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Introduction
This paper will focus on family aspects that pertain to be-

havioral treatments for adults with obsessive compulsive dis-
order (OCD). Although family is particularly important for
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This article reviews the family constellation of patients with obsessive compulsive disorder (OCD), the presence
of OCD symptoms among family members, and familial aspects including parental attachment, expressed emotion
(EE), and family accommodation. Some evidence supports a negative effect of hostility, emotional over-involvement,
and criticism perceived by the patient on behavioral treatment outcome. However, actual criticism observed by the
relative during an interview was associated with more benefit from therapy. Family accommodation predicted
poorer family functioning and more severe OCD symptoms after behavioral treatment. A review of the limited
treatment literature indicates no actual tests of the effects of psycho-educational and supportive treatments, although
several reports suggest they are useful for families and patients. Including relatives in treatment has proved beneficial
in some studies, especially with children, but not in others. Multiple family groups that focus on behavioral contracting
for exposure and stopping rituals may be a promising intervention. Likewise, efforts to reduce family accommodation
in the context of behavioral treatment have proved useful. Additional research on the content, process and effects
of family interventions for OCD is much needed.

OCD. Expressed emotion. Behavior therapy. Family intervention. Exposure and response prevention.

Esse artigo revisa a constelação familiar dos pacientes com transtorno obsessivo-compulsivo (TOC), a presença de
sintomas obsessivo-compulsivo entre os familiares e aspectos familiares como relacionamento parental,
expressividade emocional e acomodação familiar. Algumas evidências sugerem que a hostilidade, o envolvimento
emocional excessivo e criticismo observados pelo paciente têm um impacto negativo no seguimento do tratamento
comportamental. No entanto, o criticismo, observado nos pais durante a entrevista, têm sido relacionado com
melhor eficácia do tratamento comportamental. A acomodação dos familiares frente aos sintomas prediz um fun-
cionamento familiar mais pobre, assim como maior gravidade do TOC depois do tratamento comportamental.
Embora existam artigos sugerindo a utilidade de intervenções psico-educacionais e tratamentos de apoio, não
existem trabalhos que tenham verificado a eficácia desses procedimentos. Incluir os familiares no programa de
tratamento tem sido benéfico segundo alguns trabalhos, embora não confirmado em outros.Os grupos com várias
famílias, dirigidos à programação da intervenção comportamental, podem ser uma intervenção promissora. Buscar
a diminuição da acomodação familiar frente aos sintomas, dentro de um contexto de intervenção comportamental,
têm também se mostrado útil. Pesquisas adicionais dirigidas às intervenções familiares no TOC são necessárias.

TOC. Emoções manifestas. Behavior therapy. Intervenção familiar. Exposição e resposta à prevenção.

children and adolescents with this disorder, the issues are
somewhat different than for adults and will not be addressed
here. In this paper we will review findings from the research
literature regarding genetic and familial relationships in the
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these findings mean that most adults who present for treatment
will have grown up living with parents who themselves have
some form of anxiety or depression. However, the limited in-
formation available indicates that relatives’ depression and
anxiety symptoms are not significantly related to patients’ OCD
symptoms or depression.13 As noted above, some patients with
OCD will have grown up in households where parents also
had this disorder. However, when OCD does occur in parents
and their children, the symptom patterns are often different.10

For example, parents who have fears of harming and checking
rituals may have children with washing rituals. This finding
argues against observational learning as a major mode of trans-
mission of OCD symptoms, though it is still possible that some
general attitudes are learned in this way, such as excessive
avoidance of danger or perfectionistic tendencies. Much re-
mains to be learned about the relationship of these personality
patterns and beliefs to OCD symptoms, although some studies
have reported that the parents of those with OCD frequently
exhibit such traits.14,15

