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Abstract 

Obsessive Compulsive Disorder (OCD) is considered one of the most 

complex, debilitating psychological disorders. There is a strong evidence-base in the 

literature to suggest that Cognitive Behaviour Therapy (CBT) treatments, and 

specifically those including Exposure and Response Prevention (ERP), are efficacious 

psychological treatments for OCD. Unfortunately, such treatments are not always 

available or accessible and are associated with high attrition rates in CBT. While 

online treatments increase access, the attrition rates remain high and are even 

exacerbated due to reduced therapist involvement. Thus, research into factors that 

increase engagement and improve treatment outcomes is essential.  

A fundamental element of CBT for OCD is the assignment of between session 

homework. While research has established that greater engagement with homework 

tasks enhances therapy outcomes, current empirical knowledge is limited in predicting 

clients’ engagement with homework practices. Moreover, the associations between 

homework behaviours and treatment outcomes for OCD has not been empirically 

examined.  

This thesis focused on the role of homework engagement in treatment 

response and factors impacting on homework engagement among individuals with 

OCD undergoing online CBT treatment. This was done across two studies that were 

conducted as part of a larger ongoing project that utilised a Randomized Controlled 

Trial (RCT) design. The current study used the sample of patients who were 

randomised into the CBT arm of the online program.  

The first study examined the role of clients’ characteristics in predicting 

attitudes towards homework and homework engagement. Baseline questionnaire data 
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was collected from all participants and included assessment of pre-treatment OCD, 

depression and anxiety symptoms, general self-efficacy (GSE), and stage of readiness 

to change. Further, measures of task-specific self-efficacy (TSE), task-specific 

outcome expectancy (TOE), as well as attitudes towards homework, assessed by the 

three Homework Rating Scale (HRS-II) subscales engagement, beliefs, and 

consequences, and the practical quantity, quality, and frequency of homework 

engagement were collected at week 4 and 8.  

The results supported the hypotheses that TSE would significantly predict 

attitudes to homework engagement, as well as the frequency of homework 

engagement. Further, the results supported the hypothesis that TOE would predict 

attitudes to homework engagement, but they did not provide support for its prediction 

of quality, quantity and frequency of engagement. Unexpectedly, GSE was negatively 

associated with the consequences subscale of the HRS-II, while, also inconsistent 

with our hypotheses, pre-treatment depression, OCD severity, and stages of change 

did not significantly predict homework behaviours. 

 In study 2, the relationship between homework engagement, including 

attitudes and practical engagement, was examined among the participants over the 12-

week treatment program.  The findings offered partial support for the hypotheses in 

that only the consequences HRS-II subscale measured at week 4, but not at week 8, 

significantly predicted post-treatment OCD scores, when the effect of pre-treatment 

OCD severity was controlled. Practical homework engagement did not significantly 

predict post symptom severity. With data from only nine participants, overall positive 

homework attitudes predicted lower anxiety from scores post treatment. Descriptive 

post hoc plots implied a potential advantage in anxiety reduction for those engaging 
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more frequently with homework. However, results for this study were limited by the 

small sample size.  

Overall, the current thesis offers the first empirical investigation into the client 

factors impacting on homework engagement and the relationship between homework 

engagement and treatment response. The findings offer preliminary support for the 

role of task–specific self-efficacy and task-specific outcome expectancy in increasing 

acceptability of, and engagement in, homework and the importance of engagement in, 

and frequency of, homework in reducing anxiety and OC symptoms following online 

CBT treatment for OCD. Most importantly, the findings warrant further more 

detailed. Investigation into the role of homework engagement in treatment outcomes 

as well as the factors which improve engagement. Implications for clinical practice 

are discussed. 



  

PART I – INTRODCUTION AND THEORETICAL BACKGROUND 

CHAPTER 1 – Introduction and Overview of the Chapters 

1.1. Introduction  

Obsessive Compulsive Disorder (OCD) is one of the most chronic and 

debilitating psychological disorders (Knopp, Knowles, Bee, Lovell, & Bower, 

2013; Ruscio, Stein, Chiu, & Kessler, 2010). It is characterised by obsessions, 

which are unwanted thoughts, images, or urges of specific theme, or themes, that 

cause distress, leading to neutralising, or compulsive behaviours, that aim to 

minimise the stress (Foa, 2010; Salkovskis, 1985). While intrusive thoughts are 

common and experienced by more than 90% of the population (Rachman & de 

Silva, 1978), it is the interpretations, or the appraisals of these obsession, that 

make OCD uniquely dysfunctional (Clark, 2007; Rachman & de Silva, 1978). 

In the past, OCD was considered one of the hardest conditions to treat 

(Foa, 2010), and purely behaviouristic intervention approaches effectively used 

for various anxiety disorders, mainly gradual exposure, did not seem to be as 

effective in managing OCD symptoms (Abramowitz, 2006). It was only when 

the significance of the cognitive appraisals held by OCD patients, and the 

understanding that their link to compulsive behaviours needs to be addressed in 

therapy, that Cognitive Behavioural Therapy (CBT), and specifically Exposure 

Response Prevention (ERP) became the first line psychological therapy 

recommended to OCD treatment (Hofmann, Asnaani, Vonk, Sawyer, & Fang, 

2012; McKay et al., 2015). 

Over the past few decades, CBT has become a common therapeutic 

paradigm for treating a wide range of psychological symptoms, including 
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anxiety, depression, eating disorders, substance use, somatic complaints and 

anger (Dobson & Dozois, 2011). Strong evidence-based research indicates that 

CBT interventions are typically efficacious and reliable, and are often used as a 

first line treatment for certain mental disorders (Hofmann et al., 2012; Tolin, 

2010). CBT was particularly found to be superior to other treatment methods 

when addressing anxiety disorders and stress (Hofmann et al., 2012).  

In relation to OCD, there is considerable empirical support for the 

effectiveness of CBT relative to control treatments with large effect sizes 

recorded post-treatment (ES=1.39) and moderate effect sizes at follow-up 

(ES=.43) (Olatunji, Davis, Powers, & Smits, 2013). However, despite 

considerable evidence for the efficacy of CBT interventions in ameliorating 

OCD symptoms, such treatments are not always accessible large number of 

patients, due to a shortage of appropriately qualified professionals, individual 

financial constraints, and the social stigma attached with seeing a mental health 

specialist. Further, for those individuals that do access CBT treatments a large 

proportion of patients (about 50%) still report impairing symptoms 

(Abramowitz, Blakey, Reuman, & Buchholz, 2017). The advent of internet-

based approaches to psychological treatment have shown promise in providing 

effective, accessible and affordable treatment for many psychological disorders 

including OCD. Emerging data suggests, effectiveness rates of online delivered 

CBT treatment are similar to those recorded in face-to-face treatments (ref). 

