the association between anxious rearing and OCD-related impairment (after 

controlling for child depressive and general anxiety symptoms). There were no associations 

between the variables of interest and OCD severity. These findings lend further support for 

the role of inflated responsibility beliefs in paediatric OCD, as well as the importance of 

considering family influence on the development of said beliefs and OCD-related 

impairment. 
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Abstract 
 

Parental rearing behaviours characterised by high levels of rejection and 

overprotection have been implicated in the development and maintenance of child 

psychopathology, including paediatric obsessive-compulsive disorder (OCD). The Egna 

Minnen Beträffande Uppfostran (EMBU) is a commonly used child- and parent-report 

measure of perceived parental rearing. However, items and factors vary across studies. 

Using confirmatory factor analysis, the current study aimed to examine the factor structure 

of the EMBU child and parent versions in a sample of children and youth with OCD (n = 

176), and their mothers (n = 162). The study also explored associations between parent and 

child perceived rearing and clinical correlates of OCD. For parents, a 4-factor model 

(overprotection, anxious rearing, rejection and emotional warmth) provided the best fit. For 

children, a higher order model was the best fit relative to proposed 3- and 4-factor models, 

with child perceptions of overprotection and anxious rearing loading onto a broader 

‘control’ dimension. Greater parent and child perceived negative rearing behaviours (e.g., 

rejection) and lower perceived positive behaviours (e.g., emotional warmth) were associated 

with greater OCD severity, comorbid symptoms and impairment. The EMBU has a 

conceptually meaningful factor structure and provides a useful measure for assessing 

perceived rearing behaviours within paediatric OCD, which is important given the 

influential role of perceived parental rearing in OCD symptom expression and treatment 

response. 
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Introduction 
 

The familial context within which a child develops has long been the focus of 

research examining the aetiology of childhood anxiety and related disorders, including 

obsessive-compulsive disorder (OCD). Indeed, numerous reviews and meta-analyses have 

concluded that parental rearing behaviours play a role in the development and maintenance 

of anxiety and OCD across the lifespan (Bögels & Brechman-Toussaint, 2006; Bögels & 

Phares, 2008; Brander, Pérez-Vigil, Larsson & Mataix-Cols, 2016; McLeod, Wood & 

Weisz, 2007; Möller et al., 2016; Murray, Creswell & Cooper, 2009; Rapee, 1997; 

Schlieder & Weisz, 2017; van der Bruggen, Stams & Bögels, 2008; Wood, McLeod, 

Sigman, Hwang & Chu, 2003). For paediatric OCD specifically, this severe and chronic 

condition is associated with profound psychosocial impairments, including substantial 

burden on families (Piacentini, Bergman, Keller & McCracken, 2003; Storch et al., 2010; 

Valderhaug & Ivarsson, 2005). Research has found that parents of children with OCD are 

more rejecting and more controlling than community controls, and moreover, are distinct 

from parents in other clinical comparison groups based on the parental rearing behaviours 

they display (Alonso et al., 2004; Barrett, Shortt & Healy, 2002; Lennertz et al., 2010; 

Mathieu, Farrell, Waters & Lightbody, 2015; Przeworksi et al., 2012; Smári, Martinsson & 

Einarsson, 2010; Turgeon et al., 2002). 

Despite the important role of parental rearing styles on the development and 

maintenance of anxiety and OCD symptoms in children, the measurement of such 

behaviours is fraught with methodological challenges. For example, research investigating 

parental rearing styles within OCD (and wider psychopathology) has traditionally relied 

upon retrospective surveys with adults, which is subject to biased recall (Bögels & 

Brechman-Toussaint, 2006). For studies that do involve paediatric samples there has been a 

tendency to rely on single informant report (McLeod et al., 2007), often favouring parent 
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self-report (DiBartolo & Grills, 2006). This is problematic as studies have found that parents 

systematically report their rearing behaviours as more positive than their children (Bögels & 

van Melick, 2004; Korelitz & Garber, 2016). Parent-child discrepancies highlight the utility 

of capturing both child and parent perceptions of parental rearing behaviours concurrently 

(Bögels & Brechman-Toussaint, 2006; Gerlsma, Snijders, van Duijin & Emmelkamp, 

1997), especially as the discordance between informants may reflect more than 

methodological error and may in fact be particularly important in predicting child outcomes 

and/or poorer parent-child relations (DiBartolo & Grills, 2006; Korelitz & Garber, 2016; 

Valentiner & Mounts, 2017). Subsequent recommendations have been made to gather 

observational data where possible (Bögels & Brechman-Toussaint, 2006; McLeod et al., 

2007). However, this methodology has its own limitations, such as questionable ecological 

validity, the time and resource intensive nature of the approach, and inconsistent behavioural 

codification and task utilisation making it difficult to draw firm conclusions across studies 

(Bögels & Brechman-Toussaint, 2006; Gardner, 2000; Ginsburg, Grover, Cord & Ialongo, 

2006; Gonzalez Moore, Garcia, Thienemann & Huffman, 2011; Young et al., 2013). 

Therefore, in order to advance research examining parental rearing styles associated with 

child psychopathology, it is important to gather multi-informant perspectives and utilise 

multiple methods wherever possible. Unfortunately, few survey measures of parental 

rearing behaviours have been developed that are comparable across both parent and child 

report. Furthermore, none have been validated for use specifically with OCD samples, 

despite these families being particularly burdened and often characterised by aberrant 

parent-child interactions. 

The Egna Minnen Beträffande Uppfostran (EMBU) 
 

Originally developed as a retrospective tool measuring adults’ memory and 

perceptions of their parent’s rearing practices, the Egna Minnen Beträffande Uppfostran 
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(EMBU; Swedish for ‘My memories for upbringing’) has been widely used in research and 

has demonstrated good psychometric properties and factor stability across cultures 

(Arrindell et al., 1986). Subscales include overprotection (i.e., intrusive/controlling 

behaviours), emotional warmth (i.e., caring/loving behaviours), rejection (i.e., 

critical/blaming behaviours), and favouring the subject (i.e., preferencing one child over 

another). Since its original development, the EMBU has undergone a series of 

modifications, including the creation of a self-report version for children (EMBU-C; Castro, 

Toro, Van der Ende & Arrindell, 1993), an adolescent adaptation (EMBU-A; Gerlsma, 

Arrindell, Van der Veen & Emmelkamp, 1991) and parent self-report scale (EMBU-P; 

Castro, de Pablo, Gómez, Arrindell & Toro, 1997). Further, there have been several minor 

revisions to the measure published in the literature, with a reliance on non-clinical samples 

for validation purposes (e.g., Muris, Meesters & van Brakel, 2003). The current study 

synthesizes the literature examining the psychometric properties of the most widely reported 

versions of the EMBU. 

EMBU – Adolescent and Child Versions 
 

Gerlsma and colleagues (1991) developed the adolescent version of the EMBU (i.e., 

EMBU-A) by conducting an expert revision of the original 81-item scale for adolescent 

readability (as well as changing to present tense), and validation among a sample of n = 

1153 healthy Dutch school children (aged 10 – 15 years, M = 12.4, SD = .76). Items were 

excluded in the event they were highly skewed in either direction and/or had factor loadings 

less than 0.4. Following factor analysis, four first order factors were found. These were 

conceptually identical to those in the adult retrospective version, including Overprotection 

(11 items, α = .60 and .62 for mothers and fathers respectively), Favouring the Subject (5 

items, α = .58 and .57 for mothers and fathers respectively), and Rejection and Emotional 

Warmth (both having 19 items each, both having α = .88 and .86 for mothers and fathers 
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respectively). Despite the poor internal consistency of the Overprotection and Favouring 

Subject subscales, all factors were retained with a total of 54 items. 

In subsequent efforts to reduce participant burden and ease of use, the EMBU-A has 

undergone a series of factor analytic studies to reduce items. For example, Aluja, del Barrio 

and García (2006) compared 64-, 37-, 24-, and 23-item versions (derived from adult 

shortened versions as well as their own exploratory factor analyses) in a sample of n = 832 

healthy children aged 12 – 17 years. The favouring subject subscale continued to 

demonstrate poor internal consistency (overprotection improved) given that items referring 

to siblings do not apply to all respondents (see Aluja et al., 2006; Gerlsma et al., 1991). 

Therefore, these items were deemed unacceptable and were excluded from their version of 

the EMBU-A. Consequently, CFA was performed, and the 23-item version had the best fit, 

with most items loading onto three first-order factors (overprotection, rejection, and 

emotional warmth). There was one unscaled item. 

Similar statistical methods have also been employed in order to create a version of 

the EMBU suitable for younger children (i.e., EMBU-C). Castro, Toro, Van der Ende and 

Arrindell (1993) simplified the original 81-items from the adult EMBU before administering 

to a sample of n = 205 healthy Spanish school children aged 7 to 12 years. Using similar 

criteria to previous studies (e.g., highly skewed, factor loadings >.40) principal components 

analysis (VARIMAX rotation) was used to exclude unsatisfactory items. The resulting 

measure contained 41-items which loaded onto four factors resembling those in the EMBU 

and EMBU-A. These were rejection (α = .78 and .69 for mothers and fathers respectively), 

emotional warmth (α = .76 and .77 for mothers and fathers respectively), favouring the 

subject (α = .65 and .56 for mothers and fathers respectively), and control (i.e., 

overprotection; α = .67 and .65 for mothers and fathers respectively). The latter two 

subscales continued to have poor internal consistency. The four factors explained 
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approximately 25% of the variance for both parents (as consistent with the EMBU-A; 

Gerlsma et al., 1991). Higher order analyses found that control and emotional warmth 

loaded positively onto a higher order factor (named control), emotional warmth (negatively) 

and rejection also loaded onto a higher order factor (named care), and favouring the subject 

remained distinct (Castro et al., 1993). The authors noted that the care dimension and 

favouring subject dimension are like those reported in adult versions, however, the control 

dimension differed whereby controlling behaviours (i.e., overprotection) were associated 

with higher perceived warmth, as opposed to higher perceived rejection which has been 

found in adults (Castro et al., 1993). These findings highlight potential developmental 

differences in perceptions of rearing, and indeed, the emotional warmth, overprotection and 

favouring subject subscales were all negatively correlated with age, whereas there was no 

correlation for rejection (see Castro et al., 1993). This may be the result of normative 

developmental shifts in control-related rearing behaviours, in relation to emerging 

independence across adolescence and the lifespan (Steinberg, 2001). Furthermore,  

consistent with adolescent findings, subsequent studies utilising the EMBU-C have favoured 

the removal of the favouring subject subscale in both healthy and clinical samples (Muris et 

al., 2003; Muris et al., 1996; Penelo et al., 2010). 

In recognition of the influence of parent’s own anxiety on the expression of parental 

rearing, later versions of the EMBU-C have also included items assessing parental anxious 

rearing. For example, in a study of n = 121 school children, aged between 9 and 12 years, 

Grüner, Muris & Merckelbach (1999) added items relating to ‘anxious rearing’ (e.g., “Your 

parents are afraid when you do something on your own”). The authors found that maternal 

and paternal anxious rearing, rejection and overprotection as perceived by the child were 

associated with child-reported anxiety symptoms (including OCD symptoms). The 

psychometric properties of this 40-item version of the EMBU-C was subsequently assessed 
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using principal components analysis in a sample of Dutch school children (n = 1681), and 

four distinct factors were produced (anxious rearing, overprotection, rejection and emotional 

warmth; Muris et al., 2003). Further analysis using the total scores for each of the four 

factors (for both perceived maternal and paternal rearing) produced a higher order ‘control’ 

factor which included the overprotection and anxious rearing subscales (Muris et al., 2003). 

Emotional warmth loaded positively onto a higher order ‘care’ dimension, and rejection 

loaded both onto ‘control’ (positively), and ‘care’ (negatively). For the most part, the 

internal consistency of the factors was favourable, however, overprotection was again poor 

(anxious rearing α = .79; rejection α = .77; emotional warmth α = .77; overprotection α = 

.66). Studies with non-clinical samples have highlighted that the overprotection and anxious 

rearing subscales appear to be particularly relevant to the expression of anxiety in children, 

with both subscales frequently being associated with child anxiety symptoms (Muris et al., 

2003; Muris & Merckelbach, 1998; van Brakel, Muris, Bӧgels & Thomassen, 2006). 

Furthermore, this modified version of the EMBU-C was also validated for use in subsequent 

adolescent samples (Meesters & Muris, 2004; Muris, Bosma, Meesters, Schouten, 1998; 

Muris et al., 2003). 

In one of the few studies with clinical samples, Young and colleagues (2013) 

investigated the convergent validity of the 40-item version of the EMBU-C (including 

anxious rearing) in a sample of anxious children (n = 213; aged 8 – 13 years) and a 

community control sample (n = 150; aged 8 – 13 years). The most frequent diagnosis in the 

anxious group was OCD (21%, n = 45). In the community group, higher ratings of parental 

anxious rearing and rejection were related to more symptoms of child anxiety and 

dysfunction, and higher ratings of overprotection was associated with child anxiety. In the 

clinical group, emotional warmth was negatively associated with child oppositionality, 

parent stress and family functioning, whereas overprotection and anxious rearing were each 
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positively associated with child anxiety, and rejection was positively associated with child 

oppositionality, cognitive problems, parental stress, and negatively associated with child 

anxiety. Furthermore, the clinical group were significantly higher on overprotection and 

anxious rearing than the community group. Within the community group, only 

overprotection predicted anxiety symptoms and anxiety-related impairment 12 months later 

(after controlling for baseline anxiety symptoms and impairment). This study illustrates the 

utility of this measure in differentiating between anxious and community samples, 

particularly highlighting the importance of overprotection and anxious rearing within the 

context of anxiety symptoms. However, the factor structure of the scale was not examined, 

and the overprotection and anxious rearing subscales were moderately correlated with each 

other in the combined sample (r = .48, p <.05). Furthermore, the overprotection subscale 

had poor internal consistency (Cronbach’s α = .54) as has been found in previous studies 

(e.g., Brown & Whiteside, 2008; Gerlsma et al., 1991; Muris et al., 1996; Muris et al., 

2003). As a result, the authors suggested further attention be given to the conceptual and 

statistical clarity of these two behavioural domains, as well as the use of multi-informant and 

multi-method studies. 

EMBU – Parent Version 
 

Castro, de Pablo, Gómez, Arrindell and Toro (1997) examined the factor structure 

of a parent version of the EMBU (i.e., EMBU-P) in a sample of parents with undergraduate 

aged children (n = 299 fathers, n = 303 mothers). Using similar statistical criteria (principal 

components analysis, factor loadings > .35) they found a four-factor model 

(overprotection/control attempts, rejection, emotional warmth, favouring the subject) which 

satisfactorily accounted for 24.3% of the variance. This version of the EMBU had 56 items, 

and each of the subscales had good internal consistency (Rejection α = .75; Control 

attempts/overprotection α = .76; Emotional Warmth α = .84), except for favouring the 



FACTOR STRUCTURE OF EMBU IN PAEDIATRIC OCD 106 
 

subject which had a Cronbach’s α of .66. The rejection subscale was negatively correlated 

with emotional warmth and positively correlated with overprotection; and overprotection 

was further correlated with emotional warmth in a positive direction, albeit all correlations 

were weak (i.e., all r ≤ .36; Castro et al., 1997). Despite self-reported parental rearing being 

reflections of perceived rearing (Bögels & Brechman-Toussaint, 2006; Gerlsma, Snijders, 

van Duijin & Emmelkamp, 1997) and there being little or no agreement between parent and 

children on the EMBU-P/C (Muris et al., 1996), few studies have employed both the 

EMBU-C/P versions concurrently in assessing rearing and associations with child 

symptoms. Furthermore, despite the relevance of the anxious rearing subscale to child 

anxiety symptoms discussed earlier, the arguable insight parents may have into their own 

feelings of anxiety and whether these feelings influence their rearing behaviours, no studies 

to date have validated the anxious rearing subscale in the EMBU-P. 

The Current Study 
 

Given families of children and youth with OCD are characterised by higher levels of 

parental rejection and control related behaviours, and these behaviours have implications for 

the expression and maintenance of the disorder, the current study sought to examine the 

factor structure of the EMBU-C and EMBU-P in a sample of children and adolescents with 

a primary diagnosis of OCD. Using CFA, the original 4-factor model (Overprotection, 

Rejection, Emotional Warmth, Anxious Rearing) was tested for both EMBU-P and EMBU- 

C. It was hypothesised that the Overprotection and Anxious Rearing subscales would not be 

adequately differentiated for children (Young et al., 2013). A three-factor model combining 

anxious rearing and overprotection would therefore be generated, as well as a second order 

model in which a higher order latent variable titled “control” would be tested (to determine 

if anxious rearing and over-protection are both explained by the same underlying construct). 

The best-fitting models (for EMBU-C and EMBU-P) will be correlated with child symptom 
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and demographic variables, as well as parental psychological distress. It was hypothesised 

that (a) higher parent and child perceived negative parental rearing (i.e., overprotection, 

anxious rearing, rejection), and (b) lower parent and child perceived positive parental 

rearing (i.e., emotional warmth), would be associated with increased child OCD severity, 

child and parent rated OCD-related impairment, child depressive symptoms, child 

externalising symptoms and parental psychological distress. 

Method 
 

Sample 
 

The sample comprised of n = 176 children aged seven to 18 years (M = 12.14 years, 

SD = 2.57, 47.70% female), and their mothers (n = 162) aged 27 to 58 years (M = 43.97 

years, SD = 5.51). Each child was recruited through a University OCD Treatment Program, 

and were referred to the program via community clinicians, school-based professionals 

and/or self-referral over a 10-year period. Inclusionary criteria included: a primary (or co- 

primary) diagnosis of OCD, stable dose of medication prior to study enrolment, willingness 

to cease concurrent psychotherapy and at least one parent willing to attend sessions. 

Exclusionary criteria included: psychosis, significant learning difficulties, ASD level two or 

higher, and/or active suicidal ideation. The total number of comorbid diagnoses assigned 

ranged from 1 (n = 68) to 8 (n = 1), with the most frequent secondary condition being 

generalised anxiety disorder (35.2 %), followed by specific phobia (17.5 %). Mean OCD 

severity for children was in the severe range, with mean CYBOCS total severity score of 

25.84 (SD = 5.62). 

Measures 
 

Anxiety Disorders Interview Schedule for DSM-IV Parent (ADIS - P; 

Silverman & Albano, 1996). For the current sample, the ADIS-P was used to establish the 

diagnostic profile of the children enrolled in the research program. The ADIS-P screens for 
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OCD, anxiety disorders, mood disorders and behavioural difficulties including attention 

deficit/hyperactivity disorder, oppositional defiance disorder, and conduct disorder. A 

diagnosis was assigned based upon parent(s) endorsement of diagnostic criteria, and a 

clinically significant clinician severity rating (CSR) of at least 4 (i.e., moderate impairment). 

CSR ratings were made on a 9-point scale ranging from 0 (no interference) to 8 (severely 

disabling). In situations where multiple disorders had a CSR of at least 4, the diagnosis with 

the highest CSR became the primary diagnosis, followed by secondary, and so on. Each 

participant in the clinical group had a primary (or coprimary) diagnosis of OCD. 

Children’s Yale-Brown Obsessive-Compulsive Scale (CYBOCS; Scahill et al., 

1997). In the current sample the CYBOCS was used to determine the severity of OCD 

symptoms. The CYBOCS is an evidence based (Lewin & Piacentini, 2010; Farrell, Mathieu 

& Lavell, 2018; Rapp, Bergman, Piacentini, McGuire, 2016), clinician rated checklist used 

to determine the severity of OCD symptoms in children aged six to 17 years. Children rated 

their total obsessions and compulsions separately across five dimensions: (1) frequency, (2) 

interference, (3) distress, (4) resistance and (5) control over symptoms, using a 5-point scale 

(0 = none, 1 = mild, 2 = moderate, 3= severe and 4 = extreme). These ratings create a score 

of total severity where 0-7 is subclinical, 8-15 is mild, 16-23 is moderate, 24-31 indicates 

severe and 32-40 represents extreme. 

Child Obsessive-Compulsive Impact Scale-Child Report & Parent Report 

(COIS-C/P; Piacentini & Jaffer, 1999; Piacentini Bergman, Keller & McCracken, 

2003). The COIS-C/P are self/parent-report measures used to assess the functional 

impairment that arises due to OCD in children. The scales are comprised of three subscales 

(home/family, school/academic, and social) and are rated on a 4-point Likert scale (0 not at 

all – 3 very much) to indicate the extent to which the item has been a problem for the child 

in the last month. Both measures have been widely used in the literature, and have 
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demonstrated good psychometric properties (e.g., α > .95 for both scales; Storch et al., 
 

2010). All subscales had good internal consistency in the current study (α >.70). 
 

