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Abstract

Obsessive Compulsive Disorder (OCD) is a commdidgnosed mental health
condition among children and adolescents, withistuguggesting that OCD has the
potential for significant disruption of academialasocial performance. Subjective well-
being (SWB) represents a non-traditional conceat@bn of mental health within the
dual factor model, wherein SWB and measures oftpgyathology (e.g., problematic
levels of internalizing and externalizing behavjgeovide a more comprehensive picture
of mental wellness. The current study examinechttare of the relationship between
clinical characteristics of pediatric OCD and SWBhm school-age youth (N=65)
seeking treatment from an outpatient pediatric ogsychiatric clinic. Additionally, the
potential for moderation of this relationship byieas symptom-related and
demographic variables was examined, as was thatmdtior SWB to moderate the
relationship between clinical characteristics alipeic OCD and associated impairments
in academic and general functioning. Results irtdatghat a majority of the sample
(n=58; 89.2%) met or exceeded the clinically sigmifitthreshold for OCD symptoms,
while roughly half of the sampl&£33; 50.8%) endorsed significant levels of academic
impairment associated with symptom onset. Subjedtiell being varied among
participants, with levels of SWB showing a statialiy significant negative relationship
with obsessive thoughts, but little to no relatitipsvith compulsive behaviors. Finally,
results of multiple regression analyses faileddntify variables that effectively

moderated the relationship between clinical charastics of pediatric OCD and SWB.

Vi

www.manaraa.com



Similarly, SWB was not indicated as a moderatahefrelationship between clinical
characteristics of pediatric OCD and academic fonatg. Implications of the findings

and directions for future research are discussed.

Vii
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Chapter 1:

Introduction

Statement of the Problem

Obsessive-compulsive disorder (OCD) is the fourttshtommonly diagnosed
mental disorder, affecting approximately 1% of ¢tiverall United States population
(Kessler et al., 2005). Although the onset of syonm in OCD most often occurs in
adolescence (Wewetzer et al., 2001), the condgioaurse is chronic and unremitting
without treatment, which can cause significant impant and distress in a person’s
social, academic, and professional life (Eisern.eR806; Piacentini, Bergman, Keller, &
McCracken, 2003; Rapaport, Clary, Fayyad, & Endj@205; Rasmussen & Tsuang,
1986).

Much of the established literature has examinedntipact of OCD upon adult
populations; however, there is a growing body stegch revealing similar effects within
the domains of academic and family functioningdediatric OCD (e.g., Geller et al.,
2000; Markarian et al., 2010; Peris et al., 200&8céntini, Peris, Bergman, Chang, &
Jaffer, 2007). At least two recent studies hawei$ed upon the academic impact of
OCD in school-age youth (e.g., Lack et al., 20d8céntini, Bergman, Keller, &

McCracken, 2003; Piacentini et al., 2007), althotighfocus of these studies has been to
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examine this impact solely from the standpoint gfaditional mental health model -
exploring the relationship between psychopatholyy academic performance.

Despite research supporting the importance of wermeasures within any
conceptualization of mental health, there is a ppwé work examining the impact of
OCD upon the subjective well-being of school-agiédcan and adolescents. Put another
way, there has been little to no examination dste a commonly diagnosed chronic
mental health conditions affects the perceivedituat life, as well as the attitudes
toward school and academic performance and outgarheshool-age children and
adolescents.

Diagnostic Markers for OCD

In terms of diagnostic criteria for OCD, tBgagnostic and Statistical Manual,
Fourth Edition — Text RevisiaipSM-IV-TR; APA, 2000) requires the presence of at
least one of two components - obsessions and/opgisions. Furthermore, these
symptoms must cause significant impairment or essty be recognized as unreasonable
by the individual, and not be the direct resulagfeneral medical condition or substance
use. While these requirements appear simple aaigistiorward, it becomes instructive -
in terms of general knowledge, as well as for usi@deding the potential impact of this
disorder - to more clearly define the diagnostickaes for OCD.

Obsessions are defined as thoughts or impulsegpithabke anxiety or distress,
are recurring and persistent, and resist efforssippression or ignoring (APA, 2000).
Additionally, obsessions are qualitatively differémom over-worry in response to
common problems; instead, these thoughts or impalse associated with daily routines

or situations thaare not normally seen as a problem at dlhe defining characteristic of
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an obsession is that the subject in question hespted to ignore, neutralize, or
compensate for these thoughts with opposing (ogdnal) thoughts or behaviors. It is
these attempts at resistance which are termed derops.

The presence of a compulsion is determined by ge or feeling of need to
engage in repetitive behaviors, in response t@aquative thought or image, with the
ultimate aim of reducing the level of arousal aeyanting a “dreaded event” (APA,
2000). In addition to its relationship with a pantiar obsession, compulsions often occur
within the context of strict rules that may be coeiensible only to the subject.
Therefore, the hallmark of a compulsion lies in bledavior appearing excessive or
unrealistic in its association with the subjec€aried result.

In addition to being deemed excessiveoliyers the notion of insight requires
that these obsessions or compulsions must be reeabas unreasonable and/or absurd
by the individual Interestingly, the presence or absence of ingiglrks the only
diagnostic consideration that takes into accoumtavelopmental differences between
children and adults; as such, the presence offihggiot required for a diagnosis of
OCD in children or adolescents (APA, 2000). Fingdly with other disorders within the
DSM, the symptoms described must not be a dirascitref a medical condition, or
substance use or abuse.

Phenomenology and Epidemiological Considerations

An examination of the extant OCD literature on dfeh and adolescents reveals
several common categories of symptoms experiengéuadividuals. For example, the
most common genres of obsessions within childrehaalolescents include: fears of

contamination (e.g., fears of being dirty, or ohtracting/spreading a contagious
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disease); fear of harm to themselves or others, @etfing in an accident, victim of
crime, unidentified or vague “bad thing” happenirfgars of aggressive actions (e.qg.,
assaulting a sibling, friend or parent); fearsefusl ideas or urges (masturbating in
public, inappropriate sexual relationship and/divag); scrupulosity or religiosity
concerns (e.g., morally incongruent behaviors,éonffing God”); fears of asymmetry
(e.q., “crooked” items, uneven amounts); and fealeted to basic insecurities (e.g., the
need to ask, tell, or confess; Masi et al., 200%tdv, Swedo, Leonard, Lenane, &
Rapoport, 1992; Storch et al., 2009).

In similar fashion, the most common types of comjauls include: washing
rituals (e.g., inappropriately high-frequency haaghing behaviors); repeating behaviors
(e.q., retracing steps, repeating speech fragmaeatisgking routines (e.g., excessive door
locking/unlocking, turning light switches on and ofultiple times); touching behaviors
(e.g., insistence upon touching any object witthdands, touching a particular body
location when talking to others); counting ritugdsg., counting letters in a word or
words in a sentence, engaging in particular bemaagredetermined number of times);
ordering/arranging behaviors (e.g., “straightenibghaviors, returning moved furniture
to its original arrangement); hoarding (e.g., ext@eunwillingness to part with
inconsequential objects and/or trash); and prafgngy, must pray using predetermined
phrases, predetermined number of times, in a peedéeted position) (Carter & Pollock,
2000; Evans et al., 1997; King, Leonard, & Marc®98; Steketee & Van Noppen, 2003;
Storch, 2006).

Of interest is the common finding that, while thare “classic” categories of

symptoms, the symptoms experienced at any one poiimhe change frequently, usually
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without any clear pattern of progression; furtmeany children will experience almost
all of the classic OCD symptoms prior to the end alestence (e.g., Geller et al.,
2001). Of additional note is a finding that, getigrapeaking, compulsory rituals are
found to be driven by at least one negative affexamples include fear, doubt, disgust,
premonitory urge, and sensory incompleteness (GaaodRasmussen, Foa, & Price,
1994).
Concerns Specific to Pediatric Populations

To date, much of the research investigating OCpeidiatric populations has
focused on comorbidity with other mental healthdibans (e.g., Flament et al., 1988;
Geller, Biederman, Griffin, Jones, & Lefkowitz, %Geller et al., 2001; Storch, Merlo,
Larson, Geffken et al., 2008), determining the intgd OCD upon developmental
trajectory and social relationships (e.g., Evarel.etl997; Steketee & Van Noppen,
2003; Storch, Merlo, Larson, Bloss et al., 2008} dluminating possible causes of and
risk factors for OCD (e.qg., Carter & Pollock, 20@0ng, Leonard, & March, 1998). It is
instructive to briefly review the more recent rasban these areas, as each contributes to
the context within which children and adolescepensl their day-to-day lives.

Comorbidity. The most commonly cited mental health conditicssoaiated with
diagnoses of OCD are Tic Disorders and Tourettel®yne. In fact, comorbidity rates as
high as 80% have been reported in “early-onsetesashere diagnoses were conferred
before the age of 18 years (Leonard et al., 199®)ilarly, the presence of tics in
childhood and early adolescence were found to pragi increase in obsessive-
compulsive symptoms in late adolescence and adwdtf®eterson, Pine, Cohen, &

Brook, 2001).
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In addition to the various tic disorders, comortyidates from 50-60% have been
reported for other anxiety disorders - most commy&@eneralized Anxiety Disorder and
Separation Anxiety Disorder (e.g., Geller et ddQ2; Zohar, 1999). Given the conceptual
similarity of various anxiety disorders, there @sre question as to whether these
reported comorbidity rates indicate a common “fasttor” for OCD, or if instead some
etiological third-party variable is responsible bmth conditions (Geller et al., 2001).

In contrast, the rates of comorbidity for depressinge from 10-26% (e.qg.,
Geller, 2006; Hanna, 1995; Storch, 2008; Swedd.€1989). Here, a diagnosis of a
Mood Disorder is considered to be a risk factor@@D (e.g., Carter & Pollock, 2000);
however, due to the natural consequences of itpsyms (e.g., social isolation, poor
peer relationships), OCD is often referred to ggelesogenic — that is, causing or tending
to cause depression (Carter & Pollock, 2000; Gelled6; Swedo et al., 1989).

The last commonly reported disorder comorbid witbBDis Attention-Deficit/
Hyperactivity Disorder (ADHD), for which the raté comorbidity has been reported at
30% (Geller et al., 1996). Of interest in this parar comorbid relationship is that the
combination of these disorders can result in mewei® impairment (e.g., increased
difficulty in focusing attention, increased diffity in resisting/fighting the impulse to
engage in ritualistic behaviors) across multiplendmms when compared to a diagnosis of
OCD alone (e.g., Storch et al., 2008; Sukhodolslgt.e2005).

Developmental and socio-relational considerations.When considering
differences between adult and pediatric OCD, gergfamesentation between the two
populations is of note. To be more specific, pedidCD shows a ratio approaching

four males for every female, a difference that dases to near equality in adult
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populations (Flament et al., 1988). This distribnél shift becomes of interest with
respect to early identification within schoolssash knowledge can inform problem-
solving hypotheses for behaviors exhibited by stigldn addition to these findings, the
aforementioned lack of insight into symptom funei@and impairment are quite
common in pediatric OCD populations, the resulivbich can be overly superstitious (or
“magical”) thinking.

Beyond gender differences, one of the more insglfondings from studies of
pediatric OCD is the impact the disorder has ordéneelopmental trajectory of children
and adolescents. For example, The Pediatric OCBtfent Study Team (POTS) found
that without effective treatment of symptomatic cems, OCD has a strong negative
impact on the role functioning of children acrossltiple domains. More specifically,
such a diagnosis is strongly related to lower feggry and perceived quality of peer
relationships, as well as decreased levels of padeupport and effective
communication from and between family members (P2ZDB4).

In addition to the large-scale POTS work, muchhefitesearch into relational
characteristics for individuals with OCD has reegbsimilar findings. For example,
various studies of adolescents seeking treatmei@®@D and other anxiety disorders
have reported rates as high as 75% of these indilscendorsing difficulties with peer
networks (e.g., Allsopp & Verduyn, 1990; LangleyerBman, McCracken, & Piacentini,
2004). In addition, most of the subjects intervidweted that these difficulties predated
their diagnosis. As a result, there is some questtoto whether or not such endorsement

is a result of a disorder-related social mechan@n,instead such difficulties are
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somehow a risk factor for OCD in school-aged cleitdand adolescents (Piacentini,
Bergman, Keller, & McCracken, 2003; Piacentinilet2007; Storch et al., 2005).

Although OCD is characterized by obsessive thoughtkritualistic behaviors, it
is important to recognize that to some extent tiesgnce of behavioral routines and a
desire for “just-so-ness” is considered normaljidally developing young children
(e.q., King et al., 1998). Indeed, Carter and R#lI2000) suggest it is the concomitant
distress associated with the rituals that is tHg miable method of differentiation
between typical and OCD-related behaviors. In sinfdshion, Salkovskis and
colleagues (1999) stated that the observed digsebks/en by a sense of “inflated
responsibility” associated with OCD.

The term “thought-action fusion” (TAF) was introdutto describe the belief that
experiencing a thought about a distressing evenéases the likelihood of said event
occurring. By extension, it is adherence to thigehéhat results in the notion that
“wrong thoughts” are equivalent to engaging in wy@ats (Rachman, 1993). Further, the
perception by children and adolescents of contvel their intrusive thoughts -
“cognitive control” (Barrett & Healy, 2003) - isefonly factor found to reliably
distinguish school-age children or adolescents ®@D from those who are typically
developingas well as from those with other anxiety disorders
School and Pediatric OCD

A child or adolescent with OCD experiences thougimsughout the day that are
difficult to ignore, are anxiety-provoking, and seenpossible to stop or ignore. In an
effort to reduce this anxiety, they perform ritaall behaviors that may be observable

(e.q., repeated touching of an object or persoshuag hands with excessive frequency)
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or covert (mental repetition of words, countingngeaccording to specific mental rules).
With this daily process in mind, it becomes eaarnderstand the potential impact of
OCD on academic performance (Lack et al., 200%;e?iini, Bergman, Keller, &
McCracken, 2003; Piacentini et al., 2007) and daelationships (Hollander et al., 1996;
Storch, Merlo, Larson, Bloss et al., 2008; Valdeh& lvarsson, 2005).

Academic performance. At the most basic level of academic performance,
having OCD takes a tremendous toll on a studefttentional resources; specifically, the
time spent engaging in obsessions and ritualizeédbers is time that is unavailable for
receiving classroom instruction. In addition tdfidiilties with receiving and processing
information, these obsessions and compulsionsagadly multiply the resources (in
time and energy) necessary to complete schoolwattl¢y & Pasupuleti, 2007;
Piacentini, Bergman, Keller, & McCracken, 2003;d®@iatini et al., 2007).

As an example, an obsession with needing work toobect (“perfect”) can
result in greatly slowed and laborious work outpungl frequent and excessive
guestioning of the teacher and peers for reassar&ailarly, the common need to have
letters and numbers appear “just so” leads to #rtjarasures, recopying, and retracing
letters (Piacentini et al., 2003; Piacentini et2007). Indeed, the sheer amount of effort
and subsequent frustration results in late or ingeta submission of work; at the most
extreme level of impairment, children are unablattend school at all (Ledley &
Pasupuleti, 2007).

Social relationships. In addition to academic performance, OCD has the
potential for significant impairment of studentstcgl functioning within their school.

Perhaps the most investigated area in recent irshas been the social stigma
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experienced by school-aged children and adolesdemrt$o “weird-looking” rituals, and
the resultant increased frequency of peer victittomavhen compared to students
without OCD (e.qg., Storch et al., 2005; StorchlgtZz®06). More directly, the presence of
some obsessions can make social interactions isigmify more difficult. For example,
contamination concerns can make participation ortsg activities extremely
distressing, as the student will not want to totnehr peers (or shared equipment).

Interestingly, the struggle to resist problematimpulsions can result in at least
two additional barriers to social interaction. Eitke need to complete homework (which
is significantly more time-consuming compared teitipeers) or compensate for rituals
missed or resisted during the school day (e.g.himgshands, excessive prayer, mentally
replaying conversations) results in a feeling thate is insufficient time for playing with
peers (Piacentini, Bergman, Keller, & McCrackem20Piacentini et al., 2007). Second,
even when the ritualized behaviors are successfedigted by the student, the immense
amount of effort expended in this daily fight casult in complete exhaustion, such that
peer play activity is less attractive than relaomtand/or sleep (Ledley & Pasupuleti,
2007).
Assessment of Impact

Examination of the extant research into pediat@DOyields much work on the
observed ranges of symptom intensity and topolegy.(Geller et al., 2001; Geller,
2006; Rettew, Swedo, Leonard, Lenane, & Rapop6@21Swedo et al., 1989), on
potential problems commonly observed for studeritls espect to academic
performance and social relationships (e.g., Adaieas, March, & Smith, 1994;

Piacentini et al., 2003; Piacentini et al., 20@ng on effective methods of treatment
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(e.g., March & Mulle, 1995; Storch, 2005). Althousich work is interesting from the
standpoint of putting a “face” to pediatric OCDgdan arguably of use in suggesting
methods for addressing and reducing OCD symptonile &whschool, there is a
fundamental gap in the thrust of the extant rese&@pecifically, there are assumptions
within the conceptualization of OCD based uponttaditional mental health model
which are unexamined, particularly with respeathdd and adolescent populations.

Traditional mental health. When considering the impact of a disorder upon
mental health, regardless of population, it iScltto operationally define what is meant
by “mental health.” Traditionally, mental healthshaeen conceptualized as the extent to
which an individual is free from adverse or dysfiimeal symptoms. Perhaps the most
widely used reference with respect to mental hesdthices - the DSM (APA, 2000) -
offers a Global Assessment of Functioning (GAF)0@-point scale that bases its
categories upon the presence and magnitude of symspt

Similarly, many of the more common rating scalestensibly used to assess
mental health - describe only the impact of negasiymptoms vis-a-vis maladaptive
behaviors. As such, “wellness” means nothing mordess) than the absence of iliness.
An underlying assumption within this model of mertealth is that the presence and
magnitude of disruption within a student’s day-tydife is directly related to the
presence and magnitude of negative symptoms.

Subjective well-being. In the traditional medical model of mental lbieahe
concept of “wellness” appears only rarely, refegria the absence — or subclinical
presence — of clinically diagnostic symptoms (ggychopathology), such that no

disorder or predictable negative outcomes are pte€®ntrast this with the burgeoning
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dual-factor mental health model (e.g., Greenspo@a&lofske, 2001; Suldo & Shaffer,
2008), in which positive indicators of psycholodiftactioning are included (e.g., life
satisfaction, and positive and negative affect)anrtde umbrella concept of subjective
well-being (SWB; Diener, 2000).

In this fashion, the idea of wellness can be cotuzdzed as being a balance of
negative and positive “symptoms”, where an accuaagessment of wellness in youth
would examine psychopathology as well as subjectieiebeing (Cowen, 1994; Park,
2004; Suldo & Shaffer, 2008). It can be seen thalfhess” therefore is viewed as a
measure of the perceived quality of life by anwudlial. By extension, if “quality of life”
is considered to be an amalgamation of positivereayative markers, then it stands to
reason that what affects either category of charestics (e.g., psychopathology or life
satisfaction) will affect the overall whole of guglof life (QOL). Notice that in the
majority of research to date on pediatric OCD,fdws has been upon psychopathology;
in contrast, there is a dearth of literature examginhe role of OCD in the state of student
life satisfaction, or their SWB overall.

Impact of other disorders on subjective well-being. It becomes useful at this
point to ask whether or not there is any evidencaupport the utility of using SWB to
gauge the impact of health conditions on schooledgjdren and adolescents. Indeed,
there has been a recent surge in research exantiméngery question (e.g., Bastiaansen,
Koot, & Ferdinand, 2005; Evans et al., 2005). WHile integration of symptoms and
well-being is a movement that is short on empireatience, the work to date supports

the notion that children’s life satisfaction is setul indicator of their functioning and
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adjustment, independent of symptom presence aratige{Greenspoon & Saklofske,
2001; Suldo & Shaffer, 2008).

