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CASE STUDY

Family-based cognitive behavioural therapy for
obsessive-compulsive disorder with family accommodation:
case report from Saudi Arabia

Yousra Alatiq∗ and Hind Alrshoud

Mental Health Division, King Abdulaziz Medical City, Riyadh, Saudi Arabia

Abstract. Family accommodation in obsessive-compulsive disorder (OCD) refers to
a condition in which a family member assists or facilitates the patient with OCD in
performing the compulsion, or provides assurance to minimize or reduce the anxiety
level. This condition can be significantly disabling to the individual as well as to the
family dynamic. In this case report, a mother of a 14-year-old female patient carried out
almost all the compulsive behaviours and rituals for her child. Family-based cognitive
behavioural therapy was offered to this case over a 4-month period with a successful
treatment outcome. This result provides initial evidence that this type of intervention is
suitable for patients from Saudi Arabia, a non-Western culture.
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Introduction

Obsessive-compulsive disorder (OCD) is an anxiety disorder characterized by intrusive
thoughts and images (obsessions) and recurring, repetitive and ritualistic behaviours
(compulsions) that are time consuming, significantly impair functioning and/or cause distress
(American Psychiatric Association, 2013). Recent research has revealed a prevalence rate of
2–4% among children and adolescents (Rapoport et al., 2000). In Saudi Arabia, the prevalence
rate of mental health disorders has not been fully examined. However, in a recent study of
adolescent girls, the prevalence of OCD was 13.7% (Atiq et al., 2017). The effect of OCD is
not limited to the child alone; it includes all family members (Storch et al., 2009).

The literature on OCD in children reveals a useful construct of family interaction called
family accommodation. Family accommodation is defined as ‘the ways in which relatives,
in particular parents, may assist in compulsive rituals, provide reassurance or modify their
own routines to alleviate or avoid the distress experienced by the obsessive compulsive child’
(Lebowitz et al., 2012). A recent meta-analysis suggests that studies of paediatric OCD do not
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usually report the level of accommodation by parents. However, when it has been reported, the
prevalence is high (Lebowitz et al., 2012). One study found that 46% of parents participated
in rituals or provided reassurance on a daily basis (Peris et al., 2008). Furthermore, higher
levels of family accommodation were related to increased symptoms and impairment (Storch
et al., 2007) and predicted poorer treatment outcomes (Albert et al., 2017).

Family accommodation is a useful framework to consider in child OCD. It may consist of
varying degrees of involvement, from simple reassurance to active involvement. For example,
family members may not only facilitate rituals and compulsions through reassurance but may
also become over-involved and perform the rituals and compulsions themselves as a way of
dealing with the problem. This high level of accommodation has been described as ‘OCD by
proxy’ in two case reports of adult OCD in which the patients substituted another member of
the family to carry out the compulsive behaviour (Vikas and Chandrasekaran, 2011; Ram and
Kumar, 2014).

Treatment of OCD has developed significantly over the years. Numerous clinical trials
have consistently shown improvement in patients with OCD using cognitive behavioural
therapy (CBT) (Lack, 2012). A meta-analysis of the treatment of paediatric OCD shows a
greater reduction of symptoms when using individual CBT (Abramowitz et al., 2005). Similar
findings have been presented using family-based CBT (Iniesta-Sepúlveda et al., 2017). The
literature on family accommodation suggests that lower accommodation after behavioural
therapy leads to better outcomes (Lebowitz et al., 2012). Including the familial context in the
conceptualization and treatment has been suggested to be a vital component for preventing
dysfunctional patterns within the patient’s environment that can cause relapse or symptom
deterioration (Dummett, 2006; Thompson-Hollands et al., 2014).

In our clinical practice, we have encountered a number of OCD cases in which parents
facilitated compulsive rituals by making modifications or offering assistance to their
obsessive-compulsive child. However, in this case, we encountered an interactive dynamic
in which the mother performed almost all the compulsive rituals for her child for years,
suggesting a high level of family accommodation. This study seeks to document this case and
examine the effect of family-based cognitive therapy as the main psychological intervention.
To the best of our knowledge, no published studies have examined family-based CBT for the
treatment of Saudi children and specifically for child OCD. Therefore, this paper contributes
to filling the gap in this literature on the use of CBT in a non-Western culture and in a family-
based format.