Children’s Depression Inventory 2nd edition (CDI-2; Kovacs, 2011). The CDI-2 

is a child-report questionnaire intended to measure depressive symptoms in children aged 

seven to 17 years. Results are converted to T scores, with a total score greater than 65 

indicating clinical significance. The CDI-2 demonstrated good internal consistency for the 

current sample (α = .87). 

Child Behaviour Checklist (CBCL, Achenbach and Edelbrock, 1983). The 

CBCL is a widely used parent-report questionnaire designed to assess a wide-range of 

problem behaviours exhibited by their child (aged 6 – 18 years). In the current study, 

mothers rated items on a 3-point Likert scale (0 not true – 2 very true) and can be combined 

to form various subscales (e.g., withdrawal), from which a further set of composite scales 

can be calculated (with age and gender normed T-scores). These include the internalizing 

scale (e.g., anxious/depressed, withdrawn, somatic problems); and (b) externalizing scale 

(e.g., rule breaking and aggressiveness). The CBCL is commonly used and has 

demonstrated good psychometric properties such as test-retest reliability coefficients over an 

8-day interval (.68-.92; Achenbach & Rescorla, 2001). For the current sample the internal 

consistency was α = .88 (internalizing) and α = .91 (externalizing). 

Depression Anxiety Stress Scales (DASS; Lovibond & Lovibond, 1995). In order 

to measure maternal distress, the 21-item version of the DASS was completed by mothers. 

The scale measures their experience of depressive symptoms (e.g. I couldn’t seem to 

experience any positive feeling at all), anxiety symptoms (e.g. I felt I was close to panic) and 

stress (e.g. I felt that I was rather touchy) in the past week. Each item is rated on a 4-point 

scale (0 = did not apply to me at all to 3 = applied to me very much or most of the time). 

The DASS-21 has demonstrated good internal reliability (depression α = .91; anxiety α = 
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.80; stress α = .84; Sinclair et al., 2012). For the current study each of the subscales had good 

internal reliability (i.e., depression α = .88; anxiety α = .73; stress α = .88). 

Egna Minnen Beträffande Uppfostran Child (EMBU-C; Grüner et al., 1999). 

The modified EMBU-C is a 40-item self-report scale with 10 items on each subscale, used 

to assess perceptions of parental rearing behaviours. The scale uses a 4-point scale (1 = no, 

never; 2 = Yes, but seldom; 3 = Yes, often; 4 = Yes, most of the time). Subscales include 

emotional warmth, overprotection, rejection and anxious rearing. This version of the 

EMBU-C has demonstrated good test retest reliability with intra class coefficients of = .79 - 

.84 over a period of two months, and the internal consistency across each of the subscales 

varies from α = .66 (overprotection) - .81 (Muris et al., 2003). As the EMBU-C was 

administered within a larger battery of self-report measures, to reduce responder burden, 

children were asked to report on parent(s) generally as opposed to mothers and fathers 

separately. 

Egna Minnen Beträffande Uppfostran Parent (EMBU-P; Castro et al., 1997; 

Muris et al., 1996). This version of the EMBU-P is a 40-item self-report scale used to 

assess a parents’ own perception of their rearing behaviours. As with the child version, items 

are rated on a 4-point scale (1 = no, never to 4 = yes, most of the time), and subscales 

include: emotional warmth, overprotection, rejection and anxious rearing was also added to 

mirror the child version. Items are worded to correspond to those in the child version. 

However, there are slight variations so as appear more palatable for parents, as well as there 

being two reverse coded items in the overprotection subscale. The EMBU-P was completed 

by mothers in the current study and has previously demonstrated good internal consistency 

(emotional warmth α = .84; rejection α = .75; overprotection α = .76; Castro et al., 1997). 

Procedure 
 

All procedures for the current study were approved by the institution’s human 
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research ethics committee and parents provided written informed consent prior to study 

procedures (and children provided informed assent). Following referral to the University 

Treatment Research Program, children were screened for eligibility criteria via phone 

discussion with a parent. The parent(s) then completed the ADIS-P diagnostic interview 

over the phone with a trained researcher and/or clinician. Parent endorsement of diagnostic 

criteria via the ADIS-P is effective and reduces assessment burden on children (Silverman, 

Saaverdra & Pina, 2001). Telephone administration has also been shown to be reliable in 

diagnosing anxious children and identifying non-clinical children (Lyneham & Rapee, 

2005). Once a primary diagnosis of OCD was established for the child, children then 

completed the CYBOCS interview with their treating clinician face-to-face. The children 

and their mothers were then asked to independently complete a variety of self-report surveys 

including those outlined in the current study, before proceeding through treatment. Children 

under the age of 12 completed their self-report surveys (i.e., CDI-2; COIS-C; EMBU-C) 

with the help of a research assistant associated with the project where needed, whereas 

children aged 13 years and above completed theirs independently at home via an online link. 

Mothers completed all self-report measures relating to their own distress, their child’s 

symptoms, and their rearing behaviours independently via an online link. 

Results 
 

Analyses were conducted using the Statistical Package for Social Sciences (SPSS) 

version 25, and AMOS version 25. 

Item Evaluation and Parcelling 
 

Prior to CFA, item distributions and the correlation matrix for each of the four 

subscales for both parent and child scales were examined. For both the EMBU-C and 

EMBU-P, a small number of items on each subscale were removed because of a floor effect 

(behaviour did not occur) or poor associations with other subscale items. For the EMBU-C 
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this resulted in one item being removed from each of the four subscales. On the rejection 

subscale, the item ‘Your parents hit or smack you for no reason’ (see Waters, Zimmer- 

Gembeck & Farrell, 2012) was excluded as 98% of children reported this did not occur at all 

(thus poor discrimination). For overprotection, the reverse coded item ‘Your parents allow 

you to decide what you want to do’ did not correlate with the other items on the scale and 

was thus removed. The items that had the poorest associations with the others in their 

respective subscale included ‘Your parents are anxious people and therefore you are not 

allowed to do as many things as other children’ for the anxious rearing subscale, and ‘When 

you have done something stupid, you can make it up with your parent’ for the emotional 

warmth subscale, and were each excluded. The final EMBU-C contained n = 36 items, and 

the internal consistency was satisfactory (Overprotection α = .76; Anxious rearing α = .83; 

Rejection α = .81; Emotional warmth α = .86). 

For the EMBU-P, this process resulted in five items being removed from analyses. 

On the rejection subscale 99% of mothers reported the absence of ‘You have hit or smacked 

your child for no reason’ thus this item was excluded. For overprotection there were two 

reverse coded items (‘Your child has been allowed to go where he/she liked without you 

caring too much after school’ and ‘You have trusted your child to allow him/her to act 

under his/her own responsibility’). Both items had poor associations with the other items on 

the scale and were both removed. These findings indicate that parents responded to these 

items in a different way to the other items on the scale. On the anxious rearing subscale 

(‘You have cared what your child did after school’), and the emotional warmth subscale (‘If 

your child has done something foolish, he/she has been able to make everything right again 

by asking for your forgiveness’), were one item each, having poorest associations with the 

others in their respective subscale, and were excluded. The final EMBU-P had n = 35 items, 

and with one item removed the internal consistency of the anxious rearing (α = .83), 
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rejection (α =.82), and emotional warmth (α = .83) subscales was good. With the removal of 
 

the two reverse coded items, the internal consistency of overprotection remained poor (α = 
 

.64; i.e., < .70). 
 

Following the removal of items by way of examining the item correlations and item 

internal consistency (described above), exploratory factory analysis was conducted which 

rank-ordered the factor loadings using an item-to-construct balanced approach (Hau & 

Marsh, 2004; Little, Rhetulla, Gibson & Schoemann, 2013). Parcels representing the latent 

variables (Little et al., 2013) were then generated for the four EMBU subscales on each the 

EMBU-C and EMBU-P. Except for one parcel on the overprotection subscale in the 

EMBU-P which contained two items, each parcel contained three items, producing three 

parcels per subscale (Kline, 2016). The items of the EMBU-P/C are included in Appendix C 

and Appendix D. 

CFA of the EMBU-C 
 

Three models were tested. First, the original 4-factor model (i.e., anxious rearing, 

overprotection, rejection, and emotional warmth). Second, a higher order model with the 

anxious rearing and overprotection subscales loading together onto a ‘control’ dimension 

(see Figure 6.1), and finally a 3-factor model that combined anxious rearing and 

overprotection into a single ‘control’ factor. 

Goodness-of-fit statistics used to assess model fit were (1) the Chi-square test, with 

non-significance representing acceptable fit; (2) goodness of fit index (GFI), and 

Comparative Fit Index (CFI) and Tucker-Lewis Index (TLI), with values >.90 and >.95 

indicating acceptable and excellent fit respectively (Bentler & Bonnett, 1980; Hu & Bentler, 

1999); (3) Root Mean Square Error Approximation (RMSEA), with values ≤. 08 indicating 

acceptable fit. Model comparison statistics used were the Akaike information criterion 

(AIC) with smaller indices indicating better fit, and the Chi-square difference test. Fit 



FACTOR STRUCTURE OF EMBU IN PAEDIATRIC OCD 114 
 

statistics for the EMBU-C models are presented in Table 6.1. The 3-factor model produced 

a poor fit to the data. The 4-factor and higher order models both produced a satisfactory fit, 

although the RMSEA was higher than expected. Both these models had similar fit statistics. 

However, as expected, the anxious rearing and overprotection subscales were highly 

correlated with each other (r = .86, p < .001), suggesting children with OCD do not 

differentiate between the two rearing constructs. Thus, the higher-order model was accepted 

as the best fit conceptually. 
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Figure 6.1. 
 

Higher-order CFA model for the EMBU-C in a sample of children (n = 176) with OCD 
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Table 6.1. 
 

Fit Statistics for the Confirmatory Factor Analysis of the EMBU-C in a paediatric 

OCD sample (n = 176) 

 4-factor Model Higher-order 
 

Model 

3-factor Model 

χ2 statistic (df) 108.18 (46)*** 112.51 (48) *** 127.60 (49)*** 

χ2/df 2.35 2.34 2.60 

GFI .91 .91 .90 

CFI .94 .94 .93 

TLI .92 .92 .80 

RMSEA .088 .088 .096 

AIC 172.18 172.5 185.57 

χ2Diff p = .004 p = .001 - 

NB: *** <.001 
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CFA of the EMBU-P 
 

The same three models were generated for the EMBU-P. The 4-factor model (see 

Figure 6.2) produced an acceptable fit to the data. Fit statistics for the parent scale are 

presented in Table 6.2. Unlike children with OCD, mothers were able to differentiate 

between overprotection and anxious rearing with a much smaller association between these 

two subscales in the EMBU-P (r = .35, p < .01) than EMBU-C. In the higher order model, 

the latent ‘control’ variable was not correlated at all with emotional warmth (r = .01, p = 

.45). In the 3-factor model, all factors were correlated with each other; however, the 

overprotection parcels had poor regression weights loading onto the combined ‘control’ 

factor (.28 - .29). Thus, the 4-factor model was accepted for the EMBU-P. 

 
 

Table 6.2. 
 

Fit Statistics for the Confirmatory Factor Analysis of the EMBU-P in a sample of 

mothers of a child with paediatric OCD (n = 162) 

 4-factor Model Higher-order 
 

Model 

3-factor Model 

χ2 statistic (df) 78.61 (48)** 115.3 (49) *** 185.37 (51) *** 

χ2/df 1.64 2.35 3.63 

GFI .93 .91 .82 

CFI .96 .92 .84 

TLI .95 .89 .79 

RMSEA .063 .092 .128 

AIC 138.61 173.29 239.37 

χ2Diff p <.001 p < .001 - 

NB: ** p <.01; *** p <.001 
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Figure 6.2. 
 

Four factor CFA model for the EMBU-P in a sample of mothers (n = 162) of children 
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Factor Correlations with Child OCD Symptoms 
 

Following CFA, the EMBU-P and EMBU-C factors were correlated with OCD- 

related impairment (COIS-C/P), OCD severity (CYBOCS), internalizing and externalizing 

symptoms (CBCL), child reported depressive symptoms (CDI), maternal psychological 

distress (DASS), as well as child gender and age. Correlations are presented in Table 6.3. 

For the EMBU-C, the higher order factor of ‘control’ was positively associated with 

externalising symptoms. Rejection was positively associated with child rated total and 

home-related OCD impairment, externalising symptoms, child depressive symptoms, 

maternal stress, and mother perceived total, home, school and social OCD-related 

impairment. Emotional warmth was negatively associated with child perceived total, home 

and school OCD-related impairment, total OCD severity, externalising symptoms, child 

depressive symptoms, and total, home and social OCD-related impairment as perceived by 

the mother. 

For the EMBU-P, overprotection, anxious rearing and rejection were each positively 

associated with externalising symptoms, and maternal stress. Anxious rearing and rejection 

were further positively associated with maternal depression. Rejection was also further 

associated with internalising symptoms, and mother perceived total, home, and school 

related OCD impairment (each in a positive direction). Anxious rearing was also positively 

associated with maternal anxiety. Emotional warmth was negatively associated with total, 

home, and school related impairment, as rated by the mother. Child age was negatively 

correlated with overprotection (EMBU-P), the higher order factor of ‘control’ (EMBU-C) 

and emotional warmth (EMBU-C). 
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Table 6.3. 

Table of means and standard deviations for clinical variables and factor correlations 

with the EMBU-P and EMBU-C 

Variable (M, SD) EMBU-P (n = 162)   EMBU-C (n = 176) 

 OP AR RJ EW CT RJ EW 

Child rated OCD Impairment (COIS-C) 

Total (41.47, 28.50) .03 -.08 .01 .02 .07 .20* -.23** 

Home (15.13, 10.73) -.02 -.04 .01 .02 .06 .22* -.21* 

School (13.51, 11.13) -.01 -.16 -.03 .00 -.07 .01 -.27** 

Social (13.14, 10.26) .05 -.07 .01 .00 .16 .16 -.12 

OCD severity (CYBOCS)        

Total (25.84, 5.62) .01 .01 .11 -.06 -.16 .15 -.21* 

Parent rated psychological symptoms (CBCL) 

Externalising (53.90, 10.59) .50*** .40*** .63*** -.17 .25* .40*** -.26** 

Internalising (64.02, 9.05) .20 .25 .27** -.10 -.03 .17 -.19 

Parent rated OCD Impairment (COIS-P) 

Total (40.13, 25.37) .09 .11 .32*** -.24** -.07 .24** -.25** 

Home (15.45, 9.49) .06 .09 .37*** .29** -.14 .25** -.30*** 

School (12.35, 9.60) .05 -.60 .24** -.24** .05 .20* -.15 

Social (12.45, 10.59) .09 .03 -.16 -.14 -.09 .20* -.19* 

Self-reported depression (child, CDI) and psychological distress (parent, DASS) 

CDI (59.48, 12.45) -.03 -.01 .17 -.07 .08 .42*** -.33*** 

Anxiety (1.55, 2.33) .19 .40*** .17 -.06 .09 .04 .09 

Stress (6.21, 4.27) .33*** .53*** .42*** -.07 .13 .21* .04 

Depression (2.52, 3.26) .20* .35*** .29** -.07 .02 .12 -.02 

Child demographics        

Child Age (12.14, 2.57) -.23* .01 -.03 -.16 -.30*** .00 -.26** 

Child Gender (nil) .15 .00 .04 .13 -.09 -.01 .14 

NB: * p <.05; ** p <.01; *** p <.001 

OP = overprotection, AR = anxious rearing, EW = emotional warmth, RJ = rejection; 

CT = Higher order factor of Control 
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Discussion 
 

The current study examined the factor structure of the EMBU-P and EMBU-C in a 

sample of children and youth with OCD, and their mothers. For the EMBU-C, the model 

that had the best fit statistically and conceptually was a higher order model where 

overprotection and anxious rearing loaded onto a latent ‘control’ dimension, and rejection 

and emotional warmth remained distinct factors. This factor solution is consistent with 

higher-order analyses in previous studies using non-clinical samples (Muris et al., 2003), 

and may explain why studies using the EMBU-C in clinical samples frequently find high 

associations between these two subscales (e.g., Young et al., 2013). In contrast, for the 

EMBU-P, the 4-factor model had the best fit. In line with the study hypotheses, mothers 

differentiated between the overprotection and anxious rearing items. This discrepancy in 

factor models across the EMBU-P and EMBU-C may reflect differences in what is 

perceived as the salient feature in the experience/expression and emphasis of parental 

rearing behaviours. For example, for mothers, their insight into the internal motivations for 

the types of behaviours they engage in may be more salient versus the behavioural outcomes 

(e.g., their own worry about their child’s safety such as in the ‘anxious rearing’ domain). In 

contrast, without insight into their parents’ internal motivations, the behavioural outcome is 

perhaps most salient for the child. In the case of overprotection and anxious rearing (where 

the outcome is conceivably similar) children appear to perceive their parents’ restrictive, 

intrusive or overinvolved rearing behaviours as more generally controlling, regardless of 

whether these rearing behaviours are a result of parent’s anxious concern for their child or 

not, and thus, may have had a harder time differentiating these constructs. 

Following CFA, the EMBU-P and EMBU-C factors were each correlated with age, 

gender, OCD-related variables, and maternal distress. It was expected that higher perceived 

negative rearing behaviours (i.e., control, overprotection, anxious rearing, rejection) and 
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lower perceived positive rearing behaviours (i.e., emotional warmth) would be associated 

with greater child psychopathology and maternal distress. This was largely supported. For 

children using the EMBU-C, greater perceived parental rejection was associated with 

increased OCD-related impairment (child and mother rated), externalising symptoms, child 

depressive symptoms, and maternal stress. Conversely, greater perceptions of parental 

warmth were associated with less total and home OCD impairment (child and mother rated), 

less OCD impairment at school (child rated), less OCD impairment socially (mother rated), 

less OCD severity, less externalising symptoms, and less child depressive symptoms. 

Increased child perceived parental control was associated with more externalising 

symptoms. For mothers using the EMBU-P, greater perceived overprotection, anxious 

rearing, and rejection were each positively associated with greater externalising symptoms 

of the child, and higher reported stress and depression within themselves. Anxious rearing 

was further associated with greater maternal anxiety, and rejection was associated with 

greater OCD impairment (mother rated). For perceptions of emotional warmth, greater 

parent perceived home and school impairment was associated with less warmth. 

Overall, the current findings support the long-held assertion that parental rearing is 

an important consideration in understanding the experience of psychopathology in children 

and youth. More specifically, for young people with moderate to severe OCD, greater 

perceived rejection, as well less emotional warmth (EMBU-C and EMBU-P) are associated 

with greater OCD-related functional impairment and severity of symptoms. This is in line 

with adult retrospective studies (e.g., Lennertz et al., 2010), and observational studies which 

have found OCD dyads to be higher on rejection related behaviours as compared to 

community control dyads (Mathieu et al., 2015). Furthermore, in studies using the EMBU- 

C, children with anxiety disorders (of which OCD constituted the largest proportion of 

diagnoses), rejection was associated with the experience of excessive worry (Brown & 
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Whiteside, 2008). In paediatric OCD rejection is predictive of poorer CBT treatment 

outcomes (Lavell, Farrell, Waters & Cadman, 2016). Parental rejection is proposed to 

undermine the self-efficacy of the child for problem mastery and promote ineffective 

regulation of their own emotions (see McLeod et al., 2007), as well as increasing a child’s 

sensitivity towards making mistakes (Meyer et al., 2015). Moreover, anticipating rejection 

upon having unwanted intrusive thoughts, accounts for unique variance in the perceived 

negativity/significance of having such thoughts (Riskind, Wright & Scott, 2018). Examining 

whether rejection occurs as a result of parenting a child with OCD, or whether rejecting 

parents increase distress and symptoms in offspring with OCD requires longitudinal 

investigation. Furthermore, future studies should examine whether duration of illness is 

associated with more aberrant parenting behaviours. For example, harsh parenting may 

serve to further increase child distress; however, raising a child who has long-standing, 

time-consuming and demanding symptoms/rituals places enormous stress and pressure on 

parents and families, which may result in the expression of more rejecting and negative 

parental behaviours (Futh, Simonds & Micali, 2012; Storch et al., 2009). 