Additionally, others have found that life satisfaatis closely related to academic
functioning (Suldo, Riley, & Shaffer, 2006), peefations (Martin & Huebner, 2007),
levels of perceived social support (Suldo & Hueb2606), and overall physical health
(e.g., Michalos & Zumbo, 2002; Zullig, Valois, Huedr, & Drane, 2005). As such, the
idea of augmenting traditional assessment methmds psychopathology) with
measures of well-being is not without support. keirt the lack of extensive research into
the relationship between chronic mental illnessthis case, pediatric OCD - and
subjective well-being is in itself a compellingicatale.

Impact of pediatric OCD on subjective well-being. It is critically important
that we increase our understanding of how the uaraspects of pediatric OCD are
associated with SWB, given that 10-30% of studantke educational system are coping
with chronic iliness (Clay, 2004; Phelps, 2006;tBePurtill & Noll, 2003). This ever-
increasing proportion of students results in eduwsatvho are performing a metaphorical
balancing act in their attempts to support bothehening and medical needs of students
with chronic health conditions — as well as to &l address the learning needs of all
students. This is particularly overwhelming, givhat little to no information is provided
to assist educators in their efforts (Clay, 2004).

In addition to addressing the growing populatiostofdents with chronic iliness,

a stronger understanding of the relationship betvedeonic illnesses and SWB is closely
aligned with the functional framework for delivegipreventive interventions (e.g.,

Ysseldyke et al., 2006). Specifically, the potdrdiaility to use observed changes in
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SWB as an early indicator of illness - chronic thheswise - equates to an opportunity for
earlier intervention in the form of treatment. TlEf particular importance given that
the research to date on OCD supports a strongarddilip between early treatment and
successful symptom reduction/remission (e.g., he&@l®asupuleti, 2007), as well as
minimization of developmental trajectory alterati®@hacentini et al., 2003; Piacentini et
al., 2007).

The current study investigated the relationshipvben pediatric OCD and
student subjective well-being. Specifically, theuna of this relationship was explored
with respect to various symptom (i.e., severityemsity), academic (i.e., performance,
attendance, homework patterns), and demographki¢cdge, gender, race, socio-
economic status) factors. The following researofstjans were addressed:

1. What is the relationship between clinical charastes of pediatric OCD and
Subjective Well Being (SWB) in school-age childard adolescents?

2. To what extent do factors related to pediatric QC&, symptom severity,
intensity) moderate the relationship between dihaharacteristics of pediatric
OCD and SWB in school-age children and adolescents?

3. To what extent does SWB moderate the relationséiywéden clinical
characteristics of pediatric OCD and academic, @®urse grades, attendance,
homework patterns) and general functioning in stlage children and
adolescents?

4. To what extent do demographic factors (i.e., agadgr, socio-economic status)
moderate the relationship between clinical charaties of pediatric OCD and

SWB in school-age children?
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Contribution to the Literature

The current study expands the professional litegatuclinical, school, and
positive psychology with regard to identificatiohszhool-age children and adolescents
with OCD. Findings supporting academic and demdgapariables as moderating the
relationship between SWB and OCD provide a largpertoire of potential tools for

earlier identification of OCD within school-agedugb.
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Chapter 2:

Literature Review

The purpose of this chapter is to offer the readesmprehensive review of the
existing research relevant to the current studys fitludes an introduction and basic
conceptualization of obsessive-compulsive disof@€D), an examination of concerns
specific to pediatric OCD populations, an overviewd critique of traditional assessment
methods associated with OCD and other chronic healhditions, and an explanation of
and rationale for subjective well-being (SWB) witlthe dual-factor mental health

model.

Obsessive Compulsive Disorder

Overview.  Obsessive Compulsive Disorder is the fourth mostrmonly
diagnosed mental disorder, impacting the livesatiMeen six and nine million
Americans — slightly more than 2% of the Unitedt&agyopulation (Kessler et al., 2005).
With respect to pediatric onset, 1 in 200 childaad adolescents suffer from OCD
(Flament et al., 1988), and one-half or more ofltaduith OCD report that symptom
onset began during childhood or adolescence (PAlsisbrook, Goodman, Rasmussen,
& Lekman, 1995; Mancebo et al., 2008; Narrow, RRahins, & Regier, 2002; Wewetzer

et al., 2001). Obsessive Compulsive Disorder isy&lpatric disorder consisting of two
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primary symptoms — obsessions and compulsions ehndombine to impair daily
functioning across a variety of domains.

The Diagnostic and Statistical Manual (DSM-IV-TRmnArican Psychiatric
Association [APA], 2000) defines obsessions asgite and recurrent thoughts or
impulses which, due to being incompatible with malividual’s self-image and disturbing
in nature, act to increase anxiety. Compulsionsepetitive mental acts or behaviors, the
performance of which acts to reduce the anxietgdpced through existing obsessions
(APA, 2000).

In addition to obsessions and compulsions, the D8Mheates four additional
diagnostic criteria necessary for a clinical diagja@f OCD. First, the severity of
obsessions and compulsions is such that a signifaxaount of time (e.g., more than one
hour each day) is devoted to engaging in or regjgshem, or they must cause significant
impairment and/or distress. This requirement idlamto those listed in the DSM for
many other disorders, and is meant to set an awgeittreshold for determining the
extent to which such symptoms impair social, octiopal, or other functioning.

The second criterion is that the content of theeeb®ns and compulsions cannot
be restricted to any comorbid presenting Axis bdier. In other words, the obsessive
thoughts and/or compulsive behaviors must go beyloosk typically associated with
another mental health or learning disorder. Examplelude a preoccupation with hair
when diagnosed with trichotillomania, or controllegting patterns and/or purging rituals
in the presence of an eating disorder. SimilaHg, third requirement for diagnosis states
that the obsessions and compulsions cannot beiegglas a direct result of a general

medical condition, or use/abuse of a drug or meidica
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Last, there must be a realization by the individagkome point in the course of
the disorder, that their obsessions and/or comnssare excessive or inappropriate
(APA, 2000). It is important to note that this regment, often referred to as insight, is
not applicable to the diagnosis of OCD in childegr adolescents. The import of this
rests in the necessity to ascertain and incorparateld’s developmental level into any
diagnostic assessment for OCD. This is particulsaljent when recognizing that OCD
symptoms commonly display an onset in childhooddmiescence (Rasmussen & Eisen,

1990; Wewetzer et al., 2001).

Concerns Specific to the Pediatric OCD Population

Phenomenology. = Examination of the literature regarding symptom
presentation among children and adolescents lamisost to the notion that, while
individuals with OCD appear to be heterogeneouhk v@spect to the specific symptoms
experienced at any one point (e.g., McKay et @I0&2 Stewart et al., 2008), symptom
themes can nevertheless be categorized into recdgaiand meaningful groups. Thus,
although the permutation of presenting symptomeesdy individual (McKay et al.,
2006; Rasmussen & Eisen, 1992), as seen in Taiddolv, there are combinations of
compulsions and obsessions which are commonly saddMasi et al., 2005; Rettew,

Swedo, Leonard, Lenane, & Rapoport, 1992).

For example, frequently observed obsessions indhuakee related to fear of harm
to self or others, religious and moral beliefs feacontamination, desire for symmetry
or “just-rightness”, and fear of undesirable imggl¢Storch et al., 2009). Note that these
obsessive thoughts are aligned with frequently esetbcompulsions. For example, fear

of harm yields harm avoidance rituals, religiogityscrupulosity fears are addressed
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maladaptively through prayer- and reassuranceeelatutines, and fears of

contamination lead to excessive washing and clgai8oahill et al., 2003).

This pairing of obsessions and compulsions is afterceptualized via a
behavioral conditioning model, wherein operant a¢towing of avoidant compulsions
occurs due to negative reinforcement via anxietiycgon. Figure 1 below shows such a
conceptualization, using the example of dogs. imelkample, a child develops the belief
that approaching a dog will lead to the frightentogisequence of being attacked and/or

bitten by said dog.

Table 1

Commonly Endorsed Compulsions and Obsessions iatded®CD

Obsessions Compulsions
Contamination Washing
Harm to self or others Repeating
Aggressive themes Checking
Sexual ideas/urges Touching
Scrupulosity/religiosity Counting
Symmetry urges Ordering/Arranging
Need to tell, ask, confess Hoarding/Praying

Therefore, the notion of approaching the dog statesd an aversive physiological
response in the child (e.g., increased heart ‘flatgterflies” in the stomach, tensing of
muscles). Note that while avoidance of the feameglréduces this bodily response, the
child perceives that the avoidance also is diraethponsible for avoiding the feared
consequence (dog attack/bite). As such, avoidahtteedeared object receives a double

dose of reward (Weisz, 2004).
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In such an operant conditioning model, compulsory rituals are often assun
to be motivated by a negative aff—fear, disgust, doubt, premonitory urge, or feeli
of asymmetry (Goodman, Rasmussen, Foa, & Price})199us, the intrusive thougl
or images act to increase anxiety, the equent ritualized behaviors temporarily red

anxiety, and the link between anxiety and avoidasstrengthened (Storch, 20(

Figure 1

Behavioral Conditioning Conceptualization of Any

Feared
Object

Encounter
alarge dog

Reward

Thought

Normal
pulse,
Relaxed

It's going
to bite me!

Relief
Igot away
before it bit
me!

Arousal

Pulse,
Butterflies

Avoidance

Run away,
shout for
help

Causes and riskfactors.  Although basic behavioral theory (s an adequate
job of explaining the strengthening and maintenafcelink between obsessive thoug
and compulsive behaviors, it does little to accdanthe genesis of intrusive thoughts

the first place. The preponderance of researclat® lbasound that onset of symptoms
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typically rapid and may or may not be associateti ®ome setting event, such as a dog
attack or a near-drowning (Moore, Mariaskin, Mar&H;ranklin, 2007). Contrast this
with a behavioral or classical conditioning modelywhich an anxiety-producing
unconditioned stimulus (i.e., pain) would be paieth a neutral stimulus (in this case,
the dog), producing an initially tenuous relatiopsbetween the newly conditioned
stimulus (the dog) and the conditioned response€ty).

Behavioral theory notwithstanding, much researchide®en focused upon
illuminating possible causes and risk factors f@0D(e.g., Carter & Pollock, 2000;
King, Leonard, & March, 1998). Although there hasb no discrete biological link
found to account for OCD, multiple potential cobtriing factors have been uncovered.
For example, investigation of brain structure amactioning has found changes in
architecture and operation localized to specifeaar including the anterior cingulate,
thalamus, orbitofrontal cortex, and basal ganddiang, Kim, & Choi, 2004).

Various twin studies looking for genetic compondmse shown increased
occurrence of OCD among identical twins, as conpavdraternal twins, as well as
increased incidence among immediate family of tiebagnosed with OCD (e.g.,
Rasmussen, 1993). Other pediatric studies havaiillated the relationship between
streptococcal infections and onset of OCD symptahienomenon termed Pediatric
Autoimmune Neuropsychiatric Disorder Associatedw@treptococcal infections
(PANDAS; Murphy, Petitto, Voeller, & Goodman, 20Murphy & Pichichero, 2002;
Swedo et al., 1998). Results support the hypotltkatssuch infections elicit a response
by the autoimmune system deleterious to brain &tragmore specifically, the

autoimmune response inflicts minute damage to #sallbganglia, resulting in symptoms
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of OCD, tics, chorea, and hyperactivity (e.g., loasStorch, & Murphy, 2005; Murphy,
Petitto, Voeller, & Goodman, 2001; Murphy & Pich&ch, 2002; Snider & Swedo,
2004).

To date, research examining a biological basi©GD has found some genes
believed to be associated with the disorder; howekere is no specific gene or
combination of genes implicated in causing OCD (&als) 2009). Conversely, a purely
environmental causal factor has yet to identifisdcausing” OCD in pediatric or adult
populations (Flament et al., 1988). Instead, aetyiof behavioral, psychosocial,
environmental and biological factors appear tornbglicated as risk factors and/or causal
agents in pediatric OCD.

Developmental considerations. Another aspect of research in the pediatric
OCD literature has been an effort to determindrtigact of OCD upon the
developmental trajectory and social relationshipshddren (e.g., Evans et al., 1997;
Steketee & Van Noppen, 2003). At this point, ih&pful to consider several differences
between OCD in adult and pediatric populations. &oifrthe more thoroughly
investigated examples of these differences inctbdee associated with symptoms,
demographics, interpersonal relationships, anditguaillife.

Symptom-related differences.  Although certain categories of obsessions and
their related compulsions are commonly reportedragribe OCD population as a whole,
there is evidence to support a clear differenddenfrequency of endorsement for these
categories between adults and youth (e.g., Gdllal,e2001; Goodman, Rasmussen, Foa,
& Price, 1994; Swedo et al., 1989). For example]gd and colleagues (2001) report

that, among youth, the most commonly endorsed ctsigms are harm avoidance rituals
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(utilizing rigid travel routes, stepping over craglktc.), cleanliness routines (e.g.,
excessive handwashing), and hoarding behaviorsebenGoodman, Rasmussen, Foa,
and Price (1994) indicate that sexual and religmusessions (worries that “God hates
me”), as well as checking behaviors (e.g., unloghatking routines), are significantly
more common among adults. Of note is the commoo$gerved lack of insight into
symptom severity — and impact — among youth. Mpexgically, an inability to
understand the function of these symptoms carf itsglilt in or exacerbate superstitious,
or magical, thinking.

Demographic-related differences. In addition to differences observed in
symptom severity, intensity, and topology, there multiple research findings that
support differences across demographic factorhidpsrthe most studied difference is
that related to gender. Pediatric OCD studies lcamsistently found a differential
prevalence rate of approximately 4 males for e¥enyale (e.g., Flament et al., 1998;
Zohar, 1999); however, in adolescent and adult [adions, this observed difference
approaches zero (Flament et al., 1988).

These observations are of interest for at leastreasons. First, such a significant
change across the developmental timeline supgdwetadtion that the “typical” age of
onset differs across genders, and that such aajawehtal difference in onset may
translate into differences in how the individuatqeves and manifests their symptoms
(Leonard et al., 1993; Rutter & Sroufe, 2000; Sn&&wedo, 2000). The second point
of interest is related to recent efforts at preaenand early intervention with respect to
chronic health conditions (e.g., Anda et al., 2@¥7ggs-Gowan et al., 2003); such a

difference can be used to design more accurateféective screening procedures within
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schools, as well as to adjust or revise existimg@dures for identifying at-risk children
and adolescents (e.g., Drotar, Stancin, Dworkice§i& Wood, 2008; Hix-Small,
Marks, Squires, & Nickel, 2007).

Relationship-related differences.  There are also differences between adult and
pediatric populations related to the impact of O&Dpresence and quality of social
relationships. Untreated pediatric OCD is related tlecrease in both the number and
perceived quality of children’s peer relationshigsg the amount of support they
perceive to exist within their family is significéylower than in non-diagnosed peers
(POTS, 2004).

The reported proportion of school-aged individwaigorsing peer relationship
difficulty has been as high as 75% (e.qg., Allsopp'&duyn, 1990; Langley, Bergman,
McCracken, & Piacentini, 2004; Storch et al., 20B®8yond the perception of support,
the presence of effective communications within ameng family members has been
found to be negatively impacted by OCD (e.g., POIR®4; Langley, Bergman,
McCracken, & Piacentini, 2004). Of particular irgst is the entanglement of gender with
relationship difficulties. For example, Allsopp avdrduyn (1990) found that nearly all
(96%) of male adolescent individuals reported diffiy with peer networks, which is in
contrast to roughly half (46%) of female adolessanaking the same endorsement.

It is worth noting that most of the individualsentiewed in pediatric studies
report that many of their relational difficultiesgplated receipt of OCD diagnosis
(Allsopp & Verduyn, 1990; Langley, Bergman, McCraok & Piacentini, 2004). While
this phenomenon raises questions as to whether thiigulties are a result of, a causal

factor for, or simply related via a third-party iadle to OCD (e.g., Storch et al., 2005;
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Storch et al., 2006), the fact remains that theséary problems experienced (e.g.,
impaired relationships with peers and families)tactet these individuals apart from
their typically developing peers (Piacentini, BeegmKeller, & McCracken, 2003).

This warrants consideration, given that the majaguostic criteria for OCD -
obsessive thoughts and ritualized behaviors -aseme degree typical of any
developing child (King, Leonard, & March, 1998).rndet can be seen that additional
criteria (e.qg., distress) are necessary for aceuti@gnosis. Carter and Pollock (2000)
opined that the only truly reliable method of detging whether observed behaviors in
children and adolescents were related to OCD wagpitbsence or absence of distress
associated with the behaviors in question.

Such distress appears to be a result of an exeessnse of personal
responsibility often associated with OCD (e.g. kBaskis, 1999). Rachman (1993)
introduced the term “thought-action fusion” to iiinate the maladaptive belief that
thinking about a distressing event is equivalerthtoevent having actually occurred. An
example is the common childhood thought of hitiamgannoying peer or sibling,
followed almost immediately by anxiety and/or fegk of shame analogous to those
experienced in response to havagjually hitthe friend or relative.

This mechanism is thought not only to produce fegiof guilt for events outside
the scope of influence for the individual, but als@voke an inappropriate sense of
influence over future events. The importance of fhenomenon - termed “cognitive
control” - lies in its established utility of disguishing children and adolescents with
OCD from their typically developing peers, as vadlin discriminating between

individuals with OCD and those with other anxietyatders (Barrett & Healy, 2003). As
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will be discussed later in this chapter, the aptiit reliably determine the presence and
extent of cognitive control, via measures that ss$acus of control, is critical to
providing a useful means for differentiating indivals with OCD from individuals with
other anxiety disorders.

Quality of life.  When examining the impact of OCD upon youtls important
to understand that the disorder is chronic andmaitti@g when untreated (Eisen et al.,
2006; Piacentini, Bergman, Keller, & McCracken, 20Bapoport, Clary, Fayyad, &
Endicott, 2005). Quality of life impairment for yuwith OCD includes decreased work
performance at home or school, decreased enjoyimentpleasant activities, and altered
or absent relationships with peers (Geller et28Q0; Markarian et al., 2010; Lack et al.,
2009; Markarian et al., 2009; Peris et al., 2008céntini et al., 2003; 2007,
Sukhodolsky et al., 2005). While Eisen and collesg{2006) have suggested that it is
the obsessive thoughts or images which accoumhést of the quality of life
impairment, it is still not clear whether this obssion is a function of the disorder, or if
there is a relationship between obsession-relat@adirment and help-seeking behaviors
(Eisen et al., 2006; Lack et al., 2009).

Put very plainly, the existing literature does adtress whether the persistent
obsessive thoughts result in impairment of qualftiife, or instead they are related to the
child or adolescent seeking treatment. In suchsa,dhis possible that a more complex
interplay of psychosocial factors may be respoeditt a diminished quality of life.
Further, there is a dearth of research into howsaich relationship might change over
the developmental lifespan (e.g., Piacentini, Bengnikeller, & McCracken, 2003;

Piacentini et al., 2007).
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School-related quality of life.  The impact of pediatric OCD on the quality of
life of a child or adolescent is perhaps most evidgthin their school, where the anxiety
produced through obsessive thoughts and imagesiiged through ritualized behaviors.
These behaviors, in turn, are often observed lphta, peers, and other school
personnel (Piacentini et al., 2003 2007). The ontrals of repeated handwashing,
straightening, or repetitive motions are seen asual by others, which can result in
increased peer harassment and/or bullying (e.gr¢cllet al., 2006).