Parental bonding
To study attachment to parents, Chambless, Gillis,

Steketee, and Tran16 asked 52 adult OCD and 35 patients
with panic and agoraphobia and their mothers and fathers to
complete the Parental Bonding Instrument (PBI) which
measures care and overprotection. Not surprisingly, clients
rated parents more negatively than parents rated themselves,
especially for maternal overprotection and paternal care.
Parents were most likely to describe their parenting as hav-
ing been optimal (46% mothers, 42% fathers), whereas cli-
ents most often reported affectionless control to have been
most typical (41.2% of mothers and 42.5% of fathers). Cli-
ents had a more global view of parental behavior in that
they rated mothers and fathers similarly on care, whereas
correlations between mothers’ and fathers’ ratings ap-
proached zero. Parents and their adult anxious children ap-
pear to have different views on past parental behavior. These
clients’ global view of their parents’ styles (both were rated
similarly) suggests that the clients’ ratings may have more
to do with their perceptions than with their parents’ behav-
ior. Although patient ratings of their parents were not re-
lated to mood or other pathology, poor social adjustment
correlated with low parental care and more overprotection.

Modest relationships were found for anxious cluster per-
sonality traits and parental upbringing. More avoidant and
dependent traits were found in clients who reported lower
maternal care, whereas more dependent and passive-aggres-
sive traits were found in those reporting higher maternal
overprotectiveness. Ratings of fathers’ bonding were not re-
lated to anxious personality traits. Overall, these findings sug-
gest that poor parental bonding constitutes a general risk fac-
tor for psychopathology, rather than anxiety or OCD in par-
ticular. The finding that relationships were more apparent for
maternal (especially care) rather than paternal variables is not
surprising in a country where mothers are overwhelmingly
likely to be the primary caretakers. Over-controlling parents

family of origin and how OCD affects families. In addition,
several studies investigate family predictors of treatment out-
come, especially family members’ expression of emotion, and
the effects of including family members in treatment. We will
discuss the implications of these research findings for clini-
cal intervention.

First, it is important to establish the family constellation
typical for those with OCD. A large proportion of OCD suf-
ferers are single, and this is especially evident among men,
only 35% of whom have ever married compared to 60 to 75%
of women.1 This difference may in part be due to the earlier
onset of OCD in males. Although OCD in women typically
begins in their early 20s, for males, onset commonly occurs
in middle adolescence, and can have profound developmen-
tal effects that disrupt education, socialization, sexual expe-
rience, and employment. The implication of these findings
are that fewer than half of OCD treatment-seekers would ben-
efit from marital interventions and approximately 25% of
OCD adult patients will still be living with their parents.
Nonetheless, many live with or maintain daily contact with
parents or other family members. For treatment purposes, it
may be important to remember that one-quarter of parents
will have an OCD diagnosis and a somewhat higher percent-
age (30-40%) will have subclinical obsessive symptoms and/
or obsessive personality traits. These symptoms and traits may
lead to parents inadvertently reinforcing the child’s OCD prob-
lems. Thus, family treatments must be directed at various types
of family constellations and presume that some relatives may
sympathize with and even encourage OCD behaviors.

Several studies address the quality of family relationships.
Clinical experience and demographic data from several stud-
ies suggests a relatively low divorce rate (3-5%) for married
OCD patients.2 Studies of marriages suggest that 32 to 50%
exhibit distressed relationships, but that scores on most mea-
sures fall in the normative range for the population.3,4 Ac-
cording to Riggs, Hiss and Foa,5 marital distress was not as-
sociated with severity of OCD symptoms or negative mood,
but more maritally distressed patients engaged in more avoid-
ance. With regard to family functioning, 50% of OCD clinic
patients scored in unhealthy range on one or more aspects,
including affective responsiveness, roles, family problem solv-
ing, and/or behavior control. However, communication in
families with an OCD member was not worse than in norma-
tive families.6 Even when greater family dysfunction is found,
the causal directionality is unclear: Does OCD worsen fam-
ily functioning or does poor family functioning exacerbate
OCD symptoms or is the relationship transactional?

OCD symptoms among family members
Studies of transmission of OCD within families indicate only

a modest tendency for OCD to occur among biological family
members. The number of probands with OCD who have im-
mediate family members with this disorder or a syndromal
variant is approximately 20 to 25% of cases.7-10 Other types of
mood and anxiety disorders occur at high rates among family
members of patients with OCD.2,11,12 From a clinical standpoint,
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may undermine the confidence of some offspring so that they
become dependent, whereas others develop indirect ways to
resist control. Our findings are in keeping with Bowlby’s17

idea that, without a safe base in the bond with the parent,
children become fearful of exploration and have difficulty
developing appropriate independence.