However, such approaches are characterised with considerable drop-out rates, 
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indicating the importance of identifying factors that impact engagement in 

treatment. 

Based on Beck’s (Beck, Rush, Shaw, & Emery, 1979) early model of 

cognitive therapy, CBT treatments assume that the treatment of psychological 

difficulties becomes more effective when the client takes an active role in 

therapy. CBT is dynamic and interactive, where various interventions techniques 

are tailored to clients’ presentations, and practiced with the guidance of the 

therapist (Beck, 1995). A central element in CBT is the collaborate empiricism, 

which defines the mutual dynamic between the therapist and the client in the 

ways they work together to understand the problem, design practical exercises 

together, thus assisting the client to not only gain better insights and but also 

acquire skills which they can implement in a therapeutic fashion (Beck & 

Dozois, 2011). 

In order to allow clients to expand what they have learnt in-session and 

apply knowledge and skills to everyday situations and relationships, one integral 

component of CBT is the assignment of between-session homework tasks (Beck, 

1995; Beck et al., 1979; Dozois, 2010; Kazantzis & L’Abate, 2005). Homework 

assignments also help to collect personal information that can assists with further 

treatment formulation (Beck et al., 1979; Nelson, 2005). Evidence shows that 

higher engagement in CBT interventions, through participation in homework, 

contributes to a more rapid positive change and better overall treatment 

outcomes (Addis & Jacobson, 2000; Blagys & Hilsenroth, 2002; Holdsworth, 

Bowen, Brown, & Howat, 2014; Kazantzis, Whittington, & Dattilio, 2010; 
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Mausbach, Moore, Roesch, Cardenas, & Patterson, 2010; Yovel & Safren, 

2007).  

Unfortunately, the research on the factors that may be associated with 

higher engagement in homework tasks has not gained much focus and has yet to 

yield conclusive results. There are some indications that clients’ perceived self 

efficacy, their expectancy of positive outcomes from their treatment, and their 

readiness to change, may have a moderate predictive value for level of their 

engagement with homework (Holdsworth et al., 2014; Kazantzis & L’Abate, 

2007). In addition, studies have explored potential barriers encountered by both 

therapists (Haarhoff & Kazantzis, 2007; Harris & Hiskey, 2015; Nikolaos 

Kazantzis & Deane, 1999) and clients (Fehm & Mrose, 2008; Garland & Scott, 

2007; Helbig & Fehm, 2004; Lindhiem, Bennett, Trentacosta, & McLear, 2014) 

when approaching homework activities. However, no sufficient empirical 

evidence have yet been published to support those links.  

 The benefits of homework compliance in terms of therapy outcome has 

gained more empirical support, however a few methodological faults in the 

study of homework engagement, including terminology and measurement 

(Conklin & Strunk, 2015; Nikolaos Kazantzis et al., 2016; Nikolaos Kazantzis, 

Whittington, & Dattilio, 2010; Thase & Callan, 2006; Westra & Dozois, 2006), 

raise questions on the validity of the links found between homework engagement 

and treatment outcomes.  

The difficulties in being able to predict whether clients will engage or not 

engage in homework assignments, and how their engagement with homework 
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tasks may affect the progress of their therapy, are specifically crucial when 

studying OCD. ERP was found to be highly efficacious with over 80% clients 

achieving clinical improvement after treatment (Franklin, Abramowitz, Kozak, 

Levitt, & Foa, 2000), with reduction of 40%-60% in symptoms severity 

(Abramowitz, Foa, & Franklin, 2003; Franklin et al., 2003; Keeley, Storch, 

Merlo, & Geffken, 2008). Despite this, only 25% are considered recovered 

(Fisher & Wells, 2005), with a very large variability in treatment response 

between clients (Keeley et al., 2008; Mckay et al., 2004).  

This variability in the benefits of therapy across OCD patients could be 

attributed to the heterogeneity in OCD presentation (Haslam, Williams, Kyrios, 

McKay, & Taylor, 2005; Radomsky & Taylor, 2005), and the high comorbidity 

with other psychological disorders, mainly depression and OCD severity 

(McKay et al., 2015). However, there is an obvious lack of research that assesses 

the role of homework engagement and clients’ attitudes towards homework tasks 

in improving the prognosis of CBT for OCD. It is important to note, that CBT 

interventions could be confronting and anxiety provoking, especially ERP trials 

(Lee & Rees, 2011), and that the attrition rates among OCD clients can get as 

high as 32% (Ong, Clyde, Bluett, Levin, & Twohig, 2016; Öst, Havnen, Hansen, 

& Kvale, 2015). This is particularly problematic for online self-help treatments 

where attrition rates are even higher (69%; Aboujaoude, 2017). While, these 

rates have been somewhat decreased with introduction of therapist support in 

online treatments, there is little research into the factors that impact on the 
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quality, quantity and frequency of engagement in treatment and particularly 

homework exercises and how these in turn impact on treatment outcomes. 

It would, therefore, be essential to explore which factors motivate clients 

to engage in their homework, and what are some barriers clients face when 

independently attempting challenging therapy homework between the sessions. 

Understanding the process of planning, designing, engaging, and modifying 

homework in CBT for OCD, would help practitioners integrate homework 

practices more efficiently into therapy, and improve treatment prognosis and 

outcomes.  

Using a sample of OCD clients undergoing a 12-week online CBT 

treatment, the aim of this thesis is to explore the associations between clients’ 

characteristics – self-efficacy, outcome expectancy, readiness to change, and 

pre-treatment OCD and depression symptoms, and their attitudes towards 

homework assignment in therapy, as well as their level of practical engagement. 

Additionally, this thesis aims to explore the effects of homework attitudes and 

homework engagement on treatment outcome, in terms of OCD symptom 

reduction and anxiety reduction. 

1.2. Overview of the Chapters 

This thesis will be comprised of two parts. Part I will provide the 

theoretical and empirical background of OCD, CBT, and homework in CBT for 

OCD. It will highlight the key trends as well as some gaps in the relevant 

literature and provide a rational for studying homework attitude and homework 

engagement in therapy for OCD. Part II will report on two empirical studies, 
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exploring the associations between clients’ characteristic and homework 

behaviours, and the effects of homework behaviours on OCD treatment 

outcome. 

Chapter 2 will introduce OCD. The phenomenology, the diagnostic 

criteria, and the notion of subtyping OCD versus conceptualising OCD as a more 

dimensional phenomenon will be discussed. A short review of the prevalence, 

and comorbidity of OCD with other symptoms will then be presented. The 

chapter will end with a brief overview of the theoretical models of OCD, 

including the biological model, the cognitive model, and cognitive behavioural 

model of OCD, highlighting the key treatment offered by each model. 