Beyond the obvious anomalous behaviors, coverlathave the potential to
significantly impact academic performance (Lacklet2009; Valderhaug & Ivarsson,
2005). It is these “invisible” routines, which caclude mentally repeating words, and
counting words or numbers according to predeterdhara subjective mental rules,
which place the largest load on a student’s atterand concentration (Ledley &
Pasupuleti, 2007). Every minute of time that isupeed in temporarily reducing anxiety
removes the amount of time during which the studkeakposed to curricular materials
and effective instruction (Hollander et al., 1996gley & Pasupuleti, 2007). As such,
these infrequently observed rituals can resulhimaidious and pervasive impact upon
academic performance, yielding an achievement dgaphywwithout treatment, continues
to propagate (Ledley & Pasupuleti, 2007; Piacemtiral., 2003; 2007).

Comorbidity. A spate of pediatric anxiety research hasgedwpon
investigation into comorbidity of these disordenhvother conditions. Reported
comorbidity rates within pediatric samples rangerfrl0-73% for major depressive
disorder, 26-70% for anxiety disorders, 17-59%tiodisorders, 10-53% for disruptive

behavior disorders, and 10-50% for Attention-Defityperactivity Disorder (ADHD;
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Geller et al., 2001, 2003; Hanna, 1995; Riddld.ett@90; Storch et al., 2008b; Swedo et
al., 1989). Though large, with respect to OCD theses should not be surprising.

Given the natural consequences of its symptoms, asicocial isolation and
impaired peer relationships, OCD has been charaeteas depressogenic (Carter &
Pollock, 2000; Geller, 2006). That is to say, th@gmptoms can lead to children and
adolescents receiving comorbid diagnoses of depres#/ith respect to comorbid
ADHD, there are other issues of concern; speclficdifficulty with maintenance of
attention and completion of homework, in theraptp(&h et al., 2008) or in school
(Piacentini et al., 2003; Piacentini et al., 20@#&)) result in additional impairment when
compared to a diagnosis of OCD alone (Sukhodolslgy.£2005). Such a magnifying
effect is not confined to ADHD comorbidity; the pesce of tics in childhood or early
adolescence predicted an increase in obsessiveutsingsymptoms later in life
(Peterson, Pine, Cohen, & Brook, 2001).

In addition to the presence of comorbid conditidhs,previously discussed
minimal or absent insight within youth equates te@uced likelihood of perceiving their
symptoms to be distressing or causing impairmenmdAcan Academy of Child and
Adolescent Psychiatry [AACAP], 1998). Taken togetllee various direct and indirect
effects of comorbidity are salient to an understaga@f how OCD impacts daily
functioning, and indicate the critical need for@ate and comprehensive methods with
which to discern and assess this impact.

Assessment
To date, the overwhelming majority of research pediatric OCD has focused

upon symptomology (e.g., Geller et al., 2001; GeR606), problems with academic
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performance (e.g., Piacentini et al., 2003; Pianeat al., 2007), or difficulties in social
relationships with peers and family (e.g., Adamsaa/ March, & Smith, 1994). This
work is important in that pediatric OCD can be dissxl and recognized within multiple
domains; however, existing research has predominaeen anchored within a
traditional mental health model, and therefore rsadeveral assumptions regarding the
conceptualization of OCD and of mental health ftdels worth examining these
assumptions by reviewing this mental health moalad, by comparing the model to other
alternatives.

Traditional mental health model. Assessment of mental health historically has
relied upon the presence of psychopathology torchéte diagnosis (Keyes, 2002, 2007).
Within such a model, it becomes vital to operatilyn@define psychopathology. Often,
psychopathology is conceptualized as symptoms lediaeral dysregulation. That is to
say, it is split between disorders characterizedliservable problem behaviors - the
“externalizing” disorders, such as oppositionalalef disorder - and those disorders
characterized by covert problem behaviors - theetimalizing” disorders, such as
depression or anxiety (American Psychiatric Assamig APA], 2000).

Generally speaking, internalizing disorders cathioeight of as referring to an
individual's attempt to control their emotions ahdughts in a manner that is
maladaptive (Merrell, 2008; Reynolds, 1992). Intcast, externalizing disorders are
those conditions in which an individual displaysiability and/or lack of motivation to
control their behavioral impulses (Merrell, 200Bgrhaps as a logical outgrowth of this

conceptualization, mental health assessment has ietreasingly upon the presence
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and “direction” (overcontrol or undercontrol) ofyafiopathology within an individual
(Keyes, 2007; Doll, 2008).

A compendium commonly used by mental health piaogtrs, theDiagnostic
and Statistical Manual of Mental Disordef®@SM-IV-TR; APA, 2000) promotes such a
model of psychopathology-driven assessment, byigirey a comprehensive system of
nosology based primarily upon the presence or @esehproblematic characteristics.
Although such a system is defensible in that itlitates communication among
practitioners - and between providers and paymanices (Durand & Carr, 1987; Frick,
2004), there is some question as to the extenhtohthis system - or any nosology -
protects against furthering a society’s mores arstiamns at the expense of behaviors
from those outside that society (e.g., Durand & CE387). Put another way, if the only
measure of determining abnormality of a behavidnyishe extent to which it differs
from behavior accepted by a social majority, thextalled psychopathology becomes
nothing more than violation of a culture’s normsaddux, Gosselin, & Winstead, 2005;
Seligman & Csikszentmihalyi, 2000).

OCD and thetraditional model. The most commonly used methods for
assessing OCD fall entirely within the traditionabdel described above. For example,
diagnosis of OCD is typically achieved in adultsl @hildren via broad or narrow
measures of psychopathology presence and sevEngymost commonly used broad
measures include two interviews based upon the D&VIR, as well as a broad
categorical rating scale.

The two interviews are the Anxiety Disorders Intew Schedule for the DSM-IV

- Child and Parent Versions (ADIS-C/P; Silvermai\thano, 1996), and — for adults —
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the Structured Clinical Interview for DSM-IV AxisDisorders (SCID-I; First & Gibbon,
2004). The rating scale is the Multidimensional Astix Scale for Children (MASC,;
March, Sullivan, & Parker, 1999). It is of note théhile both interviews consist mainly
of questions about past and current DSM-1V diagaodee MASC uses a summed score
from four scales to determine the presence of aregndisorder. Further, all of the
broad measures include methods for rating symptorargy.

A valid concern with respect to narrow measurdkas they should always be
used as part of a comprehensive battery of assaesam&uments and techniques. For
example, the use of narrow band measures has teetjab to identify the presence of
diagnostic criteria for specific disorders, as veallfacilitating differentiation between
disorders of a specific class/category (e.g., sejmar anxiety vs. generalized anxiety
disorder). However, these powerful benefits aramatd by the potential of failing to
identify larger issues or behavioral trends thahes with relying solely upon narrow
band instruments.

The narrow measures are intended to identify sigexyimptoms and rate their
severity. With respect to OCD, the key charactesaised to determine symptom
severity include the amount of time spend in engggir obsessions or compulsions, the
extent to which existing distress can be linkednidorsed symptoms, and the degree of
impairment within various aspects of the individsdife (Keeley, Storch, Dhungana, &
Geffken, 2007). Narrow measures commonly usedéddrgtric OCD include the
Children’s Yale-Brown Obsessive Compulsive Disosdgcale (CY-BOCS; Scabhill et

al., 1997), the Children’s Florida Obsessive Corapel Inventory (CFOCI; Storch et al.,
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2009), and the Family Accommodation Scale for OsisesCompulsive Disorder (FAS;
Calvocoressi et al., 1999).

Subjective Well-Being. In an effort to move away from conceptualizing
individuals solely as a collection of emotional drehavioral deficits, the positive
psychology movement has symbolized a demand fétirghthe field of psychology
toward prevention and empowerment (Seligman, 28@5gman & Csikszentmihalyi,
2000). As such, the focus is upon a person’s lev&inctioning, determined primarily
through their quality of life. Quality of life is social construct defined basically as the
degree to which objective basic necessities (eay],fshelter, safety) and subjectively
enriching conditions (e.g., social opportunitied @aammunity-based activities) are
perceived as present by an individual within th&er(Schalock & Parmenter, 2000).
Perceived quality of life is often used interchaadgg with the term “life satisfaction,” an
individual's global cognitive appraisal regarding br her life circumstances. Multiple
variables are suggested as indicating mental héadtlgman, 2005), and are typically
temporally categorized within an individual’s pres§oy), past (e.g., satisfaction and
well-being), and future (hope and optimism).

With respect to mental health assessment withimnteuctional arena, Pittman
(1992) challenged educators to focus upon fourtpestategories of developmental
outcomes: (a) character; (b) competence; (c) centid; and (d) connection. As such,
subjective well-being (SWB; Diener, 2000) is gefigraccepted as a wellness-based
construct with which to assess the four categogeen that SWB allows individuals to

provide an evaluation of their life functioning agdality of life (Keyes, 2009).

32

www.manaraa.com



For the purposes of the current study, evaluatfdVidB was selected for use in
assessment. SWB, often referred to as a scienpfcationalization of happiness, is
typically considered to consist of how a personkhiand feels about his or her life (e.g.,
Oishi, Diener, & Lucas, 2007). According to Dierf2000), SWB can be deconstructed
into separate though related components: posiffeetanegative affect, and life
satisfaction.

Life satisfaction is generally considered to bec¢bgnitive component of SWB
(Oishi, Diener, & Lucas, 2007). Life satisfactioancbe conceptualized as a global or
domain-specific construct, measuring happinessabivar across various environments,
respectively (Huebner, Gilman, & Laughlin, 1999)sRive and negative affect entail a
person’s emotional evaluation of occurrences iir fife (Diener, Suh, Lucas, & Smith,
1999). Although life satisfaction evaluations aoasidered to be fairly stable, affective
evaluations are typically temporary, consistingnafment-to-moment experiences (Kim-
Prieto, Diener, Tamir, Scollon, & Diener, 2005).

Subjective well-being and psychopathology. The birth and growing support for
the positive psychology movement has brought abaatll for a more integrated method
with which to understand mental wellness, a methbdreby mental health means not
just the absence of psychopathology, but the poesehpositive indicators (Keyes,
2007; Seligman, 2005). Of particular interest segech with pediatric populations
suggesting that mental health cannot be concepaghiimply as a measure of
psychopathology; instead, indicators of welln@sd psychopathology inform the most
complete description of mental health possible é@spoon & Saklofske, 2001; Keyes,

2002). The dual-factor mental health model is orele of such a method, including
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indicators of psychopathology and positive indicatoin this case, SWB - to
comprehensively assess mental functioning in afiégmd adolescents (Greenspoon &
Saklofske, 2001; Suldo & Shaffer, 2008).

The first support for the dual-factor mental heattbdel came from a study by
Greenspoon and Saklofske (2001), in which Cangglimmary school students were
assessed for psychopathology, SWB, personalitigtriaterpersonal relations, and
perceived locus of control. There were two findiofparticular interest, the first of
which was the existence of two previously unideadifcategories of student: children
who endorsed high rates of psychopathology and 8iytB (Symptomatic but Content);
and children who scored low on both SWB and endbpsgchopathology (Vulnerable).
The second finding was that - regardless of le¥eholorsed psychopathology - those
students scoring low on SWB measures had lowereac@dself-concept and markedly
poorer skills related to interpersonal communicegio

Additional support for the dual-factor mental hkattodel came from Suldo and
Shaffer (2008), in which the model was tested \wibtldle school students. Student
measures were included for SWB, internalizing pspelthology (e.g., depression,
anxiety), social functioning, and school attitud&édditionally, teacher input was
included to tap externalizing psychopathology foserved students. The findings
supported and extended Greenspoon and Saklofsk@lsstudy, agreeing that students
could be categorized into four related but distmental health groups. The groups
described are shown in Table 2.

Of particular utility were several findings by Saldnd Shaffer (2008), the first of

which was that students with complete mental heaéite more academically successful
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(i.e., higher standardized reading scores, lowseiee rate) than students described as
vulnerable. Similarly, students described as vabkr endorsed lower motivation for
behavioral self-regulation, as well as lower acadesalf-concept. With respect to
interpersonal communications skills, those studdestribed as troubled perceived fewer

peer relationships and less parental support th@setstudents described as symptomatic

but content (2008).

Table 2

Dual-Factor Mental Health Model Student Categories

SWB
LOW HIGH
T :
(_D‘ Troubled Symptomatic but
T Content

Complete Mental
Health

Psychopathology

%‘ Vulnerable

Findings in studies such as the ones completedrbgrGpoon and Saklofske
(2001) and Suldo and Shaffer (2008) support tHayutif the dual-factor mental health
model in providing a more comprehensive assessafattident functioning. Further,
these studies provide evidence that categorizatietudents into the delineated groups
accurately predicts future student academic perdo®e. As such, it would appear that

this model provides a framework based upon attenidiriife functioning and student
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empowerment, in contrast to the traditional modilais upon the presence and
magnitude of variables whidecrease student’s ability to function.

SWB and OCD assessment within schools.  Research suggests that having high
SWB is an indicator of positive self-concept, adlas of higher quantity and perceived
guality of peer and family relationships (Suldo &ébner, 2006). Further, high SWB
scores have been found in at least one study teléed to higher school functioning and
more positive attitudes toward schooling (Suldol&affer, 2008). Additionally, the
presence of happiness (SWB) has consistently elegdl with benefits across academic,
social, and emotional domains (e.g., Lyubomirskjg< & Diener, 2005). Findings such
as these are encouraging in that they suggest sornef protective factor against the
very symptoms commonly associated with pediatri®OC

Academic performance. There are recent examples supporting the existence

of a relationship between SWB and students’ peetkacademic experiences (Suldo,
Shaffer, & Rily, 2008), as well as their acadenalf-efficacy (Huebner, Gilman, &
Laughlin, 1999; Suldo & Huebner, 2006). In addittorthe cognitive component of
SWB, the emotional aspect - positive and negatifexia- has also been related to
student engagement in academic tasks (Reschly,neéuefppleton, & Antaramian,
2008). Specifically, results suggested that thegmee of positive affect is related to
student engagement, while negative affect indicatesver likelihood of being
academically engaged.

Social relations. In addition to academic-based perceptions, o#sFarch

has examined the relationship between life satisfia@nd social perceptions. For

example, McKnight, Huebner, and Suldo (2002) sugied life satisfaction is correlated
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with the ability to cope adaptively with environntainstressors within the school.
Similarly, other findings indicate a strong posttirelationship between satisfaction with
life and perceptions of social support relateddademic endeavors (Suldo & Huebner,
2006; Suldo & Shaffer, 2008), as well as positiveelipersonal relationships with
teachers (Gilman & Huebner, 2006).

Student behavior. The school-based benefits associated with SWBaire

limited to social and academic perceptions of epee, as recent research suggests that
student happiness is strongly related to studemawer on campus (e.g., Varjas et al.,
2006). Examples of such behaviors include atterglpatterns, peer harassment
(bullying), and violent behaviors. With respecstadent attendance, limited research has
found that students with complete mental health,(scoring high on SWB, and low on
psychopathology measures) exhibited significardlydr numbers of school absences
when compared to vulnerable (i.e., scoring low WiBSand endorsed psychopathology)
students (Suldo & Shaffer, 2008). Note the imphktiggestion that the presence of
positiveindicators affects school attendance, insteatletraditionally assumed deficits
associated with psychopathology.

Other studies have examined the role of happinébsraspect to specific
behaviors, both peer-directed and global. One stugy focused upon bullying,
relational aggression, and supportive behavioraone than 500 middle school students.
It was found that students reporting high life &atttion and positive affect (e.g., high
SWB, or happiness) were more likely to report poislqsupportive) behaviors, and less

likely to endorse reports of bullying or relatior@@gression (Martin & Huebner, 2007).
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Multiple studies investigating other problem belvasihave found strong
negative relationships between life satisfactiot mon peer-directed problem behaviors.
For example, a large (N>5,000) study of high sclsbatlents found that students
reporting lower levels of life satisfaction wergsificantly more likely to endorse having
engaged in a physical altercation - or brought ap@e - on school grounds within the
previous month, as compared to their happier p@déasDonald, Piquero, Valois, &
Zullig, 2005). Note that these findings were viltyaeplicated in a separate study
(N=2000) of middle school students (Valois, Paxton)ig, & Huebner, 2006).

Findings such as those discussed above affirmsthdent happiness is directly
related to desired academic outcomes - wheth@rims of scholastic attitude, peer and
teacher relationships, school attendance, or behavgeneral. In addition, a study
suggests that adults with low life satisfaction mu@e likely to be diagnosed with
depression in the future (Lewinsohn, Redner, & &e€1991). While extrapolation to
school-age population is problematic, such a @tatip between life satisfaction and
subsequent diagnosis is troubling, given that gribais of pediatric depression is
indicative of subsequent poor academic performéfesgusson & Woodward, 2002).
Summary

The research examined in this review has showmitpertance of increasing our
understanding of how the various aspects of pedi@CD impact student SWB. The
research into pediatric OCD consistently has shakgas of potential deficit in skills
critical to student success in school. Given ewigeio support a relationship between

early treatment of OCD and successful symptom reslu¢e.g., Ledley & Pasupuleti,
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2007), the potential to improve our methods of sssent for OCD - in terms of both
accuracy and time - would be a large step towagslgmtion through early intervention.

Although extant research into the dual-factor miemtalth model supports its
utility in providing a more comprehensive assesdméstudent functioning than does
the traditional mental health model, such a moflaksessment is still in the early stages
within our schools. As such, there is a gap inliteeature surrounding the nature of the
relationship between pediatric OCD and student im&gg. Specifically, it is not yet
known whether or not meeting diagnostic criteriadediatric OCD can alter or restrict
the range of observed student SWB.

Further, little is known about how various factaray impact this relationship.
For instance, given the research to date relatedaéty of life for children with OCD, it
seems likely that changes in symptom severity @nisity would impact the relationship
between diagnosis and happiness. Similarly, SWBisdiely to impact the relationship
between OCD and the behaviors and perceptionsidésts related to school — such as
attendance, course grades, or completion of homewarally, there is silence within the
literature as to whether or not (and to what ejt@mily factors - including age, gender,
and SES - affect the relationship between diagreosisSWB. This point is of
considerable interest, given the differences in Qe&valence observed between genders
throughout development (e.g., Tukel et al., 20@S)well as the differences in treatment-
seeking likelihood associated with family incomeg(eStewart et al., 2004).

As such, the purpose of the current study is tdoegghe impact of various
measurable variables upon the relationship betw#eb and SWB in school-aged

youth. The importance of understanding the rolsuzh variables is two-fold. First, the
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body of literature examining the interplay betw&NB and chronic pediatric conditions
is in its infancy, and investigation into a spexiondition (in this case, pediatric OCD)
would expand and inform this literature base. Sdctre level of awareness and
perceived importance that educational personned heyarding chronic conditions —
particularly mental health conditions — is extreynedriable between individuals, yet
extremely limited overall. Therefore, the abilitydatools to screen for such conditions
within schools is poor at best. The potential tntification of academic and
demographic variables that are related to thesditons would significantly increase
the ability of school-based personnel (e.g., schpsgthologists, teachers, guidance
counselors) to utilize more effective screeninghmods for chronic health conditions
within the schools.