Method

Case description

A 14-year-old female patient presented to the Psychology Outpatient Clinic with a diagnosis
of OCD and borderline intellectual functioning. The patient was in the 7th grade and attending
special education classes. She lived with both of her parents and seven siblings; she was the
third to last child. She lived in a stable family environment with no family history of mental
health disorders.

From approximately 3 to 7 years old, the patient had a complicated medical condition
that required frequent emergency visits and hospital admissions. During this time, the
patient began developing anxiety symptoms. These included sleep disturbances, fearfulness,
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irritability, school refusal, and separation anxiety symptoms. Furthermore, the mother’s guilt
and overprotection of her daughter’s past and current medical condition had allowed her
daughter to become fully dependent on her, as the mother reported. For example, the patient
could not take care of her own needs and consistently needed to be showered, fed and dressed
by her mother. This pattern of enmeshed interaction between the patient and her mother
continued until the patient’s current age.

The patient’s anxiety symptoms escalated to a more complicated and rigid presentation.
Certain compulsion behaviours began developing mainly around the interaction of the mother
and the child on a daily basis. The majority of the patient’s compulsions were specified in
verbal demands; she could not perform a task unless the order was stated in the negative form.
For example, if her mother asked her to brush her teeth, the patient would instruct the mother
to say, ‘Do not brush your teeth’. In addition, this statement would have to be reiterated in a
specific pitch and manner; otherwise, the patient would not be able to carry out the task. The
compulsive behaviours also included ordering her mother to walk in a specific way, mostly
involving her moving backwards, then sideways, and then forwards to reach her destination.
They also included the way her mother walked up and down the stairs. If these actions were
not completed in the way the patient instructed, the patient would react with severe physical
and verbal tantrums that could last an entire day. This rigidity was also observed with regard
to the patient’s own belongings and other elements in her environment, in which things had to
be placed in a certain order. For example, the utensils on her food tray had to be organized in
a certain way or she would be unable to eat.

The description and details of the compulsive behaviour were spontaneously reported by
the patient and her mother, although the mother provided a more elaborate description due
to the limited expressive ability of the patient. However, assessing the obsessions was more
challenging. The patient was initially unable to report any form of obsessions or intrusions
related to the compulsions. Efforts were made during assessments to encourage the patient
to explore any underlying thoughts or beliefs that were associated with these compulsions.
After a few attempts, the patient was able to identify obsessions related to an over-estimation
of threat that needed to be controlled by the compulsions, such as, ‘If things are not done in
a certain way, something bad will happen’. The details of the obsessions and corresponding
compulsions are described in Table 1.

During the clinical interview, it was revealed in the history that the patient had visited
previous psychiatric clinics and had been given several inconsistent diagnoses, such as
autism spectrum disorder, learning disability, attention deficit hyperactivity disorder, and
separation anxiety. The patient was prescribed several medications based on these diagnoses
and underwent laboratory investigations and neurological assessments. The last and current
diagnosis was OCD with a referral for psychological intervention.

Observation during the clinical interview revealed the following: the patient was severely
underweight and looked younger than her stated age. She appeared shy and made eye contact
only with her mother. In addition, the patient’s responses were verbalized slowly and in
a low tone, and most of the time she gestured to her mother to answer for her. Another
important observation was the pattern of interaction between the mother and the child, which
resembled a pattern of over-attachment and over-protection. For instance, the mother and the
child were sitting very close to each other and holding hands, and the mother complemented
and apologized to the child when describing her symptoms; it appeared that she was overly
concerned with hurting the child’s feelings. Although the patient’s verbal expression was
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Table 1. List of obsessions and compulsions

Obsessions Compulsions

• Something very bad will happen to me,
my mother or our house

•My mom will die
• I will die
• Something or someone will hurt

me/hurt mom
• I will be sick again

Ordering her mother to do the following:
•Walking from the car to house in circle lines
•Walking inside the house must be beside the walls

(mother’s shoulder must touch the walls)
• Going up the stairs in the exact middle line
• Verbally reversing any order stated to her (e.g. ‘Do

your homework’ to be ‘Your homework, don’t do it’;
‘Put on your jacket’ to be ‘Your jacket, don’t put it
on’)

• Putting the plates and utensils in very specific order
on the table or the tray

• Placing her belongings in specific and fixed places
(e.g. school bag to be beside the first step on the
stairs).