Chapter 3 will introduce the basic guiding principles of CBT and the 

CBT model of OCD. It will then provide an overview of CBT techniques 

applied in the treatment of OCD, focusing on Exposure Response Prevention 

(ERP), as the most efficacious intervention to date for OCD symptoms. This 

chapter will review the available empirical findings on the success rates of CBT 

for OCD, and the challenges that may hinder an effective delivery of CBT for 

OCD. The chapter will then discuss the remote CBT, as an alternative to the face 

to face traditional therapy, highlighting the main advantage and disadvantages of 

online therapy, Finally, the current status of online CBT for OCD will be briefly 

described.  

Chapter 4 will focus on the role of homework in CBT for OCD. The 

theoretical and empirical background of homework tasks in psychotherapy, 

including the role of homework, therapists’ and clients’ attitudes to homework, 



	
	
	
	
	
	

	

8	

and other homework behaviours will be discussed. It will then provide an 

overview the methodological shortfalls in the study of homework in therapy. 

Finally, this chapter will provide a review for the empirical findings on 

homework use in therapy and their effects on therapeutic outcome. 

Chapter 5 will open Part II of this thesis, and present study 1. The main 

research question addressed, is which clients’ characteristics predict positive 

attitudes towards homework, and practical engagement with homework tasks, 

including quantity quality, and frequency. Clients’ task-specific self-efficacy, 

task-specific outcome expectancy, general self-efficacy, readiness to change, as 

well as baseline depression and OCD symptom severity will be explored as 

predictors of homework behaviours.  

Chapter 6 will present Study 2, with the main question of whether 

attitudes towards homework, and homework engagement (quality and 

frequency) affect treatment outcome. The main assumption is that more positive 

attitudes towards homework and higher quality and frequency of engagement 

with homework tasks would predict a greater reduction in symptoms of OCD 

and anxiety. 

Chapter 7 will provide the general discussion of the main findings of 

study 1 and study 2, and how they can be theoretically and practically integrated 

with the existing literature on homework in therapy in general, and in therapy for 

OCD more specifically. The limitations of these studies will be discussed, 

followed by potential implications of their findings. This thesis will conclude by 

offering suggestions for futures studies. 
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CHAPTER 2 – Obsessive Compulsive Disorder (OCD) 

2.1. Introduction 

Obsessive Compulsive Disorder (OCD) is one the most debilitating 

psychological disorders, that severely affects various areas of functioning (Clark 

& Simos, 2013; Knopp et al., 2013; Ruscio et al., 2010; Schuurmans et al., 

2012). While OCD is a relatively heterogenic phenomenon, the varying 

presentations share the chronic course of a repetitive pattern of obsessions and/or 

compulsions (Williams, Mugno, Franklin, & Faber, 2013).  This chapter will 

outline the diagnostic criteria of OCD as they appear in the DSM-5 (American 

Psychiatric Association [APA], 2013), followed by a definition for OCD 

symptomology, focusing on obsessions and compulsions. After a brief overview 

of the shift in the conceptualisation of OCD from an anxiety based disorders to a 

spectrum of OCD and related disorders, the epidemiology of OCD will be 

reviewed, including the prevalence, age of onset, and co-morbidity with other 

psychological conditions. This chapter will then outline the biological and 

psychological models of OCD and the current key treatments they offer. 

2.2. Definition and Phenomenology  

2.2.1. Definition and diagnosis of OCD. 

According to the DSM-5 (APA, 2013), “OCD is characterised by the 

presence of obsessions and/or compulsions” (p.235). The 

obsessions/compulsions must consume at least one hour per day and “cause a 

clinically significant distress or impairment in social, occupational, or other 

important areas of functioning” (APA, 2013, p. 237). As with many other 
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psychological disorders in the manual, the above symptoms should not be 

attributed to the use of substance, or a medical condition, and are not better 

explained by the symptoms of other psychological disorders (APA, 2013).  

In addition to the main diagnostic criteria, there are specifiers to OCD, 

which include the level of insight into symptoms, with good/fair insight 

indicating recognition that the “obsessive-compulsive disorder beliefs are 

definitely or probably not true or that they may or may not be true” (APA, 2013, 

p. 237). Poor insight, which is less common, indicates the individual thinks the 

beliefs are true, and absence of insight/delusional belief indicates they are 

convinced they are true. In the previous version of the Diagnostic manual, 

([DSM-IV-TR] APA. 2000) there was only one specifier, “poor insight” (p.463), 

and research found that poor insight is shared by 15%-36% of diagnosed cases 

(Catapano et al., 2010). Poor insight has been associated with poorer treatment 

prognoses, greater symptoms severity, and higher comorbidity rates (Visser et 

al., 2017), however, the research on absence of insight, both its prevalence and 

implications, is yet to be conclusive. 

Although the diagnostic criteria for OCD have not changed significantly 

between the previous diagnostic manual (DSM-IV-TR) and the current edition 

(DSM-5), there has been a shift towards categorising OCD as part of spectrum 

of related disorders. OCD was previously conceptualised as a distinct anxiety 

disorder among conditions like Panic Disorder, Generalised Anxiety Disorder, 

and Post Traumatic Stress Disorder (APA, 2000). In the DSM-5 (APA, 2013), 

OCD was placed in a category named Obsessive-Compulsive and Related 



	
	
	
	
	
	

	

11	

Disorders, together with Body Dysmorphic Disorder, Hoarding Disorder, 

Trichotillomania (hair pulling), and Excoriation (skin picking).  

The rationale for the re-classification of OCD within the spectrum of OC 

related disorders emerged with new research that suggested commonalities 

disorders in this category. Bartz and Hollander (2006), for example, discussed 

features shared by individuals with OCD and OC related disorders, including 

patient characteristics, course, comorbidity, neurobiology and response to 

treatment, as well as obsessive preoccupation and repetitive, or ritualised 

behaviours. These findings led researchers to assume that OCD could be better 

understood as part of a spectrum, rather than a distinctive anxiety disorder 

(Steketee & McKorcle, 2012).  

This shift would have significant implications in terms of therapy (Clark 

& Simos, 2013), and it is still debatable whether OCD should be theoretically 

separated from other anxiety disorders or not. For a critical evaluation of this 

shift, see Abramowitz and Jacoby (2015), and Rowsell and Francis (2015), as 

this analysis is beyond the scope of this thesis. 

