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Pediatric OCD and Its Treatment

Obsessive compulsive disorder (OCD) is a debilitating 
condition that disrupts the normal course of childhood and 
results in significant functional impairment across domains 
[1–3], particularly for youth with an early onset of symp-
toms (e.g., before 8-years old) [4]. Clinical research has 
established cognitive behavioral therapy (CBT) as the first 
line treatment for pediatric OCD [5–7], with a particular 
emphasis placed on parental/family involvement for the 
youngest youth with OCD [8]. In CBT, sources of distress 
(e.g., thoughts, situations, stimuli) and their associated 
responses (i.e. avoidance, compulsions) are used to build a 
hierarchy of exposures through which children are guided 
to gradually face their fears while resisting their compul-
sions. Simultaneously, parents learn how to guide their 
child through exposures (so that they can be completed 
outside of session), work to reduce accommodations (i.e., 
parental strategies that temporarily reduce symptom dis-
tress or impairment), and increase appropriate limit setting. 
While well established as an efficacious treatment, concern 
remains over a sizeable portion of youth who demonstrate 
little, or below optimal, symptom improvement [9]. As a 
result, there is a growing interest in identifying factors that 
may predict or moderate the level of symptom improve-
ment youth demonstrate during treatment. Patient insight, 
continued family accommodation, and negative family 
dynamics (e.g., conflict, blame, poor cohesion) have been 
identified as factors that predict reduced symptom improve-
ment in CBT [10, 11]; however, child and parental distress 
tolerance also warrant investigation.
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ance for child distress in 46 children (ages 5–8), along with 
their mothers and fathers, who received family-based CBT 
for OCD. The study sought to describe baseline tolerance, 
changes in tolerance with treatment, and the predictive 
impact of tolerance on symptom improvement. Tolerance 
was rated by clinicians on a single item and the CY-BOCS 
was used to measure OCD severity. Descriptive results sug-
gested that all participants had some difficulty tolerating 
the child’s distress at baseline while paired t tests indicated 
large improvements were made over treatment (d = 1.2–
2.0). Fathers’ initial tolerance was significantly related to 
symptom improvement in a multivariate regression as were 
fathers’ and children’s changes in distress tolerance over 
the course of treatment. Overall, results provide support for 
examining tolerance of child distress including its predic-
tive impact and potential as a supplemental intervention 
target.

Keywords  Distress tolerance · Treatment factors · 
Symptom improvement · Family · Parent · Exposure and 
response prevention

 *	 Robert R. Selles 
	 rselles@bcchr.ca

1	 University of British Columbia, Vancouver, Canada
2	 BC Children’s Hospital Research Institute, Vancouver, 

Canada
3	 University of Pennsylvania, Philadelphia, USA
4	 Duke University Medical Center, Durham, USA
5	 Alpert Medical School, Brown University, Providence, USA

http://crossmark.crossref.org/dialog/?doi=10.1007/s10578-017-0748-6&domain=pdf


309Child Psychiatry Hum Dev (2018) 49:308–316	

1 3

Child Tolerance of Distress

An individual’s inability to tolerate distress is believed to 
be a core contributor to a number of psychological prob-
lems [12] including OCD [13]. When unable to toler-
ate distress, individuals seek out strategies that help them 
escape unpleasant thoughts, feelings, or experiences, such 
as avoidance and compulsions. These strategies reinforce 
themselves over time and reinforce the individual’s belief 
that they cannot tolerate the distress. As a result, poor toler-
ance of distress in young children may set the foundation 
for the further development of symptoms and presents a 
clear opportunity for early intervention. Given that expo-
sure and response prevention specifically requires individu-
als to experience distress without avoidance or escape, dis-
tress tolerance is likely an important skill that could both 
impact treatment initially and develop over the course of 
treatment. For example, youth with better distress toler-
ance may exhibit increased ability/willingness to engage in 
exposure tasks at treatment onset, as well as a greater abil-
ity to resist compulsive urges whenever obsessions arise. 
Improvements in distress tolerance may also allow children 
to tackle increasingly difficult exposures over treatment, 
increasing the likelihood of meaningful and lasting symp-
tom improvement.

