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Objective: Rage attacks have been documented in youth with varied psychiatric disorders,
but few data have been reported on the clinical characteristics and correlates of rage attacks
among children with obsessive-compulsive disorder (OCD). Method: Participants were 86
children (ages 6–16 years) with a primary diagnosis of OCD. Patients and their primary
caregiver were administered clinician-rated measures of obsessive-compulsive severity and
rage severity. Children completed the Center for Epidemiologic Studies Depression Scale and
the Child Sheehan Disability Scale-Child, whereas parents completed the Rage Attacks
Questionnaire, Aberrant Behavior Checklist—Irritability Scale, Children’s Affective Lability
Scale, and Child Sheehan Disability Scale-Parent. Results: Rage was common among youth
with OCD and was associated with varied clinical characteristics. Rage severity accounted for
functional impairment beyond the influence of obsessive-compulsive symptom severity;
however, these relations were explained by the impact of family accommodation. Conclu-
sions: These data suggest that rage attacks are relatively common, have a negative impact on
illness presentation, and contribute to functional impairment above and beyond obsessive-
compulsive symptom severity. Rage may contribute to family accommodation of symptoms,
which may further affect obsessive-compulsive symptom severity and impairment. J. Am.
Acad. Child Adolesc. Psychiatry, 2012;51(6):582–592. Key words: obsessive-compulsive dis-
order, rage, anger attacks, treatment
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T he clinical presentation of obsessive-
compulsive disorder (OCD) among chil-
dren (and adults) is characterized by con-

siderable heterogeneity. Affected children exhibit
an array of obsessions (intrusive, distressing, and
difficult to control thoughts, images, or impulses)
and/or compulsions (repetitive overt or mental
acts) that are disabling1 and associated with
reduced quality of life.2

Research highlights a variety of clinical fea-
tures in the presentation of pediatric OCD (e.g.,
comorbidity, insight). However, the phenome-
nology of rage attacks, defined as recurrent epi-
sodes of explosive anger or aggression triggered
by minor provocations,3 in youth with OCD has
received little empirical attention. The extant

This article is discussed in an editorial by Dr. Evelyn Stewart on

page 569.

JOURN

582 www.jaacap.org
literature documents elevated frequency of rage
attacks in disruptive behavior disorders (DBD;
oppositional defiant disorder, conduct disor-
der),4,5 which is frequently comorbid in youth

ith OCD.6 The comorbid presentation of OCD
and DBD is associated with increased obsessive-
compulsive symptom severity and functional im-
pairment relative to those without co-occurring
DBD.7,8 Although informative, these data do not
directly speak to the presence or nature of rage in
pediatric OCD. Conceptually, whereas rage at-
tacks in youth with DBD may be more general-
ized across situations, rage attacks in OCD may
be relatively context specific: to prevent exposure
to feared triggers, secondary to exposure to anx-
iogenic triggers, or a result of being unable to
complete rituals (e.g., being unable to engender a
feeling of “just right”).9

There exists one published study that has

examined rage in children with OCD.10 Twenty-
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two of 80 children (27.5%) studied had parent-
reported rage episode(s) during the week before
the assessment. Youth with OCD who exhibited
rage episodes experienced greater obsessive-
compulsive symptom severity, increased fre-
quency of sexual, religious, and aggressive ob-
sessions, as well as checking rituals relative to
those without rage. Interestingly, youth who
exhibited rage episodes had lower frequency of
comorbid chronic tic disorder (CTD) compared
with those without rage attacks. Anxiety, mood,
attention-deficit symptoms, and patterns of co-
morbidity did not differentiate groups. Although
this study provides a preliminary account of rage
in pediatric OCD, limitations (discussed later)
include the method of rage assessment (i.e., qual-
itative accounts by parents, use of nonstandard-
ized measures) and the fact that potential mech-
anisms that may explain ways in which rage
episodes and obsessive-compulsive symptoms
may be related were not investigated.