2.2.1.1. Obsessions and compulsions. 

Obsessions are defined as intrusive and unwanted thoughts, urges, or 

images, that cause the individual substantial anxiety (Rachman, 1997). For the 

diagnosis of OCD, those intrusions must be recurrent and persistent, and the 

individual must make attempts to ignore or suppress them by neutralising, or 

performing compulsive acts  (APA, 2013; Clark & Simos, 2013). The content of 

obsessions may spread over a wide range, depending on the individual’s values, 
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interests and vulnerabilities, but the themes of obsessions for each individual are 

quite well defined (Abramowitz & Jacoby, 2015). The main obsessive themes 

according to Abramowitz and Jacoby's (2015) review, are: germs, contamination 

and illness; responsibility for causing harm or failing to prevent harm; sex and 

morality; violence; religion; and symmetry and order.  

Compulsions are the other main feature characterising OCD. The DSM-5 

(APA, 2003) defines compulsions as repetitive behaviours, or mental acts, that 

“the individual feels driven to perform in response to an obsession or according 

to rules that must be applied rigidly” (p. 237). The aim of compulsions it to 

reduce the anxiety triggered by the obsessional material, or, to prevent an 

adverse situation or event implied by the obsessions (Foa, 2010). To fit criteria 

for the diagnosis of OCD, those compulsive behaviours (e.g. hand washing, 

checking, ordering), or mental acts (e.g. counting, repeating words), must be 

excessive, and/or not logically linked to what they are designed to prevent 

(Abramowitz & Jacoby, 2015).  

2.2.2. OCD as a categorical or a dimensional disorders. 

OCD is considered heterogenic, however, there had been various 

attempts since as early as the 1930s to categorise OCD into distinct subtypes. 

Subtypes classification has been typically based on comorbidity with other 

psychiatric conditions, bio-neurological features, course, age of onset, (Catapano 

et al., 2010), and response to treatment (Sookman, Abramowitz, Calamari, 

Wilhelm, & McKay, 2005), but most commonly, OCD subtypes were 
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distinguished by the type, or theme, of overt compulsive behaviours 

(Vorstenbosch et al., 2012).  

Past research attempted to identify OCD subtypes, but yet to arrive at a 

conclusive categorisation model. Some examples are an OCD subtype 

characterised by hoarding behaviours, OCD with or without tics, pure 

obsessional OCD without compulsions, subtypes based on compulsions cluster 

(e.g. checkers, washers), or obsessions type (autogenic vs. reactive) (see Haslam, 

Williams, Kyrios, McKay, & Taylor, 2005; Mckay et al., 2004; Radomsky & 

Taylor, 2005). Experts agree that the identification of distinct subtypes would be 

helpful in individually tailoring therapy interventions (Abramowitz, McKay, & 

Taylor, 2005; Haslam et al., 2005; Rowsell & Francis, 2015; Sookman et al., 

2005). However, the overlap between the subtypes and lack of consistency in the 

empirical evidence (Haslam et al., 2005; Radomsky & Taylor, 2005; Rowsell & 

Francis, 2015), led to a more dimensional-based conceptualisation of OCD, 

rather than a categorical classification. 

With the growing use of the Yale Brown Obsessive Compulsive Scale 

(YBOCS: Goodman, Price, Rasmussen, & Mazure, 1989), OCD is now 

commonly organised into eight dimensional categories of obsessions: aggressive 

, contamination, sexual, hoarding, religious, symmetry, and miscellaneous, and 

seven dimensional categories of compulsions: cleaning/washing, checking, 

repeating, counting, ordering, hoarding, and miscellaneous (Vorstenbosch et al., 

2012; Williams et al., 2013).  
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2.3. OCD Prevalence and Comorbidity  

OCD was once considered to be a rare condition, however studies have 

recently found that OCD prevalence is between 1%-3% worldwide (Brakoulias 

et al., 2017; Ruscio et al., 2010; Weissman et al., 1994), which is more than 

twice of known Schizophrenia cases, and around three to four times more 

common than Bipolar I affective disorder. The overall mean age of onset ranges 

between 17.9 years (Brakoulias et al., 2017) to 19.5 years (Ruscio et al., 2010), 

however, males are at a slightly lower risk for developing OCD (Brakoulias et 

al., 2017; Ruscio, Stein, Chiu, & Kessler, 2010), though they report an earlier 

age of onset than females, with nearly quarter of males reporting symptoms 

before the age of 10 (Ruscio et al., 2010). 

 Comorbidity of OCD with other psychological disorders is known to be 

one of the highest compared to other psychiatric diagnoses. Brakoulias et al. 

(2017) conducted a cross-continental study, surveying over 3700 Participants 

from Brazil, Italy, Spain, India, Japan, Australia, and South Africa. They found 

that the comorbidity of OCD with Major Depressive Disorder (MDD) was the 

highest, with 28.4% co-occurring and 50.5% life time comorbidity. In addition, 

dysthymia was found to have 15.2% co-occurring and 22.5% life time 

comorbidity with OCD. Generalised Anxiety Disorder (GAD) was reported to 

co-occur among 19.3% of the sample with a life time prevalence of 25.5%. 

Other comorbid diagnoses were specific phobia (co-occurring 19.2%, life time 

25.5%), and Social Anxiety (co-occurring 18.5%, life time 26.5%). participants 

with OCD often reported hoarding symptoms and tic disorders, but this was not 
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consistent across countries. A concerning result in Brakoulias et al.’s study was 

that there was a 6.4%  (past month) to 9.0% (life time) comorbidity between 

OCD and suicide ideation, which is higher than previously assumed. 

2.4. Theoretical Models of OCD 

In order to understand the phenomenology of OCD and work towards 

providing the most effective treatment, it is essential to consider the underlying 

theoretical conceptualisation of OCD, including the biological and psychological 

factors involved in the development and perpetuation of OCD. 

2.4.1. Biological models. 

There is currently no consensus around the biological causes of OCD, as 

the evidence on the anatomical and neuro-chemical basis of the disorders is 

inconclusive (Dean McKay, Abramovitch, Abramowitz, & Deacon, 2017). 

Studies have attempted to identify the anatomical structures and neural circuits 

involved in the pathology of OCD. Integrating evidence from functional and 

structural neuroimaging, Piras, et al. (2015) identified that the main regions 

showing abnormalities associated with OCD were the Orbito-Frontal Cortex 

(OFC), and the anterior and posterior cingulate cortex. They highlighted that 

some studies found evidence for abnormalities in the striatum, the thalamus, and 

various temporo-limbic regions, however, other studies failed to replicate that.  