Parental Tolerance of Child Distress

The family system is an important contributing factor in 
the development, maintenance, and treatment of pediatric 
anxiety and OCD. Parents of anxious youth tend to be more 
reactive to signs of distress in their children than parents 
of non-anxious youth [14] and parental over-protectiveness 
and rejection appear to contribute to the development of 
anxiety in youth [15]. Symptoms of OCD have been shown 
to cause considerable impairments in the family’s function-
ing [16] and, as mentioned above, family accommodation 
and negative family dynamics can contribute to greater 
OCD severity and reduced treatment outcome [17–22]. 
Therefore, it seems likely that parent tolerance of child dis-
tress (PTCD) may also play an important role in the func-
tioning and treatment of youth with OCD.

Most parents likely feel burdened with the general expe-
rience of having a child with OCD (e.g., “it is upsetting 
to know my child is suffering”); however, parents’ ability 
to tolerate specific acute displays of distress in their child 
(i.e. “I can’t stand seeing my child upset”) appears, in our 
clinical experience, a more variable and relevant construct. 
Parents may struggle with youth’s distress for a number 
of additional reasons. For example, PTCD may be influ-
enced by the parent–child attachment relationship [23] 
and a drive to protect or rescue the child from perceived 

danger. Parental symptoms of anxiety and/or OCD may 
further escalate the parent’s perception of threat (e.g., 
“germs really might make the child sick”) and a parent’s 
tolerance of their own distress may be utilized in their abil-
ity to tolerate seeing their child’s. Cognitive interpretations, 
such as catastrophizing the child’s distress (e.g. “my child’s 
distress will traumatize them”) or parental self-blame (e.g., 
“it is my fault that my child is distressed”) may further 
reduce PTCD. Along the same lines, misunderstanding 
why the distress is occurring (e.g., “my child hates me”, 
“my child is crazy”), may lead parents to feel more power-
less or hopeless in the face of the distress and unsure of 
how to best respond. The family’s current dynamics, such 
as conflict, blame or poor cohesion [20], may also alter the 
parent’s willingness to tolerate the child’s distress. Finally, 
greater external manifestations of distress by the child, such 
as crying and disruptive behaviors/rage common to pediat-
ric OCD [24–26], could make tolerating distress more dif-
ficult for parents.

Considering these factors, it seems likely that over time 
poor parental tolerance of child distress may be reinforced, 
similar to that of the child’s, through the parent’s use of 
avoidant or escape behaviors. For example, accommoda-
tion may be a primary coping strategy for parents with poor 
tolerance of child distress as their accommodations prevent 
or quickly alleviate their child’s, and thereby their own, dis-
tress. Parents with low tolerance of child distress may also 
be more likely to give in when children exhibit distress as 
well as have difficulty setting limits, which might then rein-
force the child’s use of avoidant and distress-related behav-
iors (e.g., crying, tantrums). Parents who have difficulty 
tolerating their children’s displays of distress may also have 
difficulty modeling calm responses to difficult situations for 
their child. As a result, children’s belief that the stimuli or 
task is unsafe/bad may be reinforced by their parents’ dis-
play of distress. As an extension of this, we would expect 
that parents with poor tolerance of child distress would 
fail to effectively engage in a range of important treat-
ment behaviors, such as eliminating accommodations, set-
ting appropriate limits, and encouraging approach, as these 
tasks would require the parent to directly place their child 
in distress. Therefore these youth may exhibit less improve-
ment then youth of parents with greater tolerance.

Present Study

It has been discussed that the mechanism through which 
exposure and response prevention is effective may be 
in part due to individuals’ increasing ability to toler-
ate distress and reduce their engagement in experiential 
avoidance [27]. In addition, parents play a clear role in 
the context of OCD symptom development, impairment, 
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and treatment, and therefore their tolerance of the child’s 
distress should also be considered. While particularly 
emphasized within acceptance and commitment ther-
apy approaches, we are unaware of work to date that 
has directly evaluated initial ratings and changes in dis-
tress tolerance throughout treatment or the impact these 
changes have on the rate and level of symptom improve-
ment in pediatric OCD. Therefore the present study is a 
pilot examination of these factors within the Pediatric 
Obsessive Compulsive Disorder Treatment Study for 
Young Children (POTS Jr.) treatment study. Specifically, 
our goals were:

Aim 1	 To examine youth and their parents’ distress tol-
erance levels at baseline and following treatment. We 
hypothesized that individuals would have on average 
‘some’ (M = 1) distress tolerance at baseline, but that 
distress tolerance would significantly improve over the 
course of treatment.

Aim 2	 To examine the predictive effect of baseline 
distress tolerance levels on the extent of symptom 
improvement. Here, we hypothesized that lower base-
line abilities, in mothers, fathers, and children, to tol-
erate child distress would be associated with reduced 
symptom improvement over the course of treatment.