Indeed, for the EMBU-P, maternal depression and stress were both positively 

correlated with each maladaptive rearing behaviour, and parental anxiety was further 

associated with anxious rearing (in a positive direction). Based on the EMBU-C however, 

there was only one significant positive association between child perceptions of rejection 

and maternal stress. Therefore, mothers’ perceptions of their rearing appear to be associated 

with their own experience of psychological distress, whereas children’s perceptions of their 

parent’s rejection and lack of warmth was associated with the child’s own depressive 

symptoms but not vice-versa. This may further account for variability in model fit across 

parent and child reports. Previous review studies determined that the experience of parental 

anxiety, can result in mothers engaging in maladaptive levels of over-control and fathers 
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avoiding challenging their children, both of which have been found to contribute to the 

development of child anxiety more generally (Bögels & Phares, 2008). Furthermore, with 

regard to parental stress and negativity, seminal models highlight it as a determinant of 

harsher, more rejecting parenting behaviours (Abidin, 1992). Indeed, mothers experiencing 

stress and depression are particularly sensitive to their child’s negative emotions/behaviours, 

and when these parents express heightened rejection of their child in direct response to their 

child’s distress (as opposed to a more general negativity about life events), this rejection is 

associated with greater deficits in social skills, emotion regulation, and more externalising 

behaviours in the child (Moed, Dix, Anderson & Greene, 2016). Externalising symptoms in 

turn have a reciprocal relationship with parenting stress (Neece, Green & Baker, 2012). 

Unfortunately, paediatric OCD is characterised by externalising behaviours and 

demandingness (e.g., for family accommodation to symptoms) which is associated with 

greater caregiver burden and stress (Lebowitz, Storch, MacLeod & Leckman, 2015; Wu et 

al., 2018). This is reflected in the current study, whereby maladaptive rearing across the 

board (i.e., increased overprotection, anxious rearing, rejection, control, and less warmth) 

was associated with greater child externalising symptoms in both the EMBU-P and EMBU- 

C. This feedback loop may perpetuate symptoms in children and parents over time. Further 

research which aims to determine the direction of these associations between parents’ 

symptoms, parental rearing and child symptoms are warranted in order to advance both 

theory and practice. 

The current study has advanced the parental rearing literature by validating a 

measure of perceived parental rearing behaviours among a clinical sample of children with 

OCD, including both child and parent report. However, this study is not without limitations. 

Some items on the EMBU-P and EMBU-C surveys were not worded the same. There was a 

tendency for the parent items to be framed more delicately (e.g., ‘You have punished your 
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child even for small offences’ versus ‘Your parents punish you for no reason’). These 

methodological differences may be one reason for different models to be accepted across the 

EMBU-C and EMBU-P measures. Furthermore, the internal consistency of the 

overprotection subscale in the EMBU-P was poor. Whilst consistent with previous research 

in other clinical and non-clinical samples (Brown & Whiteside, 2008; Gerlsma et al., 1991; 

Muris et al., 1996; Muris et al., 2003) this is problematic and suggests some items are not as 

well defined, although this may have also been a result of the smaller item number for this 

subscale. Alternatively, both overprotection in the EMBU-P and control in the EMBU-C 

were associated with child age in a negative direction. Perhaps perceptions of what 

constitutes ‘over’-protection changes in relation to the age of the individual, with certain 

levels of intrusiveness being more developmentally appropriate in younger years, which 

may explain the poor internal consistency of this subscale in the literature and in the current 

study (e.g., Markus, Lindhout, Boer, Hoogendijk & Arrindell, 2003; Waite & Creswell, 

2015). 

Future research examining parental rearing in childhood OCD should ideally use 

multi-informant, multi-method, and longitudinal designs to better determine the direction of 

effects, and the impact of developmental age of the child on perceptions of rearing. Future 

studies could also examine the nature of divergent responding in parent-child perceptions of 

rearing behaviours, to determine who is a more reliable informant of actual parenting 

behaviours, or whether discordance reflects a subset of youth and parents, and represents an 

area for treatment intervention (DiBartolo & Grills, 2006). The current sample was highly 

comorbid and there is preliminary evidence with the EMBU-C, that the association between 

child anxiety and parental rearing may be intensified as number of comorbid diagnoses 

increases (Lindhout et al., 2009). Given the widely heterogeneous presentation of OCD in 

youth in terms of comorbidity, future studies which aim to examine rearing styles as a 
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function of comorbidity within paediatric OCD are important. In particular, based upon 

these findings, as well as previous research in non-clinical and anxious samples (Smári et 

al., 2010; Young et al., 2013), externalising symptoms appear to be highly associated with 

OCD symptom severity, as well as more negative parental rearing and greater parental 

psychological distress. 

In conclusion, maladaptive parental rearing behaviours as perceived by the parent 

and child appear to be important variables when examining the developmental-familial 

context associated with paediatric OCD. Rearing characterised by high control and rejection 

appears to be a marker of greater child OCD symptom severity, comorbidity and parental 

distress. In contrast, higher parental warmth is associated with significantly lower OCD 

severity and impairment. Research aimed at advancing knowledge of the associations 

between rearing, parental distress and child OCD symptoms is important to better support 

families and improve child outcomes. The current study provides support for the use of the 

EMBU parent and child versions within OCD samples, and the differing factor structures 

across informants highlights the importance of collecting multiple perceptions of rearing. 

Parental rearing may represent a potential target for improving family-based interventions 

for childhood OCD, ultimately improving family functioning and longer-term outcomes for 

children. 
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Statement of Student Contribution – Study 3 
 
My contribution to the paper included: 

 
• Literature search and review 

 
• The student, in consultation with the primary supervisor (LJF) was responsible for the 

design of the study. It was based upon previous work conducted by the student and 

principal supervisor (Mathieu et al., 2015), and a direct result of reviewing the 

literature whereby the importance of age was identified as a gap in the literature. This 

limitation arises from the lack of large clinical OCD samples that are adequately 

powered to investigate these important questions. 

• A portion of the self-report data was collected prior to the student’s enrollment (as a 

consequence of being part of the broader treatment trial research program established 

by the principal supervisor since 2008). The student therefore did not make decisions 

about which self-report measures to include, however, those selected are widely used 

measures that the student reviewed extensively in the introductory chapters of the 

thesis. The student was directly involved in collecting the self-report data for the 

remaining portion (70% of the final sample) over the years 2015 – 2018 

• A portion of the observational data was collected prior to the student’s enrollment as a 

consequence of being part of the established program of research overseen by the 

principal supervisor). The student therefore did not make decisions about which 
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the reference list of this thesis). For the purpose of this thesis, videos were re-coded 
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Abstract 
 

The familial context of paediatric OCD is significantly impacted upon, and 

frequently characterised as more hostile and less cohesive. Therefore, the current study used 

an observational design to examine differences in mother and child behaviours during a 

problem-solving discussion task. The sample was comprised of children (aged 7 – 17 years) 

with OCD (n = 111) and without any clinical diagnoses (n = 66), and their mothers. Coded 

behaviours included maternal autonomy granting and overinvolvement, as well as mother- 

child warmth, withdrawal, aversiveness, reassurance seeking/giving, responsibility 

enhancement, and confidence in the child. Differences were compared across child age (7 – 

11 versus 12 – 17 years) and diagnostic groups. Associations between observational 

findings and child OCD symptomatology (e.g., severity, impairment, OCD-related beliefs, 

family accommodation) were also explored. Irrespective of child age, mothers in the OCD 

group were observed to be significantly more aversive. Mothers of adolescents with OCD 

were observed to be significantly less autonomy granting whereas mothers of children were 

significantly more likely enhance their child’s responsibility for solving the problem. 

Children with OCD were also observed to be significantly more aversive and withdrawn 

than non-clinical comparisons irrespective of age. Furthermore, increased negative parent 

and child behaviours during the observational task were associated with more severe OCD 

presentation (e.g., severity, externalising symptoms etc.). Findings provide further evidence 

as to the uniquely challenged familial context of paediatric OCD, and the role rearing 

behaviours in the expression of OCD symptoms. 
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Introduction 
 

Childhood obsessive compulsive disorder (OCD) is a debilitating condition. Those 

affected experience highly distressing obsessive thoughts and often engage in lengthy and 

burdensome compulsive rituals (American Psychiatric Association, 2013). In childhood, 

OCD is frequently associated with considerable psychosocial dysfunction across multiple 

domains of a child’s life (Piacentini, Bergman, Keller & McCracken, 2003; Storch et al., 

2010). Families of children with OCD are also particularly troubled, with many reporting 

high levels of parental distress (Amir, Freshman & Foa, 2000; Barrett, Shortt & Healy, 

2002; Storch et al., 2009), breakdown in family cohesion (Peris et al., 2008), hostility/blame 

(Przeworski et al., 2012), and heightened family accommodation to OCD symptoms 

(Calvocoressi, Lewis, Harris & Trufan, 1995; Futh, Simonds & Micali, 2012; Wu, Lewin, 

Murphy, Geffken & Storch, 2014). Family accommodation most frequently involves the 

provision of excessive reassurance, participating in rituals, and facilitating avoidance (Albert 

et al., 2010; Peris et al., 2008), and occurs in 90% of families where a family member 

suffers from OCD (Flessner et al., 2001). Consequently, the impact of OCD extends beyond 

the individual - to the family, and to parents in particular, with many parents reporting 

feeling hopeless, excessively burdened in managing their child’s symptoms and behaviour, 

and often reporting avoidance of their child or home in order to cope (Futh et al., 2012). 

Given the detrimental impact on families of youth affected by OCD, it is no surprise that 

parental rearing behaviours have been found to be maladaptive among parents of youth with 

OCD (e.g., Alonso et al., 2004; Berman et al., 2012; Lennertz et al., 2010; Turgeon, 

O’Connor, Marchand & Freeston, 2002; Wilcox et al., 2008). 

Studies of parental rearing in paediatric OCD have found parents to be high on 

rejection (i.e., low levels of warmth) and control (i.e., excessive regulation, and 

encouragement of dependence) relative to parents of other clinical and non-affected children 
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(e.g., Barrett et al., 2002). To date, much of the research examining parental rearing in OCD 

has relied on retrospective report of affected individuals’ own experiences of their parenting. 

In these studies, higher perceived parental control has been retrospectively associated with 

greater OCD symptoms in clinical adult samples relative to non-clinical and non-OCD 

anxious comparison samples (Lennertz et al., 2010; Turgeon et al., 2002; Wilcox et al., 

2008). Retrospective results for perceived parental rejection are less conclusive, with some 

studies finding associations between parental rejection and OCD symptoms (Alonso et al., 

2004) and parental guilt engendering and mental contamination (Berman et al., 2012), 

whereas others found no such associations (Turgeon et al., 2002). For example, one 

retrospective study found the association between recalled parental rejection and child OCD 

symptoms was true for fathers only (see Alonso et al., 2004), and others concluded rejection 

may be accounted for by comorbid depressive symptoms (see Lennertz et al., 2010). 

However, there are numerous limitations to the use of retrospective data, and inconsistencies 

between respondents (e.g., parents versus offspring) suggest the need for parental rearing 

research to incorporate multi-informant assessments of rearing (Bӧgels & Brechman- 

Toussaint, 2006; Bӧgels & van Melick. 2004). Furthermore, few studies of this kind in OCD 

also measure offspring behaviours and account for reciprocal, bi-directional associations, 

which is important as rearing behaviours are based on reciprocal processes influenced by 

parent and child factors, as well as inter-relational factors (Schleider & Weisz, 2017). In 

OCD specifically, children frequently engage in coercive and challenging behaviours (e.g., 

Lebowitz, Omer & Leckman, 2011; Lebowitz, Storch, MacLeod & Leckman, 2015; 

Lebowitz, Vitulano & Omer, 2011). Externalising behaviours in children predict poorer 

parenting practices (Burke, Pardini & Loeber, 2008). Therefore, an understanding of the 

nature of the interaction between dyads is important in these families, to broaden our 

understanding of the bi-directional effects of parental rearing and child 
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behaviours/symptoms in OCD. 
 

Of significance to OCD, maladaptive rearing behaviours are also theorised to be 

associated with the development of OCD-related cognitive biases, such as inflated 

responsibility beliefs (e.g., Salkovskis, Shafran, Rachman & Freeston, 1999). Maladaptive 

beliefs relating to an inflated responsibility for harm are proposed to be central to the 

aetiology and persistence of obsessional symptoms (Salkovskis 1985; 1989) and have been 

found to predict OCD symptom severity in clinical samples of youth (e.g., Libby, Reynolds, 

Derisley & Clark, 2004), as well as increase OCD-like behaviours in experimental studies 

with non-clinical (Reeves, Reynolds, Coker & Wilson, 2010) and clinical youth (Mantz, 

O’Brien, Waters & Abbott, 2019). Moreover, these beliefs have been theorised to have 

origins in childhood via a series of developmental pathways which implicate parental 

rearing and the family context (Salkovskis et al., 1999). Specifically, Salkovskis and 

colleagues (1999) proposed five developmental pathways associated with the origins of 

maladaptive responsibility beliefs, including childhood experiences of: authoritarian rearing 

(i.e., high control, high rejection), developmentally inappropriate levels of responsibility 

imposed on the child for everyday living, rearing characterised by overprotection from 

responsibility or anxious rearing, and the experience of actual or perceived incidents where a 

child was responsible for misfortune or harm (Salkovskis et al., 1999). Limited research has 

examined these pathways to date; however, retrospective report by adults and adolescents 

provide some support (Coles & Schofield, 2008; Collins & Coles, 2018; Lawrence & 

Williams, 2011). For instance, Lawrence and Williams (2010) examined group differences 

in the endorsement of the pathways to inflated responsibility beliefs in a small sample of 

non-clinical (n = 16) and clinically diagnosed (n = 16) youth (aged 14 – 21 years). Youth in 

the clinical group recalled the presence of adverse life events significantly more so than the 

non-clinical group (Lawrence & Williams, 2010). More recently, the pathways to inflated 
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responsibility were correlated with obsessive beliefs in a small sample of youth with OCD 

(n = 20; aged 9 – 16 years; Collins & Coles, 2018). Each proposed pathway was associated 

with inflated responsibility/threat beliefs, the pathway of actual/perceived incidents were 

associated with perfectionism/certainty, and there were no associations between the 

proposed pathways and beliefs about the importance/control of thoughts (Collins & Coles, 

2018). Moreover, inflated responsibility beliefs have been found to be associated with 

retrospective recollections of authoritarian and overprotective parental rearing in non- 

clinical adult samples (Haciomeroglu & Karanci, 2013; Timpano, Keough, Mahaffey, 

Schmidt & Abramowitz, 2010). 

Of further significance, critical and rejecting parental rearing has been found to be 

associated with poorer treatment outcomes (Lavell, Farrell, Waters & Cadman, 2016; Peris 

et al., 2012) and greater OCD-related impairment (Przeworski et al., 2012) following 

evidence-based treatment, and interventions targeting the parent-child relationship and 

family functioning appear to result in greater improvements than standard evidence-based 

CBT treatments (Peris, Rozenman, Sugar, McCracken & Piacentini, 2017). Given much of 

the research to date on parental rearing in OCD has relied on retrospective report, research 

utilising multi-informant assessment of parental rearing combined with observational 

designs is needed in order to advance understanding of the role of rearing, particularly in 

paediatric OCD (Lennertz et al., 2011). 

Observational Studies of Parental Rearing 
 

Despite the need for ecologically valid observational studies of parental rearing, 

there have been only a few studies in the paediatric OCD literature to date and findings have 

been inconsistent. In an early study utilising an observational design, children and 

adolescents (7-17 years) with either OCD (n = 18), an anxiety disorder (n = 22), an 

externalising disorder (n = 21), or no clinical diagnosis (n = 21) were observed as they 
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engaged in a discussion task with their mother (Barrett, Shortt & Healy, 2002). OCD dyads 

were differentiated from other groups, whereby parents were less likely to reward 

independence in their child, were less confident in their child’s ability and less likely to 

engage in positive problem-solving behaviours (Barrett et al., 2002). With regards to 

observed child behaviours during parent-child interactions, youth with OCD were found to 

be significantly less confident in their own ability, less warm, and less likely to engage in 

positive problem solving than both control groups (Barrett et al., 2002). Furthermore, 

parents in the OCD group self-reported greater depression and anxiety than parents in the 

other groups. Contrary to the high levels of parental control reported retrospectively by 

adults with OCD (e.g., Lennertz et al., 2010; Berman et al., 2012), in this observational 

study, mothers of anxious children were observed to be more controlling than mothers of 

children with OCD; however, they were also observed to be more warm than both OCD and 

externalising groups (i.e., ‘affectionate control’; Barrett et al., 2002). 

More recently, children and youth (aged 7 – 17 years) with OCD and their mothers 

(n = 24) were observed during an ambiguous situation problem solving discussion task, and 

were compared to mother-child dyads (n = 20) where the child had no clinical diagnosis 

(Mathieu, Farrell, Waters & Lightbody, 2015). Mothers of children with OCD were 

differentiated from comparison mothers on observed hostility than controls (Mathieu et al., 

2015). On the other hand, children with OCD were differentiated from comparison children, 

by showing significantly less warmth and greater withdrawal during the discussion task 

(Mathieu et al., 2015). The observable presence of ‘control’ related behaviours (e.g., 

autonomy granting) were not significantly different across groups. In a similar study using a 

smaller sample of younger children (aged 7 – 12 years), no differences were found between 

OCD dyads (n = 12) and non-clinical control dyads (n = 16) on observed behaviours 

relating to rejection or control. Interestingly, they did find that mothers of children with 
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OCD placed greater responsibility on their child for resolving the problem-solving task than 

themselves. In contrast, there were no significant difference for whether mothers of children 

with no clinical diagnosis enhanced their own or their child’s responsibility during the task 

(Farrell et al., 2013). Given situations of heightened responsibility in childhood are 

implicated in the development of OCD-related inflated responsibility beliefs (Salkovskis et 

al., 1999), these findings provide preliminary support for the role of mothers’ behaviours in 

enhancing responsibility for children with OCD (Farrell et al., 2013). Despite this, 

observational research investigating parental rearing among clinical samples of youth with 

OCD have so far yielded inconsistent findings, and unfortunately, have relied upon 

relatively small sample sizes. One variable which may account for discrepancies across 

studies to date is child age. Parental rearing behaviours are likely influenced by a myriad of 

both child and parent variables, with child age and developmental stage likely a significant 

factor (Roberts, Block & Block, 1984). 

Parental Rearing: Associations with Child Age 
 

Developmental theories outline the normative tendency for adolescents to become 

increasingly less influenced by their parents as they become more independent (Steinberg, 

2001; Steinberg & Silk, 2002). Therefore, what constitutes “over”-involvement or “over”- 

control in younger children versus adolescents may be a point of critical distinction (see 

Schlieder & Weisz, 2017). For example, a parent who is more prescriptive of what they 

think their young child should do when with friends/relatives may not be considered (by 

observers or the child themselves) as intrusive, whereas as a parent who constantly 

monitors, checks in on, and restricts the activities of an older adolescent may be. Despite 

this, observational research in both paediatric OCD and anxiety have largely relied on post- 

hoc analyses to control for age-related effects on findings (Waite & Creswell, 2015). Waite 

and Creswell (2015) recently examined the effects of child age on observed parental rearing 
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behaviours in families where a child or adolescent had anxiety (n = 30 adolescents aged 13 – 

16 years, n = 30 children aged 7 – 10 years) relative to dyads where the child or adolescent 

had no-anxiety (n = 30 adolescents, n = 30 children; total sample n = 120). Each dyad 

participated in three tasks including tangram, speech task, and mysterious black box task. 

Child age moderated the association between diagnostic group (anxiety versus non-anxious) 

and both parental intrusiveness and parental warmth. Parents of adolescents with anxiety 

displayed more intrusiveness and less warmth than parents of adolescents without anxiety; 

however, there was no group differences in the younger age group (Waite & Creswell, 

2015). The authors suggested that parents of anxious adolescents behaved in a less 

developmentally appropriate way, engaging in more overinvolved/controlling behaviours 

potentially to avoid the experience of their child’s/own distress and failure. These findings 

are consistent to those found by Hudson and Rapee (2001), who found using post-hoc 

analyses that age had a significant effect on maternal over-involvement (i.e., greater 

involvement for children relative to adolescents); however, there were no interactions 

between age and anxiety status for maternal negativity. Combined these results suggest that 

parental rearing behaviours should not be viewed in isolation of the developmental stage at 

which the child is progressing. 