Increasing our understanding of the relationshivben OCD and SWB has the
potential to explain why the disorder impacts sgmeth more strongly than others. In
turn, such an explanation could identify multiptedemic and demographic risk factors
for pediatric OCD, thereby increasing the possipiior early identification and

intervention in school-aged populations.
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Chapter 3:
Methods
The purpose of this chapter is to provide a dedadkescription of the current
study’s methodology. As such, the chapter inclysisicipant descriptive information,
an overview of the research design used, and gteiments administered in the course
of the study. In addition, participant recruitmenéxplained, data collection procedures
and timelines are discussed, and the data anglysiedures are provided and justified
for each research question.
Participants
The participants in this study were youth and tfemilies seeking treatment at
the Rothman Pediatric Neuropsychiatry Clinic — digiic outpatient clinic at the
University of South Florida. Consent for participatwas obtained from parents via an
informed consent form (see copy of Consent/Assammh fapproved by University of
South Florida in Appendix B), presented upon iflifimeeting with youth and their
families. In addition, subsequent to explanatiothefcurrent study’s purpose, potential
participants were asked to sign an informed adsemt (see copy of Consent/Assent
form approved by University of South Florida in Agelix B). In the course of such
explanation, the principal investigator or a reskassistant explained to the families
that they had the right to withdraw from the cutrstaidy during any point of data

collection.
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Inclusion criteria for participation in the curresttdy included being between 7
and 17 years of age, having sufficient proficiemdth the English language to allow
completion of rating scales and interview, and hga new or confirmed clinical
diagnosis of OCD via the Rothman Center. Candidatze excluded from participation
if diagnoses for intellectual disability and/or pblgtic disorder were present. These
criteria were based upon the availability of papagants (to be discussed further when
describing the study setting); the school-aged [adjoun of interest; and the need for
participants to be able to read and understandgatiale questions, and to reliably
distinguish between fantasy and reality.

Completion of power analysis via G*Power softwdtedfelder, Faul, &
Buchner, 1996) revealed that, in order to reliabbcern a medium correlational effect
size (=.3) at an alpha level of .05, the minimum numUepasticipants was 64 (with
actual power being .8005). For the purposes ottieent study, a total of 65 families
were recruited for participation. This was basedrugne time-limited nature of the study,
as well as ensuring that the necessary numberuthyand families could be maintained
despite potential participant attrition or withdw
Setting

The youth recruited were drawn from families segkineatment from the
Rothman Pediatric Neuropsychiatry Clinic, a pettatutpatient clinic at the University
of South Florida. The use of this setting providegbsitive research dynamic with
respect to study procedures. For example, thermalgle ongoing research studies at
any given time within the Clinic, which offer elle youth the opportunity to receive

high-quality evidence-based mental health treatraergduced or no cost to their family.
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As part of determining their eligibility for suckuslies, all youth and their
families seeking treatment at the Rothman Centeasked to complete a comprehensive
assessment packet during their intake procedutkodgh agreement or refusal to
complete the packet does not affect the qualitgvailability of treatment, it is observed
that the majority of families complete the assesgrpacket. This combination of
circumstances results in a setting within whichribeessity for additional paperwork, as
part of the current study, was not necessarilygeed by families to be a burden. As
such, families within the Clinic are often obsertegrovide consent/assent for research
studies without need for additional incentive.

Research Design

A non-experimental correlational design was usealidress the research
questions for this study, which examined the refeghip between clinical characteristics
of OCD and subjective well-being (SWB), as welhasv various factors related to
symptoms, demographics, and attitudes impacteddla@onship. The research
guestions were addressed via collection and asabysating scale and clinical interview
data; specifically, a battery of self-report ratswples, parent rating scales, and a
clinician semi-structured interview that were reveel and approved by the University of
South Florida Institutional Review Board (IRB).

Dependent variables for the current study includhedpresence and extent of
obsessions, compulsions, and distress necessatiafprosis of OCD, as well as the
subjective ratings of life satisfaction and postinegative affect associated with SWB.
Independent variables included factors specifisyfoptom descriptors (i.e., intensity,

severity), participant demographics (i.e., agedgenSES), and participant behaviors and
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perceptions with respect to schooling and acade(nés attendance, homework
completion, school performance).
Measures

Ten instruments were used in the study: a demograpformation form; the
Child Behavior Checklist; the Child Obsessive-Coleme Impact Scale (Parent and
Child versions); a researcher-developed Academpathinventory; the Children’s
Yale-Brown Obsessive-Compulsive Scale; the Childr@gpression Inventory 2 Self-
Report; the Multidimensional Anxiety Scale for Ghign; the Students’ Life Satisfaction
Scale; and the Positive and Negative Affect Saade&Children. A descriptive overview of
each instrument follows. Note that, unless otheswgisecified, measures not included in
the Appendices were withheld due to copyright retstns.

Clinic demographic form. The purpose of the demographic form was to collect
descriptive information about the participantsjrtifemilies, and prior methods of
treatment for OCD or other common conditions (eagxiety, depression, behavior
problems, family problems, or substance use). Bmeadjraphic form consists of 10
items, with response modes including quasi-freparse (ethnicity and medication
history) and response selection (e.g., income J@akents’ marital status, parents’
employment status, outpatient treatment historg® Sppendix C for a copy of the
demographic form.

Child Behavior Checklist. The Child Behavior Checklist (CBCL; Achenbach,
1999; Achenbach et al., 2001) allows for pareratihg of their child’s problem
behaviors and level of skill in specific functioraakas. There are two versions of the

CBCL: one assessing younger children (ages 1-lii2do/ears), and a second form -
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ideal for the purposes of the current study - fggsasix to eighteen years. The CBCL
consists of 140 items with response choiceNaifTrue (as far as you kno\0), Very

True (1), orOften True(2), distributed across two sections: a 20-itemmgetence survey;,
and 120 items assessing the presence and magaoftudaous emotional and/or
behavioral problems (e.g., aggression, anxietyredeson, attention, delinquency, social,
somatic, thought, and withdrawal) at any time witthie past six months. In addition to
multiple DSM-oriented scales, the CBCL gives scaneshree behavioral scales of
interest: Externalizing; Internalizing; and TotabBlems.

The CBCL is easy to administer, has good psychoogtoperties, and is
thoroughly validated (Achenbach, 1991; AchenbadRescorla, 2001). While the 1991
version of the CBCL was updated in 2001, relativalyor changes were implemented,
and high correlations between the versions sudbasthey are clinically equivalent
(Achenbach & Rescorla, 2001). In addition, the iempéntation in 2003 of DSM-oriented
scales constructed from existing CBCL items resultea six-item anxiety-specific scale
(Anxiety Problems) which, in tandem with the AnxsdDepressed scale, has shown
strong correspondence with the DSM-IV and ICD-10r{@or-Smith & Compas, 2003).

The combination of scales also displays excellesurioninative ability between
children with anxiety disorders and control gro@@g., Achenbach & Rescorla, 2001;
Aschenbrand, Angelosante, & Kendall, 2005; Selign@ltendick, Langley, & Bechtoldt
Baldacci, 2004), as well as strong agreement betwgedrome scores and clinical
diagnoses in an outpatient psychiatric sample (iagterdinand, van den Berg, &
Verhulst, 1997). For the purposes of the curramd\stscores for the Internalizing and

Externalizing subscales were collected for eachiggaant. Note that, for the current
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study, reliability as measured by Cronbach’s aligindghe Internalizing¢=.90) and
Externalizing ¢=.92) subscales was excellent.

Academic Impact Inventory. As investigation of changes in student academi
experiences due to chronic health conditions ismadely performed, empirically
validated instruments specific to pediatric OCD rmoeavailable in the literature.
Therefore, the academic attitude and pediatric Qt@Eature was investigated to
determine key variables for assessment of academpi@ct.

Examples of these variables include changes (preest-onset) in academic
performance (i.e., course grades), homework complétime to complete), and
attendance patterns (days missed). Based upoitdteature review, the researcher and a
site-based clinical supervisor created a parentsiipnnaire to measure several
constructs identified as key variables within thagemic and pediatric OCD research
(e.g., Baker & Maupin, 2009; Griffiths, Sharkey,R&rlong, 2009; Ledley & Pasupuleti,
2007; Piacentini, Bergman, Keller, & McCracken, 200

Because this measure purported to examine pa@sredptions as to the impact
of pediatric OCD upon their child’s subjective expace with attending and
participating in school, the preliminary versiontibé Academic Impact Inventory (All)
instrument was reviewed by a panel of experts fipaoi pediatric OCD. Specifically,
samples of the instrument were disseminated tditgased clinical psychologists, a
pediatric psychiatrist, and two school psycholagist

The five reviewers were asked to provide feedbaglrding the content and
clarity of each questionnaire item, and to offeggestions for adding or subtracting

items. Feedback was received from four of the fexeewers (one school psychologist
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did not respond), and was reviewed by the reseaesitehis site-based clinical
supervisor, with revisions to the instrument masl@ecessary. Revisions were made to
items where respondent agreement for item relevandfr clarity was below 75% (i.e.,
less than three of the four respondents).

For example, one such revision addressed the meedniethod of translation for
non-traditional grading scales, commonly used ind€rgarten (e.g., Superior,
Acceptable, Needs Improvement), to the more trawiti ‘A’ — ‘F’ grading scale. In this
particular case, initial feedback suggested tlaaistiation keys be provided to assist the
parents. However, it was quickly discovered thatéhwere numerous variations of
grading scales, and that providing multiple tramgiakeys would significantly increase
the instrument’s length and complexity. Therefdine, reviewers agreed that, upon
completion of the instrument, the research teamlavask the parent(s) as to whether or
not the grading scales used for their child were'A and whether or not they had any
guestions as to how such a scale should be tradslat

The final version of the All has 12 items assessimgnges in the previously
identified variables (e.g., academic performanoepéwork completion, and attendance
patterns). Response modalities include menu-badedt®n (e.g., grade levels) and short
answer (e.g., number of days missed, time to camplemework). In addition, the
instrument has one item probing symptom clusteoltayy, an item querying basic
medication history, and a comprehensive item prargptientification (and perceived
effectiveness) of prior treatment history to addr@€D symptomology (See Appendix D

for a copy of the All).
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Children’s Yale-Brown Obsessive Compulsive Scale. The Children’s Yale
Brown Obsessive-Compulsive Scale (CY-BOCS; Scehidl., 1997) was designed to
allow for clinician ratings of symptom severitypediatric OCD, when administered as
part of a semi-structured clinical interview durimgake. The CY-BOCS has 10 items
assessing the severity of specific obsessions amghalsions occurring within the week
immediately prior to instrument administration. A8int scale is used for the CY-
BOCS, with increasing response values indicaticgeiasing severity of both obsessions
and compulsions (e.g., time occupied with sympta@ysptom interference, associated
distress, difficulty of resistance, and degreeeartpived control).

The CY-BOCS is widely used in pediatric OCD reskasxhibiting adequate
treatment sensitivity (POTS, 2004; Storch, 2006r&t et al., 2004). Internal consistency
was good for the Obsession and Compulsion Sev@cdtyes and Total Score (.80, .82,
and .90, respectively), and interscale correlatioefficients were strong between the
Total Score and both Obsession.05) and Compulsionr£.95) Severity Scores (Scahill
et al., 1997, Storch et al., 2004). As such, theBYCS is generally considered to be the
gold standard for symptom description and diagoasinceptualization of pediatric
OCD. Note that, for the current study, reliabilioy the Obsessiven€.75), Compulsive
(0=.72), and Totalo=.81) severity scores was acceptable.

Child Obsessive-Compulsive Impact Scale. The Children’s OCD Impact
Scale - Parent and Child versions (COIS-P, COlge§hectively; Piacentini & Jaffer,
1999) were designed to assess domain-specific ingp&CD symptoms upon child
functioning. The Scales consist of 56 items (eaethes, with response choices ranging

from Not at all (1) toVery Much(4). The items assess deficits within school,
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home/family, social, and general functioning obsdrwithin the month immediately
prior to instrument administration. Internal cotsiey was very good for both measures
(Cronbach’su=.78 to .92), and both version displayed excel{gritaclass correlation
coefficient = .81 to .89) test-retest reliabiliag well as strong agreement with semi-
structured interview assessment (Piacentini, PBasgman, & Chang, 2007). For the
purposes of the current study, the scores for géhanctioning were collected for each
participant. Note that, for the current study,akliity for Parent ¢=.95) and Child

(0=.93) COIS General scores was excellent (See Appé&ntbr a copy of the COIS-
C/P).

Children’s Depression Inventory 2: Self-Report. The Children’s Depression
Inventory 2: Self-Report (CDI 2:SR; Kovacs, 2019aicommonly used self-report scale
designed to measure cognitive, emotional, and betel\symptoms of depression in
school-age children from seven to seventeen ydargeo The CDI 2:SR consists of 28
items allowing three possible responses for eabh.iffventory provides a Total score, as
well as four domain scores: Negative mood; Ineffectess; Interpersonal problems; and
Negative self-esteem. Psychometric studies havedsirated adequate internal
consistency (Cronbachis= .71 to .89), test-retest reliability € .74 to .83), and
convergent and divergent validity (Kovacs, 1998)adldition, the CDI 2:SR is
commonly utilized to gauge change from treatmeaot.tke purposes of the current study,
the Negative Self-Esteem scores were analyzedafdr participant. Note that, for the
current study, reliability of the Negative Self-&sin scale score£.75) was adequate.

Multidimensional Anxiety Scale for Children.  The purpose of the

Multidimensional Anxiety Scale for Children (MAS®tarch et al., 1997) is to provide a
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self-report method for assessing a wide range xiegnsymptoms. The MASC consists
of 39 items, rated on a four-point scale, rangnognf zero to three (Never, Rarely,
Sometimes, or Often true about me). The instrurpemtides scores on four main scales
- three of which can be broken down further intbsiales: Physical symptoms
(Tense/Restless, Somatic/Autonomic); Social Anx{etymiliation/Rejection,
Performance Fears); Harm avoidance (Perfectiomgmious Coping); and
Separation/Panic. In addition to the main- and stddes, a Total score is provided, as
well as an Anxiety Disorder Index (ADI) score, dpgsd for easy identification of
respondents who may meet diagnostic criteria faaranety disorder. The MASC
demonstrates strong internal consistency (Cronkach90), and acceptable test-retest
reliability and adequate construct validity chaeaistics (March et al., 1997, 1999; Rynn
et al., 2006). For the purposes of the currentystiiee ADI scores were analyzed for each
participant. Note that, for the current study, AstyiDisorder Index scorea%.69) were
adequate.

Students’ Life Satisfaction Scale. The Students’ Life Satisfaction Scale (SLSS;
Huebner, 1991a) was designed to elicit the peroeptof children and adolescents as to
global satisfaction with life. The SLSS consist¥afems, with each using a 4-point
scale. The scale ranges fromNieye) to 4 Alwayg, such that — after accounting for two
reverse-scored items — higher scores indicate higliels of life satisfaction. Internal
consistency is generally strong (Cronbaahs .82 to .85), with a test-retest reliability
rating ofr = .74 reported over a one- to two-week period @hhee, 1991b). Note that, for
the current study, reliability for the SLS&=(91) was excellent (See Appendix F for a

copy of the SLSS).
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Positive and Negative Affect Scale for Children. The Positive and Negative
Affect Scale for Children (PANAS-C; Laurent et dl999) is a self-report scale designed
to assess the extent to which positive and negatfeet are experienced by respondents.
The PANAS-C consists of 27 items, each of whica sngle-word descriptor for a
specific feeling or emotion (e.g., “Sad,” “Cheerfudr “Lively”), along with a response
scale that ranges from VYdry slightly or not at aJlto 5 Extremely, allowing
respondents to report the degree to which they Bageuntered the state within the past
few weeks. Internal consistency for the currentigtwithin the Positived=.88) and
Negative (=.91) Affect scales was excellent, and there wstsang negative
relationship (= —.44) between the two affect categories (see AgpeG for a copy of
the PANAS-C).

Calculation of subjective well-being composite vaable. Determination of
SWB was accomplished via a formula incorporatiniyes from participant PANAS-C
(e.g., Positive Affect, Negative Affect) and SLS8ranistrations. In consideration of
previous research that has created and analyzeshposite SWB variable (Kasser &
Sheldon, 2002; Sheldon, Kasser, Houser-Marko, Jé&@&sirban, 2005; Suldo &
Shaffer, 2008), raw mean scores for life satistetpositive affect, and negative affect
were standardized in order to control for the that these measures have different
response metrics and thus different raw rangegdines. These standardized scores were
then used to calculate SWB as an aggregate valudjich standardized negative affect
was subtracted from the sum of the standardizedétisfaction and positive affect

variables.
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Procedures

Participant recruitment.  Upon their initial visit to the neuropsychiatriarat,
each family was requested to complete the clirdeographic form as part of the
normal intake procedure. Once this form was coregland returned as part of the intake
interview with the clinic’s director, the directdetermined (via review of individual age,
as well as symptom presentation and/or observeavio@is during the interview) whether
or not the youth should be approached for recruitrimréo the current study. If the
decision was made to attempt recruitment, the resenapproached the youth and
his/her parents at the beginning of their initss@ssment and evaluation period.

At this point, the purpose of the study was ex@dito the parents, and informed
consent sought from them. If this consent was abthithen assent was subsequently
sought from the youth. Once informed consent andhyassent were obtained, the
researcher initiated data collection with the nestipipants.

Ethical considerations. Given the research-based focus of the custenly’s
setting, precautions were taken to minimize thempidl for unethical conduct during the
course of recruitment and data collection. For g¥anthe current study is one of many
in which families may participate at the Rothmamtée, and it was particularly
important to clarify the idea of voluntary partiaippn. That is to say, when approaching
families for recruitment, it was necessary to enipli state that the choice to participate
(or not) in this study in no way altered the farslgiccess to, or quality of, treatment.

Furthermore, the current study’s principal investig working as a student
therapist presented the potential for a “dual fafeyhich families who were approached

for recruitment in the current study could latecamter their recruiter in the role of
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therapist. The danger here lies in the family’ssgae perception of coercion to
participate in the current study, to avoid feelinfguilt or awkwardness when
therapeutic services are provided. For this reaswiitiple research personnel were
designated to seek informed consent/assent froempal participants, and at no time
was the person recruiting a particular family latssigned as the therapist providing
services to that family.

Data collection and data entry. Following completion of informed consent
and assent procedures, the researcher distribotgtl gnd parent data packets to the
participants for completion. The total time necegs$a complete all measures was
approximately 60-75 minutes; however, it shoulthbted that the demographic form
was already completed as part of general clinek@tand the semi-structured interview
assessment (CY-BOCS) was also completed with alhybelieved to meet diagnostic
criteria for OCD, regardless of study participatiés such, the participants and parents
were asked to complete the additional measuresglthie assessment and evaluation
appointment, with the time burden unique to pgvaais in the current study equal to
approximately 30 minutes.

In order to account for the possibility of systeimaffects on participant
responses due to time limitations or respondeiguat the measures were counter-
balanced. This control was achieved by rotatingotfdker of measures within youth and
parent packets, such that three different iteratmfrparent measures and five different
iterations of youth measures were generated. $nntl@inner, any participant response

effects due to order and length of measures wasnzed.
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With respect to receipt or confirmation of diagrspslata triangulation was used
to provide a best estimate diagnosis procedureugh, information from clinical
observation, CY-BOCS cutoff scores, and ratingescasponses relevant to specific
symptoms and associated impairment was includedglarround-table discussion
among medical faculty at the Rothman Center fleee licensed clinical psychologists
and a pediatric psychiatrist). The overarching gdauch discussion was to ensure that
all diagnostic criteria were met prior to estalilgha diagnosis of OCD, and that any
existing OCD diagnosis remained accurate and apiptepNote that, in addition to
diagnostic consideration of OCD, diagnostic statiik respect to comorbid conditions
was collected. Although these data were not useddta analysis, the information
allowed for a clearer understanding of the resglsample.

The principal investigator or research assistamtevavailable during
administration to attend to questions from partais. After completion of packets, a
member of the research team briefly scanned eaesureto ensure all items were
completed. If necessary, participants were askeditaplete appropriate items.

The author de-identified participant packets, asgigned each participating
family a unique identification number (e.g., “AC-BVD27”) to ensure confidentiality was
maintained for participant information and resp@ndéne author was trained on the
administration and scoring of all measures usedercurrent study by the Director of the
Rothman Center as part of an advanced practicuaddition, the author conducted
training for all research assistants to ensure edemee in scoring of all measures. All
measures were scored by hand, with a randomlyteelé©% of scored packets and

audio-taped CY-BOCS administrations checked forisgaaccuracy by a research
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assistant who did not originally score the selegacket(s). CY-BOCS inter-rater
agreement (intraclass correlation coefficient) wasulated as .97.