Aim 3	 To examine whether change in distress tolerance 
during treatment was associated with the extent of 
symptom improvement. We hypothesized that moth-
ers, fathers, and children who demonstrated greater 
improvements in tolerating child distress would also 
demonstrate greater symptom improvement over the 
course of treatment.

Methods

Study Design

The present study used data obtained as part of the POTS 
Jr trial, which was a 14-week, parallel-group, randomized 
controlled trial examining the efficacy of family-based CBT 
for young children (ages 5–8 years) in comparison to fam-
ily-based relaxation therapy. The study rationale, design, 
methods, treatment description, and primary outcomes 
have been reported elsewhere [8]. POTS Jr participants 
were recruited from three sites (University of Pennsylvania, 
Duke University, and Brown University) and randomized 
to one of the two treatment arms. In particular, the present 
study focuses on the 63 youth randomized to the CBT arm. 
Institutional review board approval was obtained at each 
site. The Consolidated Standards of Reporting Trials dia-
gram was originally reported in Freeman, Sapyta, et al. [8].

Participants

The initial participant pool for the present study was all 
63 participants randomized to the CBT arm of the POTS 
Jr study [8]; however, in order to be included in the pre-
sent analyses, participants were required to have an initial 
distress tolerance score recorded within the first 4 weeks 
of treatment and a last available observation in the final 5 
weeks. Individuals who did not have data within these time 
points were excluded from analyses, leaving a sample of 
46 families with the required data. Two of these partici-
pants dropped out of the study prior to post-treatment, so 
their Week 9 CY-BOCS score was carried forward to post-
treatment. Excluded youth (n = 17) did not significantly dif-
fer from included youth in regards to age [t (61) = −0.15, 
p = .88], baseline CY-BOCS score [t (61) = −0.14, p = .89], 
or change in CY-BOCS score from baseline to post-treat-
ment [t (61) = −0.06, p = .95]. Included youth were between 
the ages of 5–8 (M = 6.9, SD = 1.1) and 57% (n = 26) were 
female. Regarding study site, 26% (n = 12) completed treat-
ment at Brown University, 37% (n = 17) at Duke University, 
and 37% (n = 17) at University of Pennsylvania. While no 
specifically coded attendance data was available, comple-
tion of weekly distress tolerance ratings suggested attend-
ance by families was excellent, with distress tolerance rat-
ings present for children in 99% of sessions, for mothers’ in 
97% of sessions, and for fathers’ in 89% of sessions.

Measures

Measure of Distress Tolerance

Comprised of a single item rated on a 0 (no ability to tol-
erate)—4 (excellent ability to tolerate) scale that included 
descriptive item anchors, clinicians rated distress toler-
ance for mothers, fathers, and children on a weekly basis. 
The measure was developed for the treatment study and its 
psychometric properties have not been examined. Informa-
tion used by clinicians in order to make ratings of tolerance 
of child distress included observable displays of distress/
discomfort, reported abilities to cope, demonstrations of 
escape, avoidant, or rescuing behaviors, and willingness/
openness to face distress. For additional clarification, a par-
ent who was rated as demonstrating “some” (1) tolerance 
of their child’s distress may have been wary of their child 
facing a fear, displayed and reported high discomfort in 
seeing their child upset, and quickly attempted to engage 
in rescuing behaviors when distress rose above a minimal 
level (e.g., providing reassurance, helping the child access 
compulsion). Conversely, a parent who was rated as dem-
onstrating “very good” (3) tolerance of their child’s distress 
may appear collected and largely calm when seeing their 
child distress, and are encouraging their child’s engagement 
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with distress and generally not using accommodations to 
alleviate the child’s distress, although they may still be 
somewhat apprehensive about next big steps or pushing the 
child too hard.

Children’s Yale‑Brown Obsessive Compulsive Scale 
(CY‑BOCS) [28]

The CY-BOCS is a measure of OCD symptom severity in 
youth and is comprised of 10 items that inquire about time 
spent, interference, distress, resistance, and control for both 
obsessions and compulsions. Items are rated on a 0 (no 
symptoms) to 4 (extreme symptoms) scale. Independent 
raters completed the CY-BOCS at baseline, week 5, week 
9, and post-treatment, while parents also completed a par-
ent report version (CY-BOCS-PR) weekly. Psychometric 
properties of the clinician-rated CY-BOCS are well-estab-
lished [28, 29], and psychometric properties of the parent-
rated version support its use [30].