Parental Rearing: Associations with Child Symptoms and Responsibility 

Beliefs 

Given the discrepant findings across studies examining parental rearing in paediatric 

OCD, it is clear that rearing is not uniformly aberrant across OCD families. Research aimed 

at examining associations between aberrant rearing dimensions and child symptoms, 

impairment and comorbidity may shed light on key factors associated with more 

maladaptive parental rearing. For example, Przeworski and colleagues (2012) examined 

mother-child attitudes and their associations with OCD symptoms by coding mother and 
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child (n = 62; child aged 7 – 17 years) expressed emotion during independent speech sample 

tasks, and its’ associations with pre and post-treatment OCD severity/impairment. Mothers 

were asked to speak for five minutes about their child and how they interact (children spoke 

for two minutes), prior to the child receiving treatment for their OCD. Critical expressed 

emotion was coded by negative statements, negative descriptions of the relationship, or 

criticism of the family member, whereas, overinvolved expressed emotion was coded by 

self-sacrificing/overprotective behaviour, displays of emotions during the task, excessive 

detail, strong love feelings, positive remarks, and strong desire to do all they could for the 

other (Przeworski et al., 2012). The authors found that maternal critical expressed emotion 

was associated with greater pre-treatment OCD severity in their child, and uniquely 

predicted greater OCD-related impairment at post-treatment after accounting for baseline 

severity and impairment (Przeworksi et al., 2012). 

Beyond a handful of retrospectively reported studies with non-clinical adult samples 

(Haciomeroglu & Karanci, 2013; Timpano et al., 2010), there has been almost no research 

testing Salkovskis and colleagues’ (1999) theory of the origins of responsibility beliefs and 

OCD symptoms in childhood samples as a result of parental rearing experiences specifically 

(i.e., rejection, overprotection etc.). Only one study to date has prospectively examined 

indirect associations between rearing behaviours and OCD symptoms (OCD severity and 

impairment), mediated by responsibility beliefs in a clinical sample of children and youth 

(Mathieu, Conlon, Waters, McKenzie & Farrell, 2019). These associations were examined 

among children (n = 79; aged 7 – 12 years) and adolescents (n = 57; aged 13 – 17 years) 

with a primary diagnosis of OCD (Mathieu et al., 2019). It was found that inflated 

responsibility was positively associated with OCD-related impairment in both age groups, 

and that both child and adolescent perceived overprotection and anxious rearing were each 

associated with inflated responsibility beliefs (Mathieu et al., 2019). In the older group, after 
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controlling for anxiety and depressive symptoms, there was an indirect effect of anxious 

rearing on OCD-related impairment via inflated responsibility beliefs (Mathieu et al., 2019). 

This study provides preliminary support for the theorised role of parental rearing on the 

development of inflated responsibility beliefs in paediatric samples, as well as provides an 

indication as to how these experiences may maintain OCD over time (via OCD-related 

impairment). However, this study relied upon child perceptions of rearing and there is 

evidence that ratings of rearing differ across informants (e.g., Bӧgels & van Melick. 2004), 

as well as differ between perceptions and observations (e.g., Greco & Morris, 2002), and 

there is a need for studies measuring parental rearing in OCD to collect information as to the 

associations between perceptions and observations of rearing. Overall, despite the argued 

role of parental rearing behaviours in the development and persistence of OCD beliefs and 

child symptoms, there remains very limited research using multiple methods, multiple 

informants, as well as coded child behaviours, to examine these associations. 

The current study 
 

The primary aim of this study was to advance the literature on parental rearing in 

paediatric OCD by addressing limitations of previous research. Specifically, this was 

achieved by (a) utilising mixed methods to examine rearing (observational, parent and child 

reported perceptions of rearing), (b) including an adequately powered large clinical sample, 

(c) examining the impact of child age on rearing behaviours, and (d) exploring associations 

between rearing, child behaviours during parent-child interactions, and child symptoms. 

Using a standardised and macro-coded behavioural observation task where dyads engaged 

in a problem-solving discussion (see Barrett et al., 2002; Mathieu et al., 2015), this study 

aimed to (1) examine group differences in parental rearing displayed by mothers of children 

(aged 7 to 11 years) and adolescents (aged 12 to 17 years) with OCD relative to mothers of 

children and adolescents with no clinical diagnoses. Given parental rearing occurs within a 
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reciprocal dyadic context, this study also coded and examined child behaviours during the 

same problem-solving task. Second, this study aimed (2) to examine associations between 

observed parental rearing, relative to parent-reported and child-reported perceptions of 

parental rearing. Further, this study (3) examined whether observed behaviours in the 

clinical sample were associated with OCD symptoms (severity, impairment, family 

accommodation, comorbid symptoms etc.) and OCD-related belief biases, specifically 

enhanced responsibility for harm beliefs. And finally, in an effort to examine the origins of 

an inflated responsibility bias associated with OCD, this study (4) compared groups on 

whether mothers were observed to enhance their child’s responsibility for problem solution 

more so in the clinical group as compared to the non-clinical group. Given these aims there 

were several hypotheses. 

It was hypothesised that: 
 
(H1) Mothers and children in the OCD dyads would be observed to be more negative (more 

parent-child aversiveness, withdrawal, and reassurance seeking/giving) and less positive 

(less parent-child warmth, and confidence) than non-clinical comparison dyads independent 

of age. 

(H1.1) For parental control related behaviours there would be an interaction with 

child age whereby there would be no group differences for younger children (aged 7 

– 11 years); however, for older children (12 – 17 years) there would be a significant 

difference with mothers of children with OCD observed to be more overinvolved 

and less autonomy granting during the discussion task. Interactions for 

rejection/warmth and responsibility related observed behaviours were explored. 

(H2) Parents of children with OCD would be observed to enhance their 
 
child’s responsibility for solving the problem during the task more so than the non-clinical 

comparison dyads irrespective of age group, and children with OCD would be observed to 
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enhance their own responsibility for problem solving more so than comparison dyads 

irrespective of age group. 

(H3) In the OCD sample only, weak associations would be present between the observed 

parental rearing behaviours and parent/child self-reported perceptions of parental rearing 

(rated using the Egna Minnen Beträffande Uppfostran; EMBU-P/C; Castro de Pablo, 

Gómez, Arrindell & Toro; 1997; Grüner, Muris & Merckelbach, 1999). 

(H4) In the OCD sample only, positive associations would be present between observed 

parent and child negative behaviours (e.g., aversiveness, withdrawal etc.) and OCD related 

variables including OCD severity, OCD-related impairment, family accommodation, 

externalising and internalising symptoms, number of comorbid conditions, parental 

psychological distress, as well as important cognitive belief biases (e.g. inflated 

responsibility, perfectionism etc.). 

Method 
 
Sample 

 
OCD Group. The sample comprised of n = 111 children aged seven to 17 years (M 

 
= 11.64 years, SD = 2.60; 52.60% male), each with a primary diagnosis of OCD, as well as 

their mother (M = 41.27 years, SD = 5.16). Of these n = 55 were aged 7 to 11 years (M = 

9.47 years, SD = 1.18) and n = 55 were aged 12 to 17 years (M = 13.82 years, SD = 1.69). 
 
Each child was recruited through a University OCD research program, where participating 

children received OCD assessment and treatment following their participation in the 

research tasks. Inclusionary criteria included a primary diagnosis of OCD of at least 

moderate severity, a parent willing to attend sessions, and no concurrent psychotherapy. 

Exclusionary criteria included: psychosis, significant learning difficulties, ASD level two or 

higher, and/or active suicidal ideation. Where a child met exclusionary criteria referrals were 

made to appropriate sources. Referrals to the program were made by general practitioners, 
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school guidance officers, other health professionals or self-referred following community 

advertisements. 

Non-clinical Control Group. The comparison group was comprised of n = 66 

children aged seven to 17 years (M = 11.36 years, SD = 2.89; 42.40% male), as well as their 

mother (M = 40.63 years, SD = 5.44). Of these, n = 35 were aged 7 to 11 years (M = 9.03 

years, SD = 1.27), and n = 31 were aged 12 to 17 years (M = 14.00 years, SD = 1.65). 

Participants were recruited through local advertising and via word of mouth or social media 

and received a gift voucher as reimbursement for their time. Participants were excluded 

upon meeting diagnostic criteria to any psychological disorder, and/or significant learning 

difficulties (n = 1). Where children were excluded appropriate referrals and debriefing was 

provided. Overall, there were no significant differences between diagnostic groups with 

regards to child age, t (176) = .74, p = .46, and child gender, χ 2(1, 180) = 1.74, p = .19, Φ = 

.10. Within each age group, there were no significant differences between diagnostic groups 

for child age, t (88) = -1.69, p = .10 and t (85) = .48, p = .64, nor for child gender χ 2(1, 90) 

= .83, p = .36, Φ = .10 and χ 2(1, 87) = .78, p = .38, Φ = -.09. 
 
Measures 

 
Anxiety Disorders Interview Schedule for DSM-IV Parent (ADIS – P; 

Silverman & Albano, 1996). The ADIS-P is an evidence-based, structured diagnostic 

interview for the diagnosis of OCD, anxiety disorders and commonly occurring comorbid 

diagnoses (e.g., mood and behavioural difficulties etc.) in children aged seven to 17 years 

(e.g., Farrell, Mathieu & Lavell, 2018). Diagnoses were made based upon a clinician 

severity rating (CSR) of at least 4 (scale 0 – 8). A CSR of 4 indicates at least moderate 

impairment. In situations where multiple diagnostic CSRs were reported, the diagnosis with 

the highest CSR became the primary diagnosis, followed by secondary, and so on. Each 

participant in the non-clinical comparison group had no diagnosis. Each participant in the 
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clinical group had a primary diagnosis of OCD (mean CSR = 6.23, SD = .94), and an 

average of three diagnoses in total (SD = 1.13) with only 13% of the sample with no 

comorbid diagnoses at all. The most commonly occurring secondary diagnosis was 

generalised anxiety disorder (33%) and tertiary diagnosis was a specific phobia (16%). 

Child depressive and anxiety symptoms (Children’s Depressive Inventory 2nd 

edition [CDI]; Kovacs, 2011 & Multidimensional Anxiety Scale for Children 2nd 

edition [MASC]; March, 2012). Children in both groups completed the CDI and MASC as 

measures of depressive and anxiety (e.g., generalised anxiety, separation anxiety, social 

anxiety etc.) symptoms respectively. For the current study, total scores were converted to T- 

scores for both scales, with a score greater than 65 indicating clinical significance. Internal 

consistency for the MASC and the CDI total scores for the current total sample was (α = .95 

and .90 respectively). Children in the OCD group reported significantly more depressive 

symptoms (M = 57.65, SD = 11.92), t (141) = 9.16, p <.001, d = 1.24, and significantly 

more anxiety symptoms (M = 61.03, SD = 11.99), t (160) = 8.59, p < .001, d = 1.30, than 

children in the non-clinical group (M = 46.25, SD = 7.33; M = 48.72, SD = 7.15 for 

depressive and anxiety symptoms respectively). 

Depression Anxiety Stress Scales (DASS-21; Lovibond & Lovibond, 1995). The 

21-item version of the DASS was administered to mothers to assess current depressive 

symptoms (e.g. I couldn’t seem to experience any positive feeling at all), anxiety (e.g. I felt I 

was close to panic) and stress (e.g. I felt that I was rather touchy). Each item is rated on a 4- 

point scale (0 did not apply to me at all – 3 applied to me very much or most of the time). 

For the current sample internal consistency was α = .87 (depression), α = .71 (anxiety), and 

α = .88 (stress). Parents of children with OCD self-reported significantly more depression, t 

(163) = 2.91, p = .004, d = .44, anxiety t (159) = 3.26, p = .001, d = .50, and stress t (145) = 

4.08, p <.001, d = .64, relative to parents of children with no clinical diagnoses. Means and 
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standard deviations for parents in the clinical group were depression, M = 2.33, SD = 3.18; 

anxiety, M = 1.44, SD = 2.08; and stress, 5.87, SD = 4.30. Means and standard deviations 

for parents in the non-clinical group were depression, M = 1.21, SD = 1.79; anxiety, M = 

.51, SD = 1.40, and stress M = 3.39, SD = 3.37. Overall, means were low for both groups 

which is largely consistent with normative data on the DASS-21 in community samples 

(e.g., Henry & Crawford, 2011; Sinclair et al., 2011) 

OCD Sample Only. 
 

Children’s Yale-Brown Obsessive-Compulsive Scale (CYBOCS; Scahill et al., 

1997). The CYBOCS is an evidence based, clinician-rated, semi-structured interview of 

OCD symptoms and severity in children aged six to 17 years (Farrell et al., 2018; Lewin & 

Piacentini, 2010; Rapp et al., 2016). The interview was administered to the clinical group 

only (parent and child conjointly). Obsessions and compulsion are rated on severity across 

five dimensions: (1) frequency, (2) interference, (3) distress, (4) resistance and (5) control 

over symptoms, using a 5-point scale (0 = none, 1 = mild, 2 = moderate, 3= severe and 4 = 

extreme). Total severity score is calculated where 0-7 is subclinical, 8-15 is mild, 16-23 is 

moderate, 24-31 indicates severe and 32-40 represents extreme. At pre-treatment, the 

current OCD sample had a mean CYBOCS score of 25.32 (SD = 5.92) which falls in the 

severe range. 

Child Obsessive-Compulsive Impact Scale - Child & Parent (COIS-C/P; 

Piacentini & Jaffer, 1999; Piacentini et al., 2003). The child and parent versions of the 

COIS are self-report measures with items assessing the school, social, and family/home 

dysfunction resulting from OCD symptoms over the last month. Items are measured on a 4- 

point Likert scale (0 not at all – 3 very much), with higher scores indicating more substantial 

impairment in that area. A total impairment score can also be computed. Both the COIS-C 

and COIS-P have demonstrated good psychometric properties (Storch et al., 2010). For the 
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current sample total internal consistency for parent and child versions were α = .95 and α = 
 
.96 respectively. 

 
Family Accommodation Scale (FAS; Flessner et al., 2011). The FAS is a 13-item 

parent-report measure used to assess the extent to which parents have accommodated their 

child’s OCD over the previous month. Items are rated on a 5-point Likert scale (0 Never – 4 

Daily). Higher scores indicate the presence of greater family accommodation. For the 

current sample the internal consistency was α = .93. 

Obsessive Beliefs Questionnaire Child Version (OBQ-CV; Coles et al., 2010). The 

OBQ-CV is a 44-item self-report questionnaire used to assess the presence of obsessive 

beliefs in children aged eight to 19 years. Items are rated on a 5-point scale (0 very much 

disagree – 4 very much agree). There are three subscales, these include responsibility/threat, 

perfectionism/certainty, and important/control of thoughts. The OBQ-CV demonstrate good 

internal consistency for each subscale in the current sample (α = .94 responsibility/threat; α 

= .95 perfection/certainty; and α = .89 importance/control of thoughts). 
 

Child Behaviour Checklist (CBCL; Achenbach & Edelbrock, 1983). The CBCL is 

a parent-report measure used to assess problem behaviours in children aged six to 18 years. 

Items are rated on a 3-point Likert scale (0 not true – 2 very true). The internalising and 

externalising subscales was used in this study and demonstrated good internal consistency 

for the current sample α = .91 (externalising) and α = .88 (internalising). 

Egna Minnen Beträffande Uppfostran – Child/Parent Version (EMBU-C/P; 

Grüner et al., 1999; Castro et al., 1997). The EMBU parent and child version assess 

perceptions of parental rearing behaviours. Each scale contains 40-items across four 

subscales; anxious rearing, overprotection, rejection and emotional warmth. In paediatric 

OCD, the EMBU-C subscales of overprotection and anxious rearing have been shown to 

load together on an overarching ‘control’ factor, and factor solutions favour a shorter 36- 
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item EMBU-C and 35-item EMBU-P (Mathieu, Conlon, Waters & Farrell; submitted). For 

the current sample the internal consistency of the EMBU-P was α = .59 (overprotection), .79 

(emotional warmth), .82 (anxious rearing), and .83 (rejection). For the EMBU-C it was α = 

.80 (rejection), .83 (emotional warmth), and .87 (control). 
 
Procedure 

 
Ethical approval was granted by the University Human Research Ethics Committee 

for the procedures used in the current study. All participants provided written informed 

consent to participate in the current project. Children eligible for the study were screened for 

suitability by a brief telephone screen, and then assessed via the ADIS-P, which was 

administered to parents over the phone. If inclusion criteria were met (e.g., primary 

diagnosis of OCD for the clinical group, or no diagnoses for the non-clinical group) families 

went on to complete the discussion task. Children in the OCD group specifically, also 

participated in an assessment session that included the administration of the CYBOCs 

interview (conducted by their treating clinician who were a mixture of registered and post- 

graduate trainee psychologists, supervised by the final author), as well as the research 

surveys. Parents completed their self-report questionnaires in a separate room. The children 

completed their self-report questions with the aid of a research assistant. Following 

completion of the discussion task (and CYBOCS assessment), children in the non-clinical 

group were provided gift certificate reimbursement for their time and were given the 

opportunity to ask questions and debrief. The OCD dyads were similarly allowed to 

opportunity to ask questions and debrief, they then progressed through a university-based 

treatment program. 

Family Problem-Solving Discussion Task. The discussion task involved eighteen 

ambiguous situations being read aloud to the child alone by a member of the research team 

in a randomised order. These situations were developed to be mildly aversive stimuli and 
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were either generally aversive (e.g., You are in a crowded shopping centre and you stop to 

look at something, when you look up you cannot see your mother) or OCD-relevant (e.g., 

You notice something on the floor and think you have dropped a piece of paper, when you 

pick it up you realise it is someone else’s used tissue). These situations have been used in 

previous research with OCD mother-child dyads (see Farrell et al., 2013; Mathieu et al., 

2015). Upon imagining that the situation had happened to them, the children were asked a 

series of open and closed questions about the situations, which included determining how 

difficult they would find the situation. The situation that was deemed most difficult for child 

to manage was used as the topic of a 5-minute discussion task between the mother and child, 

where dyads were instructed to determine a solution to the problem. If a child rated more 

than one situation as the most difficult, the child was further asked to determine which of 

those situations would be the most difficult. The 5-minute discussion task was video 

recorded, without the presence of the researcher. All video-footage was obtained and stored 

according to the ethical standards for the current research study. After 5-minutes the 

researcher re-entered the room and both the mother and child individually completed a set of 

self-report questions that recorded their affect and thoughts about the discussion they just 

participated in. A small subset of discussions was reported on in previous publications using 

different coding schedules and research questions (n = 12 OCD; n = 16 comparisons see 

Farrell et al., 2013; n = 24 OCD; n = 20 comparisons see Mathieu et al., 2015). 

Coding of the Family Discussion Task. Coders of the discussion task were blind to 

diagnostic status of the child and study purpose. Coding methods and behavioural 

dimensions were adapted from previous similar research (see Barrett et al., 2002; Farrell et 

al., 2013; Hudson, Comer & Kendall, 2008; Mathieu et al., 2015; Siqueland, Kendall & 

Steinberg 1996). Before coding the discussions, coders (n = 2) were trained in the protocol 

and reliability was established using a practice set of videos (not used in the final sample). 
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This was achieved by viewing the practice discussions and discussing discrepancies after 

each minute. Reliability was considered established when coder responses were consistent 

across two consecutive discussions (Barrett et al., 2002; Farrell, et al., 2013). 

Coders watched each video three times to conduct coding: (1) coding the mother 

related variables, (2) coding the child related variables, and (3) coding the overall dyad 

items. Coded behaviours included; parental autonomy granting (e.g., seeks child’s opinion, 

encourages child’s opinion/choices/independent thought), parental over-involvement (e.g., 

interrupts or responds in a controlling way, does not tolerate differences in opinion, 

excessive restrictiveness), parent and child withdrawal (e.g., lacks mutual expression or 

reciprocity of feelings, unresponsive or disinterested), parent and child aversiveness (e.g., 

criticizes the other, harsh, causes conflict), parent and child warmth (e.g., demonstrates 

reciprocity of feelings, affectionate, demonstrates positive regard), and parent and child 

confidence (e.g., makes a positive statement about own/other’s ability). In recognition of the 

tendency for children with OCD to demand exorbitant levels of reassurance from parents 

and family members (Peris et al., 2008), and the impact this accommodation has upon both 

parents (Futh et al., 2012) and children (Storch et al., 2007), parent and child reassurance 

seeking/giving (e.g., desire to seek or provide certainty about situation or task engaged in) 

was added into the coding schedule at a later date. Observed behaviours were rated on 

unidirectional scales using a 4-point Likert scale (0 = none at all to 3 = extreme). The degree 

to which mothers/children inflated their own or others’ responsibility for solving the 

problem was also coded (e.g., did the mother enhance their child’s responsibility during the 

discussion?). These were similarly coded on a 4-point Likert scale (0 = no enhancement 

evident; to 3 = extreme enhancement evident). Other relevant information such as the time it 

took the dyad to determine a solution, whether there was a clear solution determined (0 = 

no; 1 = yes), and who was responsible, overall, for taking action in the solution (0 = child; 1 
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= mother) were also coded. 
 