The scores for each instrument were entered ic@eg and password-protected
Excel file by the author. This spreadsheet file e the only data source used for data
analyses. Data entry integrity was monitored byloan selection of participant packets
for “scoring checks.” A research assistant whoraitloriginally score the selected
packet(s) checked 10% of randomly selected paaitipackets for accuracy of data
entry. When a data entry error was discoveredatl@cent participant records were also
checked for data entry accuracy. Data entry intggras calculated at 99%.
Analyses

Descriptive and inferential analyses were condutdestidress each research
guestion. For all questions, the individual pap&sits were considered as the unit of
analysis. The exploratory nature of the currentlgtmakes the development or
adaptation of a theoretical model problematichkoty, the variables being examined
could serve as both a mediator and moderator (udd, 2001). However, it is far more
common to conceptualize variables as playing a atedjor moderating role in the
relationship between predictor and outcome vargptethis case, diagnosis of pediatric
OCD, and SWB).

For example, a moderating variable would interaith ¥he presence of a
diagnosis, and such interaction would measuratbflyance SWB. On the other hand, in
the mediating role, a diagnosis of pediatric OCDulddead to the variable of interest,

which would in turn impact SWB. In other words, mout the variable being studied
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(e.g., symptom intensity, age, change in coursdegia theravould be no relationship
between OCD diagnosis and SWB (Baron & Kenny, 1986)

For the purposes of the current study, the vargabtenterest were considered as
moderating variables. The justification for thisasption lies mainly in the lack of
existing evidence to support a necessary variahte, (Kenny, Kashy, & Bolger, 1998);
that is, some variable ultimately responsible fa& impact a chronic condition has upon a
person’s perceived happiness.

Research question one. What is the relationship between clinical
characteristics of pediatric OCD and Subjective MBeing (SWB) in school-age
children and adolescents? To examine this relatipnghe data used to identify clinical
characteristics included calculated scores fromigpant CY-BOCS administrations
(e.g., Total, Obsessions, and Compulsions scatesg@nd determination of SWB via a
formula incorporating scores from participant PAN&Se.g., Positive Affect, Negative
Affect) and SLSS administrations. With respect ¥-BOCS scoring, it is informative to
consider that, while a Total score of 16 on the BIES is considered to be a clinical
cutoff for OCD diagnosis, there is not a minimumxmnaum score required from either
subscale (Obsessive or Compulsive). Inferentialyaea included calculation of the
Pearson product-moment correlation coefficient (ERMbetween mean CY-BOCS
scale scores and SWB scores.

Research question two. To what extent do factors related to pedia@€D
(i.e., symptom severity, intensity) moderate tHatrenship between clinical

characteristics of pediatric OCD and SWB in schegs-children and adolescents?
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To investigate these effects, the data used fopsym-specific factors included
calculated scores of the General scale from CO#KLCCOIS-P, of the Negative self-
esteem score from the CDI-SR, the Externalizinglatetnalizing subscale scores from
the CBCL, and the ADI score from the MASC.

Inferential analysis consisted of multiple regiess to examine moderator effects
of the collected symptom-specific factors upongheviously defined relationship
between clinical characteristics and SWB. Spedlficaix models were used in order to
investigate the moderating effect each of the wasr®ymptom-specific variables may
have had upon the relationship between clinicatattaristics and SWB

Research question three. To what extent does SWB moderate the relatipns
between clinical characteristics of pediatric OCGid academic (i.e., course grades,
attendance, homework patterns) and general funogan school-age children and
adolescents? To investigate these effects, theudathfor academic functioning included
calculated scores from parent responses to coastittems of the All (e.g., Academic
performance, Homework completion time, Attendamesirument, as well as General
scores from the COIS-C and COIS-P.

Specifically, items 4 and 5 from the All (see ApdenD) place academic
performance on a 9-point scale, which was revereesd. Perceived academic
performance after symptom onset (Item 5) was satedafrom parents’ recall of
academic performance prior to symptom onset (Itgto field a quantitative value, “All
Performance”, signifying differences in academid@@&nance across symptom onset.
Similarly, items 6 and 7 from the AC-IMP assessatierage amount of time allocated

nightly for completion of assigned schoolwork. Agls, subtraction of post-onset time
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(Item 7) from parents’ remembered pre-onset tines(16) yields a value, “All
Homework”, signifying differences in time necesstryomplete homework across
symptom onset. Last, items 8a and 9a from theajlthe average number of absences
per month. Therefore, subtracting post-onset alesefitem 9a) from parents’ recall of
pre-onset absences (Item 8a) provides a value,Aiindance”, signifying differences
in attendance across symptom onset. Again, notettbalata indicating clinical
characteristics and SWB were the same as thosala@i@d for Research Question One.
Additional descriptive data include the means @addard deviations for relevant scores
from the administered All and COIS measures.

Inferential analyses consisted of multiple regi@ssito examine moderator
effects of the collected academic and general fonictg factors upon the relationship
between clinical characteristics and SWB. Spedlficfive models were used to
investigate the moderating effect SWB may haveuypauh the relationship between each
of the academic-related variables and clinical abi@ristics of OCD

Research question four. To what extent do demographic factors (i.ge,a
gender, SES) moderate the relationship betweertalioharacteristics of pediatric OCD,
and SWB in school-age children? Investigation ektheffects included factors from the
clinic demographics form; again, note that the @adécating clinical characteristics and
SWB were the same as those calculated for Res€arestion One. Additional
descriptive data include the mean and/or modaloresgs for relevant scores from the
administered clinic demographic forms.

Inferential analyses consisted of multiple regi@ssito examine moderator

effects of the collected demographic factors up@relationship between clinical
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characteristics and SWB. Specificalllgree models were used to investigate the
moderating effect each of the various demograpttofs (age, gender, SES) may have

had upon the previously defined relationship betwamical characteristics of OCD and

SWB.
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Chapter 4:

Results

This study sought to understand the relationshgbaden clinical characteristics
of OCD and Subjective Well Being (SWB), as welhasv various factors related to
symptoms, demographics, and attitudes impact tleggonships. This chapter provides
an overview of the overall sample characterisassyell as the results of the data
analyses selected to answer each research question.

Overview of Sample

Basic demographic information for the sample appén Table 3. The current
study’s sample included responses from 65 youtiging in age from 7-17 years
(M=11.88,SD=2.89 years). Of these youth, 33.88622) were female, and the majority
(84.8%,n=56) were Caucasian. Other participant ethnicitiekided non-White
Hispanic (7.6%n=5), African-American (4.5%=3), and two individuals (3.1%) of
multiple ethnicities. Roughly half of the sampl® @%,n=29) reported annual family
income greater than $100,000, with less than omé-(A7.4%,n=17) reporting income
levels at or below $51,000 per year.

With respect to clinical characteristics, nearlyodlithe sample (n=58; 89.2%) met
the clinical cut-point (16) associated with the 89CS Total Score, and some (i.e., non-
zero) level of OCD-related impairment was endoisgdll participants and their

reporting parents via the COIS-C/P. Additionallyghly half of the sample (47.7%,
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n=31) provided clinically significant scores on withnge internalizing behavior scores
from the CBCL. Conversely, clinically significartares for externalizing behavior were
displayed by less than one-quarter of the sam@&¢a, n=10).

Table 3

Participant Demographic Information

Variable n Percentage

Gender

O=Female 22 33.8

1=Male 43 66.2
SES

<$25,000 3 4.8

$25,000-$49,999 7 11.3

$50,000-$74,999 7 11.3

$75,000-$100,000 16 25.8

>$100,000 29 46.8

®SES is a five-point variable, ranging from “<$25)0@o “>$100,000” (1-5 increasing).

In the current sample, 46 of 65 participants (70.8%t diagnostic criteria for
disorders beyond the primary diagnosis of OCD, irajp§rom one to four such
conditions. Table 4 displays the number of paréioig displaying comorbidity by
specific conditions. Calculated SWB for the currstoidy’s sample had an observed
range of —6.79 to 4.74, with the mean and standavdhtion provided in Table 5. Given
the nature of the SWB score as a representatitmed separate though related
constructs — Life Satisfaction (LS), Positive Atf¢EA), and Negative Affect (NA) — the
relationships between SWB and its parent constmets examined. In the current
sample, PA showed a strong positive associatiom kit (= .62,p<.01) and a strong

negative correlation with NA€ —.84,p <.01).
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Table 4

Representation of Sample Comorbidity by Specified@ion

Comorbid Condition
Anxiety Disorders
Generalized Anxiety
Separation Anxiety
Social Phobia
Specific Phobia
NOS
Depressive Disorder
Major Depressive Disorder
NOS
Autism Spectrum Disorder (ASD)
Autistic Disorder
Asperger’s Disorder
Pervasive Developmental Disorder, NOS
Tic Disorders
Tourette’s Disorder
Transient Tic Disorder
Attention-Deficit/ Hyperactivity Disorder (ADHD)
Primarily Inattentive
Primarily Hyperactive
Combined
Disruptive Behavior Disorder
Oppositional-Defiant
NOS
Selective Mutism
Post-Traumatic Stress Disorder (PTSD)

n % of subsample
24 52
8 17.4
6 13
9 19.6
2 4.3
1 2.2
8 17.4
5 10.9
3 6.5
8 17.4
1 2.2
4 8.7
6.5
19 41.3
14 30.4
5 10.9
7 15.2
1 2.2
1 2.2
5 10.9
7 15.2
5 10.9
2 4.3
1 2.2
1 2.2

*NOS — Not Otherwise Specified.

As expected, LS was negatively associated with NA{(67,0 <.01). As expected, the

composite SWB variable evidenced a strong inveoseelation with Negative Affectr&

—.84,p <.01), and strong positive associations with Rasiiffect (r =.81,p <.01) and

Life Satisfaction(=.91,p <.01). Examination of mean SWB ratings across gend

revealed non-significant differences.

When analyzing academic impairment data, outliexsevidentified and removed

from the homework completion and attendance vaml$pecifically, two responses
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were removed from homework completion time repavit) provided average times of
1440 and 1600 minutes (24 hours and 27 hours, cteply) per eveningeing
considered unlikely and/or representative of misusthnding by the reporting parent
(e.g., weekly times vs. nightly times). Upon remasahe outlying values, skewness and
kurtosis of the homework variable were observedettrease from 5.16 (skewness) and
26.85 (kurtosis) to 1.42 and 1.50, respectivelythiespect to average monthly absences,
four reports were removed which provided averagathip absences of 30 days.
Although such reports are accurate in that thagyeating child was unable to attend
school, it was considered likely that the significa of impairment observed in these
instances was such that the children were not septative of the larger sample. This is
reflected in the immediate and sizeable reducticskewness values observed (from 6.17
to 3.18) when data from the outlying reports wemaaeved. Listwise deletion was used,
such that all data for these cases identified dsemiwere removed from all subsequent
analyses. In response to large observed positiftedis in the attendance variable
(kurtosis=12.20), cube root data transformation e@axlucted, with the result that
kurtosis was reduced to within acceptable value&sjl

Roughly half of the sample (n=33; 50.8%) endorsgniicant levels of academic
impairment associated with symptom onset, defirgech@eting one or more parent
reporting criteria: decrease of one or more lgtades across symptom onset (n=17;
26.2%); increase of more than 30 minutes in avenag&ly time required to complete
assigned homework (n=25; 38.5%) across symptont;cas@/or increase of more than 5

school days in average monthly absences from s¢hedt 6.2%).
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Table 5

Correlation Matrix for Key Study Variables

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13
1. OCD Obsessions -
2. OCD Compulsions 52 -
3. OCD Total 85 .85 -
4. Impairmerttper Parent 46"  .36°  .48" -
5. Impairment per Child 39 22 36 63" -
6. Narrow-band Anxiety 31 .10 24 32 AT -
7. Narrow-band Depressibn .22 .20 .24 .10 .09 .03 -
8. Internalizing 29 13 .25 .38 .20 A7 -.06 -
9. Externalizing .10 .09 A1 22 .20 14 -00 48 -
10. Change in grades -12 -14 -.16 -32  -29  -25 -07  -05  -12 -
11. Change in HW tinfe 21 19 24 21 .09 .23 22 .09 -12  -.40 -
12. Change in absentes .08 .18 .15 .36 .06 .09 15 .18 =17 -07 .10 -
13. SWB -31 -.06 -.22 -38  -517  -42° -11 -34 01 23 -.23 -.09 -
n 62 62 62 58 61 62 60 62 60 62 56 58 57
M 11.03 12.39 2342 69.10 5292 10.34 295 1558 9.79.90 30.37  2.28 -0.06
SD 344 305 566 23.09 16.68 4.78 289 10.17 9.13 92.037.67 6.17 2.58
Range 0-17 519 534 39133 3097 222 08 045 50-3-7-5 0-150 -1-30 —6.79-4.74
Skewness -1.44 -0.49 -0.97 1.0 070 038 071 06912 -0.74 1.42 3.75 -0.79
Kurtosis 324 023 116 0.92 -0.16 -0.32 -1.02 060.2054 232 1.50 1.78 0.17

30CD Scale scores come from the CY-BOCS — Childrefste-Brown Obsessive Compulsive Scaldspairment derived from COIS: Child Obsessive-
Compulsive Impact Scale — Child/Parent Versidhgrrow-Band Anxiety derived from MASC ADI: Multidiemsional Anxiety Scale for Children, Anxiety
Disorder Index, given as a raw scofiarrow-Band Depression derived from CDI-2 Neg. €hildren’s Depression Inventory Second Editionelf-Report,
Negative Self-Esteem, given as a raw sclregernalizing behaviors via CBCL: Child Behavior égiklist, given as a raw score with clinical cutgodf 16;
'Externalizing behaviors via CBCL: Child Behaviorezhlist, given as a raw score with clinical cutpain19;°Changes in grades as rated by parent responses;
"Changes in time to complete homework as rated bgnpaesponsedChanges in average monthly absences from schaaked by parent responses; SWB =
Subjective Well-Being, a composite of StudentselHatisfaction Scale (SLSS) and Positive and Negdtifect Scale for Children (PANAS-C).

* p<.05. **p<.01.

64

www.manaraa.com



Table 5 provides a correlation matrix of key stwdyiables used for investigation of the
research questions.
Research Questions

Research question one. What is the relationship between clinical
characteristics of pediatric OCD and self-ratedj&etive Well-Being (SWB) in school-
age children and adolescents?

To examine this relationship, the data used totifiedinical characteristics
include calculated scores from participants’ CY-B®&lministrations (e.g., Obsessions,
Compulsions, and Total scale scores), while SWBescavere calculated through
integration of standardized parent variables Rasiiffect (PA), Negative Affect (NA),

and Life Satisfaction (LS) as described in the pd&tg section.

Table 6

Descriptive and Inferential Data for Behavior-SWeld&ionship

Variable 1 2 3 4
1. OCD Obsessions -
2. OCD Compulsions 52 -
3. OCD Total .89 .85 —~
4. SWE -31 —.06 ~.22 -~
n 62 62 62 o7
M 11.03 12.39 23.42 —0.06
SD 3.44 3.05 5.66 2.58
Range 0-17 5-19 5-34 —6.79-4.74
Skewness -1.44 -0.49 -0.97 -0.79
Kurtosis 3.24 0.23 1.16 0.17

#0CD Scale scores come from the CY-BOCS — Childrafale-Brown Obsessive Compulsive Scales;
®SWB = Subjective Well-Being
* p<.05. **p<.01.

65

www.manaraa.com



To determine whether any relationships exist betvibe clinical characteristics
of participants’ OCD and their subjective ratingsvell-being, Pearson product-moment
correlation coefficients (PPMCC) were calculatetusen CY-BOCS scale scores and
SWB scores. These results, which appear in Tabled&ated that low to moderate
negative relationships were observed between #ie scores, which reflect the presence
and severity of obsessive thoughts and compulsbaviors, and SWB scores (range
—.06 Compulsion scale, te —.31 Obsession scale).

Research question two. To what extent do factors related to pediad€D
(i.e., symptom severity, intensity) moderate tHatrenship between clinical
characteristics of pediatric OCD and self-rated SWBchool-age children and
adolescents?

Data for these effects included child- and parated impairment as calculated
from the COIS-C/P General scales, broad-band paatings of externalizing and
internalizing behaviors from CBCL subscale sconasfow-band depression ratings from
the CDI-SR Negative self-esteem score, and narmandtanxiety ratings from the MASC
ADI score. Table 7 provides the descriptive datadétevant symptom-specific variables.

To determine whether or not any (or all) of the pymm-specific factors acted to
moderate the relationship between clinical charaties and SWB, multiple regressions
were calculated using grand mean-centered valueaatf factor (Dalal & Zickar, 2012;
Dedrick et al., 2009). Specifically, six models waelected to investigate the moderating
effect of each such factor in turn, while contradjifor participant (child) age, gender,
and family income. Table 8 summarizes the restliudtiple regressions for all

symptom-specific variables.
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Calculation of the coefficient of determinatiorf, Ras performed for each model
to indicate the proportion of unique and sharedabality explained by all variables in a
given model. As shown in Table 9, Step 3 (mainaff&? values ranged from .27 to .49
(Externalizing behaviors, and Self-Esteem, respelsfi. Further, models incorporating
child-rated impairment, self-esteem, and anxietyilgted statistically significant
changes in R indicating that these models each accounted fwoportion of variance in
SWB greater than zero. However, Step 4 (interapfSrvalues, although displaying a
similar range, failed to achieve values statistycgteater than zero,
Table 7

Descriptive and Inferential Data for Symptom-spedtffects

Variable 1 2 3 4 5 6
1. Child-rated Impairmeft -
2. Parent-rated Impairment 63 -
3. Self-Esteeth .09 10 -~
4. Externalizing behaviofs .20 22 -.00 -
5. Internalizing behaviofs .20 39 -.06 48 -
6. Anxiety’ (Narrow Band) AT 32 .03 14 A7 -
7. SWE -.50" -37 -.35 —.04 -.34 —47
n 61 58 60 60 62 57
M 52.92 69.10 2.95 9.72 15.58 -0.06
SD 16.68 23.09 2.89 9.13 10.17 2.58
Range 30-97 39-133 0-8 0-35 0-45 —6.79-4.74
Skewness 0.70 1.00 0.71 1.12 0.69 -0.79
Kurtosis -0.16 0.92 -1.02 0.54 -0.20 0.17

dmpairment refers to constructs derived from CQ@8ild Obsessive-Compulsive Impact Scale —
Child/Parent VersiondSelf-Esteem derived from CDI-2 Neg. s-e: Childreb&pression Inventory
Second Edition — Self-Report, Negative Self-Estegingn as a raw scortExternalizing behaviors via
CBCL: Child Behavior Checklist, given as a raw scuwith clinical cutpoint of 19Internalizing behaviors
via CBCL: Child Behavior Checklist, given as a rsgore with clinical cutpoint of 16Narrow-Band
Anxiety derived from MASC ADI: Multidimensional Argty Scale for Children, Anxiety Disorder Index,
given as a raw scorESWB: Subjective Well-Being.