Family Accommodation Scale – Self Report (FAS‑SR) [31]

The FAS-SR is a 19-item measure of family accommoda-
tion rated by the relative providing accommodations, which 
in the present study, was parents of youth. When examined 
in adults, the FAS-SR has been shown to have excellent 
internal consistency, good convergent validity, and strong 
agreement with the clinician-rated interview format of the 
Family Accommodation Scale [31].

Analytic Plan

Data analysis was conducted using R 3.3.1 and Mplus 
7.4. Examination of the first goal used descriptive analy-
sis and paired-samples t tests. For goals two and three, 
data were examined using multivariate regression models 
that controlled for child age, gender, site, and assessment 
week. Differences in distress tolerance scores were calcu-
lated between the first available observation within the first 
4 weeks of treatment and the last available observation 
within the final 5 study weeks of treatment. The outcome 

variable was the change in symptom score. For the second 
goal the difference in CY-BOCS scores from baseline to 
post-treatment and the difference in CY-BOCS-PR scores 
from baseline to post-treatment were regressed on baseline 
distress tolerance. For the third goal, the difference between 
the first and last observed distress tolerance scores was 
added as a covariate to the model.

Results

Levels and Change in Distress Tolerance

Table 1 outlines ratings of, and size of change in, tolerance 
of child distress for mothers, fathers, and children at base-
line and post-treatment. Descriptive data at baseline sug-
gest that, on the whole, participants were rated as having 
some difficulty in tolerating distress. In particular, children 
were rated as the least competent in tolerating their dis-
tress (M = 0.7; SD = 0.7), which is unsurprising given their 
young age and that they are most directly experiencing the 
distress. Regarding parents, mothers were rated as slightly 
less tolerant of distress (M = 1.2; SD = 0.8) in comparison 
to fathers (M = 1.6; SD = 0.8). Mothers’ baseline scores 
were correlated with fathers’ baseline scores (r = 0.55), as 
were mothers’ and fathers’ baseline scores with children’s 
baseline ratings (r = 0.49, 0.56). Baseline ratings of family 
accommodation were not highly correlated with baseline 
distress tolerance ratings for mothers (r = −0.17), fathers (r 
= −0.18), or children (r = −0.18), suggesting independent 
constructs.

Paired samples t tests indicated that all groups demon-
strated significant improvements in distress tolerance over 
the course of treatment, with robust effect sizes for moth-
ers (d = −1.8, p < .001), fathers (d = −1.2, p < .001), and 
children (d = −2.0, p < .001). By post-treatment, distress 
tolerance ratings were in the very good range on average 
for both mothers (M = 3.0; SD = 0.8) and fathers (M = 2.9; 
SD = 0.9), while children demonstrated ratings in the good-
very good range (M = 2.6; SD = 0.7). Within families, 
strong associations in levels of change were observed for 

Table 1   Change in distress 
tolerance ratings over treatment

**p < .001

Rater Time point n (%) M (SD) Change

None Some Good Very good Excellent

Mother (n = 46) First 7 (15) 25 (54) 12 (26) 2 (4) 0 (0) 1.2 (0.8) d = −1.8**
t = −11.44Last 0 (0) 1 (2) 12 (26) 21 (46) 12 (26) 2.3 (0.8)

Father (n = 46) First 5 (11) 15 (33) 18 (39) 8 (17) 0 (0) 1.6 (0.8) d = −1.2**
t = −6.30Last 0 (0) 6 (13) 10 (22) 13 (28) 17 (37) 2.9 (0.9)

Child (n = 46) First 22 (48) 19 (41) 4 (9) 1 (2) 0 (0) 0.7 (0.7) d = −2.0**
t = −12.28Last 0 (0) 6 (13) 15 (33) 17 (37) 8 (17) 2.6 (0.7)
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mothers and fathers (r = 0.75), while moderate associations 
were observed for mothers and child (r = 0.51), and fathers 
and child (r = 0.46).

Predictive Effect of Baseline Distress Tolerance

Table 2 provides a summary of the results from the regres-
sion model examining the predictive value of baseline dis-
tress tolerance on levels of symptom improvement. Signifi-
cant results were observed for fathers’ baseline tolerance 
in regards to symptom improvement on the clinician-rated 
CY-BOCS (regression coefficient, b = 3.3; standardized 
regression coefficient, B = 0.22, p = .01) and almost reached 
significance on the CY-BOCS-PR (b = 3.5; B = 0.32, 
p = .051). This indicates that for each level of higher abil-
ity to tolerate distress a father demonstrated at baseline 
(e.g., none compared to some; some compared to good), 
their child’s post-treatment score decreased by 3.3 points 
on the CY-BOCS and by 3.5 points on the CY-BOCS-PR. 
Baseline distress tolerance was not a significant predictor 
of post-treatment symptom improvement for mothers or 
children.