Effects of OCD on families
It is hardly surprising that relatives find it stressful to live

with a family member who has OCD. Cooper18 surveyed 225
family members of adults with OCD and reported that 75%
experienced disruption in their lives because of the OCD, in-
cluding loss of personal relationships, loss of leisure time,
and financial problems. Several researchers have commented
on the often extensive family involvement in patients’ OCD
symptoms.6,19 Approximately 75% of OCD relatives partici-
pated at least minimally in rituals or avoidance or modified
their behavior to accommodate patients’ symptoms.20-22 Ac-
commodation include providing reassurance (>30%), active
participation in rituals and/or avoidance at patient’s request
(33-60%), taking over patient duties (>33%), and modifying
family activities and routines (>35%). These efforts were usu-
ally intended to reduce patient distress and time spent on ritu-
als. Not surprisingly, greater family participation was signifi-
cantly related to distress in family members,13,20 as well as
more rejecting attitudes.21 Interestingly, approximately 40%
of family members felt responsible for their relative’s OCD
according to Calvocoressi and colleagues. Greater accommo-
dation was also related to more family dysfunction, family
stress, and rejecting attitudes toward the patient, suggesting
that family interventions may be needed to address these dif-
ficulties. The limited research on treating family involvement
in symptoms is reviewed below.

Studying children and adolescents and their parents, Hibbs
et al23 concluded that family members of patients with OCD
show high levels of expressed emotion (EE), defined as criti-
cism, hostility and/or emotional over-involvement. Eighty-
two percent of OCD families were rated as high on EE com-
pared to families of a non-psychiatric control group in which
41% were rated high EE. The children from high EE families
also showed more physiological reactivity than those from
low EE families.24

Familial predictors of outcome/relapse for OCD
Although several predictors of immediate and long-term

outcome of OCD symptoms have been examined, few stud-
ies have yielded consistent findings.25 Only a handful have
examined family factors (marital satisfaction, family com-
munication) as potential predictors of outcome, in contrast to
the extensive literature on this topic in schizophrenia, mainly
on expressed emotion (see below). Studies of family func-
tioning in children with OCD indicate that one or both par-
ents are often rated high on expressed emotion (EE), and EE
levels have been associated with parental psychopathology.23,26

Leonard et al26 observed that parental lifetime psychiatric di-
agnosis predicted follow-up outcome, as did the number of

parents with high EE, taken together with severity of OCD
symptoms after medication. Unfortunately, these findings do
not allow conclusions about family factors as predictors of
outcome for behaviorally treated individuals, since few re-
ceived this intervention.

Studies of behaviorally treated adults with OCD have
yielded conflicting findings regarding family variables as
predictors of outcome. Several researchers have proposed that
family support is necessary for clients to benefit from behav-
ioral therapy,27,28 but this is contradicted by other studies. In
several studies, OCD patients from distressed marriages did
not fare worse than those from non-distressed marriages.3,5,29

In fact, marital satisfaction improved after treatment regard-
less of pretreatment satisfaction, especially with regard to
patient’s demands and dependency on spouses.5,30 Thus ex-
posure and response prevention treatment appears to be good
for marriages.

Expressed emotion
Among the family variables examined as predictors of out-

come in other mental disorders, expressed emotion (EE) ap-
pears to be the most studied construct. Numerous studies have
indicated that EE (assessed mainly via a combination of criti-
cism and emotional over-involvement) has been a consistent
predictor of relapse for schizophrenia and depression, with find-
ings replicated in many countries.31 Do EE and related con-
structs predict outcome for OCD? Steketee4 examined self and
family-reported familial interactions in relation to outcomes 9
months after therapy. Pretreatment poor social and familial
functioning, and patient-rated negative household interactions
(anger, criticism, relatives’ beliefs that the OCD patient was
malingering) predicted fewer gains at follow-up. Conversely,
positive feelings in the household predicted more improvement.
These negative interaction variables resemble those coded for
expressed emotion (EE) in other patient populations.