* p<.05. **p<.01.
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Table 8

Multiple Regression Analysis of SWB as Moderate8ymgptom Variables

Model 1 =61) Model 2 (=58) Model 3 (=60) Model 4 §=62) Model 5 §=60) Model 6 §=62)

B SE B B SE B B SE B B SE B B SE B B SE B
Age -0.35 0.12 -038" -035 .12 -0.38" -0.25 0.13 -028 -0.38 0.12 -0.40° -0.36 0.13 -0.39° -035 0.12 -0.41
Gender 054 075 010 064 074 012 046 074 009 049 075 0.09 057 079 010 025 071 0.05
Income -0.44 032 -0.18 -046 031 -0.19 -0.44 033 -019 -048 032 -020 -0.44 032 -018 -0.30 0.30 -0.13
ocD? -0.14 006 -037 -014 006 -037 -013 0.06 -0.3T -0.15 0.06 -0.34 -0.14 0.06 -0.31 -0.10 0.06 -0.24
Impairment -0.05 0.02 -0.35
(per Child)
Impairment -0.02 0.02 -0.19
(per Parent)
Self-Esteerh -0.57 0.12 -0.57
Internalizind -0.05 003 -0.19
Externalizing -0.01 0.04 -0.02
Anxiety -0.21 0.06 -0.44
Interactiodd -0.00 0.00 -0.24 000 0.00 040 -0.05 0.02 -1.14 .030 0.01 -080 0.00 001 0.03 -010 010 -0.13

2 0CD clinical characteristics via CY-BOCS — ChildieYale-Brown Obsessive Compulsive Scales Totat&awith a clinical cutpoint of 18/mpairment
assessed via COIS: Child Obsessive-Compulsive Ihg@ale — Child/Parent VersionSSelf-Esteem derived from CDI-2 Neg. s-e: ChildreDapression
Inventory Second Edition — Self-Report, Negativé-Ssteem, given as a raw scofiaternalizing behaviors via CBCL: Child Behavior éklist, given as a
raw score with clinical cutpoint of 1&Externalizing behaviors via CBCL: Child Behavioreghlist, given as a raw score with clinical cutpain19;'Anxiety
assessed via MASC ADI: Multidimensional Anxiety &ctor Children, Anxiety Disorder Index, given asaav score?Interaction provides data for interaction
between CY-BOCS and applicable main effect variabje<.05, ** p<.01.
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Table 9

Variance Partitioning for Multiple Regression Ansily of SWB as Moderated by Symptom Variables

Dependent Variable = SWB

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6
Child-rated Parent-rated Internalizing Externalizing Narrow-B_and

Impairment Impairment Self-Esteerh behavior§ behavior8 Anxiety
[n=51] R AR R AR R ARP R AR? R AR? R AR
Step 18 .18 19 .19 13 13 .20 .20 .19 19 19 .19
Step 2 27 .09 28 .09 21 .08 .30 10 27 .08 24 .05
Step 8 37 .09 31 .02 49 28 .33 .03 27 .00 42 18
Step A 37 .00 31 .00 53 .04 .36 .03 27 .00 .43 .01

®Step 1: Control variables (Age, Gender, IncomeydiStep 2: Control variables and CY-BOCS [Childrenaé¢Brown Obsessive Compulsive ScaléStep
3: Control variables, CY-BOCS, and model-specif@imeffect variable?Step 4: Control variables, CY-BOCS, model-spedifiin effect variable, and
interaction (CY-BOCS x main effecfimpairment assessed via COIS: Child Obsessive-Clsimpumpact Scale — Child/Parent VersiofSelf-Esteem
derived from CDI-2 Neg. s-e: Children’s Depressioventory Second Edition — Self-Report, Negativé-Esteem, given as a raw scofmternalizing
behaviors via CBCL: Child Behavior Checklist, giv@ma raw score with clinical cutpoint of fExternalizing behaviors via CBCL: Child Behaviore@hlist,
given as a raw score with clinical cutpoint of nxiety assessed via MASC ADI: Multidimensional Aety Scale for Children, Anxiety Disorder Indexyen
as a raw score.

* p<.05, ** p<.01.
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indicating that none of the symptom-related vagalithosen were effective moderators
of the relationship between OCD clinical charast#s and happiness.

Research question three. To what extent does self-rated SWB moderade th
relationship between clinical characteristics alipric OCD and academic (i.e., course
grades, attendance, homework patterns) and gdnecdioning in school-age children
and adolescents?

Data included calculated scores from parent regsottsapplicable items of the
All (e.g., Academic performance, Homework completiome, Attendance) instrument,
as well as child- and parent-reported impairmesbeiated with OCD from the COIS-
C/P. Note that the data indicating clinical chagastics and SWB were identical to those
used for Research Question One (see Table 6), Widlanpairment scores from the
COIS-C/P were previously used for Research Que3wom (see Table 7). Table 10
summarizes descriptive data for the academic-itldeiables: the change in academic
performance, change in homework completion timd,@drange in average monthly
absences.

To determine whether or not SWB moderated theiogiship between clinical
characteristics and any (or all) of the academi@bées, multiple regressions were
calculated using grand mean-centered values offeatdr (Dalal & Zickar, 2012;
Dedrick et al., 2009). Specifically, five modelsr@eelected to investigate the
moderating effect of SWB upon each such factouin.tTable 11 summarizes the results
of multiple regressions for all academic-relatedalzes.

Calculation of the Coefficient of Determinatior?, Rvas performed for each

model to indicate the proportion of unique and starariability explained by all
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variables in a given model. From Table 12, althotighmaximum Step 4 (Interaction
effect) R change value was .04 (Academic Performance), obtiese values were
sufficient to achieve statistical significance,igating that SWB was not an effective
moderator of the association between OCD clinibaracteristics and academic
impairment. However, Step 3 (main effecf)dhange values ranged from .01 to .10
(Homework time and Child-rated impairment, respeti). The model for child-rated
impairment was the only such model to exhibit statally significant changes in“for
the academic variable main effect, indicating ®AIB

Table 10

Descriptive and Inferential Data for Academic Vdiies

Variable 1 2 3 4 5 6

1. Academic Performante -

2. Homework Timg -.40" -

3. Attendance -.07 .10 -

4. Child-rated Impairmefit -.29 .09 .06 -

5. Parent-rated Impairment -32 .21 36 63" -

6. SWE 23 -.23 -.09 -51 -38" —~

n 62 56 58 61 58 57

M -0.90 30.37 0.97 52.92 69.10 -0.06
SD 2.09 37.67 1.98 16.68 23.09 2.58
Range 75 0-150  -1-11 30-97 39133  —6.79-4.74
Skewness -0.74 1.42 3.18 0.70 1.00 -0.79
Kurtosis 2.32 1.50 12.20 -0.16 0.92 0.17

aChanges in academic grades as rated by parennsespon All: Academic Impact InventoRZhanges in
time to complete homework as rated by parent resgman All°Changes in average monthly absences
from school as rated by parent responses on’ftipairment assessed via COIS: Child Obsessive-
Compulsive Impact Scale — Child/Parent VersiGB8YB: Subjective Well-Being.

* p<.05, ** p<.01.
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Table 11

Multiple Regression Analysis for Academic Varialdesvioderated by SWB

Model 1 Model 2 Model 3 Model 4 Model 5
(n=62) (n=56) (n=58) (n=61) (n=58)
Child-rated Parent-rated
Academic Performanée Homework Tim& Attendancé Impairment Impairment
Variable B SE B B SE B B SE B B SE B B SE B
Age -0.07 0.10 -0.10 2.77 2.25 0.19 -0.06 0.08 .110 204 083 034 2.28 1.12  0.29
Gender -0.77 0.62 -0.18 -0.50 13.02 -0.01 -0.11 .480 -0.04 -5.20 5.02 -0.14 412 6.82 0.09
Income 0.29 0.26 0.16 -4.73 5.60 -0.13 -0.13 0.2@.10 -0.62 214 -0.04 0.15 290 0.01
ocr® -0.06 0.06 -0.17 1.82 1.14 0.25 0.03 0.04 0.10 .990 0.40 0.34 1.94 050 0.50
SWB' 0.15 0.13 0.21 -1.78 2.61 -0.12 -0.09 0.10 -0.16 -2.40 0.93 -0.37 -1.54 126 -0.18
Interactiod -0.03 0.02 -0.94 -0.25 0.46 -0.42 0.00 0.02 011 -0.01 0.7 -0.04 0.04 0.22 0.10

®Changes in academic grades as rated by parennsespon All: Academic Impact InventoRZhanges in time to complete homework as rated bgrpa
responses on AlfChanges in average monthly absences from schaatets by parent responses on Alinpairment via COIS: Child Obsessive-Compulsive
Impact Scale — Child/Parent Versiof®CD clinical characteristics via CY-BOCS — ChildeNale-Brown Obsessive Compulsive Scales Totat&owith a

clinical cutpoint of 16'SWB: Subjective Well-Beindinteraction between CY-BOCS and SWB.

* p<.05 ** p<.01.
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Table 12

Variance Partitioning for Multiple Regression Ansily of Academic Variables as Moderated by SWB

Independent Variable = SWB

Model 1 Model 2 Model 3 Model 4 Model 5

Child-rated Parent-rated

Academic Performante Homework Timé Attendancé Impairmen'f Impairment

[n=53] R AR R AR R AR =4 AR R AR
Step 1 .07 .07 .05 .05 .03 .03 12 12 .10 .10

Step 2 .10 .03 .10 .06 .04 .01 22 10 32 27

Step § 13 .03 12 .01 .05 .02 .32 10 .35 .02
Step 4 .16 .04 12 .01 .05 .00 .32 .00 .35 .00

®Step 1: Control variables (Age, Gender, IncomeydiStep 2: Control variables and CY-BOCS [Childrenaé¢Brown Obsessive Compulsive ScaléStep
3: Control variables, CY-BOCS, and SWB [SubjectiVell Being]; “Step 4: Control variables, CY-BOCS, SWB, and intéiom (CY-BOCS x SWB)°Changes
in academic grades as rated by parent responsks: gkcademic Impact InventoryChanges in time to complete homework as rated bgnpaesponses on
All; %Changes in average monthly absences from schaates by parent responses on Alinpairment via COIS: Child Obsessive-Compulsive ctpScale

— Child/Parent Versions.
* p<.05 ** p<.01.
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accounted for a proportion of variance in childechimpairment greater than zero.

Research question four. To what extent do demographic factors (i.ge,a
gender, SES) moderate the relationship betweertalioharacteristics of pediatric OCD
and SWB in school-age children?

Data included child age, gender, and family incataes from the clinic
demographics form. Note that the data indicatimgadl characteristics and SWB were
identical to those calculated for Research Que<doea (see Table 6), and descriptive
data for Age, Gender and Family income are disclasée beginning of this chapter.
To determine whether or not the demographic vaembioderated the relationship
between clinical characteristics and SWB, multielgressions were calculated using
grand mean-centered values of each factor (Daléic&ar, 2012; Dedrick et al., 2009).
Specifically, three models were selected to ingagé the moderating effect of each such
factor in turn. Table 13 summarizes the resultsiokiple regressions for each of the
demographic variables.

Calculation of the coefficient of determinatiorf, Was performed for each model
to indicate the proportion of unique and sharedabdity explained by all variables in a
given model. From Table 14, the maximum Step 2(attion) R value was .01
(Gender), with no values achieving statistical gigance, suggesting none of the
demographic variables were effective moderatotb®fissociation between OCD
clinical characteristics and happiness. Howevap t(main effect) Rchange values for
family income and child age were statistically gigant, indicating that these models

accounted for a proportion of variance in happirggsater than zero.
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Table 13

Multiple Regression Analysis of SWB as ModerateDBdayographic Variables [n=57]

Model 1 Model 2 Model 3
Variable B SE B B SE g B SEB g
ocD? -0.10 0.06 -0.22 -0.100.06 -0.22 -0.13 0.06 -0.29
Age -0.34 011 -0.38
Gendef 0.21 0.76 0.04
SES -0.76 0.33 -0.31
Interaction 0.01  0.02  0.28 0.09 0.15 0.50 0.01070. 0.08

%0CD clinical characteristics via CY-BOCS — ChildieN ale-Brown Obsessive Compulsive Scales Total
Score, with a clinical cutpoint of 185ender is a dummy variable with female servinghasréference
group;°SES is a five-point variable, ranging from “<$25)0fo “>$100,000” (1-5 increasing).

*p<.05, *p<.01.

Table 14
Variance Partitioning for Multiple Regression Angily of SWB as Moderated by

Demographic Variables

Dependent Variable = SWB

Model 1 Model 2 Model 3
[Age] [Gendef] [SES]
[N=57] R AR R AR R AR
Step T .05 .05 .05 .05 .08 .08
Step 2 .20 14 .05 .00 .18 .09
Step 3 .20 .00 .06 .01 .18 .00

*Step 1: CY-BOCS [Children’s Yale-Brown Obsessiver(ailsive Scales] onlyStep 2: CY-BOCS and
model-specific main effect variabl&Step 3: CY-BOCS, main effect variable, and intécac{CY-BOCS x
main effect variable)!Gender is a dummy variable with female servinghasréference grougSES is a
five-point variable, ranging from “<$25,000" to “2$0,000” (1-5 increasing).
* p<.05 ** p<.01.
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Chapter 5:

Discussion

This study examined the relationship between dinsbaracteristics of OCD and
subjective well-being. The moderating potentiabpiptom-specific (e.g., severity,
intensity), academic and general functioning (egurse grades, attendance, homework
patterns), and demographic (e.g., age, gendegemmiomic status) variables were
assessed.

This chapter provides an interpretation and digonssf the results in six
sections. The first section represents the stuéyviaw, the second offers conclusions
and a discussion of results, the third sectiongurssthe strengths and limitations of the
study, the fourth section provides future reseaecommendations, the fifth offers
implications for practice, and the chapter conciéh a brief summary of this
investigation.

Study Overview

Subjective well-being has been associated withativef desirable outcomes,
and even identified as a potential protective faagainst engagement in risky behaviors
such as suicidal ideation or substance abuse &/&ailig, Huebner, & Drane, 2004;
Zullig, Valois, Huebner, Oeltmann, & Drane, 200Hhwever, there is limited research
as to the potential for a child’s SWB to buffer mga school-related impairment

associated with a specific chronic health condit®ithough some research indicates the
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potential for chronic health conditions to impasheol-related functioning and
performance in children and adolescents (e.g.,dyefllPasupuleti, 2007; Piacentini et
al., 2007), few studies examine the variables emd&msuch conditions which may serve
as protective factors with respect to academidasaad emotional impairment in
school-aged populations. Therefore, this study demsgned to examine the role of
various symptom-specific factors in determininggegéred academic, social, and
emotional impairment associated with pediatric O@®yvell as to determine if
subjective well-being moderates the school-relatgghirment attributed to pediatric
OCD.

Interpretation and Discussion of Results

With respect to the descriptive data, it is oénest that the ratio of male to
female participants approaches 2:1 (43 males, iP2lfs; ratio=1.95). Note that this is
consistent with other studies of children with O@Dwvhich ratios during early
childhood are reported to approximate 4:1, appnogchnity in adolescence and
adulthood (Stewart et al., 2004).

Research question one. What is the relationship between clinical chanasties of
pediatric OCD and self-rated Subjective Well-BefB§VB) in school-age children and
adolescents?

Results for relationships between subjective weili and OCD clinical
characteristics can be interpreted to indicatetti@ge study participants presenting with
increased levels of distressing obsessive thowegtsrienced lower SWB, as compared
with those participants presenting with fewer stigdughts. Additionally, the finding that

SWB in school-aged youth is more strongly relatedlisessive thoughts than to
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compulsive behaviors is important, particularly wloensidering assessment for
prevention and early identification of chronic lbalonditions in school-based settings
(Ledley & Pasupuleti, 2007; Piacentini et al., 20B&centini et al., 2007; Ysseldyke et
al., 2006). The layman’s conceptualization of happs is concentrated upon observed
behaviors (e.g., smiling, laughing, relaxed demegamhich has led to looking for the
absence of such behaviors — or the occurrencendidjppy” behaviors — in determining
the presence of internalizing symptoms (e.g., dpxaepression; Valderhaug &
lvarsson, 2005). A strength of the current studyésoperationalization of well-being in
a modern scientific manner, specifically as reedby the presence of high life
satisfaction and frequent positive mood statesgatith relatively low frequency of
negative mood states. Using this definition, therent study suggests that among a
clinical sample of youth with OCD, diminished SW8more likely to manifest in youth
with more severe obsessions, whereas severitympatsive behavior may not impact
SWB.

Research question two.  To what extent do factors related to pediatric OCD
(i.e., symptom severity, intensity) moderate tHatrenship between clinical
characteristics of pediatric OCD and self-rated SWBchool-age children and
adolescents?

As listed in the Results section, investigatiomgssix multiple regression models
failed to yield a statistically significant modewatariable for the relationship between
CY-BOCS Total scores and SWB. Despite the lackgfiicant findings for this
guestion, exploration of main effects yielded resof interest with respect to the utility

of symptom-related variables as predictors of SWidrg youth with OCD.
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For example, the models incorporating child-repbegexiety, self-esteem, and
impairment showed significant main effects, sugggghat such scores may predict
levels of happiness among youth with OCD. Thisiisontrast to models incorporating
parent-rated constructs (impairment, wide-bandreateing and internalizing ratings),
which exhibited small and non-significant main effg indicating the lack of predictive
utility for such variables.

These findings are of considerable interest, aljhdheir consistency with
existing research is difficult to judge. More sgieailly, the clinical nature of the sample
obtained makes comparison to school studies prailenHowever, the findings
suggesting that parent-rated symptom reports areefaded to child SWB ratings should
perhaps not be surprising, given the use of paantaters for wide-band symptom
measures. Nevertheless, such findings are entoghpatible with the dual mental health
model (Greenspoon & Saklofske, 2001; Keyes, 20@3ds, 2007; Seligman, 2005).
Indeed, a predicating assumption of the positiyelpslogy movement is a real and
meaningful difference in what is being assesseddxt measures of psychopathology
and measures of subjective well being. More spaadifi, much of the research to date
supports the idea that children’s satisfaction Wfthprovides a useful indicator of
functioning and adjustment, independent of symppoesence and severity (Greenspoon
& Saklofske, 2001; Suldo & Shaffer, 2008).

Of particular interest to the current study is tieeessary restriction of range
inherent to clinical populations. Put another wapgecomes appropriate to ask whether
or not the above findings would be replicated imoa-clinical population, where

symptom levels were sufficiently low that therapeasssistance was not sought.

79

www.manaraa.com



Replication of analyses across settings will becalito a more complete understanding
of the role that symptom intensity and severityypfathe relationship between subjective
happiness and clinical characteristics of OCD.

Research question three. To what extent does self-rated SWB moderate the
relationship between clinical characteristics alipric OCD and academic (i.e., course
grades, attendance, homework patterns) and gdnecdioning in school-age children
and adolescents?

Descriptive data suggested that parents attribgaiete level of academic-related
impairment to their child’'s OCD symptoms. More Sfieally, on average, academic
performance was rated as declining the equivaleohe-half grade level from pre- to
post-onsetNlI= —-0.90,SD=2.09). Similarly, the average number of absence®s school
in a month was rated as increasing one 8#50(97,SD=1.98 days). The average time
necessary to complete homework, while greatly bégiacross families, was rated as
increasing roughly 30 minute§1€30.37,SD=37.67 minutes) per night. Of note, these
findings are based on parent recall of their chilokhavior at an earlier point in time.

As shown in the Results section, five multiple esgion models were used to
investigate the potential for SWB to moderate th®paiation between OCD clinical
characteristics and various facets of academic immgat. Although no significant
moderation was observed for the chosen academaiiment variables, closer
examination of main effects provided indicationgha potential for SWB to predict
certain aspects of academic impairment among ywitthOCD.