Predictive Effect of Change in Distress Tolerance

Table 2 provides a summary of the results from the regres-
sion model examining the predictive value of the change 
in distress tolerance on levels of symptom improvement. 
Children’s change in distress tolerance scores were associ-
ated with the largest impact on symptom improvement on 
the CY-BOCS (b = 3.6; B = 0.51, p < .001) and the change 
almost reached significance on the CY-BOCS-PR (b = 3.5; 
B = 0.36, p = .053). This indicates that for each level a 
child improved in their ability to tolerate distress over the 
course of treatment (e.g., none improved to some; some 
improved to good), their post-treatment CY-BOCS dem-
onstrated a 3.6 point decrease and their CY-BOCS-PR a 
3.5 point decrease. Father’s abilities to improve their dis-
tress tolerance was also significantly related to symptom 

improvement on the CY-BOCS (b = 2.4; B = 0.40, p = .04) 
but not on the CY-BOCS-PR despite a larger associated 
decrease (b = 2.7; B = 0.34, p = .13). For mothers, change 
in distress tolerance was not significantly associated with 
symptom improvement.

Discussion

Overall, our results found that on average children, moth-
ers, and fathers, tend to be perceived by clinicians as hav-
ing at least some difficulty in tolerating the child’s distress 
prior to treatment. Distress tolerance ratings were corre-
lated among family members but were not significantly cor-
related to ratings of family accommodation, suggesting that 
distress tolerance may be an independent construct related 
to OCD within the family system. Poor distress tolerance 
in both youth and parents may develop as a result of the 
symptoms associated with OCD (e.g., frequent experienced 
distress, compulsive behaviors prevent development of tol-
erance), but may also be a factor that contributes to symp-
tom development by driving the use of problematic and 
reinforcing anxiolytic strategies by youth and families, such 
as avoidance/escape, compulsions, accommodation, and 
permissive parenting. Future research comparing baseline 
distress tolerance levels of clinical and sub-clinical families 
could shed light on its contribution to severity and impair-
ment while inclusion of various clinical correlates, such as 
parent anxiety/OCD, anxiety sensitivity, attachment, coer-
cive/disruptive behaviors and family dynamic variables, 
could enhance understanding of underlying contributors to 
variations in reported distress tolerance.

The present study also observed that treatment was asso-
ciated with large improvements in distress tolerance for 
all participants. This robust change suggests that distress 
tolerance can be developed over treatment, likely driven 
by increased understanding of the cause, and rationale for 
experiencing, distress, as well as repeated practice engag-
ing in, and remaining with, distress (i.e. exposure and 

Table 2   Impact of distress 
tolerance on CY-BOCS scores 
at post-treatment

b regression coefficient, B standardized regression coefficient, R2 adjusted R2

Distress tolerance Clinician Parent

b (B) p R2 b (B) p R2

Baseline distress tolerance
 Mother (N = 46, 44) 2.2 (0.22) .13 .18 1.9 (0.14) .38 .03
 Father (N = 46, 44) 3.3 (0.39) .01 .28 3.5 (0.32) .051 .11
 Child (N = 46, 44) 1.2 (0.12) .44 .14 1.5 (0.11) .52 .02

Change in distress tolerance
 Mother (N = 46, 44) 1.7 (0.23) .26 .18 2.0 (0.20) .36 .23
 Father (N = 46, 44) 2.4 (0.40) .04 .35 2.7 (0.34) .13 .32
 Child (N = 46, 44) 3.6 (0.51) <.001 .31 3.5 (0.36) .053 .28
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response prevention). The reduction of symptom intensity 
over time may also contribute to youth and parents abili-
ties to tolerate distress. While these outcomes were not 
measured, one could hypothesize that reductions in family 
stress, impairment, and conflict as well as improved par-
ent–child relationships, could also potentially contribute to 
increased PTCD.