The literature on rage in Tourette disorder/
CTD may also inform understanding of this
construct in pediatric OCD. Among those with
CTD, rage is associated with psychosocial dis-
ability above and beyond the tic disorder alone
and is considered by parents to be one of the
most problematic features of their child’s presen-
tation.11,12 Some evidence in CTD suggests that
CTD and OCD comorbidity may be associated
with increased incidence of rage attacks regard-
less of tic severity and that obsessive-compulsive
symptom severity may be greater in youth with
CTD and rage versus those with CTD alone.13,14

In this study, we report on the nature and
psychosocial correlates of rage in youth with
OCD. Four research questions were examined.
First, what is the phenomenology of rage attacks
in youth with OCD? Second, are the presence
and severity of rage attacks associated with var-
ied sociodemographic and clinical characteris-
tics? Third, does rage severity predict functional
impairment over and above obsessive-compulsive
symptom severity? Finally, we wanted to test
whether rage severity influences obsessive-
compulsive symptom severity and functional
impairment through a pathway of family ac-
commodation. In this manner, rage severity is
hypothesized to increase family accommoda-
tion, which in turn increases symptom severity
and functional impairment. These models as-
sume a bi-directional relationship between

rage and obsessive-compulsive symptom se-
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verity and impairment, while testing our the-
ory that family accommodation is used to
avoid triggering rage in the child. Problemati-
cally, this behavior pattern would maintain
obsessive-compulsive symptom severity and
would contribute to functional impairment by
negatively reinforcing rituals/avoidance and
preventing the child from learning that feared
outcomes would not actually result from expo-
sure to the distress-evoking stimulus.15,16

METHOD
Participants
Participants were 86 youth with a principal diagnosis
of OCD and their parent(s) who presented consecu-
tively for evaluation at an OCD specialty clinic. Table
1 details participant characteristics. Diagnoses were
determined via best estimate procedures17 in which
consensus among three clinicians regarding the pri-
mary diagnosis and the presence of comorbid diagno-
ses was required for inclusion. In this procedure, all

TABLE 1 Characteristics of Study Participants

Age (y)
Range 6�16
Mean, SD 11.12, 2.95

Gender, n (%)
Male 48 (56%)
Female 38 (44%)

Ethnicity, n (%)
White 66 (90%)
Hispanic 5 (6%)
Asian 2 (3%)

Psychiatric comorbidity, n (%)
At least one DSM-IV-TR Axis 1

disorder
69 Subjects (80)

ADHD 18 (21)
Generalized anxiety disorder 26 (30)
Disruptive behavior disordera 12 (14)
Chronic tic disorder 23 (27)
Depressive disorders 18 (21)
Social phobia 8 (9)
Separation anxiety 8 (9)
Enuresis 2 (2)
Specific phobia 5 (6)

Taking a psychotropic medication 39 (45)

Note: ADHD � attention-deficit/hyperactivity disorder.
aThe behavior of children with comorbid disruptive behavior disorders

must have been resent outside of obsessive-compulsive symptom
triggers.
available information was incorporated into ascertain-
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ing an accurate diagnostic profile. This involved hav-
ing a psychiatrist or psychologist experienced in pedi-
atric OCD conduct clinical interviews, reviewing
participants’ completed measures as part of this study,
and examining past clinical records. Participants were
excluded in the absence of 100% agreement for the
primary or comorbid diagnoses or if diagnosed with
psychosis or bipolar disorder.

Measures
Children’s Yale-Brown Obsessive-Compulsive Scale
(CY-BOCS). The clinician-administered CY-BOCS18 is
a semi-structured inventory that assesses the presence
and severity of obsessive-compulsive symptoms. The
CY-BOCS Symptom Checklist assesses the presence/
absence of varied obsessions and compulsions over the
past month. These symptoms have been factor ana-
lyzed to form five composite dimensions assessing
contamination/cleaning, symmetry/ordering, hoard-
ing, aggression/checking, religious/sexual. The CY-
BOCS Severity Scale consists of two five-item sub-
scales: Obsessions Severity and Compulsions Severity,
which are combined to create a Total Score. The
CY-BOCS Severity Scale has demonstrated high inter-
nal consistency and construct validity,18,19.
Rage Attacks Questionnaire (RAQ). The RAQ3 con-
sists of 22 parent-rated items used to measure rage
phenomenology, such as the frequency of rage epi-
sodes, severity, contextual cues, and associated emo-
tional states.
Rage Outbursts and Anger Rating Scale (ROARS).
The ROARS20 consists of three clinician-rated items
measuring frequency, intensity, and duration of rage
in the past week (range � 0–9). Scores �7 were
characterized as clinically significant rage, whereas
score �6 were defined as non-significant rage.20 Al-
though no data have been published on the psycho-
metric properties of the ROARS, findings from the
present study speak to its construct validity.
Clinical Global Impression-Severity (CGI-Severity;
CGI-Rage). The CGI-Severity21 allows a clinician to
rate a patient’s illness severity on a seven-point scale
anchored by 0 (“no illness”) and 6 (“extremely se-
vere”). For this study, the CGI-Severity was rated in
terms of OCD and rage severity, respectively.
Global Assessment of Functioning (GAF). The GAF22