With regards to the length of the discussions there was a significant difference 

between groups with control dyads spending less time on task (M = 3.78 minutes, SD = 

1.46) compared to OCD dyads (M = 4.37 minutes, SD = 1.16), t (113) = -2.81, p = .01, d = 

.45. Nevertheless, there was no significant difference in dyads reaching a clear solution, with 

approximately 74% eventually determining a clear solution in both groups, χ 2 (1, 177) = 

.03, p = .85. Inter-rater reliability was conducted on a random 25% of the sample, which 

involved coding by a second coder (trained in the protocols). Due to sparseness, a 

prevalence corrected Kappa statistic (PABAK) was calculated to measure inter-rater 

reliability (Byrt, Bishop & Carlin, 1993; Sim & Wright, 2005) for overinvolvement (.90), 

autonomy granting (1.0), parental warmth (1.0), parental withdrawal (1.0), parental 

aversiveness (.60), parental confidence (.88), child warmth (1.0), child aversiveness (.56), 

child withdrawal (.62) and child confidence (.60). Therefore, inter-rater reliability for each 

of the observed behaviours ranged from moderate to excellent (Landis & Koch, 1977). 

Overview of analyses 
 

A series of 2 (Group: OCD, Non-Clinical) x 2 (Age: 7-11 years, 12 – 17 years) 

between group factorial ANOVAS were planned to test the first hypothesis (i.e., group by 

age differences). Given the presence of floor effects and significant skew producing severe 

violations of the assumption of ANOVA, observed parent-child variables were re-coded as 

dichotomous (present versus not present). Consequently, all observed negative behaviours 

were recoded as present/not present (aversiveness, withdrawal, overinvolvement, 

reassurance seeking/giving) and low/high for the more continuous positive behaviours 

(warmth, confidence, autonomy granting) as an indication of the presence of the behaviour 

regardless of severity. Frequencies of the presence and absence of positive and negative 

behaviours across clinical and non-clinical groups, for the two different age groups are 
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described. Odds ratios with 95% biased corrected bootstrapped confidence interval with 

1000 samples were calculated to determine if the positive behaviour displayed were 

protective or the negative behaviours exacerbated difficulties in the group with OCD. 

Bivariate correlations were calculated for remaining hypotheses in the OCD sample only. 

There were no significant differences across diagnostic groups regarding whether the child 

identified an OCD related scenario or non-OCD related scenario as the most difficult, χ 2 (1, 

N = 177) = 0.001, p = .98, Φ = .002, with 56.1% of non-clinical children choosing a non- 

OCD related scenario and 55.9% of children with OCD choosing a non-OCD related 

scenario also. 

Results 
 
Observed differences in mother-child behaviours across groups and age 

 
Maternal behaviours. Frequencies of observed rearing behaviours are presented in 

Table 7.1. Overall, few mothers showed evidence of aversiveness or withdrawal. In the 

OCD group, this was 14% for each the younger and older mothers, and 3% or less for the 

younger and older non-clinical mothers. There was greater evidence of over-involvement, 

whereby the behaviour was present up to 40% of the time in both OCD and non-clinical 

dyads. The provision of reassurance, a behaviour coded on a smaller proportion of the 

sample, occurred less frequently in the OCD and non-clinical groups. While the pattern 

across age-groups was similar, there appeared to be a trend for greater reassurance present 

for mothers of children with OCD. As the frequency of occurrence of these four behaviours 

was similar across the two age groups, likelihood ratios were calculated for the clinical 

groups combined across age groups. Therefore, for over-involvement, χ 2 (1, N = 177) = 

1.41, p = .236, withdrawal, χ 2 (1, N = 177) = 3.13, p = .077, and reassurance giving, χ 2 (1, 

N = 98) = 1.45, p = .228, there was no significant association between the presence of these 

negative behaviours and diagnostic group. There was a significant association between 
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maternal aversiveness and diagnostic group, χ 2 (1, N = 177) = 10.05, p = .002. Mothers of 

youth in the OCD group were 10 times (95% bootstrapped CI’s: 2.32 – 16.52) more likely 

to show evidence of aversiveness than mothers of children in the control group. 

With regard to positive rearing behaviours (i.e., confidence, warmth), these were 

consistently present across clinical and age groupings. For example, in non-clinical control 

mothers, these behaviours were observed to occur between 89 and 100% of the time, 

regardless of age group. While less prevalent in the OCD group, these behaviours were still 

observed between 87% and 97% of the time. Combined across age groups, with the 

Haldane-Anscombe correction applied to account for empty cells (Anscombe, 1956; 

Haldane, 1940), and bootstrapped confidence intervals generated, likelihood ratio tests 

showed no significant association between clinical group and parental confidence, χ 2 (1, N 

= 177) = 3.30, p = .069, or warmth, χ 2 (1, N = 177) = 3.44, p = .063. 
 

Autonomy granting (a positive facet of control) was observed approximately 88% of 

the time for mothers of younger children in each the OCD and non-clinical control groups. 

For mothers of adolescents, it occurred 82% of the time in the OCD group and 100% of the 

time in the non-clinical control group. Likelihood ratios were generated for the OCD and 

control group separately across age-groups, with the Haldane-Anscombe correction applied 

to account for empty cells (Anscombe, 1956; Haldane, 1940), and bootstrapped confidence 

intervals generated. For the younger group, there was no significant association between 

observed autonomy granting and clinical group, χ 2 (1, N = 177) = 3.44, p = .063, but, as 

expected, a significant association was found for the older group, χ 2 (1, N = 87) = 5.66, p = 

.017. Mothers of adolescents with OCD were 87% less likely to grant autonomy (odds 

ratio, 0.13, 95% bootstrapped CI: 0.07-0.66) than mothers of adolescents with no clinical 

diagnosis. 

Child behaviours. Frequencies of observed child behaviours are presented in Table 
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7.2. Few children in the non-clinical control group showed evidence of the negative 

behaviours of aversiveness or withdrawal, with observations of its presence ranging from 3 

to 20%. On the other hand, for the OCD group, 13 to 16% of children were observed to 

display aversive behaviours, a pattern slightly higher than that found for the comparison 

group. In contrast to this, in each age group, approximately 45% of the OCD group were 

observed to display evidence of withdrawal during the observational discussion task. The 

pattern of behaviour was similar for both the younger and older age groups. On this basis the 

likelihood ratios were generated to evaluate the associations between withdrawal, 

aversiveness and clinical group, collapsed across age group. The likelihood ratio tests 

showed a significant association between withdrawal χ 2 (1, N = 177) = 19.96, p < .001, 

aversiveness, χ 2 (1, N = 177) = 6.91, p = .009 and clinical group. The OCD group were 5.19 

(95% bootstrapped CI: 2.56 – 14.87) times more likely to show evidence of withdrawal and 

5.39 (95% bootstrapped CI: 1.59-15.49) times more likely to show evidence of aversiveness 

during the task than youth in the non-clinical control group. Again, due to similarities, the 

age groups were collapsed for observed reassurance seeking. For the OCD group, 

reassurance seeking was present approximately 50% of the time. In contrast, reassurance 

seeking occurred less frequently in the comparison group overall (26%). The likelihood 

ratio test, χ 2 (1, N = 98) = 4.65, p = .031, shows a significant association between 

reassurance seeking in children and clinical group. Youth in the OCD group were 2.63 (95% 

bootstrapped CI’s: 1.14-6.97) times more likely to seek reassurance than those in the control 

group, irrespective of age. 

Regarding positive child behaviours, observation of warmth and confidence during 

the tasks, appears to vary based on age group and clinical status. For each warmth and 

confidence, in the younger group, these behaviours were present for both the OCD and 

control group, about 90% of the time. However, for the older adolescent sample, while 
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confidence and warmth, were present at least 97% of the time in the non-clinical control 

group, for the OCD group, the range was from 71 to 89%. On the basis of this difference, 

likelihood ratios were generated for the younger and older groups separately. For the 

younger group, there was no significant association between warmth, χ 2 (1, N = 90) = 0.36, 

p = .548, or confidence, χ 2 (1, N = 90) = 0.13, p = .761 and clinical group. For the older 

group there was a significant association with clinical groups for confidence, χ 2 (1, N = 87) 

= 10.10, p = .010, but not warmth, (1, N = 87) = 3.22, p = .073. The OCD group were 91% 

less likely than the control group to show evidence of confidence in their ability to 

cope/handle the problem being discussed (Odds ratio 0.08, 95% bootstrapped CI: 0.05.- 

0.41). 

Clinical characteristics of youth where mothers were particularly adverse. 
 
Given the sparseness of dyads displaying negative or low positive behaviours (across both 

OCD and non-clinical dyads), a post-hoc qualitative analysis was conducted to describe the 

sample of mothers (of youth with OCD) who displayed multiple maladaptive behaviours 

during the observational task. This was defined as having two or more of either (1) 

hostility/aversiveness rated as present, (2) withdrawal rated as present, and (3) warmth rated 

as low. This identified a distinct n = 11 mothers. 

In this group of mothers, child OCD severity ranged from 15 (mild) to 32 (severe), 

and there was a diverse range of comorbid disorders. These included attention 

deficit/hyperactivity disorder (ADHD) 36%, separation anxiety 36%, social anxiety 27%, 

generalised anxiety (GAD) 27%, autism spectrum disorder (ASD) 18%, specific phobia 

18%, oppositional defiant disorder (ODD) 18%, tics 9%, and no comorbid disorder 27%. In 

contrast, for the wider sample the three most commonly occurring comorbid disorders GAD 

33%, specific phobia 17% and social anxiety 14% and the presence of externalising and 

mood conditions were relatively rare overall (e.g., ODD 3%, ADHD 3%, dysthymia 2%, 
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major depression 2% etc.). When compared to the wider OCD sample on severity, OCD- 

related impairment, internalising symptoms, externalising symptoms, family 

accommodation, and parental distress (depression, anxiety, stress), there was a significant 

difference for externalising symptoms only. That is, offspring of mothers who were more 

negative in their rearing behaviours during the observational task had significantly more 

externalising symptoms (M = 61.63, SD = 9.09) than those whose parents did not display 

overly negative behaviours (M = 53.53, SD = 10.06), t (76) = -2.18, p =.03, d = .84. 
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Table 7.1. Frequencies of observed parental behaviours during a problem-solving discussion task for OCD dyads and Non-Clinical 
Control dyads, broken down into a younger group (7 – 11 years) and an older group (12 – 17 years). 

Total Sample 
% (n) 

Younger Group 
% (n) 

Older Group 
% (n) 

Sample Size  OCD 
n = 111 

Control 
n = 66 

OCD 
n = 55 

Control 
n = 35 

OCD 
n = 56 

Control 
n = 31 

Negative behaviours        

Overinvolvement Present 30.63 (34) 39.39 (26) 30.90 (17) 40.00 (14) 30.36 (17) 38.71 (12) 
 Absent 69.37 (77) 60.61 (40) 69.10 (38) 60.00 (21) 69.64 (39) 61.29 (19) 

Parental Withdrawal Present 14.41 (16) 6.06 (4) 14.50 (8) 8.57 (3) 14.29 (8) 3.00 (1) 
 Absent 85.59 (95) 93.94 (62) 85.50 (47) 91.43 (32) 85.71 (48) 97.00 (30) 

Parental Aversiveness Present 14.41 (16) 1.52 (1) 14.50 (8) 2.86 (1) 14.30 (8) 0.00 (0) 
 Absent 85.59 (95) 98.48 (65) 85.50 (47) 97.14 (34) 85.70 (48) 100 (31) 

Parental Reassurance Giving a Present 65.00 (42) 54.28 (19) 67.65 (23) 57.89 (11) 65.52 (19) 50.00 (8) 
 Absent 34.00 (21) 45.72 (16) 32.35 (11) 42.11 (8) 34.48 (10) 50.00 (8) 

Positive Behaviours        

Autonomy Granting Present 84.68 (94) 93.94 (62) 87.27 (48) 88.57 (31) 82.10 (46) 100(31) 
 Absent 15.32 (17) 6.06 (4) 12.73 (7) 11.43 (4) 17.90 (10) 0.00 (0) 

Parental Confidence in child Present 92.79 (103) 98.48 (65) 96.40 (53) 100 (35) 89.30 (50) 97.00 (30) 
 Absent 7.21 (8) 1.52 (1) 3.60 (2) 0.00 (0) 10.70 (6) 3.00 (1) 

Parental Warmth Present 91.00 (101) 100 (66) 94.50 (52) 100 (35) 87.50 (49) 100 (31) 
 Absent 9.00 (10) 0.00 (0) 5.50 (3) 0.00 (0) 12.50 (7) 0.00 (0) 
a Sample size for reassurance giving is smaller due to introduction of the coded variable at a later date; total sample n = 63 OCD and n = 35 
Non-Clinical Control dyads 
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Table 7.2. 
 

Frequencies of observed child behaviours during a 5-minute problem solving discussion task for total sample of n = 111 OCD dyads and n 
 

= 66 Non-Clinical Control dyads, broken down into a younger group (7 – 11 years) and an older group (12 – 17 years). 
 

Total Sample 

% (n) 

Younger Group 

% (n) 

Older Group 

% (n) 

  OCD 
n = 111 

Control 
n = 66 

OCD 
n = 55 

Control 
n = 35 

OCD 
n = 56 

Control 
n = 31 

Negative behaviours        

Child Withdrawal Present 45.04 (50) 13.64 (9) 45.45 (25) 20 (7) 44.64 (25) 6.45 (2) 
 Absent 54.95 (61) 86.36 (57) 54.54 (30) 80 (28) 55.36 (31) 93.55 (29) 

Child Aversiveness Present 14.41 (16) 3.03 (2) 12.72 (7) 2.86 (1) 16.07 (9) 3 (1) 
 Absent 85.58 (95) 96.97 (64) 87.27 (48) 97.14 (34) 83.93 (47) 97 (30) 

Child Reassurance Seeking a Present 47.62 (30) 25.71 (9) 50 (17) 31.58 (6) 44.83 (13) 18.75 (3) 
 Absent 52.38 (33) 74.29 (26) 50 (17) 68.42 (13) 55.17 (16) 81.25 (13) 

Positive behaviours        

Child Warmth Present 90.99 (101) 98.48 (65) 94.54 (52) 97.14 (34) 88.39 (49) 100.00 (31) 
 Absent 9.01 (10) 1.51 (1) 5.45 (3) 2.86 (1) 13.39 (7) 0.00 (0) 

Child Confidence in themselves Present 80.18 (89) 93.94 (62) 89.10 (49) 91.43 (32) 71.43 (40) 97 (30) 
 Absent 19.82 (22) 6.06 (4) 10.91 (6) 8.57 (3) 28.57 (16) 3 (1) 
a Sample size for reassurance seeking is smaller due to introduction of the variable at a later date; total sample n = 63 OCD and n = 35 

Non-Clinical Control dyads 
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Observed differences in mother-child enhanced responsibility across groups 

and age 

The frequency of mother and child attribution of responsibility (present or absent) 

during the task are presented in Table 7.3. 

Children enhancing their own and their mother’s responsibility. Between 82 

and 90% of children, across both age and clinical groups, were observed to enhance their 

own responsibility for solving the problem during the discussion. The likelihood ratio tests 

showed no evidence in either the older χ 2 (1, N = 87) = .52, p = .47, or younger χ 2 (1, N = 

90) = 0.84, p = .36, samples of an association between clinical group and children enhancing 

their own responsibility. In contrast, few offspring showed evidence of enhancing mothers’ 

responsibility for problem solution during the task. For the younger group, 25% (OCD) and 

20% (control) engaged in this behaviour, with smaller proportions found in the older group 

(OCD = 9%; Control, 7%). The likelihood ratio test showed no evidence of an association 

between clinical group and child enhancing their mother’s responsibility in either the 

younger, χ 2 (1, N = 90) = 0.36, p = .55 or older group, χ 2 (1, 87) = 0.17, p = .68. A 

supplementary, t-test that compared child enhancing mothers responsibility in the younger 

and older groups collapsing across diagnostic status, found that the younger group (M = 

0.31, SD = 0.61) were significantly more likely than the older group, (M = 0.11, SD = 0.44) 

to assign responsibility for the discussion to the mother, t (175) = 2.44, p = .016 

Mothers enhancing their own and their offspring’s responsibility. The 

frequency with which mothers assigned responsibility to children during the discussion task 

appeared to differ based on age group. In the younger group, mothers of young children 

with OCD, were observed to have a stronger tendency to assign responsibility to children 

handling the situation, than control mothers. In contrast, in the older group, mothers 

assigned responsibility to offspring about 88% of the time, independent of clinical group. 



OBSERVED REARING PAEDIATRIC OCD 158 
 

The likelihood ratio tests showed no significant association between mother’s assignment of 

responsibility to the child and clinical group, for the older group, χ 2 (1, N = 87) = 0.09, p = 

.76. For the younger age group however, mothers of children with OCD were 5 times more 

likely to enhance their child’s responsibility for problem solution than parents of younger 

children without OCD, χ 2 (1, N = 90) = 5.93, p = .015 (95% bootstrapped CI’s: 1.26 to 

26.32). 
 

Mother’s assignment of responsibility to themselves, was similar across age group, 

and therefore, analyses were collapsed across age groups. Mothers in the OCD group 

assigned responsibility to self about 56% of the time, with control mothers assigning 

responsibility to self, about 70% of the time. There was a trend for a significant association 

between clinical group and mother’s self-assignment of responsibility, χ 2 (1, N = 177) = 

3.75, p = .053. Mothers of OCD children were 47% less likely than mothers of control 

children to self-assign responsibility to themselves for the discussion task (OR = 0.53, 95% 

bootstrapped CI’s: 0.27 to 0.98). That is, mothers in the OCD group were less likely to put 

forth their own actions in solving the problem. 
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Table 7.3. 
 

Frequencies of observed enhancement of responsibility during a 5-minute problem solving discussion task for total sample of n = 111 

OCD dyads and n = 66 Non-Clinical Control dyads, broken down into a younger group (7 – 11 years) and an older group (12 – 17 years). 

Total Sample 

% (n) 

Younger Group 

% (n) 

Older Group 

% (n) 

  OCD 
n = 111 

Control 
n = 66 

OCD 
n = 55 

Control 
n = 35 

OCD 
n = 56 

Control 
n = 31 

Child Enhancing responsibility to: 

Self Present 88 (98) 82 (54) 87 (48) 80 (28) 89 (50) 84 (26) 
 Absent 12 (13) 18 (12) 13 (7) 20 (7) 11 (6) 16 (5) 

Mother Present 17 (19) 14 (9) 25 (14) 20 (7) 9 (5) 7 (2) 
 Absent 83 (92) 86 (57) 75 (41) 80 (28) 91 (51) 93 (29) 

Parent Enhancing responsibility to: 

Self Present 57 (63) 71 (47) 56 (31) 74 (26) 57 (32) 68 (21) 
 Absent 43 (48) 29 (19) 44 (24) 26 (9) 43 (24) 32 (10) 

Child Present 92 (102) 82 (54) 95 (52) 77 (27) 89 (50) 87 (27) 
 Absent 8 (9) 18 (12) 5 (3) 23 (8) 11 (6) 13 (4) 
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Correlations between observed and self-reported rearing among OCD dyads 
 

In the clinical sample, bivariate correlations were calculated between observed 

parent and child behaviours with parent and child self-reported parental rearing (as 

measured using the EMBU-P/C). Parent perceptions of rejecting behaviours toward their 

child were negatively correlated with observed parental warmth during the family 

discussion task (r = -.21, p = .04), and observed child warmth during the family discussion 

task (r = -.25, p = .01). Parent perceptions of their own overprotection was positively 

correlated with observed child warmth during the family discussion task (r = .22, p = .03). 

Children’s perceptions of their parent’s emotional warmth were negatively correlated with 

observed parental withdrawal (r = -.20, p = .05), and positively associated with observed 

child warmth (r =.22, p = .03). Children’s perceptions of their parent’s control related 

rearing behaviours were negatively associated with observed child reassurance seeking 

during the family discussion task (r = -.33, p = .01). 

Clinical correlates of observed mother-child behaviours among OCD dyads 

Maternal Behaviours. Within the OCD group, observed autonomy 

granting was negatively associated with OCD severity (r = -.20, p = .04) and child 

externalising symptoms (r = -.26, p = .03). Observed warmth was negatively associated with 

child externalising (r = -.37, p = .001) and internalising symptoms (r = -.22, p = .05). 