The role of distress tolerance within exposure therapy 
is further supported by its relationship with symptom 
improvement for youth. Regarding baseline distress toler-
ance, the results suggested that, in particular, fathers’ abil-
ity to tolerate distress was related to symptom improve-
ment, while the impact of mothers’ baseline distress 
tolerance failed to reach statistical significance (p = .38) 
and the child’s baseline distress tolerance did not appear 
to be strongly related to symptom improvement (p = .52). 
At the onset of treatment, parents may play a particularly 
important role in encouraging youth to participate in treat-
ment and can initiate symptom improvement. This is par-
ticularly likely in the present study where child age necessi-
tated heavy parental involvement in treatment. As a result, 
a father’s ability to tolerate their child’s displays of distress 
at the beginning of treatment would allow them to initiate 
treatment components (e.g., reductions in accommoda-
tion; motivating the child for exposures), even if the child 
struggled to tolerate their own distress, thereby leading to 
greater symptom improvement.

Regarding the impact of improvements in distress tol-
erance, results of the present study suggested that change 
in children’s distress tolerance was important in predict-
ing symptom improvement. This relationship may reflect 
that children who do not improve in their ability to tolerate 
distress are less resistant to compulsive behaviors and as a 
result may sabotage exposure tasks and generally continue 
to reinforce their symptoms. Further, they may be more 
resistant to engaging in exposure tasks and may demon-
strate slower progress along their hierarchy. However, fail-
ure to develop distress tolerance over treatment, and thereby 
improve, may also be a result of inadequate engagement 
of the treatment mechanism (e.g., exposures did not elicit 
distress or adequately target core fears). Change in fathers’ 
distress tolerance over treatment was also a significant pre-
dictor of symptom improvement on the CY-BOCS while 
change in mothers’ ability to tolerate child distress was not.

The difference observed in predictive level between 
mothers and fathers on both baseline distress tolerance 
and change in distress tolerance was unexpected. However, 
review of prior research indicates the importance of fathers 
in the development and treatment of anxiety symptoms, 
particularly that fathers who are not warm, encouraging of 
autonomy, or involved, tend to have more anxious children 
[32]. One explanation may be that mothers act more con-
sistently regardless of their distress tolerance as compared 

to fathers. For example, mothers may make attempts to 
complete the treatment (e.g., reduce accommodation, moni-
tor exposure completion) regardless of whether they have 
difficulty tolerating their child’s distress. In comparison, 
fathers who have difficulty tolerating distress and do not 
overcome this during treatment, may be more rejecting of 
the child and their behavior/symptoms/treatment. This may 
contribute to ongoing negative family dynamics, while 
fathers who improve their distress tolerance may become 
more willing to be actively involved and encouraging of the 
child facing fears. In addition, fathers’ displays of anxiety, 
rather than mothers, has been identified as relating to anxi-
ety in the child [33, 34]. If youth have greater expectations 
that their fathers, rather than their mothers, be calm, une-
motional, or encouraging of approach to anxiety-provoking 
stimuli, displays of distress in the father may more strongly 
reinforce the child’s own experience of anxiety. In the pre-
sent context, if a father continues to struggle with tolerating 
their child’s displays of distress and, as a result, frequently 
appear anxious when interacting with the child, this may 
contribute to less treatment success.

The results of the regression analyses only reached 
clinical significance on 5 of the 12 variables; however, 
this appears to be a function of the small sample size as 
the effect sizes and clinical relevance appear large. As per 
parameters suggested by signal detection analyses for the 
CY-BOCS [35], treatment response occurs at a 35% symp-
tom reduction (i.e. 9-points on average) and remission 
occurs at a 55% symptom reduction (i.e., 14-points on aver-
age). Therefore, the 2–3 point per distress tolerance level 
change observed for variables in the present study suggest 
that distress tolerance abilities are highly associated with 
the observed level of response for youths.

Despite this, with little direct examination of distress tol-
erance to date, it is difficult to determine whether distress 
tolerance is a mechanism through which exposure produces 
symptom improvement or a skill that allows individuals to 
better engage in exposure and therefore benefit from treat-
ment via different mechanisms (e.g., habituation; inhibi-
tory learning). Likely, it serves to some extent in both roles 
and further direct examinations of varying hypothesized 
mechanisms of treatment are needed to more clearly define 
the unique role of distress tolerance. It is also possible that 
distress tolerance interacts with the other hypothesized 
mechanisms of exposure therapy such as habituation [36] 
and inhibitory learning [37]. For example, a child who does 
not tolerate their distress and continues to engage in their 
compulsions after exposures will not have the opportunity 
to experience habituation and/or learn that their feared 
outcome did not occur without the use of compulsions. 
Finally, it seems possible that the impact of PTCD on out-
come is tied in part to its impact or relationship to changes 
in other family factors known to impact treatment outcome, 
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such as family dynamics and family accommodation [10, 
19, 20, 22].