For example, the model predicting child-rated immp&int showed a significant

main effect, suggesting that SWB may predict asdedichild-rated levels of impairment
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among youth with OCD. It is of note that this modkegresents the only child-reported
dependent variable; that is, all other academiaimpent constructs (parent-rated
impairment, academic performance, homework congidime, school absences) were
reported by the parent, and none of these varialdgsayed significant main effects.
These findings are somewhat inconsistent with r@dpeexisting research, the
majority of which suggests that SWB is a significaredictor of patterns in various
academic (Martin & Huebner, 2007; Suldo, Riley, Bafer, 2006) and school
functioning variables (Michalos & Zumbo, 2002; Sulfl Huebner, 2006; Zullig, Valois,
Huebner, & Drane, 2005). However, the context efdhrrent study with respect to
setting and reporting methods must be considengeciftcally, data for the current study
were collected in an outpatient pediatric neuropgtdc clinic, as opposed to previous
samples recruited from school classrooms. In agditas with the findings in the second
research question, it is of interest to investightepossible effect of shared method
variance upon collected data. For example, the nitvajof school-based studies cited
above made use of objective academic data (etgndance records, homework
completion logs, class grade sheets), while theeatistudy increased the level of
inference involved in the data collection procegsitilizing subjective recall from
parents to collect academic data. It is not diffibm imagine the effect that OCD-
associated difficulties sufficient to result in pxdeeking behaviors might have upon
parental perception of changes in academic (andrgbrfunctioning across symptom
onset. Again, replication of these analyses inedhsettings (e.g., community mental

health centers, schools, pediatricians’ officesjdeded to further investigate the
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potential for SWB to be used as a screener forgoran and/or early intervention of
academic impairment.

Research question four.  To what extent do demographic factors (i.e., age,
gender, socio-economic status) moderate the rekdtip between clinical characteristics
of pediatric OCD and self-rated SWB in school-alggdcen?

As shown in the Results section, three multipleesgion models were used to
investigate the potential for child age, gended tamily income to moderate the
association between OCD clinical characteristics subjective well being. No
significant moderation was observed for the chasamographic variables; however,
closer examination of main effects provided indmag of the potential for age and
family income to predict subjective well-being amgoyouth with OCD.

Interpretation of these findings is difficult, indt little to no research exists
examining the relationship between SWB and agej@gmor income within a clinical
population. Additionally, the findings are of vamgi consistency as compared with those
from school-based research. For example, the smalunt of research examining
longitudinal trends in measures of mental healtlhcaites a small negative relationship
between age and SWB among non-clinical childrenaaitdescents, with the resultant
suggestion that SWB should decline between the @fge® and 18 (e.g., Keyes, 2002,
2005). The current study’s findings provide supportgeneralization of this
phenomenon to clinical populations, in that youngeldren generally endorsed higher
levels of subjective happiness than older partiipaalthough the difference was not
statistically significant. With respect to measuséfamily income, research to date with

school-age populations consistently finds littlentorelationship between SES and global
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life satisfaction (e.g., Gilman & Huebner, 2003jigh is at odds with the current study’s
findings; however, given the overrepresentatiohigher reported family income levels,
it is difficult to ascertain the nature of the tedaship observed in the current study.
Replication across a more representative arraje&f I8vels is necessary to clearly
identify the relationship between family income dragpiness.

Finally, given the previously discussed dynamicdipancy in OCD prevalence
between genders from early school-age youth toesdehce and adulthood (Flament et
al., 1988; Zohar, 1999), it is perhaps not surpgdo find that child gender accounted for
a relatively small proportion of the observed vacain SWB.

Limitations and Considerations

Interpretation of the findings from the Resultstgetshould occur in the context
of many important considerations. First, this stadgressed its research questions via a
correlational (i.e., non-experimental) design. Agsult, any findings regarding
relationships between various variables relatesytoptoms, academics, or demographics
must be conceptualized as supporting or not supgeekisting OCD and/or academic
impact literature, rather than via the experimeptabhdigm in which a specific variable is
conceptualized as “causing” an effect within degamndariables.

The second consideration impacting interpretatiostudy results is found within
the traditional assessment and positive psychditgnature bases. The few prior studies
examining the impact of OCD upon school-based e&pees (e.g., Adams, Waas,
March, & Smith, 1994; Piacentini et al., 2003; Riattni et al., 2007) suggest the level of
psychopathology associated with the OCD diagnogiaes a limited amount of

variance in subsequent school-related impairmentil&ly, those studies investigating
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the role of subjective well-being in academic fumaing (e.g., Cowen, 1994; Park, 2004,
Suldo & Shaffer, 2008) indicate the potential fobgctive well-being to provide a
protective, buffering effect against the preserfgesgchopathology.

The third point of importance in this section deaith the method of data
collection. Data for this study came primarily froating scales, which rely heavily upon
subjective judgment and are therefore susceptibeas. This bias may be exacerbated
due to social desirability, defined as the respatglgerceptions as to the acceptability
of their actual beliefs and/or experiences colothgr submitted responses. This effect is
seen often in survey-based studies (Pallant, 2@D%) was addressed through the use of
data triangulation; that is, collecting similar @#&tom multiple sources, including
parent(s) and clinician.

In addition, the scarcity of research exemplathis area lend little guidance as
to expectations for variables that might predieager or lesser academic, social, and
emotional impairment within the realm of school-d&xperiences attributable to a
specific chronic health condition. Thus, given ttiet data used for this study came from
an outpatient neuropsychiatric clinic, and giveat ttuch data provide no more than a
“snapshot” of the child’s functioning, findings tfis study should not be considered as
final or conclusive; rather, these findings mussben as preliminary, and any observed
trends as formative or incremental in nature.

Another consideration is related to the sample ®izéhe current study. Although
OCD is one of the most commonly diagnosed mentalkinelisorders (Kessler et al.,
2005) the actual base rate — that is to say, th&euof children and adolescents

presenting to the current study’s setting with O€I3 rather low. As a result, data
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collection for nearly one calendar year resulted final sample size of 65. The modest
sample size acts to limit the type of statisticalgses that can feasibly be initiated. For
example, post hoc power analysis suggests thatler o have an 80% chance of
detecting the presence of a real effect at théexd of significance from any of the
proposed variables, the observet®uld have to be at least .20.

Beyond its modest size, the nature of the samp@egnmts a limitation as well.
More specifically, recruitment within an outpatigr@uropsychiatric clinic makes it
possible that the participants will differ signdratly from non-clinical populations (or
even other clinical youth whose families have rettsought treatment) in terms of
certain variables (e.g., demographics, presentmgerns, symptom levels and topology,
resources available), necessarily limiting the degf applicability for this study’s
results to other areas (Tashakkori & Teddlie, 20B@Wwever, the current study’s setting
has developed a positive reputation for treatmesthotds among other treatment
providers, parent support groups, and various-ste¢hool district-, and community-
level referral agencies throughout the nation. Assalt, participants in this study
represent a wide variety of demographic varialjesgraphic locales, and symptom
levels and topologies.

A final consideration is represented by the rangesponses found among the
sample. Given the current study’s setting (i.e.patpatient neuropsychiatric clinic), it is
not unexpected to find that the parent and chitdesuresponse ranges were restricted;
that is to say, the majority of instrument respensere above midpoint and/or

association with clinical significance. As a resgkneralization to other populations —
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clinical or otherwise — requires an inordinate antaf caution to minimize the potential
for error.
Recommendations for Future Research

As stated many times throughout this discussianctrrelational design used and
the preliminary nature of the analyses conductgdire that any attempt at interpretation
can only be seen as a possible explanation ofopdtips, and not as a causal link
between variables. However, there are some immitafor further research that have
been revealed during the course of this study.

The issue of response range restriction was oifcpdat interest in the current
study; specifically, the observation that while @& values averaged above the
midpoint, the range on most instruments was naticésd to the extent expected from a
clinical population. Given the “snapshot” natureloé current study, there was no
opportunity to observe possible changes in theggorese patterns over the course of
treatment, or to check the responses against wigdt ime expected in a non-clinical
population. Regardless of origin, there is intene$tow these patterns might change with
a more restrictive response range (whether highkmweer). Accordingly, the following
research questions are recommended to furthertigagsthis issue:

1. Is there a relationship between youth SWB and O@bpsom intensity and
severity over time? For instance, does SWB dedétilewing increases in

symptom intensity?

2. Does youth SWB moderate child and parent respaegesding OCD-related

impairment over time?
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The second point of importance is the impact of S\gBn youth outcomes. The
focus upon prevention and early intervention inost is driven by the desire to improve
academic and behavioral outcomes for studentsl&lgmithe push for evidence-based
clinical treatment is driven by the desire to immeocial, emotional, and behavioral
outcomes for patients. Tying these issues to tihpaddressed within the current study,
the following research questions are recommended:

3. Is there a relationship between youth SWB and ratibm to seek treatment for

chronic health conditions?

4. Does youth SWB moderate treatment outcomes (gmpt®m and/or impairment

reduction observed post-treatment) in youth wittooit health conditions?

5. Does SWB moderate youths’ perceptions of impairmetitin the context of

specific chronic health conditions?

6. Does youth SWB moderate psychotherapeutic andammdrcological treatment
adherence (i.e., assigned homework, medicatiomeg)i in youth with chronic
health conditions?
Implications for Practice

Given the clinical setting for the current studgngralization of findings to non-
clinical (i.e., school-based) settings is compled eequires caution. However, the
current study’s findings illuminate many issuegicai to student assessment for
prevention and early intervention, and indicateameeding additional attention via
educator professional development. These finding®fparticular salience when

considering the sweeping changes to our educatanthhealthcare systems across the
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nation, wherein such systems are expected to prawndr-increasing levels of service
with ever-shrinking resources.

First, in terms of early identification of chrorhealth conditions for prevention
and/or early intervention addressing academic impext, the relationships observed
between OCD clinical characteristics and subjectre# being are illuminating. The
statistically significant negative correlation betmn obsessive thoughts and SWB,
particularly when juxtaposed against the negligielationship of SWB to compulsive
behaviors, supports the notion that assessmefhildfitappiness may provide a wealth of
information into early identification of mental Hdaissues affecting academic
performance and social relationships. Further,itffamation can be used to augment
existing social, emotional, and behavioral measutiéiged by schools. Note that these
findings also support the rationale for clinicaatment to ameliorate obsessive thoughts,
with the ultimate goal of maximizing quality oféif Although this point presupposes a
causal relationship that cannot be addressed hétleurrent study’s design, the strong
negative relationship between obsessive thougltSaviB scores is deserving of further
research.

With respect to educator professional developnsstas, the relationship
between various clinical characteristics of OCD &WdB is again a key issue.
Stereotypical educator perceptions of OCD typicatigsist of disruptive and/or “weird-
looking” behaviors; overt and easily observabldirms that place the youth as a
behavioral outlier when compared to their peerd,@ffer convenient assessment clues.
However, the data collected in this study are igcoant with this view, as the

relationship between SWB and compulsive behavi@s megligible, suggesting the
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presence of said “weird-looking” behaviors are metessarily indicative of problems
requiring attention/intervention. Instead, the tielaship of note with respect to clinical
characteristics involved intrusive and/or distregghoughts, which consist of internal,
covert thought processes that elevate and/or ifiyemgerienced anxiety. This
description indicates a very different presentatian the above-referenced stereotype.
The child plagued with continual, obsessive anttesing thoughts is a child distracted,;
a child who may frequently appear to “tune out’hwiio readily discernible precursor; a
child who strongly and actively avoids specificigties or common routines (Ledley &
Pasupuleti, 2007; Piacentini et al., 2007).

It is imperative that professional developmenb e for educators include
training in empirically-based techniques of idanéfion and/or screening for anxiety
disorders; that is to say, efforts at identificataf anxiety disorders — specifically OCD —
should attend to observed student distractibilitgt attention, particularly when co-
occurring with distancing from and/or avoidancesitdiations and activities typically
found enjoyable by developmentally matched pearghEr, techniques for promoting
and increasing communication between parents, éahscand mental healthcare
providers are needed. This is not a new realizgean, Shaw, 2003); however, school
psychologists represent an ideal node for buildugh communicative networks between
educational and healthcare systems, particulargnwdonsidering the training they
receive in problem solving and collaborative cotedidn (Bradley-Klug et al., 2010).
The need for such increases in communication ipatgd by the current study’s

findings of the strong potential for academic inmpeent — in terms of decreased
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performance, increased difficulty with completidrhomework, and worsening

attendance patterns — associated with OCD symptoms.

Conclusion

The current study investigated the relationshipveen clinical characteristics of
pediatric obsessive compulsive disorder (OCD) arjestive well-being (SWB) in a
clinical population of school-age children and &s$oknts. Findings suggest a negative
relationship between SWB and the intensity and ré#gvaf obsessive thoughts, but not
compulsive thoughts. This suggests that assesssth&wB may help to generally
predict the severity of obsessive thoughts expeedramong youth with OCD, or be
useful in monitoring potential changes in SWB ic@dance with improvements (or
worsening) in OCD symptoms. As no effective motsawere identified, interventions
to enhance SWB may not serve to protect against-@dded impairment. Interestingly,
a general pattern with respect to data reportingcgowas observed; specifically, child-
rated measures of symptom intensity and severitg wssociated with observed variance
in ratings of subjective well-being. However, pareated measures of similar constructs
fared poorly as predictors of this relationshipnffar findings were observed when
investigating the potential of SWB as a predictiovarious aspects of impairment in
academic and general functioning. Finally, exanmmatf various demographic variables
suggested that average SWB was similar across gdndevas observed to decrease

with increases in age and of family income.
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criteria for expedited review under research category 45 CFR 46.110 (b)(1).

The IRB approval for this protocol will expire on 3/28/2012. Please submit your
continuation request by 2/13/2012 in order to avoid lapses in approval of your
research and possible suspension of subject enrollment. If during the course of
the study, there are any changes or amendments, or you decide to terminate the
study, please notify the All Children's Hospital Institutional Review Board.

As Principal Investigator of this protocol, it is your responsibility to keep the
necessary documentation, and not add further responsibility to the role of nurses,
pharmacists, or other health care providers not directly involved with this study.

If you have any questions, please contact All Children's Hospital IRB office (727)
767-4275.

Sincerely,

W?A%

Signature applied by John Cannon on 03/29/2011 02:52:14 PM EDT

John Cannon, PhD
Member, ACH Institutional Review Board

122

www.manharaa.com



Institutional Review Board
All Children’s Hospital
ACH Box #9496

FWA# 00000977

IRB# 00001642

Gary Carnes, CEC

All Children’s Health
System, Inc.

FWA Signatory Official

E. Verena Jorgensen, M.D.
Chair

Holly Pageau, CIP
Administrative
Coordinator
727.767.4275
pageauh(@allkids.org

Suc Ellic

IRB Coordinator
727.767.4275
ellies@allkids.org

chi!adﬁ:é'léhnspnal;
EEsE mEEE

January 11, 2012
Josh Nadeau, M. A.
Dear Mr. Nadeau,

Your renewal for the protocol entitled “Academic Experience in Pediatric
Obsessive-Compulsive Disorder” IRB# 08-0119, Ref# 106268 was approved and
will be reported at the All Children’s Hospital Institutional Review Board at its
02/08/2012 meeting. This protocol was determined to meet the criteria 45 CFR
46.404, research not involving greater than minimal risk.

The IRB approval for this protecol will expire on 1/10/2013. Please submit your
continuation request by 12/10/2012 in order to avoid lapses in approval of your
research and possible suspension of subject enrollment. If during the course of
the study, there are any changes or amendments, or you decide to terminate the
study, please notify the All Children's Hospital Institutional Review Board.

As Principal Investigator of this protocol, it is your responsibility to keep the
necessary documentation, and not add further responsibility to the role of nurses,
pharmacists, or other health care providers not directly involved with this study.

If you have any questions, please contact All Children's Hospital IRB office (727)
T67-4275.

Sincerely,

gﬂélzc;m

Signature applied by John Cannon on 01/11/2012 12:00:15 PM EST

John Cannon, PhD
Member, ACH Institutional Review Board

JC:se
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Institutional Review Board

i
All Children’s Hospital | ;gsi é
ACH Box #9496 3 M
FWA 00000977 childrer hos;}nall:
IRB# 00001642 ] ] HEE

727.7677.4275

| February 27, 2013

Josh Nadeau, MLA.
880 6th Street S, Ste. 460
St. Petersburg, FL 33701

i Dear Mr. Nadeau,

Your Final Report for the protocol entitled “Academic Experience in Pediatric
Obsessive-Compulsive Disorder” IRB# 08-0119, Ref# 107788 was reviewed and
accepted under expedited review. This will be reported at the 03/13/2013 meeting
of the All Children’s Hospital Institutional Review Board. This action fits the
criteria for expedited review under research category 45 CFR 46.110 (b)(1).

{ As Principal Investigator of this protocol, it is your responsibility to maintain the
documentation and records per the federal requirements under the Health
Insurance Portability and Accountability Actof 1996 (HIPAA) and Title 45 CFR
46.

Thank you for your participation in the All Children’s Hospital Institutional
Review Board research process.

Sincerely,

R G

Signature applied by Rhonda Cofield on02/27/2013 09:52:44 AM EST

Rhonda Cofield, LCSW
Member, ACH Institutional Review Board

RCse
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Appendix B: Informed Consent

Child's Minimal Risk Informed Consent
Al Chilkiren’s Hospital [St. Patarstang, FLYURNNVErSIY of Soul Fomda

Information for People Who Take Part in Research

The follpwing Information |s beling presented o help you decide whether you want your child b be 3 part
of a minmal rsk research study. Please read carsfully. Anyihing you do not undesstand, 38k one of fe

investigators.

Titie of Sfudy:  Academic Experience In Pedatrc Obsessive-Compuisive Disorder

Imveatigstor in Charge of Study: Joshua M. Madeau, M.A; Erc A Storch, PhD.

othar investigatomn or stam Tanya Muzpivy, M.D. Agam Lewin, PRD. Omar Rahman, PR

Elysse Amoid, B.A Anna Jonse, BLAC Joseph MoGuie, B.A Leah Jung, BAC Jennfer Pamk, BAC
Alkson Kennel, BSM RN; Efka Crawiord, BAC Chelsea Ale; PRD.; Cary Jomdan, PRO.; Michast

Sulowskl, PhoDu
Study Locatlon{s):  Division of Pedlatric Newmpsychiatry at the University of South Flarida (LiSF)
Sponeonr Mo

General Information about the Research Study

The purpose of this resessch study Is 10 ook at differend measures of how wel sthedents do In schood,
inciuding grades, tme to finish homework, atendance rates, and changes In school placement. Ao, this
shdy Wik Iook 3 whether of not OCD s retated to children and adodescents’ perfmance i school and
percalved quaiky of ife. For example, we hope o find out whether or not OCD severy and sympinms an
fnked b academic perfemance and SUDjective wel-oeng.

The time your chid will need o spend In this research study will be about 45 minuies, and you will need
o spend abowt 55 minutas.

The numibar of penple that might take part In this study ts; 100 chilliren and adolescents

Plan of Treatment

Your child's reguiar medical treatment will not be affected In any way by paniicipating in this research
study.

“four child will not receive any experimental treatment by taking part In this reseanch study. He or she
will simply be asked o Ml out quesSonnalres and answer questions I an mierview. There will be an
Interview assessing your chilfs OCD symploms and seventy and another assessing how wall your chid
adapis io dafy e, Mext your child wil be asked o il out fve questionnaires. One will be aboart his or her

an=iaty, another about levels of depresslon over the past 2 weeks, a sheet assessing thelr perceived
qmatyu'n a brief scale measuring their positve and negative emations, and a questonnaine about
OCD relzed problems I oschool, soclal, and Tamiy domains. You will be asked o Al out Tour
quesHONNAINeEs. You Wil Tl out 3 Gemographic Tonm and 3 questonnaire Mat a5ks Questions anout how
well your child does In school, your child's specific OCD symptoms, medications and ofher methads used
fo traat your child's OG0, and changes In your child's acadernbe perfomrnancs. Another form will ask about
how miuch your child's OCD gets in the way of his or her schand, Social, and famity e, and finady, you wil
be asked bo answer questions abols how wall your child copes wih daily e, AR mizrviess wil be asdio
taped allowing an Indepandent evaliats to ensiEe rekablity of results. These tapes ars for research

Rov. 671920046 Hﬁll of & Al Cridrer's Hospibs
IRB MUWBER: DB-1143
BB APFROVAL DATE: B 1Nz
IRBE EXFIRATHON DATE: HMHDHI
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puposes only and will ony be shared with research sGEf aMilatsd with this project who are identified on
page 1 above. You or your child wil not have access to hess tapes. Tapes wil be stored In a locked cabinet
in the Cevislon of Pediatric Neuropsychialry and wil be dsposed of at the end of tha study using 2 siantand
Br3ENg device.