is a numeric scale anchored by 0 and 100 that provides
the clinician’s assessment of current overall psychoso-
cial functioning.
Family Accommodation (FA). Family accommodation
was assessed using 13 clinician-rated items,23 which
measure the degree to which family members accom-
modate a child’s obsessive-compulsive symptoms and
the level of distress/impairment that the family mem-
bers and patient experience as a result of accommoda-

tion. These family accommodation items have been used
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extensively in past research, and display adequate inter-
nal consistency23,24 and construct validity.15,16

Child Sheehan Disability Scale–Child and Parent
(CSDS-C/P). The CSDS-P25 assesses the degree of
mpairment a child’s obsessive-compulsive symptoms
ause in social, academic, and family domains, as well
s the effect that a child’s obsessive-compulsive symp-
oms have on his or her parent’s work, social, and
amily life. The CSDS-C assesses the child’s percep-
ions of impairment related to his or her obsessive-
ompulsive symptoms across social, academic, and
amily domains. The CSDS-C/P possess strong reli-
bility (i.e., internal consistency, test–retest reliability)
nd construct validity.25

Center for Epidemiologic Studies Depression Scale
(CES-D). The CES-D26 is a 20-item child-report mea-
ure of depressive symptoms with higher scores indic-
tive of greater symptomology. The CES-D is widely
sed, displays adequate reliability, and has good con-
ergent validity with other depression measures.27

Children’s Affective Lability Scale (CALS). The CALS28

contains 13 parent-report items that are rated on a
five-point scale, with higher scores indicative of higher
levels of affect dysregulation. The CALS displays good
internal consistency and test–retest reliability in clini-
cal and nonclinical samples of youth.28

Aberrant Behavior Checklist—Irritability Scale (ABC-I).
The ABC-I29 is a 15-item parent-based problem behavior
ating scale that assesses irritability and agitation in
outh. The ABC-I displays good reliability and conver-
ent validity with measures of irritability, agitation, and
ood dysregulation (M. Aman, unpublished data, 2002).

Procedures
Permission to conduct this research was granted by the
local institutional review board, and written parental
consent and child assent were obtained. All children
and parents were interviewed by an experienced child
and adolescent psychologist or psychiatrist. Thereaf-
ter, a trained clinician administered the CY-BOCS to
parents and children jointly, followed by the ROARS
and family accommodation items to parents alone.
CY-BOCS ratings were based on an integration of
parent and child responses using clinical judgment.
Comprehensive rater training was directed by the first
author and is detailed elsewhere.30 Inter-rater consis-
ency of the CY-BOCS in a subsample (n � 15) was
igh (intraclass correlation coefficient � 0.91). After

he CY-BOCS was administered, children and parents
ompleted respective child- and parent-report mea-
ures independently.

Data Analysis
Descriptive statistics were calculated to examine rage
phenomenology. Independent samples t tests or �2
analyses were conducted to assess for clinical differ-
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ences between youth with and without clinically sig-
nificant rage. Pearson correlation coefficients were
calculated between metrics of rage and clinical con-
structs. Hierarchical linear regression was used to
assess the extent to which rage severity predicted
functional impairment over and above obsessive-
compulsive symptom severity. The ROARS was used as
the primary metric in most analyses because of multicol-
linearity between the ROARS and CGI-Rage scores and
the ability of the ROARS to assess frequency, intensity,
and duration of rage attacks.23 To assess whether rage
severity increased symptom severity and functional
impairment through a pathway of family accommoda-
tion, we used bootstrapping techniques to test for
indirect effects.31 This procedure does not assume
normal distributions for meditational relationships,
which more accurately models indirect effects than do
frameworks based on sequential regression tests. In
addition, this procedure reduces Type II error rates
while maintaining appropriate Type I error rates.
Indirect effects were tested with 2,000 bootstrap sam-
ples and bias-corrected 95% confidence intervals (an
effect was considered significant if the confidence
interval did not include zero). To evaluate the effect
size of mediation, the �2 statistic was used, which
evaluates the magnitude of the observed indirect effect
in proportion to the maximum indirect effect possible
that could be calculated from the data.32 This statistic
can be interpreted in a similar fashion to R2, with
small, medium, and large effect sizes corresponding to
values of 0.01, 0.09, and 0.25 respectively. All media-
tional procedures were completed using the program