Observed confidence in their child’s coping abilities was negatively associated with OCD 

severity (r = -.25, p = .01), parent-rated OCD impairment (r = -.23, p = .02), and family 

accommodation (r = -.21, p = .05). The observed presence of mothers providing reassurance 

to their child was positively associated parent-rated OCD impairment (r = .39, p = .003) and 

total number of comorbid diagnoses (r = .41, p = .001). The positive association between 

reassurance giving and total OCD severity approached significance (r = .25, p = .06). 

Child behaviours. For observed child behaviours, withdrawal was positively 
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associated with externalising symptoms (r = .22, p = .05) and negatively associated with 

number of comorbid diagnoses (r = -.19, p = .04). Observed aversiveness was positively 

associated with OCD severity (r = .21, p = .03), parent-rated OCD impairment (r = .32, p = 

.001), and family accommodation (r = .33, p = .002). Observed confidence in themselves 

was negatively associated with OCD severity (r = -.25, p = .01). The negative associations 

between warmth and externalising (r = -.24, p = .07) and internalising symptoms (r = -.21, p 

= .06) each approached significance. The positive association between observed reassurance 

seeking and OCD severity (r = .24, p = .07) also approached significance. Contrary to 

expectations, neither parent nor child observed behaviours were associated with obsessive 

beliefs. 

Discussion 
 

Despite the impact of OCD on family functioning and relationships (Amir et al., 

2000; Calvocoressi et al., 1995; Futh et al., 2012; Lebowitz et al., 2011; Lebowitz et al., 

2011; Lebowitz et al., 2015; Peris et al., 2008; Przeworski et al., 2012; Storch et al., 2009; 

Wu et al., 2014), observational research examining the associations between rearing, child 

age, and symptoms is limited in clinical paediatric samples. Therefore, the current study 

aimed to observe differences in mother-child behaviours during a problem-solving 

discussion task within paediatric OCD relative to a non-clinical comparison group. 

Importantly, this study compared findings across child and adolescent age groups and 

examined differences in the assignment of responsibility during the discussion task. 

Correlations between observed behaviours with child symptom variables (e.g., severity, 

impairment) as well as with parent/child perceived rearing behaviours were also explored. 

Regarding observed behaviours, it was expected that mothers and children in the OCD 

group would be more negative and less positive than their non-clinical counterparts. 

Differences across age groups were investigated. For control-related behaviours (i.e., 
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overinvolvement and autonomy granting), more overinvolvement and less autonomy 

granting was expected in the adolescent OCD group compared to the non-clinical control 

group. No group differences were expected for the younger age group. 

Observational Findings 
 

These hypotheses were partially supported. For observed rearing, age groups were 

collapsed for overinvolvement, withdrawal, aversiveness, reassurance giving, warmth, and 

confidence due to similar patterns of the behaviours observed irrespective of age. Only 

observed autonomy granting was analysed by age group and it was found that mothers of 

adolescents with OCD were 86% less likely to display autonomy granting behaviours to 

their teenage offspring than were mothers of adolescents with no clinical diagnoses. There 

were no significant findings for autonomy granting in mothers of younger children across 

either clinical group. 

Regarding observed child behaviours during the problem-solving discussion task, 

age groups were again collapsed for withdrawal, aversiveness and reassurance seeking due 

to the similarity in the response patterns found. Across age groups, there was a significant 

association between child confidence and clinical group in adolescents, with teens in the 

OCD group showing 91% less confidence in their ability to problem solve than the teens in 

the control group. There were no significant differences in observed child warmth across 

either age or clinical group. Irrespective of age, mothers of offspring with OCD were 

observed to be more aversive, and youth with OCD were observed to be significantly more 

aversive, more withdrawn, and seek more reassurance during the discussion task than non- 

clinical comparisons. Taken together, these findings support previous, preliminary 

observational work in paediatric OCD, whereby families of youth with OCD are observed 

to be more negative and less positive than other clinical and non-clinical comparison 

families (Barrett et al., 2002; Mathieu et al., 2015; Przeworski et al., 2012). Whilst this study 
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is the first, using an observational design, to examine age-groups independently in a sample 

of youth with primary OCD, it is consistent with smaller studies that used post-hoc analyses 

to control for age. That is, for the most part, OCD dyads are more negative irrespective of 

the developmental stage of the child (Barrett et al., 2002). However, for maternal autonomy 

granting and adolescent confidence in their own ability to cope with the situation, these 

behaviours were observed significantly less frequently in the adolescent OCD group than 

the adolescent control group. 

Adolescence is a time of identity formation and emerging independence (Soenens, 

Berzonsky, Vansteenkiste, Beyers & Goosens, 2005), and autonomy granting (as a facet of 

parental control) is particularly important throughout adolescence (Steinberg, 1989). A lack 

thereof is implicated in the development of child anxiety more broadly (McLeod, Wood & 

Weisz, 2007; van der Bruggen, Stams & Bögels, 2008). In a systematic review examining 

the role of parental rearing and anxiety in adolescence specifically, it was found that parental 

control was significantly associated with adolescent anxiety in the vast majority of studies 

identified (75%). In addition, adolescent anxiety was a stronger predictor of parental control 

than vice versa (although bidirectional effects were present; Waite, Whittington & Creswell, 

2014). Excessive control and encouraging of dependence restricts a child’s self-efficacy in 

problem/emotion regulation, and promotes beliefs about threat, control over their 

environment, fear of making mistakes and responsibility for negative outcomes (Bögels & 

Brechman-Toussaint, 2006; Bögels & Phares, 2008; McLeod et al., 2007; Möller, Nikolić, 

Majdandžić & Bögels, 2016; Murray, Creswell & Cooper, 2009; Rapee, 1997; Schlieder & 

Weisz, 2017; van der Bruggen et al., 2008; Wood, McLeod, Sigman, Hwang & Chu, 2003). 

This is further supported by the current findings whereby adolescents with OCD were 

observed to be less confident in their ability to handle/cope with the problem situation being 

discussed than their non-clinical counterparts. Therefore, this study presents new 
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information relating to the role of developmental age in observed parent-child behaviours in 

paediatric OCD and suggests that parents of adolescents with OCD behave in less 

developmentally appropriate ways regarding the granting of autonomy, independence and 

fostering a sense of mastery. 

This is further supported by the finding that mothers of young children with OCD 

were more likely to enhance their child’s responsibility for solving the problem being 

discussed than non-clinical mothers (no association in older groups). Whilst there were no 

significant associations for diagnostic group in the younger age group for the granting of 

autonomy (i.e., seeks child’s opinion, encourages independent thought etc.), mothers of 

young children with OCD were more likely to assign responsibility for the problem-solution 

(i.e., the actual action decided upon in the discussion). The situations being discussed were 

mildly threatening situations (e.g., you hear on the news that a local mother and child have 

been hurt in a car accident in your neighbourhood, you wake up in the middle of the night 

due to a loud bang, etc.) and it is conceivable that enhancing their child’s action in these 

situations is less developmentally appropriate than at older ages. Furthermore, these 

situations of heightened responsibility throughout childhood have been theorised as a central 

component in the development of maladaptive belief biases about responsibility which serve 

to maintain OCD over time (Salkovskis et al., 1999). Unfortunately, the nature of the coding 

schedule did not allow for investigation of whether the proposed actions taken by the child 

in order to solve the problem were positive or negative. For example, it is not clear whether 

parents were enhancing their child’s action for avoidance, or excessive safety behaviours 

(i.e., maladaptive coping/family accommodation) or using a more positive approach. 

However, previous observational studies have found that OCD dyads are less likely to 

engage in positive problem-solving (Barrett et al., 2002). It is also not clear what motivation 

was behind such observations, that is, whether maternal enhancement of responsibility was 
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motivated by parental anxiety or poorer distress tolerance for instance, or whether it was 

related to parental beliefs about the importance of responsibility and preventing harm. 

Previous research has found that maternal inflated responsibility beliefs are associated with 

OCD severity in younger samples, whereas by adolescence their own inflated responsibility 

beliefs are more influential (Farrell, Waters & Zimmer-Gembeck, 2012). Consistent with 

theory (Salkovskis et al., 1999), perhaps these beliefs are transmitted via the deliberate 

maternal enhancement of responsibility imposed upon children in younger years and the 

excessive restriction of autonomy in older years. 

Importantly, child behaviours were observed to be more negative (aversive and 

withdrawn) in OCD dyads relative to non-clinical dyads, suggesting that offspring as well as 

mothers, show evidence of aberrant behaviours. This finding highlights the importance 

examining both mother and child behaviours, and the impact of the reciprocal dyadic 

relationship in these families. Both mothers and children in the OCD group displayed more 

negativity toward each other when solving problems together. Family accommodation is an 

important and well-researched clinical phenomenon in OCD and is associated with a host of 

negative outcomes in youth and parents (e.g., Futh et al., 2012; Storch et al., 2007; Wu et al., 

2014; Wu et al., 2016). Cognitive-behavioural treatments that provide additional parental 

support and address family accommodation are certainly efficacious for the majority of 

youth (McGrath & Abbott, 2019); however, could be enhanced by addressing the relational 

impact of OCD on parents and children and provide guidance on problem/emotion 

regulation and behavioural management in this burdened familial context (Peris et al., 

2017). 

Despite this, overall, relatively few dyads displayed negative behaviours during the 

discussion task across the OCD and non-clinical dyads. Therefore, it was important to 

describe qualitative differences in the sample of mothers of children with OCD who were 
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particularly adverse, given their rarity and the potential implications this has for the 

development and/or maintenance of symptoms in their offspring (or vice versa). A subset of 

11 mothers were identified as particularly adverse, and when compared to the wider OCD 

sample, these children had a higher percentage of comorbid ADHD, ODD, tic disorders, 

separation anxiety, social anxiety, and ASD. These children also had significantly more 

externalising symptoms as measured by the CBCL. Not only are externalising behaviours 

common in childhood OCD (Lebowitz et al., 2011), they appear to be related to parental 

rearing in the current study. This is supported in the wider literature. For example, a recent 

meta-analysis of 1435 studies found that top down processes such as 

hostility/control/authoritarianism were more strongly associated with externalising 

symptoms than were warmth or autonomy granting (Pinquart, 2017). Furthermore, 

externalising behaviours contribute to the elicitation of parenting stress and vice-versa 

(Mackler et al., 2015), and critical parental rearing inhibits a child with behavioural 

difficulties in responding favourably to subsequent parental autonomy granting behaviours 

(Lunkenheimer, Ram, Skowron & Yin, 2017). In paediatric OCD specifically, such 

externalising behaviours are also associated with family accommodation and parental 

distress (Farrell, Lavell, Baras, Zimmer-Gembeck and Waters, submitted; Lebowitz, Storch, 

MacLeod & Leckman, 2015). 

Associations between observed and self-reported rearing 
 

In the OCD group, child and mother self-reported perceptions of rearing were also 

associated with direct observations. Child perceptions of greater parental warmth were 

positively associated with observed child warmth and negatively associated with observed 

maternal withdrawal. Child perceptions of greater parental control were negatively 

associated with observations of child’s reassurance seeking behaviours during the task. For 

maternal perceptions, greater reports of rejection were negatively associated with both 
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mother and child observed warmth, and greater reports of parental overprotection was 

positively associated with child warmth. The interesting finding here is that both mother and 

child perceived control-related behaviours were positively associated with child warmth and 

negatively with reassurance seeking behaviours. Perhaps, in these ambiguous and mildly 

threatening discussions, the perception that mothers are more overprotective and involved 

was reassuring in and of itself whereby children are ‘safe’ in the knowledge that their 

mothers will handle the situation, to which a child with OCD may respond with more loving 

and warm behaviours. Unfortunately, whilst temporarily reassuring, over time greater 

overprotection and control has deleterious effects on child self-efficacy and fosters a 

reliance on parents for problem/emotion regulation (e.g., Schleider & Weisz, 2017). 

Furthermore, such overprotection is theorised in the development of inflated responsibility 

beliefs by way of sensitising the child to situations where one is suddenly ‘responsible’ 

(Salkovskis et al., 1999). 

Associations between observed behaviours and OCD symptomatology 
 

This study also extended previous preliminary observational work in paediatric 

OCD by exploring the associations between observed parent-child behaviours and clinically 

relevant variables. Regarding mother’s behaviours, a number of negative correlations were 

found between the positive rearing behaviours (autonomy granting, warmth, confidence) 

with OCD severity, OCD-related impairment, externalising/internalising symptoms, and 

family accommodation. Positive correlations were found between observed reassurance 

giving with OCD-related impairment and total number of comorbid diagnoses. Regarding 

child behaviours, several positive associations were found between negative behaviours 

(aversiveness and withdrawal) with OCD severity, OCD-related impairment, externalising 

symptoms, and family accommodation. Contrary to expectations, child withdrawal was also 

negatively associated with total number of comorbid conditions (albeit weakly). Observed 
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positive child behaviours (warmth, confidence) were negatively associated with 

externalising and internalising symptoms, and OCD severity. Contrary to expectations, no 

observed mother-child behaviours were associated with OCD-related belief biases, unlike in 

previous research where child perceptions of overprotective parenting were positively 

associated with inflated responsibility beliefs (Mathieu et al., 2019). Unfortunately, the 

cross-sectional design precludes conclusions about the direction of effects found, and 

indeed, bidirectional effects are likely. Nevertheless, in the current study, more negative 

discussions were associated with a more severe presentation across a number of indices. 

These findings further highlight the importance of examining the family in the expression of 

paediatric OCD and may provide potential targets for enhancing current best treatments. 

Indeed, observed mother-child interactions are shown to improve following OCD treatment 

(Schlup, Farrell & Barrett, 2010) and predict treatment outcomes (Przeworski et al., 2012). 

More recently, it was found that the more family factors that were incorporated into 

evidence-based CBT treatments the more efficacious the outcomes (McGrath & Abbott, 

2019), and targeted family interventions result in greater symptom reductions (e.g., Peris et 

al., 2017). 

Strengths and Limitations 
 

The current study has numerous strengths. The design of the study builds upon 

previous research in this area with a large sample. Inter-rater agreement was good, and 

observational findings were associated with self/parent reported perceptions of rearing. This 

provides further evidence as to the cross-validity of both the EMBU-P/C in measuring 

perceptions of rearing and the observational task in assessing rearing behaviours. 

Furthermore, the influence of child age was built into the design of the study allowing for 

comparisons across age groups and included the coding of child behaviours in addition to 

parental rearing. 
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However, the study is not without limitations. The particular task used (i.e., 

ambiguous discussion) did not elicit many behaviours across both groups. Whilst consistent 

with previous research in paediatric OCD (e.g., Mathieu et al., 2015), and a demonstrated 

paradigm for differentiating anxious and non-anxious dyads and eliciting threat biases 

(Barrett et al., 1996; Bögels et al., 2003; Bögels and Zigterman, 2000; Chorpita et al., 1996; 

Creswell et al., 2005; Waters et al., 2008), it does not allow for the coding of physical 

intrusiveness nor does it necessarily facilitate a shared/common goal (such as in puzzle 

tasks; e.g., Hudson & Rapee, 2001). It is also conceivably less emotionally charged than hot 

topics tasks (Siqueland, Kendall & Steinberg, 1996). Nevertheless, some effects were found, 

and a subgroup of particularly adverse mothers were identified that were distinct from the 

wider OCD sample. The identification of families that are characterised as particularly 

negative may aide in treatment advances. For example, families that are particularly 

negative may benefit significantly more so from the inclusion of specific family therapy 

throughout treatment (e.g., Peris et al., 2017). 

Directions for Future Research 
 

Future research would benefit from utilising multiple interaction tasks and a longer 

task duration, that may facilitate the elicitation of a diverse range of behaviours. For 

example, Waite and Creswell (2015) utilised multiple observational tasks and were able to 

create composite scores of rearing whereas in the current study the frequencies of observed 

behaviours were relatively low overall. Longitudinal designs are also important in further 

disentangling the complex bi-directional associations between rearing, child behaviours, and 

OCD symptoms. Moreover, negative parent child interactions may be predictive of children 

and adolescents responding to treatments (Peris et al., 2012), and assessing rearing over time 

(pre and post intervention) may provide insight into which treatments work best for which 

families (Schlup, Farrell & Barrett, 2011). Based upon the findings of the current study, it is 
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also important for future research to consider the effect of comorbid diagnoses (particularly 

externalising conditions) on observed differences in mother-child behaviours. 

Summary 
 

In sum, the present study found that mothers of youth with OCD displayed less 

autonomy granting throughout adolescence, and adolescent offspring with OCD displayed 

less confidence in their ability to cope, than non-clinical comparisons. Overall, mothers 

displayed few negative behaviours across both diagnostic groups. Instead, children with 

OCD were observed to be more aversive, withdrawn, and seek more reassurance 

irrespective of age. It appears that OCD dyads may be consistently negative with little 

normative shift in parental rearing as a result of the developmental stage of the child. 

Furthermore, negative mother-child dynamics were associated with greater OCD severity, 

OCD-related impairment, externalising symptoms, and family accommodation. 

Understanding the bidirectional influence of OCD and parental context may advance 

aetiological models of OCD and provide greater insight into the ways in which prevention 

and treatment approaches may be improved. 
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Overview 
 

In recognition of the substantial impact paediatric onset OCD has upon not only the 

child but also parents, this thesis aimed to advance current understandings of the familial 

context within which paediatric OCD occurs. Specifically, this thesis aimed to investigate 

maternal rearing in paediatric OCD, and moreover, investigate rearing behaviours 

associated with cognitive belief domains central to cognitive-behavioural theories of OCD. 

Associations between rearing, OCD symptoms, and child and family functioning were also 

examined. Chapter one described the nature of OCD in children and youth, including its 

prevalence, onset/course, impact, comorbidity, and treatment. Chapter two expanded upon 

the cognitive model of OCD across the lifespan, with a focus on the role of inflated 

responsibility beliefs in disorder maintenance. Chapter three reviewed the familial context 

of paediatric OCD, highlighting the potential bidirectional role of parental rearing in OCD 

symptom expression and maintenance. This chapter highlighted the complexities associated 

with measurement in parenting research and identified important gaps in the literature 

regarding the research to date in paediatric OCD. Chapter four provided an integrative 

summary highlighting how parenting practices may contribute to the development of 

inflated responsibility beliefs throughout childhood. It also highlighted that these 

associations are yet to be carefully examined in clinical paediatric samples, particularly in 

light of developmental considerations (e.g., age) and in using multiple informants and 

multiple methods of assessment. Therefore, chapter four provided a rationale for the current 

program of research in examining these processes. 

The following three chapters (five, six, and seven) described the empirical studies 

that comprised this program of research. Study one examined the associations between child 

perceived parental rearing, inflated responsibility beliefs, and OCD severity/impairment in a 

large sample of children and adolescents with primary OCD. Study two validated the factor 
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structure of a widely used measure of parental rearing (the EMBU) for parent and child 

report in a clinical paediatric OCD sample and explored factor associations with OCD 

symptoms and associated features (e.g., family accommodation, comorbid 

depressive/externalising symptoms etc.). The final and third study, had multiple aims. First, 

to observe differences in mother and child behaviours during a problem-solving discussion 

task across samples of children and adolescents with OCD and their mothers, relative to 

non-clinical children and their mothers. Second, to observe differences in mother and child 

enhancement of responsibility during the problem-solving discussion task (across younger 

versus older youth, and across clinical versus non-clinical groups). Third, to explore 

associations between objective observations of maternal rearing relative to mother/child 

subjective reports of rearing, and finally, to examine associations between observed rearing 

with OCD symptoms and associated features. 

Considering the results across these three studies, key findings emerged across three 

themes. These were (1) parental rearing influences on inflated responsibility beliefs in 

children; (2) the relevance of child behaviours when examining parental rearing; and (3) 

issues and challenges associated with the measurement of parental rearing. This chapter will 

review the current findings in light of these themes, before offering directions for future 

research and discussing the overall strengths and limitations of the current program of 

research. It is noted that, in addition to the family-based variables that were examined in the 

current program of research (and discussed herein), there exist a number of established 

processes described in the introductory chapters, including biological determinants, that 

contribute to aetiological models of OCD (Brander et al., 2016). 