Emmelkamp, Kloek & Blaauw32 included expressed emo-
tion in their model of relapse in OCD. They hypothesized
that relapse is likely when patients lack coping skills and
social support or when they experience high EE in the face
of stressors after treatment. They suggested that problems
will be further compounded if relatives view OCD symp-
toms as a disease over which individuals have little control.
This model has some overlap with a diathesis/stress model
proposed for schizophrenics in which patient vulnerability
to internal and environmental cues provoke symptoms which
upset family members. These family members respond
adaptively by engaging in problem solving with the patient
or maladaptively by becoming over-involved or frustrated,
angry, and rejecting. Maladaptive reactions provoke more
stress in the patient, leading to more symptoms and even-
tual relapse. In a partial test of their relapse model for OCD,
Emmelkamp et al32 found that the combination of EE rat-
ings, avoidant coping style, and life events/daily hassles sig-
nificantly predicted relapse (r=.44). Social support did not,
consistent with previous findings by Steketee.4 High EE rat-
ings at follow-up were evident in 3 of 4 clear relapses but in
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neither of the two partial relapses. The authors’ recom-
mended involving spouses or family members in treatment
that emphasized empathic listening skills and communica-
tions training.

Chambless & Steketee29 examined EE variables as predic-
tors of behavioral treatment outcome in a mixed sample of 60
OCD patients and 41 agoraphobics with moderate to severe
symptoms. Eleven patients refused to participate in this study
because relatives refused or the patient was unwilling to in-
clude them. Patients received 22 sessions of exposure therapy
with no family involvement in treatment except a brief as-
sessment and education about the planned therapy. EE con-
sisted of five variables (criticism, emotional over-involve-
ment, hostility, warmth and positive remarks) coded by trained
raters from the Camberwell Family Interview with relatives.
Interestingly, the number of critical comments by family
members ranged widely but the overall mean number was
rather high compared to other patient samples; few relatives
displayed hostility. Most criticisms focused on the patient’s
chronic sick role (lack of motivation, problematic personal
habits, burden to the relative) and on their anxiety symptoms.
Overall outcomes from the behavioral treatment were quite
good, with substantial reductions in target symptoms after
treatment and at 1-year follow-up.

Emotional over-involvement was associated with more
dropout, as was hostility: those with hostile relatives were
six times more likely to drop out. Hostility also predicted poor
outcome after treatment. The patient’s perception of more
criticism was a significant predictor of poor outcome at
posttest, and findings at follow-up were in the same direction
but not significant. Interestingly, critical comments by rela-
tives tended to predict better outcome, a finding also reported
by Peter and Hand33 for panic patients. At follow-up, none of
the EE variables predicted outcome, mainly because most
patients who were affected by these problems before and af-
ter treatment were no longer included in the follow-up sample
because they had dropped out or already failed to benefit.

These findings from research studies investigating family
variables in relation to outcome for OCD are generally sup-
portive of the need to take family interaction into consider-
ation in planning treatment. With regard to expressed emo-
tion, relative’s criticism (made during a semi-structured in-
terview when the patient is not present) does not appear to be
problematic, so long as it is not hostile. In fact, criticism of
OCD behaviors may serve as a motivator for patients to ob-
tain therapy and to work on their problem during exposure
treatment. Hostile criticism, however, is a serious problem
and appears to make it difficult for patients to continue in
treatment and to benefit from it. It is also clear from our find-
ings that patient’s perceptions that their relatives are critical
of them interferes with benefits from treatment. Perceived
criticism has been linked to the relative’s report of criticism
and with a lack of relative’s positive comments, suggesting
that patients are at least partly correct in their perceptions.
However, perceived criticism is also correlated with negative
personality traits in the patient, indicating that some aspects

of this perception may simply reflect the patient’s own nega-
tive attitudes and that these also interfere with benefits from
therapy. More research is needed to clarify how perceived
criticism works and whether it requires change in the patient
or in the relative. For example, it is possible that problem-
solving skills training for both patients and relatives will prove
useful in resolving some of the OCD symptoms. Steketee,
Van Noppen, Lam and Shapiro34 have suggested assessment
and intervention strategies for reducing criticism, over-in-
volvement and hostility during behavioral treatment.