TABLE 2 Phenomenology of Rage Episodes in Youth
With Rage and Obsessive-Compulsive Disorder

Rage attacks within the past week (m, SD) 1.85 1.90
Attacks related to OCD 62
Rage attack within past month 53
Verbal attacka 61
Physical rage attacka 60
Attack was redirectablea 26
Child yells/screams but can control anger

somewhata
46

Anger escalates to threatening and/or
hittinga

40

Destructive/completely out-of-control
attacka

9

Mental urge before attacka 13
Sensory (premonitory) urge prior to

attacka
20

Note: Values are percentages (%) unless listed otherwise. OCD �

obsessive-compulsive disorder.
aPercentage corresponds to those who exhibited rage.
macro PROCESS in SPSS 20. Assumptions of normal-
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ity, linearity, and equality of variances for variable
distributions were tested and no significant violations
were observed. Given the preliminary nature of this
work, no statistical correction was used for Type I
error.

RESULTS
Phenomenology of Rage in Youth With OCD
Tables 2 and 3 present descriptive statistics on
rage in pediatric OCD. Rage attacks, defined as
explosive anger outbursts that were grossly
excessive or inappropriate to the situation and
beyond the child’s control, were present in 53%
of youth during the past month. The majority
of the sample (n � 47; 54.7%) exhibited clini-
cally significant rage on the ROARS over the
past week. Rage attacks occurred most often at
home and frequently were directed at parents
and siblings. Multiple triggers were related to
rage, including parental limit setting, changes
in routines, and OCD-related triggers (e.g.,
needing things to be perfect, being unable to
engender a “just right” feeling, feeling contam-
inated and being unable to wash). The majority
of rage attacks were verbal. However, a significant
percentage of youth also engaged in threatening
behaviors and physical attacks (e.g., striking or
grabbing others). Although most youth did not
experience mental and/or premonitory urges be-
fore rage attacks, rage was frequently associated
with reduced irritability and increased calmness
after the attack.

Associations Between Rage and Clinical
Characteristics
Table 4 displays single-order correlations, inter-
nal consistency estimates, means, and standard
deviations for study variables. Rage severity, as
assessed by the ROARS and CGI-Rage, was
strongly related to family accommodation and
parent-rated child irritability and anger. Rage was
moderately related to obsessive-compulsive symp-
tom severity and OCD-related impairment. Weak
associations were observed between rage and over-
all symptom severity on the CGI-Severity, global
functioning on the GAF, resistance to obsessive-
compulsive symptoms, interference related to
obsessive-compulsive symptoms, and hoard-
ing symptoms. Rage was not significantly asso-
ciated with child insight, age, depressive symptoms,
and contamination/cleaning, checking/aggression,
symmetry/ordering, and religious/sexual obsessive-

compulsive symptom dimensions.
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Table 5 displays categorical differences be-
tween youth with and without clinically signifi-
cant rage. Youth exhibiting clinically significant
rage displayed elevated obsessive-compulsive
symptom severity and OCD-related interference,
and less symptom resistance relative to those
without. These youth also scored higher on indi-
cators of family accommodation, functional im-
pairment, and overall illness severity and lower
on insight into their obsessive-compulsive symp-
toms and overall functioning compared with
youth without rage. Table 6 illustrates the rela-
tion between rage and comorbidity in youth with
OCD. Youth exhibiting rage had a higher inci-
dence of disruptive behavior disorders relative to
those without rage. There were no differences in
rates of anxiety disorders, depressive disorders,
CTD, and ADHD for youth with and without
rage.