Benefits of Being a Part of this Research Study

There are no direct banafts to participating In this ressanch,

Risks of Being a Part of this Research Study

Particlpants may expariance mid discomfor from addressing potentialy diicult topics through discussion
and questionnaires. However, most peogle walcome the opporbunity fo discuss thelr experances with a
trained ciinician.

in the instance of sulcidaily or percebved risk i 3 patient, standard protocol will be Tollowed: this may
inciude behavioral contracting with the famiy, hospitakzation andior more Inensive peychological and
pharmacolngical treatment. I e Instance that Inpatient hospRailzation is necessary, we Wil refer me
individual o the appropriate incation for care In this maser. We will also refer the famiby to psychological
senvices, 35 nesded.

Alternatives to Being Part of this Research Study
An aternative o teing part of thés ressarch shaudy Is o not panicipate.

In Case of lliness or Injury

Call one of the inmvestigators Bsted on the first page in the event youwr child gets sick or Injured whlle on
this study. If your chikl has an emengency, go to the ciosest emengency ram or cinic for treatmeni.

University of South Flonida

in the event that your child sustains an Injury or liness a5 a resut of participating In this research, please
De aaane hat medical treatment for the Injuries or [iness may not be avallable fom fhe Univershy of
Spath Flodida. The University of Sowh Flonda does not malnkaln an emergancy department nor does &
provide madical treatmend In all disciplines of medicing. If your child becomas I or sustains an injury
which you belleve is related to your chid's participation in this research, Immediately contact one of the
persons listed on page 1, and T emengency care Is needed sesk emargency atiention from yoar chid's
neares! loeal hosplE,

I Injury reswds from yowr chiid's pariicipabion in research, money damages are not aulomabcally
avalabie. Money damages are only avalladle to the extent specified In Florda Siatute, 76826, A copy of
this Statute |s avaliabée upon request to the Divislon of Compllance Services, USF. This statite provides
that damages are avallable only to the extent that negigent conduct of 3 Universiy empioyee caused
YOUr Injurias, and are Bmited by faw. If you beleve your child is Injured a6 a resuit of parficipation In this
research and the negligent conduct of a University faculty member, you may natify the USF Seff
Insurance Programs Ofca at (B13) 974-8006 who wH Investigaie the mattar.

All Children's Hospital

Your chiid may exgenence an adverse event from participation in this research study. Should this oceur,
contact the Investigator immediatety.

Bav 61972008 'PIEB- 1efb Al Chidren's Hospibal
IRE NUMEER: BB-0118
B AFPPRONAL DATE: DML
IRB EXPIRATHON DATE: MO 3
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Shoukd 3 senois adverse reaction occur while you are nod a patient at All Chiidren's Hospital, you should
go 1o the emergency facility nearest you. If adddional reatment is required, Al Children’s Hospital s
avalabie to provide pediatnc care.

Adl Children's Hosplal, Inc. will not provide compansation Tor injury, Biness, of other K6S resubing from

participation In this study. For further mformation on this subject, please contact the Department of Risk
Management of All Chiltren's Hospltal at 727-T67-4267.

Confidentiality of Your Child's Records
four chid's privacy and reseanch records wil be kept comdential io the extent of the iaw.
USE AND MSCLOSURE OF YOUR CHILD'S MEDICAL INFORMATION

By s4gning this foem, you afe authonzing Me use and disclosure of your child's heatn infomation
coliecied In connestion with your child's participation in this reeearch study. Your child's Infomation wil
onfy be used In accortance with the proviskons of this consant form and appicable law.

Your chids heaith Informalion related i this shady, Including, but not imked © medical Informason
coltecied from the subdect for this stisdy andior study quesSonnaires may be used or disciosed In
connection with his research study. Study records that identity your child wil be kept comlodential 35
required by law. Except when required by |w, your chid will not be identified by name, S5, adiness,
phone £, or any other direct personat ideniifier in stedy recorks Ssciosed outsikde of the All Children’s
Hospital (ACH) Instiution. For recorss disciosed oatside of ACH, your child will be assigned 3 unique
code numiber. The key o the code will b= kepd In a locked fie In Dr. Eic Storch's office.

Representatives of the fToiowing groups are atonzed to e5e andior Sisciose your child's heath
infanmation In conniection with this research study:

The principal Investigator, Joshua Nadeau, M.A.
The co-principal Investigator, Eric Storeh, Ph.D.
The ACH instiutional Review Boand

The ACH Human Subjects Prodection OMce

Co-investigator, Tanya Murphy, M.D.

The parties Esied In the preceding paragraph may disciose your child's heatth Informagion to the following
persans and organizations for felr ese In connection wih ihis research sudy:

The Office of Human Reseanch Protections In the U.S.

Diegartment of Health and Human Sendces

Ban. 19006 Plﬁl- Jeff A Cnidren's Hospit
i~B MUIWEBEER: DBHIH 15
IRE AFPROVAL DATE: DA VENHZ
[iRB EXPRATION DATE: MADEH3
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Rmmmﬂuesmmmagemhmmmjmmmmumcﬂﬂ
research recoms, nchuding research reigted medical repots and nformiabon, I confunciion with the
abowve EponE0T ardior the FOA

‘Your chid's Information may be re-dsciosed I the resiplents described above are nod required by law to
protect the privacy of the Information.

In sigréng this fom, you will authonze the use and dscioswe of your child's medical Information, as
desoribed above, for the duration of the reseanch sfudy and unill the reseanch ls compleied.

Yiou may wihdraw your authorization of the use and disclosure of your childs medical Information 3t any
time. To withanw your suthonzation, you must nobfy your chid's principal investgator in writing.

Volunteering to Be Part of this Research Study

¥our decision i aifow your child to participate In this reseanch study i compiedely woluntary. Your chid &
free to participate In this resaarch study or b withdraw 31 any Sme. if your chid chooses to not particioate,
or i your child wiihdraws, these will nod be any penalty or koss of benefis your chiid s entitied. Your
child s medical care will not be affected,

Guestions and Contacts

If you have any questions about Mis reseanch study, contact O, Erc Storch, (727) TE7-5230.

i you have any questions about your chids Aghts 35 3 pesson who |5 13king part In a research shidy, you
may coniact a represeniEtive of the insthiutional Review Soard at TZ7-TE7-4273,

Child's Consent-By signing this form | agree that

1 have fully read or have had read and expiained 1o me In my nailve language this infomed consent
describing a research prokect

I have had the opportunity to question one of the persons In charge of this research and have recaived
M]rm.

1 understand that | am being asked o participaie In research. | undersiand the risks and benefits, and |
frecly ghe my consent 1o particlpate in the research project outined In this form, under the condition
Indficated in tt

I hiave b2en given a sligned copy of this Informed consent formi, which s mine io keep.

Signature of Paricipant Printed Mame of Paricipant Date
Child's Assent Statement

Do has expiainad the research shedy called: Academis Expenence In Pediatnc Obsesshve-
Compuisie THsorder, o me. | agree to b2 in this shudy.

Fignature af Child Primed Hame of Child Dae
B NUMEER: D813
REAPPRCAVAL DATE: oA 12
IRE EXFIRATHON OWTE: MAD203
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Signabure of Parent Brinted Mame of Parant Diate

Sigrabure of Ineestgas Printed Name of Invesigainr Dae
Signabure of WHnass Primted Mame of IWEness Date
OR
{inser name of child here | B unatle to give assent for the following reasonis |}
Fignature of Paneni Printed Mame of Parant Dae
Signature of Investigator Printes Mame of Invesigator Dae
Fignature af Wiiness Primted Mame of Winess Dae
Investigator Statement

I have carefuly explained o the subject the natre of the above potocod. | hereby certffy that fo the best
of my knowiedige the subjest signing this consent Sorm wnderstands the natufe, damands, fsks and
peneftts Invotved I pariicipating in thés study and that a medical probiem of language o educational

Bamler has not preciuted a clear unterstanding of the sublect's Involvement In tis study.

Signabure of Investigator Printed Name of Investigaior Date
Interpreter’s Statement

mmmmdmwlmmmmmmlmmmlmm
content of this Infumed Consant In

I hawve afllvwed himfher by ask questions about the research, and | hawe nberpreled the Invesbigalors

Mame of participant
Signiabure of Interprater Printed MameCredeniials Dae
Baov. S718 2006 ﬁ.pjﬂfﬁ Al Chkdren's Hoopitl

IFE MUNBER: DB-0119
FE APFROVAL DATE: oAz
IRE EXPIRATION DATE: T1H02H3
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Signabure of Whness Printed Mame of WEness Date
“My sigrature a5 3 witness Indicates that | have winessed the expianation and Interpretaton of e
Informmad consent

Institvtional Approval of Study and Informed Consent
This reseanch projechishedy and informed consent form wers reviewed and approved Dy the All Children's

Hospital insitutional Review Board for the protecion of human sujects. This approval |6 vald unill the
date prowided beiow. The Board may pe contacted at T27-767-4275.

Approval Consent Form Expiration Date: (Stamp date here_)

Revision Date:

Raov. 6157006 ]ip Eoff A Crikdren's Hospitsl
R MUKBER: DE-0119
RE APPFROVAL DATE: RN 142
IRE EXPIRATION DATE: MO
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Appendix C: Demographic Form

8.

DEMOGRAPHIC FORM

Child’s Age: /
years months

Child’s Date oftBi

Child's Gender: Male / Female Child’'s Grade

Child’s Ethnicity:

Family Income:
___below $25,000
___$26,000-$50,000
___$51,000-$75,000
___$76,000-$100,000
____more than $100,000

Child’s living situation (with whom does your chilige):

Name: Relation:

Name: Relation:

Name: Relation:

Name: Relation:

Name: Relation:

Parent’s marital status (mark one):
____single, never married
___ single, divorced separated
___ widowed
____married/cohabiting

Parent’'s employment status:
unemployed
employed — if so, what is your current occupe?i

homemaker

retired — if so, what was your most recent pation?

Age of onset of child’s OCD:

Medications Highest Dosage When Started

Duration ofaking

9.

Has your child ever received outpatiesatment for:

OCD Medication Therapy

Anxiety Medication Therapy

Depression Medication Therapy
Behavior Problems  Medication Therapy
Family Problems Medication Therapy
Drugs/Alcohol Use  Medication Therapy
Other Medication Therapy

Other
Other
Other
Other
Other
Other
Other
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Appendix D: Academic Impact Inventory

We have designed this brief questionnaire to helpsubetter understand the impact that obsessive-
compulsive symptoms may have on children’s academixperiences. Please take a few minutes to

complete this sheet and feel free to ask any questis. Thank you for your time!

Person completing form: Mother Father Other (List

1. What type of obsessive-compulsive symptoms has gloilat displayed over the

past month?Circle all that apply)

a. Contamination concerns g. Reassurance seeking or
and washing rituals confessing

b. Repeating behaviors h. Hoarding or collecting

C. Checking rituals objects

d. Counting I. Other:

e. Distressing thoughts

(religion, sex, aggression)

f. Touching, tapping,

rubbing

2. How long has your child displayed such behaviar(g)ears?

3. Before the obsessive-compulsive symptoms begaryadidchild receive special

educational services (yes/no)?

4. Beforethe obsessive-compulsive symptoms began, whayawaschild’s average

academic performance level?

a. AllA’s h. Mostly D’s
b. Mostly A’s with some
with some B’s failing grades
c. AllB’s i. Failing in most
d. Mostly B’s areas
with some C’s
e. AllC’s
f. Mostly C's
with some D’s
g. AllD’s
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5.

Sincethe onset of your child’s symptoms, what has theerage academic

performance level been like?

a. AllA’s d. Mostly B’s with h. Mostly D’s with
b. Mostly A’s with some C’s some failing
some B’s e. AllC’s grades
c. AllB’s f.  Mostly C's with i. Failing in most
some D’s areas
g. AllD's

Before the onsatf obsessive-compulsive symptoms, how much timevanage

(in minutes) was necessary for your child to congptkeir assigned schoolwork?

minutes

Since the onsaif obsessive-compulsive symptoms, how much timevarage

(in minutes) is necessary for your child to comgpliteir assigned schoolwork?

minutes

Before the onsatf your child’s obsessive-compulsive symptoms:

a. How many days of school would he or she miss iivargmonth?
b. How many days was he or she tardy to school ivengmonth?

c. How many days did he or she leave school earlygiven month?
d

How many times did he or she change schools?

Since the onsaidf your child’s obsessive-compulsive symptoms:

a. How many days of school does he or she miss irengnonth?

b. How many days is he or she late to school in argimenth?

c. How many days does he or she leave school eadygiven month?
d. How many times has he or she changed schools?
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10. Since the onset of your child’s symptoms, does ybild receive special

education services (yes/no)?

11.Please list any current or prior medications usedeat your child’s obsessive-

compulsive symptoms.

o ) How long was it | % Reduction )
Name of Beginning Highest ) Side
o used? in Symptom
medication dosage dosage ] Effects
(mm/yy - mmlyy) Severity?
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12.Please indicate any of the following strategie$ yloa have implemented to assist

your child since their OCD onset, as well as holpfué you found the strategies

to be.
Did you | For how . s
Strategy iry it? long? Was it effective?
Individual tutoring Yes/No Very / Somewhat / Miréthy / Not at all
Psychotherapy Yes/Ng Very / Somewhat / Minimallat at all
Parenting classes Yes/NO Very / Somewhat / MirlyniaNot at all
Consulting with teachers about Yes/No Very / Somewhat / Minimally / Not at al
home/classwork
Consulting with other school
personnel (e.g., principal, guidan¢ Yes/No Very / Somewhat / Minimally / Not at all
counselor, behavior specialist)
Consulting with your Pediatrician Yes/No Very / Somewhat / Minimally / Not at all
Books & internet resources Yes/No Very / Somewtdinimally / Not at all
(Other - Please list) Very / Somewhat / Minimally / Not at all
(Other - Please list) Very / Somewhat / Minimally / Not at all

Thank you again for helping us!
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Appendix E: Child OCD Impact Scale — Child Report

Name: Date:

Clinician: Treatment Week:

Please rate how much your OCD (unwanted thoughisiaurals) has caused problems for you
in the following areas over the past month. If goestion does not apply to you (for example,
you don’t take Gym Class — Question 11) mark “NailH.

In the past month, how much trouble have you hadgiihe  Not Just a Pretty Very
following because of your OCD? at all little Much Much

SCHOOL ACTIVITIES

1. Getting to school on time in the morning

2. Being absent from school

3. Getting to classes on time during the day

4. Giving oral reports or reading out loud

5. Being prepared for class, like having my tmglaper or
pencils ready when needed

6. Writing in class

7. Taking tests or exams

8. Completing assignments in class

9. Doing homework

10. Getting good grades

11. Participating in gym or P.E. activities

12. Changing or showering for gym

13. Doing fun things during recess or free time

14. Concentrating on my work

15. Eating lunch with other kids

16. Going to school outings or field trips

SOCIAL ACTIVITIES

17. Making new friends

18. Keeping friends | already have
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In the past month, how much trouble have you hadgline  Not Just a
following because of your OCD? at all little

Pretty Very
Much Much

19. Leaving the house

20. Talking on the phone

21. Being with a group of people that | know

22. Being with a group of strangers

23. Going to a friend’s house during the day

24. Having a friend come to my house during the day

25. Spending the night at a friend’s house

26. Having someone spend the night at my house

27. Letting someone touch or use my things, likesto
records, or clothes

28. Doing activities where someone else touchedikee,
playing sports, dancing, or having someone comb my
hair

29. Going to the movies

30. Going to a sports event or ball game

31. Going shopping or trying on clothes

32. Going on a date

33. Having a boyfriend/girlfriend

34. Going to a restaurant or fast food place

35. Eating in public other than a restaurant, tikea picnic,
in the park, or at a friend’s house

HOME/FAMILY ACTIVITIES

36. Getting dressed in the morning

37. Bathing or grooming (brushing my teeth or camglainy
hair) in the morning

38. Bathing or grooming at other times, like befgoéng out
in the evening

39. Doing chores that | am asked to do, like wagltie
dishes, taking the garbage out, or cleaning my room

40. Eating meals at home
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In the past month, how much trouble have you hadgtne

following because of your OCD?

Not
at all

Just a
little

Pretty Very
Much Much

41. Eating different kinds of food that | usualid
42. Watching television or listening to music
43. Reading books, magazines, or newspapers for fun
44. Getting ready for bed at night

45, Sleeping at night

46. Going to the bathroom

47. Getting along with my brothers or sisters
48. Getting along with my parents

49. Visiting relatives

50. Having relatives visit

51. Going on a family vacation

52. Going to church or temple

Please list any other areas where your intrusigaghts or rituals are causing problems for you:

53,

54,

In the past month, how much trouble have you hadgiihe  Not Just a Pretty Very
following because of your OCD? at all little Much Much
GLOBAL ITEMS
55. Overall, how much is your OCD (intrusive thotsybr

rituals) causing problems for you_at scfool
56. Overall, how much is your OCD (intrusive thotsgbr

rituals) causing problems for you sociathyis is

with friends?
57. Overall, how much is your OCD (intrusive thotsgybr

rituals) preventing you from __going placsgh

friends or relatives?
58. Overall, how much is your OCD (intrusive thotsgbr

rituals) causing problems for you with yoaniily

and at home
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Appendix F: Students’ Life Satisfaction Scale

Students’ Life Satisfaction Scale (SLSS)
(E. S. Huebner, 1991)

Directions: Please circle the response choice thdicates how much you agree with
each of the following statements.

Strongly | Moderately | Mildly Mildly | Moderately| Strongly
Disagree Disagree | Disagree| Agree Agree Agree

My life is going well

My life is just right 1 2 3 4 5 6

I would like to change
many things in my life

| wish | had a different| 1 2 3 4 5 6
kind of life

| have a good life

| have what | want in 1 2 3 4 5 6
life

My life is better than
most kids
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Appendix G: Positive and Negative Affect Scale foChildren

Positive and Negative Affect Scale for Children (i%S-C; Laurent et al., 1999)

This scale consists of a number of words that desclifferent feelings and emotions. Read each
item and then circle the appropriate answer nexhab word. Indicate to what extent you have

felt this way during the past few weeks.

Fedingor emotion: |  Very | Alittle | Moderately : Quite a | Extremely
. slightly or i L bit
. notatall | | |
1. Interested i 1 2 3 4 5
2. Sad ! 1 2 3 4 5
3. Frightened 1 2 3 4 5
4. Excited 1 2 3 4 5
5.  Ashamed 1 2 3 4 5
6. Upset 1 2 3 4 5
7. Happy 1 2 3 4 5
8. Strong 1 2 3 4 S
9. Nervous 1 2 g 4 5
10. Guilty 1 2 3 4 5
11. Energetic 1 2 3 4 5
12. Scared 1 2 3 4 5
13. Calm 1 2 3 4 5
14. Miserable 1 2 3 4 5
15. Jittery 1 2 3 4 5
16. Cheerful 1 2 3 4 5
17. Active 1 2 3 4 5
18. Proud 1 2 3 4 5
19. Afraid 1 2 3 4 5
20. Joyful 1 2 3 4 5
21. Lonely 1 2 3 4 5
22. Mad 1 2 3 4 5
23. Disgusted 1 2 3 4 5
24. Delighted 1 2 3 4 5
25. Blue 1 2 3 4 5
26. Gloomy 1 2 3 4 5
27. Lively 1 2 3 4 5
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