• Patting her hands 3–5 times each time she wears or
takes off something (e.g. jacket, shoes)

limited, it was clear that she was aware of her problem and that she was seeking help. In
contrast, the mother looked exhausted and weary most of the time.

Measures

To measure the baseline level of severity and to establish therapeutic outcome measures, the
following questionnaires were administered.

The Symptom Checklist-90-R (SCL-90-R)

This instrument is designed to screen for a vast range of psychological complications and
symptoms of psychopathology. This multidimensional questionnaire consists of nine scales
of primary symptom dimensions. However, only three relative dimensions are reported in
this study: obsessive-compulsive traits, depression and anxiety. In addition, the scale contains
three global indexes that assess overall psychological distress: the Global Severity Index
(GSI), the Positive Symptom Total (PST) and the Positive Symptom Distress Index (PSDI).
The cut-off score that indicates a need for psychological intervention is a T score above 60
(Derogatis, 1977). The Arabic version of the questionnaire has good psychometric properties
(Albuhairi, 2005) and was used in this study.

Generalized Anxiety Disorder-7 (GAD-7)

This is a widely used self-report of anxiety symptoms. The questionnaire consists of seven
items mainly designed for screening, diagnosing, and measuring generalized anxiety disorder.
The total score on the GAD-7 for the seven items ranges from 0 to 21 (Spitzer et al., 2006).
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The Patient Health Questionnaire-9 (PHQ-9)

This is a widely used self-report screening for the presence and severity of depression. It
consists of nine items with a total score ranging from 0 to 27 (Kroenke et al., 2001).

Sheehan Disability Scale (SDS)

This brief, 3-item self-administered questionnaire is designed to measure functional
impairment in three main domains: work/school, social life, and family life. In each scale,
patients rate from 0 to 10 the extent to which these domains are impaired by their symptoms
(Sheehan, 1983).

Ferrans and Powers’ Quality of Life Index (QLI)

This is used to assess satisfaction level in the main aspects of life. It consists of four domains:
health and functioning, psychological/spiritual, social and economic, and family. The scale
measures the level of satisfaction and evaluates it against the level of importance. The final
overall score ranges from 0 to 30, with a higher score suggesting higher quality of life (Ferrans
and Powers, 1985).

Treatment description

After taking a full history of the patient’s current and past difficulties, assessment of the
cognitive and behavioural processes that may have played a role in triggering or maintaining
the problem was conducted. A case formulation was then developed and shared with the
patient and her mother. The therapy sessions consisted of sixteen sessions over 4 months held
weekly. Detailed session-by-session content is listed in Table 2.

Case formulation

The case formulation was based on Padesky and Mooney’s (1990) generic model, which is
a framework for the way that cognitive, behavioural and environmental factors interact with
each other to maintain current difficulties. We developed two interactive models for the child’s
and the mother’s internal processes (see Fig. 1).

The formulation suggested that the complicated medical condition and frequent visits to
emergency departments, with all the associated pain and suffering, were the primary triggers
of the problem. However, different cognitive and behavioural processes in both the mother and
the child played important and interactive roles in developing and maintaining the patient’s
anxiety and OCD.

Rituals and compulsive-like behaviour are considered part of normal development at certain
ages (Evans et al., 1997). Certain levels of anxiety and fearfulness are also considered normal
reactions to stress. Therefore, the child’s feelings of anxiety or performance of rituals in
response to the stress caused by her medical condition may have been normal at the early
stage of the problem.

However, for the mother, there were different interpretations. She blamed herself for the
possibility that she was somehow responsible for her sick child. She believed that her child
was ‘vulnerable’ and would never be ‘normal’ like everyone else. These beliefs affected her
emotions and motivated her overly caring and over-protective behaviour, which she displayed
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Table 2. Session-by-session content of the therapy

Sessions Session content Homework assignment

1–2 Assessment:
Presenting problem
Symptoms list and severity
Impairment of functioning
Family dynamic
Interpersonal history
Cognitive and behavioural processes

Monitor and document all obsessions and
compulsion behaviours

3 Socialization to treatment:
Inform about diagnosis
Setting goals

Case formulation:
Develop and share case formulation

Psycheducation:
The disorder
The cognitive and behavioral model
The treatment approach

Test case formulation through observation and
keeping record of own thoughts and behaviours for
both the mother and the child