Results of hierarchical regression analyses
suggest that obsessive-compulsive symptom se-
verity was significantly related to parent-rated
[b � 0.57, � � 1.40, t(77) � 6.03, p � .01, R2 � .32]
nd child-rated [b � 0.38, � � 0.56, t(77) � 3.63,
� .01, R2 � .15] functional impairment. In step

, rage severity was significantly and positively
ssociated with parent-rated functional impairment
b � 0.20, � � 0.91, t(76) � 2.03, p � .05, �R2 � 0.04],
ut was significantly and negatively associated
ith child-rated functional impairment over and

bove obsessive-compulsive symptom severity
b � �0.23, � � �0.63, t(76) � �2.08, p � .05,
R2 � 0.05]. Each model accounted for approxi-
ately 36% and 19% of the variance in parent- or

hild-rated functional impairment, respectively.

ndirect Effects of Rage Severity on
bsessive-Compulsive Symptom Severity and

unctional Impairment
igure 1 illustrates the series of relationships among
amily accommodation, rage severity, and obsessive-
ompulsive symptom severity. When considering in-
ividual relationships through bivariate regressions,
age severity predicted obsessive-compulsive symp-
om severity [b � 0.22, � � 0.06, t(85) � 2.02, p � .05]

and family accommodation scores [b � 0.55, � � 2.09,
t(82) � 5.89, p � .01], whereas family accommodation
also predicted obsessive-compulsive symptom sever-
ity [b � 0.58, � � 0.04, t(82) � 6.44, p � .01]. An
ndirect effect was detected, where rage severity af-
ected obsessive-compulsive symptom severity by
rst increasing family accommodation (�2 � .32, 95%
TABLE 3 Additional Phenomenology of Rage Episodes
in Youth With Rage and Obsessive-Compulsive Disorder

Children with rage
attacks directed at

Never Sometimes Often Always

Things or objects 37 39 17 7
Classmates 81 15 4 0
Friends 77 19 4 0
Mother 12 39 32 17
Father 24 41 28 7
Other family members 67 30 2 0

Children with rage
attacks who
exhibited them at

Never Sometimes Often Always

School 78 17 5 0
Home 7 41 31 22
Other 57 21 21 0

Children with rage
attacks related to

Never Sometimes Often Always

Not getting one’s way 23 33 26 18
Non–OCD-related

frustration
40 49 7 4

Being told to stop an
activity

28 35 26 12

Being
teased/embarrassed

46 33 18 4

Things not being
perfect

36 29 26 9

Having to compete
with others for
attention

54 24 17 5

Having something
taken away

32 39 21 9

Being told one is
wrong about
something

29 46 16 9

A change in plans 29 34 32 5
No identifiable

reason
66 31 2 2

Children’s
experiences after
rage attacks

Never Sometimes Often Always

Feeling guilty 10 37 19 34
Feeling tired/drained 18 45 18 20

Calm Less Active As
Active

Activity level 27 52 21

Relaxed Less Tense As
Tense

More
Tense

Level of irritability 25 51 20 4

Note: Values are percentages (%) unless listed otherwise. OCD �
CI � 0.21-0.43). Figure 2 illustrates the series of
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relationships among family accommodation, rage se-
verity, and parent-rated functional impairment. Rage
severity predicted parent-rated functional impair-
ment [b � 0.37, � � 1.69, t(78) � 3.51, p � .01] and
family accommodation scores [b � 0.55, � � 2.09,
t(82) � 5.89, p � .01], whereas family accommodation
also predicted functional impairment [b � 0.65, � �
0.77, t(75) � 7.26, p � .01]. An indirect effect was
detected, where rage severity affected functional
impairment by first increasing family accommoda-
tion (�2 � 0.30, 95% CI � 0.18-0.43).

Finally, because the cross-sectional design of
this study precludes a definitive test of direc-
tionality among variables, relations between
rage and obsessive-compulsive symptom se-

TABLE 4 Pearson Correlations, Internal Consistency, and

Measure ROARS

ROARS —
Frequencya 0.90**
Intensity 0.94**
Durationb 0.93**

CGI-Rage 0.89**
CY-BOCS Total 0.34**

Obsessions 0.25*
Compulsions 0.38**
Insight 0.17
Interference 0.29**
Resistance 0.32**
Contamination/Cleaning 0.08
Symmetry/Ordering 0.00
Hoarding 0.25*
Sexual/Religious �0.15
Aggressive/Checking �0.11

FA Total 0.55**
Involvement 0.48**
Avoidance 0.44**

CSDS-Parent 0.38**
CSDS-Child �0.01
CGI-Severity 0.20
CGAF �0.27**
ABC Irritability 0.65**
CALS Anger 0.56**
CALS Disinhibited 0.17
CES-D �0.01
Age (y) �0.13