Theme 1: Parental rearing influences on inflated responsibility beliefs in 

children 

OCD in childhood is associated with considerable family dysfunction (e.g., Stewart 
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et al., 2017), with parents reporting more significant impairment as a result of their child’s 

symptoms than parents of anxious comparisons (Jacob et al., 2011). Furthermore, poor 

family functioning (Peris et al., 2012) and harsh, critical parenting (Przeworski et al., 2011; 

Lavell et al., 2016) are predictive of poorer treatment success. Importantly, these parenting 

practices have also been theorised as crucial in the five developmental pathways of inflated 

responsibility beliefs (Salkovskis et al., 1999). The first three pathways are theorised to 

occur throughout childhood and adolescence and include actual or perceived situations of: 

heightened responsibility outside of the developmental stage of the child (via absent or 

uninvolved parenting), rigid rules and restrictions (via controlling and rules based 

parenting/institutions), and/or overprotective and anxious parenting (Salkovskis et al., 

1999). The remaining two pathways are situations of actual or perceived harm/negative 

consequence resulting from the action or inaction of the individual (which can occur at any 

age; Salkovskis et al., 1999). Such responsibility beliefs are argued to be a core feature of 

OCD in adults, with an extensive body of literature to support these beliefs as critically 

involved in symptom persistence (Calkins, Berman & Wilhelm, 2013; Mantz & Abbott, 

2017). However, comparatively much less research exists among samples of youth (Mantz 

& Abbott, 2017; Reynolds & Reeves, 2008), and even less research examines the 

developmental origins of these beliefs in child samples. 

The findings of study one directly supports previous retrospective work in adults 

whereby overprotective/highly controlling parental rearing was found to be associated with 

increased inflated responsibility beliefs (e.g., Haciomeroglu & Karanci, 2014; Timpano et 

al., 2010). This is in line with Salkvoksis and colleagues’ (1999) theory whereby children 

and adolescents exposed to situations of parental anxiety and overprotection may absorb 

messages of danger and learn maladaptive coping via parental modelling. Specifically, study 

one found offspring’s perceptions of their parents’ overprotection (e.g., your parents tell you 
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what you should do after school hours) and anxious rearing (e.g., your parents are afraid 

when you do something on your own) were positively associated with inflated responsibility 

beliefs across both children (7 – 12 years) and adolescents (13 – 17 years). This finding 

supports the theory that this pathway works across childhood and into adolescence 

(Salkovskis et al., 1999). However, there was an indirect association of anxious rearing on 

total OCD-related impairment via inflated responsibility beliefs in the adolescent sample 

only. Indeed, previous research has indicated that inflated responsibility beliefs become 

more prominent, and are more strongly associated with OCD symptomatology in 

adolescence (Farrell & Barrett, 2006; Farrell et al., 2012; Verhaak & de Haan, 2007), 

whereas in younger years mothers and their beliefs may be more influential on OCD 

symptoms and beliefs (Farrell et al., 2012). 

Nevertheless, the findings of study one indicates that parental rearing characterised 

as overprotective or anxiously motivated may be particularly relevant to the development of 

inflated responsibility beliefs, and by adolescence may inadvertently contribute to overall 

OCD impairment. This developmental pathway of inflated responsibility is described as one 

where parents may convey to their offspring that they lack confidence in their child’s ability 

to tolerate or cope with threat/danger/distress (Salkovskis et al., 1999). In turn, this may then 

result in a child’s utilisation of poor coping strategies and heightened distress when 

confronted with situations of perceived responsibility (i.e., becoming overly sensitive to 

‘responsibility’; Salkovskis et al., 1999), which likely perpetuates a cycle of parents 

engaging in further overprotective parenting. Thus, children’s maladaptive coping strategies 

(i.e., avoidance) and/or relying on their parents for problem/emotion regulation (e.g., 

Schlieder & Weisz, 2017), in turn may ‘confirm’ or further contribute to, parent’s beliefs 

about their child’s ability to cope which then may help drive this maladaptive cycle. This 

may lead to further entrenchment of responsibility beliefs, and sensitisation to situations of 
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responsibility. 
 

Indeed, this is supported by the findings in study three whereby adolescents with 

OCD were observed to be significantly less confident in their own ability to cope during the 

problem-solving task relative to non-clinical adolescents. Previous research has also 

demonstrated that parents of children with OCD have been observed to be less confident in 

their child as compared to other clinical and non-clinical comparison dyads (Barrett et al., 

2002). Further to this, in study three, mothers of adolescents with OCD were observed to be 

significantly less autonomy granting than mothers of non-clinical adolescents. Typically, 

adolescence is a time of emerging independence and mastery whereby it is developmentally 

appropriate for parents to gradually allow their teen greater autonomy (Steinberg, 2001). In 

the case of OCD however, mothers’ rearing of adolescents appears to be at odds with this 

developmentally appropriate relaxation of parental control, and this overcontrol may have 

implications for the experience of inflated responsibility across children and adolescents. 

However, based on the current cross-sectional studies it is not clear what drives these 

aberrant maternal rearing behaviours, and it is likely that such associations may be 

bidirectional. 

In contrast, the findings of study three and previous research (e.g., Farrell et al., 

2013; Mathieu et al., 2015), suggest that mothers of young children (aged 7 – 11 years) with 

OCD may place a greater emphasis on their child to take responsibility for solving problems 

and coping (relative to parents of healthy children), whereas there were no significant 

differences across diagnostic groups in the adolescent samples. This finding further aligns 

with Salkovskis and colleagues’ (1999) pathways to inflated responsibility, whereby one 

pathway is proposed to be via situations of heightened responsibility throughout younger 

childhood. Such enhanced responsibility in younger years may be experienced by children 

as challenging and exceeding their developmental capacity, which may inadvertently set the 
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child up for ‘failure’ and result in parents’ perceiving the child as lacking in coping skills 

(Salkovskis et al., 1999). Moreover, this explicit expectation of responsibility imposed on 

children is theorised to not only lead to biased beliefs about responsibility of harm, but also 

an intolerance of guilt among children and an increased sense of perfectionism, leading to 

poor regulatory strategies, such as excessive checking or washing rituals (Salkovskis et al., 

1999). Therefore, whilst the findings of these two studies may at first appear contradictory 

(i.e., overly anxious and overprotective parenting associated with inflated responsibility 

beliefs in study one versus a deliberate enhancement of their young child’s responsibility for 

situations beyond their developmental capacity in study three), they very much align with 

the theorised developmental pathways of inflated responsibility beliefs. Indeed, maladaptive 

responsibility beliefs are developed via the experience of one or more of either enhanced 

responsibility, rigid rules, overprotection/anxious rearing, and/or actions of real/perceived 

guilt (Salkovskis et al.,1999). 

Implications and directions for future research. The findings from this theme 

have important implications for theory and practice. Firstly, maladaptive cognitive belief 

biases underpin cognitive-behavioural conceptualisations of OCD onset and maintenance 

and are theorised to develop throughout childhood (Salkovskis et al., 1999). The findings 

across the current program of research provide support for seminal theory in paediatric 

samples whereby certain overprotective/anxious rearing behaviours, as well as observed 

maternal heightening of responsibility were endorsed in these families. Furthermore, in 

study one specifically, inflated responsibility beliefs were associated with greater OCD- 

related impairment in children and youth, and anxious rearing had an indirect association 

with OCD-related impairment via inflated responsibility beliefs in adolescents. This study 

is the first to examine such associations in a clinical and paediatric sample and provides 

tentative support for the theorised origins of inflated responsibility model proposed by 
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Salkovskis and colleagues (1999). Currently, a portion of children fail to remit after 

receiving evidence-based CBT treatments (Ivarsson et al., 2015; McGuire et al., 2015; Ӧst 

et al., 2016). Therefore, understanding the origins and development of maladaptive beliefs 

during childhood and adolescence, and how these beliefs may perpetuate OCD symptoms 

over time via OCD-related impairment, helps inform more nuanced, developmentally- 

sensitive models of OCD, as well as provides for the advancement of interventions aimed 

at ameliorating these problematic symptoms. 

In considering this theme, delivering family-based treatments that address parental 

overprotection/anxious rearing, as well as parent and child beliefs about the child’s ability to 

cope and regulate distress could be one way to improve outcomes and highlights a clinical 

implication for the current findings. For example, Peris and colleagues (2017) compared the 

outcomes of children (aged 8 – 17 years) randomly assigned to either 12 weekly, hourly 

sessions of CBT/ERP (plus 30 minutes of weekly family inclusion in therapy; n = 30), or 

the same 12 weekly, hourly sessions of CBT/ERP with an additional hour of family 

interaction therapy on alternating weeks. The family interaction therapy component focused 

on family emotion regulation and supporting family cohesion, reducing blame and 

overcoming barriers to reducing family accommodation (n = 32). Those in the family 

interaction therapy group were significantly more likely to achieve remission than standard 

treatment (Peris et al., 2017). Family based interventions that directly target aberrant rearing 

processes may reduce or prevent the development of maladaptive appraisals and beliefs by 

children, as well as improve parent and child coping and lead to more positive family 

interactions. Moreover, research that specifically examines the links between parental 

rearing, child and parent distress tolerance, and child obsessive beliefs could also advance 

our understanding of dysfunctional parent-child interactions that drive OCD symptoms and 

impairment. 
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Separately, the two developmental pathways identified in this theme (i.e., situations 

of enhanced responsibility, overprotective/anxious parenting) are also theorised to be 

associated with comorbid depressive symptoms (especially where 

guilt/shame/blame/scapegoating is used; Salkovskis et al., 1999). Furthermore, not only are 

negative parental rearing behaviours retrospectively linked with comorbid depression in 

OCD (e.g., Lennertz et al., 2010), parental blame is also predictive of poorer treatment 

outcomes (e.g., Peris et al., 2012). Whilst study one entered depressive symptoms (as well 

as anxiety) as a covariate into analyses to determine specificity of these associations with 

OCD, future research may benefit from examining these developmental pathways whilst 

recognising the role and impact of comorbidities such as depression. Given comorbidities 

such as depression are associated with greater OCD impact (Storch et al., 2010), 

understanding the ways in which inflated responsibility beliefs and parental rearing may 

contribute is important. Future research may also benefit from examining the developmental 

pathways in relation to other OCD-related beliefs (e.g., perfectionism, importance of 

thoughts etc.). 

Furthermore, previous retrospective research in adult samples has found fathers to 

be more rejecting in OCD families than comparison families (e.g., Alonso et al., 2004). 

However, their inclusion in OCD observational studies is so far rare. For example, Barrett 

and colleagues (2002) included fathers in their observational findings; however, their overall 

samples became quite small. There were only eight fathers in the OCD group, fifteen in the 

anxiety group, eleven in the non-clinical group, and one in the externalising group (Barrett 

et al., 2002). This is a trend that has also permeated observational studies in anxiety 

disorders more generally. However, more recently, it has been identified that fathers play 

their own unique role in the aetiology of anxiety-based disorders (e.g., paternal anxious 

rearing characterised by a lack of ‘rough’ play that tests the limits of their young children; 
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e.g., Bӧgels & Phares, 2008; Majdandžić, Moller, de Vente, Bӧgels & van den Boom, 2014; 

Mӧller, Majdandžić & Bӧgels, 2015). Regarding OCD specifically, the inclusion of more 

fathers in future OCD research would be beneficial to examine associations between 

paternal rejection (critical/blame/negativity etc.) and child inflated responsibility beliefs. It 

would also facilitate the examination of any similarities (or dissimilarities) across mothers 

and fathers in the associations found herein. It is important for future studies in parental 

rearing to overcome the barrier of convenience and time-burden on families. Currently 

observational studies are time and resource intensive for researchers (Young et al., 2013) as 

well as participants, and methodologies that do not require lengthy laboratory visits would 

be an important advancement for the field. 

Theme 2: The relevance of child behaviours when examining rearing 
 

The current program of research aimed to extend on previous research into parental 

rearing in paediatric OCD by addressing methodological shortcomings and examining the 

influence of child age on mothers’ rearing behaviours. This was achieved by utilising a 

larger clinical sample, specifically exploring effects of age and examining associations with 

OCD symptomatology and related features. In study three, mother-child dyads were 

observed to be more negative than non-clinical comparisons, which is comparable to the 

findings of previous observational (e.g., Barrett et al., 2002; Mathieu et al., 2015) and 

retrospective work (e.g., Alonso et al., 2004; Lennertz et al., 2010; Turgeon et al., 2002; 

Wilcox et al., 2008 etc.). Specifically, mothers of both children and adolescents with OCD 

were observed to be more aversive than mothers of youth with no diagnoses (irrespective of 

child age). In this study, aversiveness was defined as “hostility toward the other, criticism, 

punishment and conflict, lack of acceptance” and was demonstrated by showing “negative 

regard for the other, does not smile/laugh/touch, criticises the other, causes conflict or 

attempts to punish the other, harsh”. Unfortunately, rejecting parental behaviours have long 
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been linked to poor psychosocial outcomes in offspring, such as anger and aggressive 

behaviours (Leary, Twenge & Quinlivan, 2006) and low self-esteem (Litovsky & Dusek, 

1985). With regard to OCD specifically, blame, rejection, hostility, guilt induction, and 

scapegoating have each been linked to OCD symptoms in adults and youth (Berman et al., 

2012; Berman et al., 2018; Berman, Wheaton & Abramowitz, 2013) and are predictive of a 

poorer response to treatment (Lavell et al., 2016; Peris et al., 2012; Przeworski et al., 2012). 

Importantly, these findings also extend upon theme one. In the theorised origins of 

inflated responsibility beliefs, it is proposed that if these parenting behaviours identified 

during the current observational task (i.e., blame, punishment, scapegoating etc.) co-occur 

with the developmental pathways identified in theme one (i.e., enhanced responsibility and 

overprotective parenting), then it will likely result in a more severe overall presentation, 

along with increased risk for comorbid depressive symptoms (Salkovskis et al., 1999). 

Given the very nature and essence of inflated responsibility involves a fear of being 

responsible for a feared outcome, guilt and a fear/aversion to guilty feelings is a key 

component of the experience of OCD (Salkovskis, 1985). Indeed, guilt is a stronger 

predictor of intrusive thoughts than feeling anxious or sad (Niler & Beck, 1989). 

Furthermore, studies with adults have found guilt to be experimentally linked with risk 

aversive behaviours (Mancini & Gangemi, 2004a), is highly associated with inflated 

responsibility beliefs and doubt/checking (Mancini & Gangemi, 2004b; Mancini & 

Gangemi, 2006), and is associated with OCD symptoms in subclinical populations (Frost, 

Steketee, Cohn & Griess, 1994). For instance, in a sample of adults with OCD versus 

healthy controls, OCD participants reported greater lifetime experiences of guilt and shame 

(Hennig-Fast et al., 2015). The authors concluded that individuals with OCD may be 

characterised as excessively vigilant to violating social norms in daily life, with their OCD 

symptoms acting as a maladaptive coping strategy for regulating/avoiding responsibility and 
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guilt-based emotions (Hennig-Fast et al., 2015). However, limited research has examined 

the associations between guilt and responsibility in paediatric OCD, which represents an 

important direction for future research. 

Extending beyond group differences, observational findings of parental rearing were 

correlated with a broad array of OCD-related phenomena. For example, observed maternal 

warmth, autonomy granting, and confidence were negatively associated with OCD severity, 

impairment, child externalising/internalising symptoms, and family accommodation. 

Observed maternal reassurance giving was positively associated with OCD impairment and 

increased number of comorbid diagnoses. These findings were complimented by those in 

study two whereby mothers’ perceptions of their own overprotection, anxious rearing and 

rejection were positively associated with child externalising symptoms and greater self- 

reported stress and depressive symptoms. Rejection was further associated with OCD- 

related impairment. Children’s perceptions of their mother’s rejection and control were 

positively associated with child externalising symptoms. Again, rejection was further 

associated with OCD-related impairment, as well as child depressive symptoms and 

parental stress. In contrast, both parent and child perceived emotional warmth were 

negatively associated with OCD-related impairment, and children’s perceptions specifically, 

were negatively associated with OCD severity. Therefore, whilst harsh and controlling 

rearing behaviours appear to be associated with poorer OCD functioning, positive rearing 

behaviours (observed and perceived) appear protective and may act as a buffer against 

symptom escalation. Although, based upon the cross-sectional nature of these two studies, it 

is not clear which direction these associations occur. 

An alternative interpretation of these findings could be that children with less severe 

OCD symptoms and comorbidity (particularly externalising symptoms) may be less 

demanding of their mothers (e.g., for family accommodation) and thus, easier to manage. 
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Indeed, negative rearing behaviours were associated with mother’s self-reported stress and 

depressive symptoms (see above). Unfortunately, both parental psychopathology and 

parenting stress are key determinants of negative rearing and are associated with child 

psychopathology (Abidin, 1992; Bӧgels et al., 2010; Bӧgels et al., 2014). This is important 

as comorbid externalising symptoms were highly associated with rearing behaviours across 

the studies in this thesis (see above). Previous research has highlighted the increased 

prevalence of externalising symptoms in youth with OCD (Lebowitz et al., 2015) and the 

negative impact these behaviours have upon parents and family functioning (Wu et al., 

2018). Furthermore, parental rearing research in anxiety disorders has identified that parents 

may be particularly overprotective in situations where children have a co-occurring 

disruptive behavioural disorder (Gere, Villabo, Torgersen & Kendall, 2012). The authors 

concluded that perhaps overprotection/overcontrol may be a parent’s coping strategy for 

regulating disruptive behaviours, that has the unintended consequence of perpetuating and 

exacerbating co-occurring anxiety (Gere et al., 2012). 

Regardless, these findings highlight an additional and important consideration: - that 

is, the identification of child behaviours that may elicit more negative rearing styles from 

their parents. In addition to comorbid externalising symptoms, the findings in study three 

highlight that in addition to maladaptive rearing, offspring with OCD were observed to be 

more aversive and withdrawn than comparison children, irrespective of child age. In this 

study withdrawal was defined as “lack of involvement /interest with the other, lack of 

emotional support or reciprocity of feelings” and was coded by examples of being 

“unresponsive, disinterested, physically oriented away, lacking mutual expression or 

recognition of feelings”. Again, it is not clear whether children are displaying more negative 

behaviours in light of the aversiveness of their mothers, or vice versa. Without the use of 

longitudinal designs, all that can be concluded is that the dyadic interaction between 
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mothers and their offspring suffering from OCD is negative. This negativity may be 

motivated by interpersonal stressors and the poor family functioning seen in these families 

(e.g., Stewart et al., 2017). Unfortunately, this negative familial context is associated with 

the development of inflated responsibility beliefs (Salkovskis et al., 1999), as well as poorer 

response to evidence-based treatments (e.g., Peris et al., 2012). 

Child age. Across the three studies, child age was analysed according to individual 

study aims. In study two, it was found that child age was negatively correlated with 

overprotection (as rated by mothers) and perceptions of control and emotional warmth (as 

rated by children). This suggests that rearing behaviours that comprise the overarching 

rearing domain of ‘Control’ become less frequent as a child grows older. This is consistent 

with developmental theory that recognises a decrease in parental control and an increase in 

adolescent autonomy throughout adolescence (e.g., Steinberg, 2001). This has been further 

corroborated within clinical research (for review see Schleider & Weisz, 2017). 

Limited research has examined differences across age groups in paediatric OCD 

using observational designs (e.g., Barrett et al., 2002). In study three, there were few age 

effects found, and therefore age groups were collapsed for the majority of mother and child 

behaviours (warmth, aversiveness etc.). This is consistent with findings from an early 

observational study of parent and child behaviours in paediatric OCD whereby age was 

entered as a covariate into post-hoc analyses and nil effects were found (Barrett et al., 2002). 

The authors of this study concluded this could mean OCD families are distinguishable from 

other clinical and non-clinical comparisons, irrespective of age. However, as previously 

discussed, a small sample size was used. Nevertheless, a similar finding is upheld in the 

current thesis, whereby mothers and children were observed to be more negative (e.g., 

aversive) in OCD dyads versus non-clinical dyads irrespective of child age. This has 

important implications for both family functioning and harmony and is consistent with 
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previous research that has identified OCD families as particularly challenged (e.g., Stewart 

et al., 2017). Unfortunately, as previously mentioned, hostile and negative interactions are 

also associated with poorer treatment outcomes (Lavell et al., 2016; Peris et al., 2012; 

Przeworski et al., 2010). 

However, consistent with study one and findings in the broader literature, maternal 

control related behaviours did appear to differ across clinical and age groups. Specifically, 

mothers of adolescents with OCD were less autonomy granting than mothers of adolescents 

with no diagnoses (there were no differences in the younger sample). According to seminal 

accounts of normative adolescent development, this lack of autonomy granting has adverse 

implications for offspring developing a sense of identity (see Steinberg, 2001). In the 

clinical literature, and as previously discussed, a lack of autonomy and over controlling 

parental rearing is associated with a reliance on parents for problem/emotion regulation and 

a depleted sense of self-efficacy and mastery. Furthermore, according to theory and the 

findings of study one (reviewed in theme one), these particular parental behaviours are 

associated with the development of maladaptive beliefs about responsibility (see Salkovskis 

et al., 1999). As found in study one, by adolescence control-related rearing has an indirect 

effect on OCD-related impairment via these inflated responsibility beliefs, and by adulthood 

these belief biases are considered crucial in the development and maintenance of OCD 

symptoms such as checking, memory confidence, attentional biases (see Ouimet, Ashbaugh 

& Radomsky, 2019). Identifying these patterns of rearing behaviours and parent child 

dynamics early on, may provide the opportunity to prevent the development and 

entrenchment of belief biases across the lifespan and may aide in prevention strategies. 