4–10 Behavioral approach:
Developed hierarchy of compulsion behaviours to target gradually;
Introduce exposure response prevention;
Teach effective coping skills when dealing with anxiety (e.g. breathing);
Praising and encouragement of progress

Mother to practise gradually not responding to the
patient’s demands (based on the identified
hierarchy of target behaviour)

Practise mindfulness breathing and other coping
techniques when anxiety arises (mother and child)

11–13 Cognitive approach:
Examining underlying thoughts and interpretations;
Develop a more adaptive alterative through Socratic dialogue;
Introduce behavioural experiment to test alternative thoughts

Test alternative thoughts and assumptions through
cognitive challenge and behavioural experiment
for the child

14–16 Maintenance and relapse prevention
Review success in treatment and praising progress;
Identify possible trigger for relapse;
Develop effective action plan

Practise appropriate emotional expression for the
child

Encourage focus on hobbies and expand social
network
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External factor 
Sick child 

 

Cogni�ve 
I am responsible 

 

Behavior 
Over-caring/protec�on 

 
 

Moods 
Distress 

External factor 
Over-protec�ve/anxious mother 

 
 

Cogni�ve 
Something bad will happen 

 
 

Moods 
Anxious 

Child 

Mother 

Behaviour 
Need to control surrounding 

 
 

Anxious/demanding child 

I must do it  

Carry compulsions 

Mother behavioural response 

Confirm assump�on 

Behaviour reinforced 

Figure 1. Interactive case formulation for OCD with family accommodation. The continuous line boxes
represent the initial cycle of interaction, and the dotted line boxes represent a reactive response in the
vicious cycle.

from early time. Moreover, as the child’s anxiety increased, part of it was normal and part was
reactive, as we will explain later. The mother’s over-protective behaviours increased to a level
at which she began performing compulsive behaviours for her child.

For a child who feels anxious and fearful, an anxious and over-protective mother may
provide an additional environmental factor. This may occur through the interpretation that
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‘danger is close’ or simply by direct modelling of anxious behaviour or a conditioning process
(Rachman, 1998). An assessment of the underlying beliefs related to compulsive behaviour
revealed an over-estimation of threat; the patient stated that ‘if things are not done in certain
way, bad things will happen’. She later mentioned that her ‘mother could die’ or ‘I will be
sick again’.

In short, the current formulation of the interaction suggests that the anxious child believed
that if things were not done in a certain way, ‘bad things would happen’. The anxious mother
picked this up and, because of her underlying sense of responsibility for her vulnerable child,
would ‘do things in certain way’. This led to a vicious cycle in which the child held the
obsessions and the mother carried out the compulsions.

Psychoeducation

Comprehensive psychoeducation about OCD was a major part of the treatment. This included
providing education about the nature of OCD and the cognitive behavioural model of the
disorder to both the mother and the patient. Education was simplified for the child to match
her level of understanding and comprehensive ability. This was followed by addressing the
mother–daughter interaction pattern that maintained the problem.

Behavioural approach

Exposure and response prevention (ERP) is a major part of OCD treatment in general. It
involves exposure to fear stimuli while refraining from or delaying the compulsive response.
In collaboration with the mother, a detailed hierarchy of targeted compulsions was created
(see Table 1 for the list of compulsions identified during the assessment). Because the mother
was the primary individual performing the compulsions, she was the active client for this
technique. Starting with the easiest and moving to the most challenging behaviours, the
mother was asked to gradually stop responding to the patient’s requests or tantrums (the
feared stimuli). This was done after providing clear psychoeducation and rationale for this
intervention.

Involvement of the patient in the behavioural approach was through, first, psychoeducation
and rational of the technique (together with the mother); second, by using this exposure as
an experiment to test the underlying thoughts ‘what will happen if mom does not follow my
demand’; third, through developing coping skills on how to deal with rising anxiety when the
mother stop responding to her requests. These coping skills include breathing techniques as
well as coping statements, e.g. ‘this is a vicious cycle’.