Note: ABC � Aberrant Behavior Checklist; CALS � Children’s Affective Lia
CGAF � Children’s Global Assessment of Functioning; CGI-Rage � C
Severity; CSDS-Child � Child Sheehan Disability Scale—Child Repor
Children’s Yale-Brown Obsessive-Compulsive Scale; FA � family acco

aMeasured over the past 7 days.
bDuration (in minutes) of most severe episode during the past 7 days.
*p � .05; **p � .01.
verity on family accommodation were exam-
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ined. Rage severity [b � 0.43, � � 1.63, t(82) �
5.26, p � .01] and obsessive-compulsive symp-
om severity both predicted family accommo-
ation [b � 0.47, � � 6.28, t(82) � 5.84, p � .01].
owever, there was no difference in strength

etween these associations [zpart � 0.39, N �
2, p � 0.35].

DISCUSSION
This report describes one of the first studies to
examine characteristics of children with OCD who
experience rage attacks. Notably, more than half of
the sample children experienced rage attacks over
the past week. Rage attacks were frequently asso-

criptive Statistics for Study Variables

CGI-Rage � Mean SD

— 0.91 3.57 3.16
0.95** — 1.17 1.14
0.78** — 1.09 1.02
0.73** — 1.30 1.27

— — 3.20 1.93
0.42** 0.85 24.19 5.70
0.32** 0.81 11.57 3.40
0.46** 0.72 12.62 2.90
0.16 — 1.26 1.22
0.34** 0.84 14.28 3.77
0.41** 0.74 9.72 2.69
0.19 0.68 2.70 2.61
0.06 0.52 1.60 1.36
0.21 0.68 0.86 0.87

�0.16 0.55 1.19 1.37
�0.09 0.77 3.26 3.11

0.58** 0.89 22.89 12.10
0.53** 0.83 12.67 5.97
0.45** 0.80 8.47 6.16
0.42** 0.86 26.14 14.00
0.01 0.77 12.89 8.49
0.27* — 4.21 0.89

�0.22* — 53.12 5.60
0.66** 0.92 11.80 9.52
0.63** 0.92 18.00 11.65
0.28* 0.81 8.61 6.88
0.01 0.91 17.65 13.02

�0.16 — 11.12 2.95

Scale; CES-D � Center for the Epidemiologic Studies—Depression Scale;
Global Impression of Rage; CGI-Severity � Clinical Global Impression of
S-Parent � Child Sheehan Disability Scale—Parent report; CY-BOCS �

ation; ROARS � Rage Outbursts and Anger Rating Scale.
Des

bility
linical
t; CSD
mmod
ciated with a disruption of OCD-related behaviors,

587www.jaacap.org



STORCH et al.
but were not precipitated by a specific urge or
obsessional thought. However, children’s report of
increased calmness after a rage attack may suggest
that rage attacks are negatively reinforced, possibly
by escaping from OCD-related stimuli or a reduc-
tion in internal distress. Most rage episodes oc-
curred at home and with siblings or parents. Al-
though there is no evidence to suggest that children
experience worse obsessive-compulsive symptoms

TABLE 5 Results of Independent Samples t Tests for Vari
and Functional Impairment

Clinically
Significant Ra

(n � 47)

Variable Mean

CY-BOCS Total 27.45 4
Obsessions 13.09 2
Compulsions 14.36 2
Insight 1.68 1
Interference 15.09 3
Resistance 10.36 2
Contamination/Cleaning 2.89 2
Symmetry/Ordering 1.60 1
Hoarding 1.00 0
Sexual/Religious 0.94 1
Aggressive/Checking 2.83 2

FA Total 28.04 11
Involvement 17.09 3
Avoidance 13.14 4

CSDS-Parent 34.23 9
CSDS-Child 12.00 9
CGAF 50.00 4
CGI-Severity 4.73 0

Note: CGAF � Children’s Global Assessment of Functioning; CGI Sever
Scale—Child Report; CSDS-Parent � Sheehan Disability Scale—Paren
Cohen’s d; FA � family accommodation.

*p � .05; **p � .01.