There is also no consensus yet on whether the basal ganglia and more 

specific executive circuits, mainly the prefrontal cortex, play a role in OCD 

pathology or not (Piras et al., 2015). Piras et al. suggested that some of the 

conflicting data may be due to the heterogeneity nature of OCD, as well as 
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active pharmacological treatments, which also affect some of these regions. It 

has also been argued that there is no methodological consensus among brain 

imaging studies in terms of effect sizes when assessing the involvement of brain 

regions, or circuits, in the presentation of specific disorders (McKay et al., 

2017).  

Despite the inconclusive evidence on brain regions involved in OCD 

symptomology, there is strong evidence on the effects of psychopharmacological 

treatments that form a sound basis of what is known today. In this sense, 

Serotonin Reuptake Inhibitors (SRIs) appear to be the most effective medical 

treatment for OCD patients and are considered the first line treatment option 

(Dougherty, Rauch, & Jenike, 2004; Fineberg, Reghunandanan, Brown, & 

Pampaloni, 2013; Franklin & Foa, 2011).  

In a comprehensive review of the literature on the pharmacological 

treatments offered for OCD, Fineberg et al. (2013) demonstrated that Selective 

Serotonin Reuptake Inhibitors (SSRIs), including Fluoxetine, Sertraline, 

Paroxetine, and Escitalopram, whether combined with CBT or not, were most 

effective for adults and children presenting with OCD symptoms. Clomipramine, 

an SRI from the tricyclic antidepressants group, which primarily, but not 

exclusively, targets the serotonergic system, seems to have a comparable effect 

on OCD symptoms’ severity, however, it is associated with adverse side effects 

and higher treatment drop out rates, therefore it is typically recommended for 

clients who show resistance to SSRIs (Dougherty et al., 2004; Fineberg et al., 

2013). Some antipsychotic medications were also found to be an effective 
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alternative treatment for OCD clients who do not respond to SRIs and SSRIs 

(Dougherty et al., 2004). It is important to add, that based on longitudinal 

empirical evidence, it is recommended to complement pharmacotherapy with 

psychological treatment for more sustained results (Dougherty et al., 2004).  

While there is increased agreement around the efficacy of SSRIs in 

targeting certain neurological networks to improve symptoms, further research is 

needed to take place to aspire for a more well-defined agreed-upon biological 

model for OCD, using more advanced technology for brain imaging, such as 

Voxel Based Neuroimaging (VBN), and more rigorous research methods.  

2.4.2. Psychological models. 

2.4.2.1. Psychoanalytic approach. 

 Traditionally, psychodynamic models viewed obsessions as inappropriate 

outbursts of aggressive or erotic urges originating from the id, being punished by 

the superego (Fenichel, 1945, as cited in Kempke & Luyten, 2007). The ego is 

therefore trapped between conflicting motivational structures, which creates 

much distress. Freud (1896) identified OCD as a distinctive clinical category, 

which he named obsessional neurosis. He thought of obsessions as a conflict 

between love and hate feelings, originally directed at the father, and at 

significant others at a later stage. Obsessions are, therefore, instinctual 

expressions of supressing that hate to maintain a loving feeling. Stemming from 

Freud’s concepts, other psychoanalysts associated obsessions to an extreme need 

to control one’s environment, which may be linked to a regression to an 

unresolved conflict in the Anal stage of development, while compulsions were 
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proposed to reflect a defence mechanism attempting to protect the ego from the 

guilt (Esman, 1989). Psychodynamic interventions have shown minimal success 

in treating OCD symptoms (Salzman & Thaler, 1981). 

2.4.2.2. Behavioural approach. 

Early behaviouristic models explained obsessions in terms of learnt 

behaviours, which develop through classical conditioning and are maintained by 

operant conditioning, the same principles that explain fear acquisition and the 

development of anxiety in general (Foa & McLean, 2016). Based on Mowrer’s 

two stage theory, obsessions are the results of a neutral stimulus (a thought, or 

an object), being repeatedly paired with an aversive stimulus, or a fear 

provoking stimulus (Foa, 2010).  

Early behavioural interventions included methods like thought stopping, 

which involved slapping a rubber band on the wrist when identifying an 

intrusion (Rachman, 1997), modelling, and flooding (Rachman, Hodgson, & 

Marks, 1971) aimed to eliminate intrusions, and had very little success in 

treating OCD (Foa, 2010; Rachman, 1997). In the 1950s, Wolpe developed the 

systematic desensitisation technique to treat phobias, which was later applied to 

OCD. Systematic desensitisation aimed to reduce obsessional anxiety by 

gradually exposing the client to the feared stimulus, that has been avoided, 

joined with relaxation exercises (Wolpe, 1964). Desensitisation alone, had little 

success with OCD, partially as it did not directly address the underlying causes 

for compulsions, but laid the foundations for more current and more efficacious 

psychotherapy interventions for OCD. 
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2.4.3. Cognitive – behavioural approach. 

In trying to develop a more comprehensive framework for 

conceptualising and treating OCD, cognitive behavioural approaches emphasise 

the significance of the negative meaning attributed by the individuals to their 

obsessions (Clark & Purdon, 2016; Rachman, 1997; Salkovskis, 1985). Those 

attributions, or appraisals, are believed to be the main factor to distinguish 

between clinical obsessions and more normal intrusive thoughts, that are 

experienced by most people (Rachman & de Silva, 1978; Salkovskis, 1985). 

Those appraisals, when dysfunctional, lead to distress, and may result in 

engaging in compulsive, or neutralising behaviours, that aim to reduce the 

discomfort (Kempke & Luyten, 2007; Rachman & de Silva, 1978; Rachman et 

al., 1971). 

Based on the General Appraisal Model, individuals prone to OCD, are 

more likely to interpret their intrusions as a negative evaluation of their own 

character, which implies they are capable, and even likely, to cause serious harm 

to themself or significant others (Clark & Simos, 2013; Salkovskis, 1985). For 

example, the intrusive thought “did I turn off the stove before leaving the house” 

would be seen by most people as a casual doubt, but for a person at risk of OCD, 

this could be interpreted as being a careless person, and allowing, and even 

causing the house to catch fire, perhaps risking loved ones’ lives. 

In one of the first CBT models of OCD, Salkovskis (1985) emphasised 

the role of ‘inflated responsibility’ beliefs as crucial in the development of 

intrusive thoughts into obsessions, and proposed five dysfunctional assumptions 



	
	
	
	
	
	

	

20	

that uniquely characterise people with OCD. First, they believe that thinking 

about an action is the same as performing it. Second, failing to prevent (or try to 

prevent) harm is morally the same as causing harm. Third, responsibility it not 

lessened by circumstances, like low probability. Forth, not trying to eliminate 

the intrusion, is the same as wanting the harm caused by the intrusion, and fifth, 

it is necessary and possible to have control over one’s thoughts. 