Further research is needed to determine specifically 
whether and/or how treatment should target distress toler-
ance in youth and their parents. In general, the results sug-
gest that the treatment protocol employed in the present 
study had a large impact on distress tolerance levels; how-
ever, given that improvements in distress tolerance were 
associated with considerable improvements in outcome 
particularly for children, emphasizing this change, or tar-
geting individuals who appear slower in improving their 
distress tolerance, could hypothetically improve outcomes. 
What the results may suggest is that the addition of specific 
intervention components focused on improving distress tol-
erance are not necessary for all individuals, but may hold 
value if used specifically with youth and parents whose dis-
tress tolerance fails to improve.

Along this line, it is of interest to consider how the 
results may differ in alternative samples. First, it is of inter-
est whether PTCD would improve with treatment and relate 
to treatment outcome even if parental involvement in symp-
toms and/or treatment was limited (e.g., adolescents; indi-
vidual treatment; primary intrusive thoughts and mental 
rituals). One may hypothesize that improvements would be 
smaller than those observed in the present study with the 
opporuntity for only small  improvements made through 
observation of the child’s engagement in exposures. In 
regards to impact on outcome, on the one hand, PTCD may 
have a smaller impact on treatment outcome as parents are 
less involved in treatment exercises. On the other hand, it 
may also have a greater impact on outcomes as parents with 
poor distress tolerance may not improve without involve-
ment in the intervention and may, as a result, continue to 
use problematic accommodations and engage in problem-
atic reactions to child distress. Regardless, further examina-
tion of distress tolerance in these alternative pediatric OCD 
treatment samples and studies (e.g., adolescent, individual) 
is needed to better understand its role.

It is also interesting to consider whether these results 
would be similar with treatment approaches that do not 
place the same emphasis on facing and remaining with dis-
tress. For example, CBT for pediatric anxiety disorders has 
often utilized a “tool” based approach that includes strat-
egies intended to help youth directly reduce their experi-
ences of distress (e.g., cognitive restructuring, relaxation) 
along with exposures. Parents and youth with poor toler-
ance of distress may favor these alternative strategies over 
exposure, which could limit their and their child’s oppor-
tunities to improve distress tolerance and ultimately their 
treatment outcomes. Given that initiation of exposures 
has been associated with improvements in pediatric anxi-
ety treatment [38] and CBT for pediatric anxiety has his-
torically underperformed CBT for OCD [6, 39], future 

research in this area is warranted. Child distress tolerance 
and PTCD may also be constructs worthy of consideration 
in a wider range of psychiatric disorders such as depression 
and disruptive behavior, where they could also potentially 
contribute to maladaptive coping strategies and reinforce-
ment of negative behavior patterns.

The findings of the present study should be considered 
within the context of its limitations. First, the study is lim-
ited by the measure used to examine tolerance of child dis-
tress. The measure has not been previously examined and 
specific psychometric data was not available to evaluate its 
reliability/validity in the present study. While this measure 
included descriptive anchors and was rated by clinicians 
familiar with the construct, no objective psychophysi-
ological correlates were included and the observable data 
used to make ratings (e.g., visible distress; use of escape 
behaviors) may have been present for reasons other than 
poor tolerance of child’s distress, such as the parent’s gen-
eral level of anxiety or continued accommodation in order 
to minimize disruption to siblings. In addition, it appears 
possible that clinicians’ ratings of distress tolerance could 
be influenced by more general factors (e.g., overall severity 
of symptoms). As a result, it is not possible to assume that 
all the observed results can be directly attributed to distress 
tolerance. Future research should include additional meas-
ures of distress tolerance including self-report, physiologi-
cal, as well as behavioral tasks, that may be more objec-
tively rated and used to assess convergent validity. Second, 
while the present study benefits from the rigorous design 
of the initial randomized controlled trial and the inclusion 
of youth from three study sites, the limited age range and 
small number of participants limit the study’s generaliz-
ability and power. Finally, it is important to note that, while 
they are likely related, parent’s “distress tolerance” in the 
present study refers specifically to their ability to tolerate 
displays of distress in their child and not in regards to other 
areas of distress.