Implications and directions for future research. In conjunction with theme one, 

these findings further highlight the importance of parental rearing, child coping and the 

quality of the parent-child relationship in understanding the developmental context of 
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paediatric OCD. This theme also has important implications for theory and clinical 

practice. Not only are these dyads distinguishable from comparison families, negative 

rearing behaviours are also associated with a host of complicating and unfortunate 

correlates of OCD in youth. Regarding the advancement of the theory of OCD, the results 

of this program of research provide further support for the association between maladaptive 

parental rearing characterised by the dimensions of rejection and/or control and child OCD 

symptoms. This may have additional and important clinical implications whereby the 

broadscale delivery of parenting or parental rearing skills training may aide in community- 

level prevention of child psychopathology (Heinrichs, Bertram, Kuschel & Hahlweg, 

2005), such as mindful parenting interventions (Bögels, Hellemans, van Deursen, Römer & 

van der Meulen, 2014). It also highlights that parents are also adversely affected by OCD, 

and therefore providing family-based approaches to treatment for paediatric OCD are 

important to support parents and assist in the development of healthier parent and child 

interactions. 

In study three, OCD dyads were observed to be more negative (i.e., aversive, 

hostile, withdrawn etc.) than non-clinical dyads. Such behaviours may benefit from the 

development and evaluation of targeted OCD treatments that focus on positive family 

interactions (e.g., Peris et al., 2017), particularly as negative rearing has been demonstrated 

to be predictive of poorer treatment outcomes (e.g., Lavell et al., 2016; Przeworski et al., 

2010) and is associated with OCD symptomatology (e.g., inflated responsibility). This is 

supported by the findings of the remaining studies in this thesis whereby negative rearing 

behaviours (e.g., overprotection, rejection) as reported by the parent and child were 

positively associated with OCD severity and impairment, as well as a host of OCD-relevant 

correlates (e.g., family accommodation). Most notably, child externalising symptoms were 

positively associated with negative rearing behaviours and negatively associated with 
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parental warmth across the studies in this thesis. Given the studies were cross-sectional it is 

unclear as to the causal associations between variables; however, it is widely agreed in the 

literature that associations between rearing and child symptoms are likely bidirectional. 

Therefore, an additional clinical implication for this thesis could be the augmentation of 

current evidence-based OCD treatments to provide parents and children with necessary 

skills in managing the externalising behaviours that frequently co-occur within paediatric 

OCD. In conjunction with reducing OCD symptoms, this may help in reducing the family 

burden that is experienced in these families and may go toward alleviating parental distress. 

Furthermore, it may be beneficial in clinical and research settings to routinely assess for the 

presence of externalising symptoms, and negative parent-child interactions, so as to provide 

extra therapeutic support to these children and their families. 

The current program of research is a snapshot of a broad and complex area, with 

many multi-directional associations between biological determinants, child factors, parent 

factors, and dyadic factors likely. For example, in a recent review of familial influences on 

the aetiology of children’s internalising disorders (anxiety, depression), a triadic model was 

proposed (see Schleider & Weisz, 2017). The authors highlight that in addition to providing 

aetiological information, the multidirectional social learning pathways between parent level 

(parental psychopathology, parental beliefs etc.), child level (child psychopathology, child 

beliefs etc.), dyad level (parental rearing, relationships etc.), and family level (family 

cohesion, stability etc.) factors may also act as additional targets in intervention/prevention 

strategies (Schlieder & Weisz, 2017). Future research that aims to examine associations 

across multiple levels of influence within the family would extend current theory and 

practice aimed at better understanding the impact of OCD on the family, as well as 

maladaptive processes within the family system that may serve to exacerbate OCD 

symptoms and attenuate treatment response (e.g., family accommodation). The use of 
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longitudinal designs and large-scale multisite collaborations would be one exciting avenue 

for the field to test these associations. It would also facilitate further examination of changes 

in parental rearing across different developmental stages of childhood and highlight 

implications for the development/maintenance of OCD symptoms and beliefs. 

Theme 3: Issues and challenges associated with measurement of parental 

rearing 

As reviewed in chapter three, the measurement of rearing is challenging for a host of 

reasons (e.g., biased recall, diffuse operationalisation of variables, inconsistent tasks used 

across studies). Across the three empirical studies, this thesis aimed to tackle some of these 

complexities in several ways. For example, this thesis incorporated the use of concurrent 

reports of rearing (as opposed to relying on retrospective recall) and assessed rearing via 

multiple methods (observations, surveys) and multiple informants (parent and child). In 

study one, child-reported perceptions of parental rearing highlighted that separate rearing 

factors were highly correlated (i.e., overprotection and anxious rearing). This indicates that 

children do not adequately differentiate between perceptions of overprotection and anxious 

rearing, which is consistent with previous research using the EMBU (e.g., Young et al., 

2013), and highlights the relevance of perceptions in parental rearing research (Gerlsma et 

al., 1997). Given, the behavioural outcome of both overprotection and anxious rearing is 

conceivably similar, it is not surprising that children had difficulty distinguishing between 

the two. The second study built upon these findings, and the recommendations of previous 

research calling for clarification of the operationalisation of these two rearing domains 

(Young et al., 2013). As a result of the high correlation among factors, the second study 

aimed to conduct confirmatory factor analysis to validate the factor structure of this 

commonly used parent- and child-rated scale of parental rearing. 

In study two, the original four factor model had the best fit for the EMBU-P 
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(overprotection, anxious rearing, rejection, emotional warmth), whereas, a higher-order 

model had the best fit for the EMBU-C (rejection, emotional warmth, control). The control 

factor was comprised of overprotection and anxious rearing, which supports the findings of 

study one and suggests that children are indeed less aware of the internal motivations for 

parents’ controlling behaviours. The model fit for each of the scales were acceptable, and 

conceptually meaningful. Of note, study two highlighted that there were differential 

associations with OCD correlates across informants. For example, child perceptions of 

rearing (control, rejection, emotional warmth) tended to be associated with both child and 

parent reported symptoms (e.g., child and parent rated impairment, child rated depressive 

symptoms, parent rated externalising symptoms), whereas parent perceptions of their own 

rearing (rejection, overprotection, anxious rearing, emotional warmth) were more strongly 

associated with parent reported measures (e.g., parent rated externalising symptoms, self- 

reported psychological distress, parent reported impairment). This has important 

implications for research, whereby reliance on a sole informant may not provide a fully 

realised picture of the familial context in OCD families. 

The third study attempted to examine objective measures of rearing, with an 

observational task aimed at eliciting rearing behaviours. Overall, the coded behaviours 

demonstrated generally good to excellent inter-rater reliability. Nevertheless, there was a 

very low frequency of observed negative behaviours during the problem-solving discussion 

task. This is not dissimilar to observational studies in anxiety (Greco & Morris, 2002; Waite 

& Creswell, 2015), and it has been argued in that observational laboratory tasks are not 

always as ecologically valid as researchers hope (Gardner, 2000). Moreover, parental 

rearing in general may be particularly susceptible to social desirability (e.g., Gerlsma et al., 

1997). In addition to these concerns, a variety of task paradigms have been used across 

rearing research to date, making conclusions from these studies difficult. These include the 
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ambiguous situations, revealed differences (e.g., hot topics and conflict discussions), 

challenge tasks (e.g., near-impossible puzzles), and miscellaneous tasks (e.g., working 

together to create drawings) (see Gonzalez et al., 2011). The current study used a mildly 

threatening situations discussion task, and whilst consistent with previous observational 

work in paediatric OCD (Barrett et al., 2002; Farrell et al., 2013; Mathieu et al., 2015), it 

may not have been personally salient or challenging enough to elicit overly negative 

parental rearing behaviours. For example, in a study of 16 anxious dyads and 13 non- 

anxious dyads (aged 8 – 16 years), it was found that children with anxiety experienced a 

consistent increase in heart rate activation across ambiguous situations and revealed 

differences (i.e., conflict discussion) as compared to baseline and a non-threatening joke 

task (Gonzalez et al., 2011). However, parents were significantly less activated in the 

ambiguous situations task as compared to the revealed differences task (albeit still 

significantly higher than baseline and the joke task; see Gonzalez et al., 2011). Furthermore, 

parents of children with anxiety were less likely to rate their behaviours in the laboratory 

setting as representative of their ‘at home’ behaviours (Gonzalez et al., 2011). This pilot 

study could provide insight into the relative infrequency of behaviours found in the current 

study three. Perhaps mothers in study three were behaving in ways that did not mirror how 

they would behave at home, or perhaps the situations being discussed were not as 

emotionally charged as other conflict style discussions. 

Despite the infrequency of negative behaviours overall in study three, a small but 

distinct group of mothers were identified in the OCD sample as displaying a higher 

frequency of these negative behaviours. These dyads were classified by mothers displaying 

two or more of high aversiveness, high withdrawal, and/or low warmth. Interestingly, in this 

group, children appeared to have a different pattern of comorbidity to the wider sample 

(e.g., higher percentage of co-occurring neurodevelopmental disorders and separation 
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anxiety disorder) and did score significantly higher than the wider OCD sample on 

externalising symptoms. This suggests that the task was useful in assessing families that 

may be particularly challenged by negative rearing and provides insight into the clinical 

presentation of this sub-group of adversely affected families. 

The cross-validation of the observational tasks used in study three was further 

supported by the finding that observations were modestly correlated with the EMBU-P/C 

validated in study two. Previous research has failed to find associations between perceptions 

of rearing and observations. For example, Greco and Morris (2002) observed physical 

intrusiveness and rejection during an origami problem task in a sample of fathers and their 

socially anxious children (n = 22) as compared to dyads with low socially anxious children 

(n = 26). The authors concluded that perceptions may be a more global assessment of 

rearing whereas observational lab tasks were more highly specific (Greco & Morris, 2002). 

However, a mildly threatening ambiguous discussion task is conceivably more generalisable 

than an origami task (in particular for anxious families), and this thesis ensured further 

generalisability by incorporating OCD-relevant scenarios specifically. Given OCD 

symptoms and inflated responsibility beliefs are generally context specific (Berman et al., 

2011; Rachman et al., 1995), this may have allowed for an insight into how mothers and 

children interact when faced with these ‘real world’, salient situations at home. Specifically, 

the findings of study three demonstrated that for the OCD sample, self-reported maternal 

rejection was negatively associated with both mother and child observed warmth, and child 

reported emotional warmth was positively associated with observed child warmth and 

negatively with mothers’ withdrawal behaviours during the task. These findings provide 

support for the validity of the parent- and child- reported parental rejection and warmth, as 

well as the observed parental rearing behaviours of warmth and rejection during the 

observational task. Interestingly, mothers’ perceptions of their own overprotection were 
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positively associated with observed child warmth, whereas child reported parental control 

(comprised of overprotection and anxious rearing) was negatively associated with observed 

child reassurance seeking. The situations that were the focus of the problem-solving 

discussion task were rated by the child as difficult and mildly threatening. It could be that 

offspring with OCD were distressed by having to think about and cope with a difficult 

situation (e.g., you go to bed at night and cannot remember whether the front door was 

locked). Considering the previous themes discussed, perhaps this overprotectiveness is part 

of a maladaptive cycle of children relying upon their mothers for coping and regulating their 

distress. This may be a pleasant experience for children who have become accustomed to 

this process. Indeed, reassurance seeking is the most common type of family 

accommodation in OCD families (e.g., Peris et al., 2008) and has been considered a 

checking-by-proxy (Rachman, 2002). The goal being to achieve a specific level of certainty 

and thus avoid extremely unpleasant doubt in the face of ambiguity, as well as to alleviate 

oneself of ‘responsibility’ (Kobori et al., 2012; Parrish & Radomsky, 2006). Perhaps 

mothers who are perceived as more controlling, provide a level of certainty, that is 

considered maladaptive in so far as it perpetuates helplessness in the child, however, that 

children experience as positive and therefore respond with more warmth. Alternatively, due 

to the frequency within which children require reassurance and certainty (Peris et al., 2008), 

mothers may have adapted to become more overprotective and controlling in order to 

minimise the need for reassurance and thereby avoid the adverse interpersonal costs of 

excessive reassurance seeking (Halldorsson et al., 2015; Kobori et al., 2012; Kobori & 

Salkovskis, 2013). Despite the challenges in measuring parental rearing, studies aimed at 

examining mechanisms of maladaptive parental rearing behaviours (e.g., child symptoms, 

parental distress tolerance) are an important future endeavour for the field. 

Implications and directions for future research. Given this theme provides a 
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commentary on the difficulties of parental rearing research and the ways in which this 

thesis attempted to account for such, this theme has a number of implications for future 

research and assessment, which may then facilitate subsequent developments in theory and 

practice. Given the complexities associated with the measurement of parental rearing, along 

with issues associated with the reliability across informants and validity of methods, it is 

strongly recommended that parental rearing research continue to rely on multiple 

informants (such as parent and child), and multiple methods (such as observations across 

tasks and self-reports). The results of study two provide researchers and clinicians with a 

psychometrically sound measure of parental rearing (parent and child report) validated in 

paediatric OCD samples, namely the EMBU-P/C. This is enhanced by the findings in study 

three whereby the EMBU-P/C was significantly correlated with objective observations of 

rearing behaviours during the problem-solving task. Future research would benefit from the 

inclusion of multiple, validated observational tasks with clear operationalisation of 

parenting variables is important (e.g., Waite & Creswell, 2015), so as to facilitate 

comparisons across studies. Future research should also work to increase the ecological 

validity of observational tasks being employed. An exciting opportunity could be the 

greater inclusion of ecological momentary analysis (EMA), made all the more possible by 

advances in technology. For example, EMA has been used to measure emotion regulation 

in youth via mobile telephone (Benoit Allen et al., 2015), as well as assessing parents’ 

reports of their parenting practices (Passini, Pihet, Favez & Schoebi, 2012). More recently, 

Li and Lansford (2018) used EMA in a sample of parents of children with ADHD (n = 38) 

and without ADHD (n = 146) to record daily parenting (warm, harsh etc.) with child 

ADHD symptoms and parent stress. Parents were prompted daily via their smartphone to 

respond to a series of brief Likert items rating their rearing over the previous day. Results 

indicated that parenting stress predicted inconsistent harsh parenting, whereas child ADHD 
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symptoms predicted inconsistent parental warmth (Li & Lansford, 2017). Extending this 

methodology to paediatric OCD may provide an opportunity to examine parent and child 

behaviours in real time, real world settings, which for OCD may be important given the 

heightened levels of family/home impairment (e.g., Stewart et al., 2017). This has 

important implications for theory whereby having a more nuanced and ecologically-valid 

understanding of the parent-child relationship may allow for refinement of current 

understandings as to the role in which parents, and the parent-child dynamic, may play in 

maintaining OCD symptoms and/or contribute to the development of inflated responsibility 

beliefs. 

In addition to the benefit of multiple informant and multi method assessments of 

parent-child relations, future research could also assess rearing pre and post treatments. 

Preliminary observational findings support the effectiveness of CBT in improving parent- 

child interactions during a hot-topics conflict task (Schlup, Farrell & Barrett, 2011), 

however, larger sample sizes are required. Future longitudinal research could also assess 

parental rearing at differing time-points in order to examine within-subject changes in 

parental rearing and what impact this has upon child development, the development of 

paediatric OCD and related beliefs (or vice versa). Again, such developments in future 

research would have important implications for the refinement of aetiological models of 

paediatric OCD. 

Strengths and Limitations 
 

The current program of research has numerous strengths. Firstly, each study 

comprised comparatively large clinical samples to measure the associations between 

parental rearing and a number of OCD-related correlates, including inflated responsibility 

beliefs. Such a sample allowed for testing of indirect associations (as in study one). The 

sample was well-characterised across the three studies, with clear inclusion and exclusion 
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criteria. Primary OCD diagnoses were made using gold standard assessment procedures 

(e.g., Farrell et al., 2018), and included the use of structured diagnostic interviews and semi- 

structured symptom severity measures (i.e., CYBOCS). The OCD-related features such as 

parent and child rated impairment, family accommodation, child depressive symptoms, and 

child obsessive beliefs were assessed using well validated and psychometrically sound 

measures use widely throughout paediatric OCD literature. Parent and child report were 

included wherever possible. Furthermore, rearing was assessed via multiple methods and as 

reported by multiple informants (e.g., study three). Inter-rater reliability was established 

using a macro-coding schedule based upon previous research (e.g., Barrett et al., 2002) and 

this study used a non-clinical comparison group to examine group differences. 

Despite these numerous strengths, a number of limitations must be acknowledged. 
 
First, study one relied upon child perceptions of parental rearing and the sample was 

comprised of exclusively clinically diagnosed youth. The use of a control group may have 

allowed for testing the specificity of these pathways to clinical samples. Additionally, across 

each of the three studies, the clinical sample were, on average, diagnosed with severe OCD. 

In fact, inclusionary criteria of the respective trials from which data was drawn specified at 

least moderate severity. It could be that there was not enough variability in the sample to 

detect associations between inflated responsibility beliefs and OCD severity. Nevertheless, 

parental rearing in study two, and as observed in study three, was associated with OCD 

severity. Furthermore, the sample was highly comorbid (most common secondary diagnosis 

was generalised anxiety) and this may have confounded the associations found (for example 

the consistent associations between various rearing behaviours and child externalising 

symptoms), although, study one controlled for depressive and anxiety symptoms. 

Furthermore, the high rates of comorbid diagnoses are not dissimilar to the complicated 

clinical presentation of this disorder (Wu & Storch, 2016). A further limitation associated 
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with the sample utilised across the three studies, was that there was considerable overlap in 

participants within each study. This represents a methodological limitation and future 

research is required to replicate these findings. The studies are also limited by not assessing 

parental psychopathology per se. Instead, studies two and three utilised a self-report 

measure of general parental depression, anxiety and stress symptoms. Mothers tended to 

report low scores across each of these three subscales which is consistent with being a 

community sample. Parental psychopathology and parenting stress are key influences on 

parental rearing behaviours, (Abidin, 1992; Bӧgels et al., 2010; Bӧgels et al., 2014; 

Schlieder & Weisz, 2017), and as such, more comprehensive assessment of 

psychopathology and parental burden/stress is recommended. Of note, the major limitation 

across all studies is the cross-sectional design. The social interactions within a family, as 

well as the development of cognitive belief biases, are complex and the use of longitudinal 

designs would advance conclusions made about direction of effects. 

Conclusion 
 

OCD in childhood is a heterogenous and severe mental health condition associated 

with considerable family (and parent) dysfunction. Despite well-established cognitive 

behavioural aetiological models in adults, with a focus on inflated responsibility beliefs, this 

has yet to be adequately tested in large clinical and paediatric samples. Furthermore, these 

belief biases are theorised to develop throughout childhood via social contexts high on 

blame, scapegoating, overprotection, anxious modelling, and heightened situations of 

responsibility (Salkovskis et al., 1999). The current program of research sought to examine 

this developmental-familial context in a large sample of children with primary OCD. 

Specifically, study one makes a significant contribution to the literature, being the first study 

(that we know of) where mediational models were tested between parental rearing, inflated 

responsibility beliefs, and OCD severity/impairment in a clinical sample of children and 
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youth with OCD. The findings of this study demonstrate support for the theorised origins of 

inflated responsibility beliefs in youth and provide further indication as to how these may 

manifest across childhood into adolescence whereby beliefs appear to mediate the 

association between anxious rearing and OCD-related impairment. Study two provides an 

advancement in validating a parent and child report of parental rearing in paediatric OCD. 

Furthermore, the nature of both observed and perceived rearing and its associations with 

clinically relevant variables (OCD severity, comorbidity, parental distress) is described in 

these adversely affected families in study three. There is a need for continued research in 

this area, particularly utilising longitudinal and ecologically valid methods to understand the 

likely multi-directional associations in these incredibly burdened families. A clearer 

understanding of the developmental-familial context within which early onset OCD occurs, 

in particular the nature of parent-child interactions and inflated responsibility beliefs, 

provides an avenue for enhancing current best-practice treatments. 
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