Salkovskis (1985) further argued, that the personal significance one 

attributes to their intrusive thoughts, and not only the content of those thoughts, 

is what forms the conditional basis for the escalation of those thoughts into 

obsessions. Moreover, the deliberate attempt to suppress those thoughts, 

according to Salkovskis, results in the perpetuation of the significance of the 

thoughts and of the responsibility the person believes they have for preventing 

consequential harm. 

Building on Salkovskis model, Rachman (1997) later stated that 

“obsessions are caused by a catastrophic misinterpretation of the significance of 

one’s thought (images, impulses)” (p. 793). As long as the misinterpretations 

persist, the frequency of obsessions will be maintained or increased, creating a 

paradoxical cycle (Rachman, 1998). For instance, if the individual sees 

him/herself as dangerous to children, due to obsessions of harming children with 

sharp weapons, more safety behaviours, or thought control/suppression, will take 

place to prevent the risk of carrying out the act, providing more content for 

obsessional thought. Further, attempts at controlling or eliminating obsessional 
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thoughts have been shown to have the paradoxical effect of increasing their 

frequency and salience (Clark & Purdon, 1993).  

The Obsessive Compulsive Cognitions Working Group (OCCWG), later 

identified six main belief domains that are central to the development of OCD: 

overestimation of threat, intolerance of uncertainty, importance of thoughts, 

control of thoughts, responsibility, and perfectionism (OCCWG, 1997). Those 

six domains were the foundations of the Obsessive Belief Questionnaire (OBQ-

44), which has been empirically tested and validated (OCCWG, 2005) and has 

been widely used in OCD research and CBT interventions designed to treat 

OCD.  

2.5. The Foundations of CBT for OCD 

Early intervention methods, which focused on eliminating, or, reducing 

obsessions by repeated exposure to anxiety provoking stimuli proved little 

success, and OCD has been considered one of the most difficult conditions to 

treat (Foa, 2010). The breakthrough in OCD psychotherapy was with the 

introduction of Exposure Response Prevention (ERP), first applied to OCD 

clients by Meyer (1966).  In the exposure phase, much like systematic 

desensitisation, clients are confronted with the previously avoided situations 

and/or stimuli (bathroom, rubbish bin) with the aim of inducing obsessional fear 

(Abramowitz, 2006). The main additional component to therapy, the response 

prevention (RP), involved refraining from compulsive rituals (e.g. washing 

hands after touching certain objects). By refraining, individuals learn that their 

anxiety, triggered by obsessions, would subside, and the feared consequences 



	
	
	
	
	
	

	

22	

would not occur, even though neutralisation did not take place (Foa & McLean, 

2016; McKay et al., 2015). In addition, a discussion around the clients’ 

expectations, and whether those expectations were confirmed or not through the 

ERP, has shown to be effective in reducing symptoms (Foa, 2010). Until today, 

ERP, has been found to be a highly efficacious treatment for OCD (Foa et al., 

2005; Lee & Rees, 2011; McKay et al., 2015) and more effective than SRIs 

treatment alone (Foa et al., 2005).  

Other CBT techniques that have been effectively implemented with OCD 

clients have gained much less attention in research. Cognitive therapy for OCD 

involves psycho-educations, and it is focused on identifying and challenging 

dysfunctional thought patterns and beliefs (Abramowitz, 2006). Relaxation 

methods and other stress management techniques are typically incorporated into 

OCD therapy and into ERP trials, but are not considered as efficacious on their 

own (Ponniah, Magiati, & Hollon, 2013). However, despite strong empirical 

support, significant barriers remain in terms of access and engagement in CBT 

interventions. These are further elaborated on in the following chapter. 

2.6. Summary 

 OCD is a complex psychological disorder with a heterogeneous 

presentation. It has one of the highest comorbidity rates with other symptoms 

and is considered one of the most disabling conditions that is difficult to treat. 

Biological treatments show success with the use of SSRIs as a first line 

treatment, although research has not yet reached consistency in the chemical and 

neurological pathways associated with OCD. Early behaviouristic treatments 
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produced limited success in treating OCD symptoms, however, with the 

emergence of the cognitive-behavioural approach, the prognosis of OCD therapy 

seems more positive. CBT aims to guide clients to gain insight into their anxiety 

provoking appraisals of their obsessions, and to train clients in responding 

differently to them. Psycho-education, relaxations techniques, and mainly ERP 

gain support in the empirical literature as the first line psychological treatments 

of OCD.  

CHAPTER 3 – Cognitive Behavioural Therapy (CBT) for OCD  

3.1. CBT – Introduction and Terms 

 Cognitive Behavioural Therapy (CBT) is a treatment approach that 

assumes psychological disorders are maintained by cognitive factors. Modifying 

maladaptive thought processes, would therfore improve mental health (Dobson 

& Dozois, 2010; Hofmann, Asnaani, Vonk, Sawyer, & Fang, 2012). CBT started 

emerging in the 1950s, and was initially applied for the treatment of depression 

(Beck et al., 1979). It and was later expanded to various disorders including 

anxiety, bipolar disorder, substance abuse, psychosis, and other issues including 

anger and relationships difficulties (Dobson & Dozois, 2010). CBT is now 

considered the most evidence-based therapeutic technique and it is 

recommended as first line treatment for many conditions (Beck & Dozois, 2011; 

Butler, Chapman, Forman, & Beck, 2006; Hofmann et al., 2012; Tolin, 2010). 

 This chapter will in traduce the cognitive behavioural model. It will then 

describe how CBT principles apply in the treatment of OCD, and outline some 

of the main interventions, focusing on ERP as the most central element of OCD 
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therapy. The efficacy as well as the challenges in delivering successful CBT to 

OCD will then be described. This chapter will briefly introduce the idea of 

remote CBT, and potential advantages and disadvantages associated with online 

CBT for OCD. 

3.2. The Cognitive Behavioural Model 

 According to cognitive theory, information processing is crucial. To be 

able to survive, people need to have the ability to process and integrate 

information from the environment, and then seek to have a plan for how do deal 

with this information (Beck & Dozois, 2011). Cognitive-behavioural therapy 

relies on three underlying propositions: first, people can become aware of their 

own thinking processes. Second, the way people think and how they interpret 

their experiences affect their emotions and behaviours. Third, by intentionally 

modifying dysfunctional, or unhelpful thinking patterns, people can become 

more adaptive to their environment, and lead a more functional life (Dobson & 

Dozois, 2010).  