Excessive accommodation on the part of relatives has also
proved problematic. In a small sample of 17 OCD patients,
Amir et al13 reported that greater family accommodation and
modification of routine correlated with more severe OCD
symptoms after treatment. One possible reason is that over-
involvement and accommodation decrease patients’ sense of
self-efficacy. More research is needed to determine whether
emotional over-involvement is closely linked to relatives’
excessive accommodation to patients’ wishes with regard to
OCD symptoms. So far, the link between these constructs has
not been examined and since both appear to cause problems
for the family as a whole, understanding them better will be
important in determining how to intervene.

Family treatment interventions
Several researchers have noted advantages for support group

involvement of both patients and family members. Marks,
Hodgson, and Rachman35 employed an open-ended monthly
group for family members and patients who had completed
initial individual behavioral treatment for OCD. Family mem-
bers discussed the impact of OCD symptoms on the family
and plans for coping strategies and patients rehearsed behav-
ioral exercises in the group. Recently, several reports have
outlined psycho-educational foci for time-limited family sup-
port groups, including sessions on diagnosis, assessment, theo-
ries of OCD, behavioral treatment including exposure and
stopping rituals, medications and prevention of relapse.11,18,36

Psycho-educational group goals included improving self-es-
teem, sharing feelings and experiences, accepting patients’
realistic limitations, and learning strategies for coping with
OCD symptoms. The use of co-leaders to respond adequately
to the emotional needs of group members was encouraged.
These reports noted high participant satisfaction with psycho-
educational groups, but provided no outcome data.

As with other anxiety disorders, most quantitative family
research in OCD has focused on the effect of including fam-
ily members in behavioral treatment. Case studies showed
advantages to parental involvement in treatment for children
and young adults.37-39 In a controlled study with a small sample,
Emmelkamp and DeLange40 compared the outcome of Dutch
clients treated behaviorally with or without the spouse as co-
therapist. Unfortunately, the content of psycho-educational
interventions aimed at reducing conflict or enhancing com-
munication was not described. Patients treated with spouse
assistance improved more at posttest, but not at follow-up. In
a second larger study of 50 subjects, spouse assistance made
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no difference in outcome either after treatment or at follow-
up, although improvement in marital satisfaction was re-
ported.3 It is noteworthy that in these studies, spouses were
not specifically trained in communication with the patient
regarding their symptoms. However, in a later report,
Emmelkamp and colleagues encouraged the inclusion of part-
ners and emphasized empathic communication as an impor-
tant factor in outcome.32

Emmelkamp et al’s negative findings in a Dutch sample
are contradicted by Mehta’s41 study of family involvement in
treatment in India. Involving family members in exposure and
response prevention treatment for 30 patients in India led to
significantly greater gains in OCD symptoms, moodstate, and
social and occupational functioning compared with unassisted
treatment at posttest and at follow-up. Mehta’s sample in-
cluded an equal number of spouses and parents. Non-anx-
ious, firm family members were more successful in provid-
ing support and supervision than anxious and inconsistent
ones, and especially those who engaged in argument and ridi-
cule. This treatment was longer and more intense (24 ses-
sions in 12 weeks) than Emmelkamp and colleagues’ 8 ses-
sions in 5 weeks. Hafner42 suggested that spouse-aided therapy
for OCD may first require the overcoming of high levels of
family hostility (akin to high expressed emotion) and pro-
posed that Mehta’s study may have employed a less confron-
tational family role. The discrepant findings could also re-
flect cultural differences in the in the style of family interac-
tion, especially if Indian families were lower on EE as find-
ings from other studies suggest.43

Two studies have focused on reducing family accommoda-
tion to OCD symptoms. Thornicroft, Colson and Marks44 re-
ported an uncontrolled effort to reduce relative’s involvement
in OCD symptoms. Their inpatient treatment program in Great
Britain emphasized self-treatment and teaching relatives to
assist in the therapy program. Behavior therapy included ex-
posure and response-prevention plus strategies for self-con-
trol and social skills training. The family component focused
on reducing relatives’ involvement in rituals by training them
to monitor patient behavior and encourage self-exposure in a
noncritical manner. Relatives practiced under the therapist’s
supervision on the ward. Findings indicated decreases in OCD
symptoms of about 45% at discharge (N=45) and 60% at a 6-
month follow-up (N=22), with concomitant improvement in
functioning ranging from 33% (work) to 48% (home) at fol-
low-up. These findings indicated good success for this se-
vere inpatient population who scored in the extreme range on
disability from OCD symptoms.