Summary

Emerging research has identified various factors that relate 
to symptom improvement levels demonstrated during CBT 
for youth with OCD. Theory suggests that children who 
have difficulty tolerating distress, as well as parents who 
cannot tolerate their child in distress, may be less effec-
tive in treatment. Therefore, the present study sought to 
examine this hypothesis empirically. Examining these 
outcomes in 46 children with OCD and their parents, the 
present study examined levels of distress tolerance at base-
line, changes in distress tolerance associated with receiv-
ing CBT, and the relationship between distress tolerance 
and symptom improvement. Distress tolerance ratings were 
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made by the treating clinician on a 5-point scale ranging 
from “none” to “excellent.” Symptom improvement was 
measured using both the clinician and parent rated ver-
sions of the CY-BOCS. Clinician ratings at baseline sug-
gested that on average, abilities to tolerate the child’s dis-
tress were minimal, with children showing the least distress 
tolerance, followed by mothers, followed by fathers. How-
ever, treatment was associated with large improvements in 
distress tolerance abilities for all participants. In addition, 
fathers’ ability to tolerate distress at baseline was signifi-
cantly related to the child’s symptom improvement, with 
a 3.3 point decrease (p = .01) in CY-BOCS score at post-
treatment associated with every one-point difference in 
distress tolerance between fathers at baseline. In addition, 
symptom improvement levels were predicted by fathers’ 
and children’s changes in distress tolerance over the course 
of treatment, corresponding to a 2.4 point (p = .04) and 3.6 
point (p < .001) decrease in CY-BOCS score, respectively. 
Overall, results of the present study provide preliminary 
support that children’s ability to tolerate their distress and 
parent’s ability to tolerate the child’s demonstrations of dis-
tress may be important variables in the processes of CBT 
for OCD. With continued interest in improving the out-
comes of CBT in this population, particularly for tradition-
ally treatment-resistant youth, distress tolerance appears 
to be a construct with potential for further exploration. 
Future research should focus on improving measurement 
of distress tolerance, examining its role across more varied 
treatment samples, assessing its contribution to the phe-
nomenology of pediatric OCD, defining its contribution to 
treatment mechanisms, and exploring adjunct interventions 
that may enhance distress tolerance improvements and ulti-
mately treatment outcomes.
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Appendix: Measure of Child and Parent Distress 
Tolerance

Please rate your judgment of the PARENTS’ ability to tol-
erate anxiety generated by their child’s experience of OCD:

Mother Father

0 0 No ability to tolerate anxiety generated by their 
child’s OCD (e.g., accommodates all behaviors of 
the child, takes control of situations to prevent the 
child from experiencing distress, and/or becomes 
extremely upset personally when seeing the child 
become distressed by OCD)

Mother Father

1 1 Limited ability to tolerate anxiety (e.g., does not 
accommodate OCD in a few situations, allows 
the child to experience OCD distress in a few 
instances, and/or is very upset when seeing the 
child distressed by OCD)

2 2 Good ability to tolerate anxiety (e.g., does not 
accommodate OCD about half of the time, allows 
the child to experience OCD distress about half of 
the time, and/or is moderately upset when seeing 
the child become distressed by OCD)

3 3 Very good ability to tolerate anxiety (e.g., does 
not accommodate OCD most of the time, allows 
the child to experience OCD distress most of the 
time, and/or is mildly upset when seeing the child 
become distressed by OCD)

4 4 Excellent ability to tolerate anxiety (e.g., little to 
no accommodation of OCD, generally allows the 
child to experience OCD distress, and/or is not 
upset personally when seeing the child become 
distressed by OCD)

Please rate your judgment of the CHILD’s ability to tol-
erate anxiety generated by OCD

0 No ability to tolerate anxiety generated by their OCD (e.g., child 
is unable to function when experiencing OCD, has OCD-related 
“melt downs” daily, and/or can not be calmed even with parents’ 
help)

1 Limited ability to tolerate anxiety (e.g., child has significant dif-
ficulty functioning when experiencing OCD, has OCD-related 
“melt downs” almost daily, and/or is extremely difficult to calm 
even with parents’ help)

2 Good ability to tolerate anxiety (e.g., child has moderate difficulty 
functioning when experiencing OCD, has OCD-related “melt 
downs” on occasion, and/or can be calmed with parents’ help)

3 Very good ability to tolerate anxiety (e.g., child functioning is only 
mildly

affected by OCD, child OCD-related incidents occur but do not 
impact the child or family very much, and/or the child can be 
calmed easily by the parents)

4 Excellent ability to tolerate anxiety (e.g., child functioning is not 
affected by OCD, child almost no OCD-related incidents, and/
or child does not need parents help to calm when experiencing 
OCD)
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