TABLE 6 Comorbidity in Youth With Obsessive-Compuls

Clinically
Significant Rage

n (%)

Anxiety disorder 9 (24)
ADHD 7 (39)
Depressive disorders 6 (33)
CTD 4 (17)
Disruptive behavior disorder 8 (67)

Note: ADHD � attention-deficit/hyperactivity disorder; CTD � Tourette d

**p � .01.
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at home than at school,33 rage attacks appear to be
context specific. This may be due to situational
variations in antecedent triggers of rage (i.e., paren-
tal limit setting and changes in routines) and/or
operant mechanisms (escape/avoidance main-
tained). Alternatively, peer and teacher influences
in school may limit rage episodes (e.g., being
teased, school discipline).

Previous work examining rage in the context

Associated With Obsessive-Compulsive Symptomology

Not Clinically
Significant Rage

(n � 39)

Mean SD t (df) d

22.81 5.63 3.53** (84) 0.93
10.81 3.61 2.74** (84) 0.73
12.00 2.69 3.65** (84) 0.93

1.08 1.19 2.03* (84) 0.49
13.31 3.68 2.23* (84) 0.48
8.95 2.71 2.49* (84) 0.54
2.46 2.50 0.45 (82) 0.17
1.59 1.44 0.00 (82) 0.00
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of CTD found a high incidence of comorbid
OCD (92%),3 and children with OCD and CTD
showed significantly more aggressive behav-
iors than children with only CTD.14 Our find-
ings in pediatric OCD indicate that youth with
comorbid CTD were no more likely to have
rage episodes than those without. These data
suggest that OCD (rather than tic disorders) is
the primary clinical characteristic driving rage
episodes in children with comorbid CTD and
OCD. This does not imply that youth with CTD
do not exhibit rage; rather, the added presence
of CTD does not seem to influence rage in
youth with primary OCD. Thus, past findings
of high rates of rage in CTD may reflect the
influence of comorbid obsessive-compulsive
symptoms rather than CTD. Related to comor-
bidity, children with OCD and rage attacks
were significantly more likely to have comor-
bid DBD than were youth with OCD without

FIGURE 1 Conceptual model of the indirect effect of ra
severity though a pathway of family accommodation. No
presented. *p � .05, **p � .01.

FIGURE 2 Conceptual model of the indirect effect of ra
of family accommodation. Note: Standardized regression
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rage. It is unclear whether behaviors that par-
ents report as rage attacks in the context of
OCD also are endorsed as disruptive behavior
symptoms. For example, children who have
disruptive behavior in other contexts may also
display aggressive behavior when their obses-
sive-compulsive symptoms are interrupted. It
is equally plausible that youth who display
aggressive behavior in the context of OCD may
act aggressively to avoid other situations or
demands. Partial support for the latter is illus-
trated by strong relations with child irritability
and anger, which may reflect emotional dys-
regulation in youth who exhibit rage.

In the current study, rage was positively
associated with obsessive-compulsive symp-
tom severity, parent-rated functional impair-
ment, and family accommodation, but was not
meaningfully related to specific obsessive-com-
pulsive symptom dimensions. Rage directly

n obsessive-compulsive disorder (OCD) symptom
andardized regression coefficients for all paths are

n parent-rated functional impairment though a pathway
fficients for all paths are presented. **p � .01.
ge o
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predicted parent-rated functional impairment
above and beyond obsessive-compulsive
symptom severity. Rage may contribute to im-
pairment by requiring family members to mod-
ify work and home lives to contend with po-
tential behavioral triggers. For example,
parents may accommodate symptoms, reduce
child demands (e.g., homework, chores), or
reduce limit setting behaviors to minimize the
frequency of rage in the short-term. Problem-
atically, this approach has long-term implica-
tions by reinforcing maladaptive behavior (i.e.,
rage), which may prospectively contribute to a
worse illness course. Interestingly, rage sever-
ity predicted a reduction in child-reported
functional impairment after accounting for ob-
sessive-compulsive symptom severity. Chil-
dren may have felt less impaired as rage epi-
sodes helped them to avoid distressing stimuli,
contributing to the child’s viewpoint of im-
proved functioning. The differential impact of
rage on parent- and child-reported impairment
demonstrates the particular importance of
multi-informant assessment of symptom sever-
ity among youth with OCD.