A more recent trial by Grunes, Neziroglu and McKay45 ex-
amined the benefits of a relative’s participation in an 8-week
psycho-educational group designed to help reduce accommo-
dation to OCD symptoms. Twenty-eight patients who received
individual treatment via exposure and response prevention
were randomly assigned to have their relative participate in
the family group or not. Patients whose family member was
involved in the group had greater reduction in OCD symp-
toms (Yale-Brown Obsessive Compulsive Scale [YBOCS]

reduced from 27.0 to 18.4) and in depressed mood compared
to those whose relatives did not participate (YBOCS reduced
from 24.1 to 21.3). Gains were maintained at a 1-month fol-
low-up and are all the more impressive because this group of
patients was generally treatment refractory as evident from
the minimal benefit in the family-untreated sample. Also, fam-
ily accommodation, as well as depression and anxiety, was
reduced in the relatives who participated in the educational
group. Which aspect of change in relatives’ behavior played
a role in improved outcome in the patients is an important
question for future research.

We completed an uncontrolled study of the effects of 10 to
12 weeks of multifamily behavioral treatment46 for 19 OCD
adults and their family members. Family members and pa-
tients together received education about OCD and exposure
treatment and were taught family contracting for behavior
change, along with direct exposure during family group ses-
sions. Six monthly follow-up sessions helped families review
progress and identify additional needs. YBOCS scores reduced
significantly at posttest from means of 23 to 17 and gains
were maintained at follow-up, with additional benefits evi-
dent in family functioning. Poorer family functioning on roles
and communication predicted worse outcome on OCD symp-
toms. These findings argue for the need for further study of
this cost-effective multifamily method that has also proved
very useful for treatment of patients with chronic mental ill-
ness.45 In particular, the long-term benefits of this method
appear quite promising.

Reports of family intervention with childhood OCD are
quite promising. Piacentini et al47 provided data on the use of
psycho-education, disengagement from the child’s OCD
symptoms, and interventions for conflict and family disrup-
tion. Nearly 80% of 42 patients responded well (much im-
proved) to this protocol, although not all received all of the
family components. Recently, Waters, Barrett and March48

provided pilot data on the efficacy of a 14-week cognitive
behavioral family treatment for 7 children with OCD. Treat-
ment included components on education, parental participa-
tion in childhood relaxation training, reduction of accommo-
dation, parental anxiety management, family support of ERP
and problem solving skills training. This treatment package
led to considerable benefits for 6 of the 7 children at posttest
(child version of the YBOCS [CY-BOCS] reduced from a
mean of 22.1 to 9.0) and for all at 3-month follow-up (aver-
age CY-BOCS was 6.9), although one child relapsed partially.
Family accommodation also improved substantially.

The above studies are not yet so definitive that they clearly
establish whether relatives’ involvement in behavioral treat-
ment of OCD significantly enhances outcome. However, find-
ings appear promising. Fine-grained analyses have not yet
indicated what traits characterize patients and family mem-
bers who respond to these methods. Findings from the exten-
sive literature on family characteristics of schizophrenics that
have predicted outcome and family treatment for this disor-
der offer some direction for research on OCD in this regard.

Research on chronic mental illness suggests that group treat-
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ment and multifamily group interventions appear to have dis-
tinct advantages of efficiency and cost effectiveness over other
formats for delivery of behavioral treatment.46 They may fa-
cilitate stress reduction and problem solving skills via venti-
lation and modeling within the group context. In view of the
often extensive involvement of family members in OCD ritu-
als and avoidance and the apparent predictive capacity of fam-
ily variables in several studies of OCD, it is reasonable to
hypothesize that treatments that include family members will
be beneficial for many OCD patients and families. Further,
the cost effectiveness of family group interventions and their
potential value for enhancing coping (relapse prevention)
skills acquired from observation of others argue for the need
to evaluate outcomes from behavioral group treatment for
OCD. Of interest in evaluating the outcome of such treat-
ments is the determination of the processes by which these
methods have their effect. The literature on outcome predic-
tion indicates that fruitful avenues are likely to include as-
sessment of expressed emotion, perceived criticism, and per-
ceived family functioning.