Based on the cognitive model principles, psychopathology develops from 

a set of dysfunctional beliefs which influence the way people interpret situations 

and events leading to a specific feelings, behaviours, and physiological 

responses (Beck & Dozois, 2011). The goal of cognitive therapy, therefore, is to 

challenge the client’s distorted or maladaptive appraisals of life events and 

encourage consideration of more realistic, more adaptive ones (Dobson & 

Dozois, 2010). To achieve this goal, CBT employs what is referred to as 

collaborative empiricism. A cornerstone of CBT approaches collaborative 
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empiricism emphasises the role of the collaborative relationship between the 

therapist and the client in working towards understanding the problem and 

developing ways to address it. 

3.2.1 Collaborative empiricism. 

Collaborative empiricism is not exclusive to CBT but is considered a 

central element of CBT that significantly influences the effectiveness of therapy. 

Beck et al. (1979) first described collaborative empiricism as contrasting the 

more traditional therapies, like psychoanalysis and person-centred therapy, 

where the therapist listens to the clients, allowing them to arrive at important 

insights. In CBT, the therapists continuously and actively engages the client in 

therapy, and they both work as a team towards shared goals (Beck & Dozois, 

2011). As opposed to a persuasive style, the therapist’s role in CBT is to provide 

opportunities for the client to gain insight into their own thoughts and 

behaviours by designing mini behavioural experiments that invite clients to 

observe their own perspective as well as consider alternative ones (Beck & 

Dozois, 2011). This process is also known as guided discovery (Beck and 

Dozois, 2011; Clark, 2007). This mutual collaboration between the client and 

therapist helps clients to acquire skills that enable them to engage in independent 

therapeutic work in between sessions to enhance their progress. 

3.3. CBT Approach to OCD 

The cognitive model asserts that obsessions develop from commonly occurring 

intrusive thoughts, which are interpreted by the individual as personally relevant 

and meaningful (Rachman, 1997). While most people experience intrusive 
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thoughts, it is the negative appraisals individuals with OCD attribute to those 

thoughts, that cause anxiety and lead to pathological compulsive behaviours 

(Kempke & Luyten, 2007). According to Salkovskis (1985), obsessions are 

different to automatic negative thoughts in that they are often irrational, 

unacceptable, and most importantly, they are incongruent with the individual’s 

beliefs system. Thus, the interpretation of such distressing thoughts as important 

and personally relevant, leads to distress and attempts at neutralising the thought 

or the consequences associated with the intrusive thought/image. Neutralisations 

refers to any overt or covert activity that aims reduce discomfort and the sense of 

inflated responsibility associated with the appraisals of the intrusion (Salkovskis 

& Millar, 2016). Neutralisation attempt to correct, counteract, cancel, or atone 

the intrusion (Rachman, 1997). Neutralisation is a broad term which includes 

compulsive behaviours, but may also include avoidance, ritualistic behaviours, 

and excessive reassurance seeking. While neutralisation, as well as compulsions, 

temporarily alleviate distress and improve sense of control, they eventually lead 

to an increase in the frequency of intrusions and their associated discomfort thus 

escalating unwanted intrusions into obsessions (Clark & Purdon, 1993;2016; 

Rachman, 1997; Salkovskis, 1985). The paradoxical effects of neutralisation 

have been attributed to 1) its tendency to increase the salience of the obsessions 

by the ongoing engagement with the intrusion and 2) failure to provide an 

opportunity to test the dysfunctional appraisals. Thus a self-perpetuating cycle is 

created whereby the efforts to reduce the occurrence and impact of the obsession 

leads to increase in their frequency, which is then interpreted as more 
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meaningful and in need of action. An illustration of this process is presented in 

Figure 1. Adapted from Clark (2007, p.90):  

	

Figure 1. The Cognitive Model for OCD, Adapted from Clark, D. A. (2007). Cognitive-
behavioral therapy for OCD. The Guilford Press. 

A hypothetical example for this cycle could be a person, named Lisa, 

who suffers from excessive doubts around not turning off the gas stove and oven 

(intrusion), when leaving her house (trigger). Due to tendency to engage in 

overestimating threats (a common dysfunctional appraisal associated with 

OCD), Lisa may engage in catastrophic interpretation of the potential 

consequences of not switching off the gas (e.g., it will lead to a fire, placing 

neighbours’ lives at risk etc). This combined with the belief that she will be 

responsible for causing such  fire (i.e., appraisal/beliefs about inflated 

responsibility), would cause guilt, and discomfort at perceiving herself as an 

irresponsible, negligent person. Therefore, Lisa would likely want to gain more 

control over her anxiety provoking doubts, resulting in either repeatedly 

checking the oven and stove, perhaps in a ritualistic manner (compulsions) 

and/or creating mental lists of everything she did before leaving the house 

(neutralisation). However, while providing temporary relief, these efforts are 

likely to have a paradoxical effect of increasing doubt in future, and more 

importantly fail to demonstrate that the dreaded consequences are unlikely to 
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occur. Thus, the focus of the intervention within this model is to stop the self-

perpetuating cycle through withholding responses to obsessions and through 

challenging the unhelpful appraisals of the intrusive experiences. These 

interventions are elaborated on below. 

3.3.1. Interventions used in CBT for OCD. 

In order to break the self-perpetuating cycle, CBT clinicians attempt to 

weaken the link between the intrusions and the compulsive and other 

neutralising behaviours. The essence of psychological treatment for OCD is 

therefore to expose clients to distressing obsessional content and train them to 

engage less in neutralising behaviours (Clark, 2007). Simultaneously, CBT aims 

to assist clients to gain more insight into the nature and the impact of their 

interpretations of their intrusions and learn other ways to more effectively cope 

with the resulting anxiety (Whittal, Thordarson, & McLean, 2005). CB 

psychological treatment, therefore, aims to modify faulty appraisals, relevant 

core beliefs, and dysfunctional neutralisation responses triggered by obsessions 

(Clark, 2007). This is achieved through various techniques. 

Clark (2017) described in detail how CBT is typically applied in the 

treatment of OCD, utilising psycho-education, cognitive restructuring, and 

behavioural interventions. Psycho-education focuses on gaining insight into the 

individual’s OCD symptoms, the role of appraisals, and the dynamics between 

neutralising behaviours and anxiety. Cognitive interventions involve identifying 

and challenging bias in cognitive processing, such as thought-action fusion, and 

inflated responsibility, and challenge dysfunctional beliefs and faulty appraisals 
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(Foa, 2010; Whittal et al., 2005). The central component of CBT for OCD, is 

Exposure Response Prevention (ERP). 