Results showed that rage attacks affected both
obsessive-compulsive symptom severity and
parent-rated OCD-related impairment through
the mechanism of family accommodation. Rage
episodes, with the resultant negative consequences,
may motivate parents to limit the child’s exposure
to feared stimuli and/or to accommodate symp-
toms. This accommodating behavior by the par-
ents, unfortunately, also reinforces children’s rage
episodes, in addition to contributing to more�
severe obsessive-compulsive symptoms and im-
pairment over time. These putative bi-directional
processes are similar to that seen in the “coercive
process” between caregivers and youth displaying
disruptive behavior34 in which aggressive behavior
is reinforced by parents acquiescing to disruptive
behavior.

These data have important treatment impli-
cations in light of findings that children with
OCD and disruptive behaviors have an atten-
uated response to behavioral and pharmaco-
logical interventions relative to children with
OCD alone.35,36 It has been suggested that this
differential response may be due to treatment
non-compliance or children’s refusal to engage
in exposure with response prevention.37 Incor-
porating specific parent management and

training interventions to address rage and fam-
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ily accommodation may aid in OCD treatment
adherence and effectiveness.37,38 Although

any treatment packages advocate using re-
ards when children approach feared stim-
li,39,40 clinicians also may integrate use of a
tructured reward program and response costs
e.g., time out, loss of privileges) for aggressive
r destructive behaviors associated with the
age episodes to avoid reinforcing rage and to
aximize treatment effects. Exactly how clini-

ians instruct the parents will likely depend on
he severity of rage episodes and co-occurrence
f disruptive behavior. For example, clinicians
ay need to teach parents contingency management

kills before exposure, with response prevention tech-
iques for children who have global disruptive be-
aviors that are not confined to OCD-related inci-
ents.37 Conversely, if rage occurs specifically in the
ontext of obsessive-compulsive symptoms or family
ccommodation, clinicians may benefit from imple-
enting contingency management skills while con-

ucting therapeutic tasks.38,41

Results of the current investigation should
be interpreted in the context of several limita-
tions. First, the study may be limited by a
selection bias as parents of youth with rage
attacks may have been more likely to seek
treatment for OCD. Second, this was a predom-
inantly Caucasian sample and results may not
generalize to other ethnic or cultural groups.
Studies suggest that culture has an important
impact on parenting practices42 and therefore
may be a relevant variable in understanding
the impact of rage attacks on families of chil-
dren with OCD. The relatively equal male:
female ratio also requires caution in making
inferences about the phenomenology of rage in
other pediatric psychiatric disorders that are
more/less frequently diagnosed in males (e.g.,
CTD). Third, the cross-sectional study design
cannot identify causality within our proposed
model of indirect effects. Replication in a
larger, independent sample could test compet-
ing models and for bidirectional effects. In
addition, longitudinal designs are needed to
understand the relationship of rage, family
accommodation, and obsessive-compulsive se-
verity and impairment causally and over time.
Fourth, as the present study did not assess
varied parent characteristics (e.g., parental anx-
iety and OCD), we highlight the inclusion of
parental characteristics in future research ex-

amining rage in youth with OCD. Fifth, al-
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though clinical diagnoses were established
through best estimate procedures,17 no struc-
tured diagnostic interviews were used. The use
of structured interviews may have contributed
information about lifetime psychiatric diagno-
ses that may be relevant to understanding rage,
and would have allowed us to examine certain
symptom domains as continuous versus cate-
gorical variables (e.g., ADHD or tic severity
versus presence/absence of a diagnosis). Fi-
nally, we did not obtain observational data or
child- and teacher-reports of rage. It would
have been helpful to have multiple informants
to elucidate a complete picture of rage attacks.

Within these limitations, these data offer
important information about the occurrence of
rage episodes in children with OCD. First, rage
is a commonly occurring problem in children
with OCD. Therefore, it should be assessed
routinely, as rage contributes to impairment
over and above obsessive-compulsive symp-
tom severity and may be related to worse
prognosis and treatment outcome. Second, rage
may be a driving force in family accommoda-
tion, which maintains obsessive-compulsive
symptoms and disrupts family functioning.
Without directly addressing rage in treatment,
treatment outcome is likely to be attenuated.
Finally, these findings indicate a need for fur-
ther treatment developments to address the
complex functional relations among rage, par-

enting, and OCD. In this regard, we highlight

childhood obsessive compulsive disorder. Eur Child Adolesc
Psychiatry. 2010;19:637-645.
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he need for modular treatment approaches
hat are tailored to the unique clinical needs of
outh with OCD. &
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