An indirect study of family-related interventions is found in
Hiss, Foa and Kozak’s49 test of relapse prevention treatment
appended to exposure and response prevention compared to a
placebo intervention called associative therapy. The relapse
prevention included a session with a significant other in which
maladaptive interpersonal problems such as anger and criti-
cism and unrealistic expectations by relatives were addressed,
along with other components designed to reduce stress-related
exacerbation of symptoms. Relapse prevention led to fewer
relapses in OCD symptoms and to less depression and anxiety
compared to placebo, but whether the intervention with rela-
tives contributed to this is unknown.

Conclusion

Summary and treatment recommendations
Overall, what is needed is a model for the effects of criti-

cism, hostility and emotional over-involvement on patient
symptoms and on therapy outcome. Such a model must ex-
plain the findings and include illness variables and personal-
ity features. For example, the patients’ personality features
and events in their lives are likely to influence their percep-
tion of criticism and the degree to which relatives respond to
them with hostility. Further, trait anxiety is likely to affect
both relatives’ and patients’ affective reactions (less positive
reactions and more negative ones) and coping deficits, espe-
cially the lack of problem solving skills. Emotional over-in-
volvement and accommodation to OCD symptoms may fur-
ther reduce patients’ self-efficacy and coping or problem solv-
ing skills. These features will undoubtedly contribute to state
anxiety, avoidance and rituals. This model corresponds some-
what to the one proposed by Emmelkamp and colleagues for
OCD described above. The implications of such a model and
of the findings reported here are that it will be important to
reduce relatives’ hostility. This requires helping these rela-
tives re-examine their attitudes toward the patient and the

disorder and learn better problem-solving skills. If these meth-
ods fail, therapists may need to help patients distance them-
selves from these relatives.

Based on the research findings to date, we make the fol-
lowing several recommendations for intervention. We sug-
gest psycho-educational interventions for family members
who are unfamiliar with the disorder of OCD, who accom-
modate to patients’ symptoms, and who tend to be critical
and/or negative in their attitude. These interventions should
include information about the biological, psychological, and
social aspects of OCD, and about the adverse effects of fam-
ily accommodation and strategies for extricating themselves
from this type of behavior. For example, blaming the thera-
pist is one way for family members to resist involvement in
rituals such as reassurance seeking. Even more useful may be
behavioral contracting in which family members agree aloud
on who does what with whom to limit rituals and family in-
volvement and increase exposure and reduction in obsessive
anxiety. The effects of hostile criticism may best be addressed
by determining the source of the hostility and correcting any
blaming beliefs and attributions about the causes of the be-
havioral symptoms when this is feasible. Finally, family edu-
cation should include information about the treatment proce-
dures and their likely effects and side effects (e.g., patient
distress from exposure and response prevention.

Only cooperative family members should be invited to as-
sist in treatment, and instructed in the role of coach, supporter,
and cheerleader. Desirable traits in relatives for assisting in
treatment might be similar to those found helpful for thera-
pists: respectful, understanding, interested, encouraging, chal-
lenging, explicit, sense of humor; not permissive or fostering
dependency which have been found unhelpful. Excessive be-
havioral and emotional involvement should be discouraged
so patients are able to undertake therapy decisions indepen-
dently. Patients must learn for themselves how to tolerate
exposure when obsessive thoughts intrude and they need to
control rituals. Relatives may need to learn how to avoid ar-
guments about tasks and roles during the therapy process while
re-establishing normal family routines.

In addition, family therapy may be needed to support rela-
tives in dealing with frustrating patient behaviors and to en-
courage more positive communication and reduce anger ex-
pression. Communication training has rarely been part of fam-
ily treatments, except on an informal basis, but may be espe-
cially helpful regarding managing the symptoms themselves.
Particularly for relatives who themselves are afflicted by OCD
or by subclinical obsessive symptoms or personality traits
(e.g., perfectionism, moral inflexibility), they may also need
help to improve their own functioning. In such training, role
playing of conversations, learning to identify and stop hos-
tile comments, correcting of faulty beliefs about the patient,
finding creative solutions for problems, and engaging in be-
havioral contracting may prove useful. Such interventions are
likely to require longer treatments or perhaps sequential phases
of treatment involving family members and working to in-
crease patient skills and self-efficacy and relative’s commu-
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