Cognitive approach

This approach focused on assessing and examining the content of the thoughts by discussing
the pattern of misinterpretations and underlying beliefs. The patient and her mother were
asked to monitor their thoughts during the week and keep a record to be discussed in
sessions. Working towards developing more adaptive beliefs was accomplished though
Socratic questioning, mainly for the mother, and through behavioural experiments for the
child. For example, the child was asked to test whether misplacing her table set could lead
to bad things happening. Of course, this was done after ensuring that the patient understood
the rationale of the experiment and after working to develop effective coping skills, such as
breathing exercises.
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Table 3. Pre- and post-assessment measures

Subscales Pre Post

The Symptom Checklist (SCL-90- R)
Obsessive-compulsive (O-C) 2.70 (T = 66) 1.80 (T = 50)
Depression (DEP) 2.46 (T = 55) 1.31 (T = 38)
Anxiety (ANX) 2.10 (T = 51) 1.10 (T = 35)
Global Severity Index (GSI) 2.24 (T = 57) 1.28 (T = 37)
Positive Symptom Total (PST) 83 (T = 57) 74 (T = 52)
Positive Symptom Distress Index (PSDI) 2.43 (T = 49) 1.56 (T = 33)
The Patient Health Questionnaire (PHQ-9) 14 7
Generalized Anxiety Disorder (GAD-7) 14 6
Sheehan Disability Scale (SDS) 23 10
Ferrans and Powers’ Quality of Life Index (QLI)
Health and Functioning (HF) 13.00 16.83
Social and Economic (SE) 12.13 19.36
Psychological and Spiritual (PS) 7.20 16.43
Family (FT) 26.38 29.38
Overall score 13.88 19.00

T = t score.

Maintenance and relapse prevention

In this end part of the treatment, we focused on maintaining improvement through continued
practising of techniques and praising progress. We also focus on termination issues such as the
identification of the treatment’s successful aspects, identification of triggers and other factors
that might suggest relapse, such as the mother’s own anxiety, the child’s limited emotional
expression and social interaction, and finally develop a relapse prevention action plan.

Results

At the end of the therapy, all post-assessments revealed a significant decrease in the severity
of the symptoms. On the SCL, the patient’s score decreased on the obsessive-compulsive
traits subscale (pre = 66, post = 50), the depression subscale (pre = 55, post = 38), and the
anxiety subscale (pre = 51, post = 35). All results for these three items were above the cut-
off score pre-therapy and significantly decreased to average scores post-therapy (see Table 3).
In addition, all three global indexes, the GSI, the PST and the PSDI, showed a reduction in
symptoms.

For the GAD-7 and PHQ, an important decrease in scores was observed as well. The
patient’s scores were pre = 14 and post = 6 on the GAD-7, and pre = 14 and post = 7
on the PHQ, indicating that the initial levels of moderate to severe anxiety and depression
decreased to mild symptoms. On the SDS, the patient’s pre-score was 23, which indicates a
high level of functional impairment, whereas the post-score was 10, which indicates a low
level of functional impairment. On the QLI, the patient scored pre = 13.88 and post = 19,
which again both reflect a better level of quality of life.

The assessment results indicate a significant improvement, which is in line with the
clinical observation and report by the patient and her mother in the last sessions. There
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was a significant decrease in obsessional thoughts and a complete absence of tantrums. The
compulsive behaviours were significantly reduced. The patient no longer asked the mother for
any of the behavioural orders that were initially stated. The negatively stated verbal commands
were also reduced significantly (distanced duration and less intensity). The mother reported
that she had become more aware of her attitude of perceiving her daughter as ‘vulnerable’,
which did not allow her daughter to practise independent skills. Concurrently, the patient’s
success in enduring the anxiety caused by the re-arrangement or modification of items
reinforced the mother’s awareness of her enabling role in the dynamic. In addition, the mother
reported increase independent social activity by her daughter (she was able to enrol in social
activities without mother’s company, and would visit and sleep over in cousins’ house without
mother’s presence), which is a significant improvement for both the mother and the child.

Finally, the patient and her mother were given an open appointment to come to the clinic
whenever necessary. They were encouraged to continue to monitor symptoms and underlying
tendencies and to seek help if an old pattern or symptoms returned, or if they simply needed
a booster session to reinforce new skills.

Discussion

In this study, we report on family-based cognitive therapy for a case of OCD with a high
level of family accommodation in which the mother of a 14-year-old patient performed all
compulsive behaviours as demanded by the patient. We believe that reporting this case will
add to the limited literature on this condition, especially in the Saudi cultural context.

In some studies of family accommodation, the parents were used as coaches or co-therapists
to facilitate exposure and to reduce accommodation (Lebowitz et al., 2012). However, in our
case, the interaction between the child and her mother was the main target of treatment and the
focus of attention. Therefore, the case formulation developed for this patient was an interactive
format that incorporated the interaction between the mother and the child’s own processes.
We developed this conceptualization because it was difficult to consider each component in
isolation. Only when we considered the interactive pattern did the dynamic begin to make
sense for the therapist as well as the patient and her mother. Consistent with this model, it has
been theorized that symptoms of OCD and family dysfunction operate in a cyclical manner
and mutually influence each other (Waters and Barrett, 2000).

The importance of developing a systemic cognitive behavioural formulation has been well
emphasized (Dummett, 2006). The argument is that we cannot treat young children without
considering all possible factors, including attachment patterns, the wider family system and
cultural variables. Dummett developed a generic case formulation reflecting this approach.
Although this formulation is quite comprehensive and simple to use, we have not used it for a
number of reasons. First, it emphasizes the child as central to the formulation, whereas in our
case, the interactive dynamic was the heart of the problem.

Second, Dummett’s formulation was based on the Beakian model that emphasizes the three
levels of cognition: automatic thoughts, assumptions and core beliefs. From our personal
experience working with Saudi clients, and for this client in particular who had learning
difficulties, this level of specification is not particularly useful and may confuse clients who
have no previous knowledge of or experience with CBT. It makes more sense to consider
all elements of thoughts and assumptions as ‘cognition’. The therapist can remain flexible in
using different techniques to address different thought elements.

https://doi.org/10.1017/S1754470X1800017X Published online by Cambridge University Press

https://doi.org/10.1017/S1754470X1800017X


Family CBT for OCD with family accommodation 11

Third, the model emphasizes wider contextual and cultural factors that may have played
a role in this problem. In our case, the cultural and wider context was not evaluated as the
primary factor. Although one should never ignore the assessment of such important factors, in
our case study, the cultural context and the wider family system were not the primary factors
in the development and maintenance of the problem. We viewed this case as simply a stress
reaction in light of an over-protective mother.

A CBT approach was selected for this case because of encouraging research findings on
OCD for children (Abramowitz et al., 2005), in addition to a family-based approach (Barrett
et al., 2004). However, the model used to understand this case and develop a formulation
and treatment plan was not based on OCD-specific models such as Salkovskis’s (1997) OCD
cognitive model but rather a more generic model (Padesky and Mooney, 1990). This decision
was made because most OCD-specific models focus on the meaning and interpretations given
to the intrusions. In our case, the patient had limited verbal expression and comprehension
ability; therefore, an in-depth analysis and interpretation of meaning beyond ‘something bad
will happen’ or ‘I will be sick again’ were difficult to conduct.

In addition, although a disorder-specific model has strong evidence based on its original
cultural context, evidence of its effectiveness is lacking in the Saudi community. A more
transdiagnostic approach to case formulation and treatment plans has preliminary evidence
that is suitable for treating emotional disorders in adult Saudi clients (Atiq, 2014). The
transdiagnostic approach focuses on cognitive and behavioural processes that have been
found to be common across disorders. Therefore, it provides the flexibility needed to
assess and conceptualize relatively uncommon or complicated conditions such as the case at
hand.

Given that neither the client nor her mother had any prior knowledge of or exposure to
psychological intervention or CBT, we were vigilant in simplifying the case formulation and
the rationale for the interventions and techniques used as much as possible. This approach
emphasizes the role of psychoeducation in the treatment, which forms the foundation for
any possible change. This is particularly important in a culture where knowledge and
understanding of cognitive behavioural therapy might not be as common as in a Western
culture, where CBT was originally founded.

The treatment was conducted in 16 sessions over 4 months and revealed a significant
reduction in objective and subjective measures. These findings provide initial evidence that
family-based CBT (which focuses on the interaction between the patient and the caregiver)
is beneficial for the treatment of child OCD with a high level of family accommodation. The
findings also add to the limited literature that this approach is suitable in a non-Western society
and is particularly suitable for Saudi culture.

Main points

Family-based CBT is effective in treating child OCD with high level of family accommodation
as measured by case report from Saudi Arabia.
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Learning objectives

(1) To better understand the phenomenon of family accommodation in OCD.
(2) To acknowledge the interactive pattern in the case conceptualization of family

accommodation in OCD.
(3) To demonstrate the effectiveness of family-based CBT intervention for this

condition.
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