3.3.2. Exposure Response Prevention (ERP). 

 ERP was first trialled in the 1960s (Meyer, 1966), and it is now 

considered to be the most effective behavioural intervention for the treatment of 

OCD symptoms (Foa & McLean, 2016; McKay et al., 2004; Whittal, 

Thordarson, & McLean, 2005). The underlying principle in treating OCD with 

ERP is to help clients deliberately respond differently to obsessional content, by 

gradually breaking the link between the obsession, the fear, and the compulsions 

(Salkovskis & Kirk, 1989). In the literature on OCD treatment, ERP is the 

intervention that has gained the most focus in research and the greatest clinical 

support for its effectiveness in reducing symptoms (Ponniah et al., 2013). 

As the name implies, ERP is comprised of two elements. The exposure 

element allows clients to confront the triggers of their anxiety in an intentional, 

structured way. During the exposure phase, the client is being confronted with 

the anxiety provoking stimuli (Foa, 2010). Exposure could occur in-vivo, or, it 

could be imaginary. Stimuli like rubbish bins or public toilets, or situations like 

being the last to leave home or seeing children in public, are gradually presented 

to the client, from the least to the most anxiety provoking, based on the 

individual fear hierarchy planned earlier (McKay et al., 2015) 

The second element of ERP is response prevention, or ritual prevention, 

which accompanies each exposure trial. The response prevention requires the 

client to abstain from engaging in the rituals that they believe should be 
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performed to prevent the disastrous consequence of the obsessional thoughts 

(Foa, 2010). Those compulsions, or rituals, like excessive hand washing, 

checking door locks, or creating mental lists, serve to reduce the anxiety that is 

provoked by the obsessional thoughts and their potential consequences. By 

refraining from the ritual, the client learns that anxiety will naturally subside, 

and that the feared consequences will not manifest (Clark, 2007; Foa & McLean, 

2016) 

It has been suggested that an essential part of an effective ERP requires 

the therapist to engage with clients during the early stages of the ERP 

intervention, assessing their anxiety levels and reassuring them that the anxiety 

should naturally decrease and that the discomfort that accompanies ERP would 

likely lessen with practice  (Ponniah et al., 2013; Salkovskis & Kirk, 1989). The 

effectiveness of ERP has been shown to be associated with the competency of 

the therapists and their adherence to the guidelines for utilising ERP, as well as 

clients’ adherence to engage with ERP trials between sessions (Ponniah et al., 

2013;Salkovskis & Kirk, 1989).  

3.4. The Efficacy of CBT for OCD 

CBT is currently considered the most efficacious psychotherapy for OCD 

to date (Foa, 2010; McKay et al., 2015; Ponniah et al., 2013). It is difficult, 

however, to assess the effectiveness of CBT separately to ERP alone, as the 

literature on OCD therapy typically analyses both in combination (McKay et al., 

2015; Tolin, 2010). The majority of studies supporting the superiority of CBT to 

other therapeutic paradigms focus on the treatment of depression (Tolin, 2010) 
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and anxiety disorders more generally (Hofmann et al., 2012; Tolin, 2010). 

Moreover, CBT has not been applied for the treatment of OCD for as long as 

ERP, therefore has much less empirical support to date (McKay et al., 2015).  

Ponniah et al. (2013) argued that, theoretically, both CBT and ERP target 

the same factors that perpetuate OCD symptoms, mainly core maladaptive 

strategies, like inflated responsibility, reassurance seeking, and avoidance, 

therefore serve the same purpose. However, Abramowitz, et al. (2005) suggested 

that adding interventions like cognitive restructuring techniques enhance the 

efficacy of ERP, which can at times be implemented as purely a behavioural 

strategy. While there is no consensus between experts, a few studies attempted 

to compare the effects of CBT to those of ERP alone in the treatment of OCD. In 

a large scale meta-analytic study by Rosa-Alcazar, Iniesta-Sepulveda, & Rosa-

Alcazar (2012), it was concluded that the effectiveness of CBT for OCD 

symptoms may not be greater than that of ERP alone. Other studies pointed at a 

slight potential favourability for CBT in engaging clients with ERP (Whittal et 

al., 2005), and a slight advantage of ERP in maintaining positive changes over 

time (see Fisher & Wells for a review). Still, experts are not yet clear which 

leads to greater benefits and under what circumstances (Haslam et al., 2005; 

Rowsell & Francis, 2015).  

3.4.1. CBT/ERP success rates 

 Öst, Havnen, Hansen, and Kvale (2015) conducted a comprehensive 

meta analysis, exploring the efficacy of CBT for the treatment of OCD in studies 

between 1993-2014. They found that the effect sizes for CBT/ERP compared to 
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antidepressant treatment were only moderate (Hedges’s g=0.55), however, due 

to their conservative methodology, Öst et al. (2015) only included four studies in 

this analysis. Effect sizes, however, were also large when comparing CBT/ERP 

to overall placebo treatments (Hedges’s g=1.33), and psychological placebo in 

particular (Hedges’s g=1.29), which is promising. 

Studies assessing the efficacy of ERP for OCD have consistently 

determined that ERP is successful in reducing OCD symptoms. In a well 

controlled, conservative study, Franklin, Abramowitz, Kozak, Levitt, and Foa 

(2000) found that 86% of 110 OCD clients who completed ERP, have reported 

symptoms reduction at a level of a clinical improvement. As the sample included 

severely affected clients as well as complex presentation involving a high degree 

of comorbidity with other disorders, these findings imply that ERP has a robust 

effect on OCD symptoms.  

In a review of the literature on OCD treatment outcomes, it was 

determined that the mean post-treatment symptom reduction is often reported to 

reach 60% in OCD related symptoms, (Abramowitz et al., 2003;Franklin et al., 

2000). Other studies suggests a slightly lower reduction on average, although 

still as high as 48% (Keeley et al., 2008). 

 Abramowitz, Foa, and Franklin (2003) studied the effects of twice-

weekly relative to a more intensive daily ERP intervention, and showed a 

reduction of 40% and 54% in symptoms respectively, however, at a 3 months 

follow-up, both intensity groups showed a similar 42% to 46% reduction in 
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symptoms, concluding the intensity of the ERP intervention did not influence its 

long term benefits.  

 When comparing the effects of CBT, or ERP, with pharmaceutical 

treatments, Öst et al.(2015) found the OCD patients treated with CBT alone had 

a greater improvement than those treated with medications alone. Moreover, 

CBT and medications combined, did not yield better treatment outcomes than 

CBT with placebo combined (Öst et al., 2015). It was also found for OCD 

clients treated with medications, mainly Clomipramine (CMI), the overall 

symptom improvement was better when CBT was also applied (Foa et al., 2005; 

Blair Simpson et al., 2004). Simpson et al. (2004) also determined that a 

treatment combining CMI with CBT, resulted in a significantly lower relapse 

rates, and shorter relapse time twelve weeks following treatment, compared to 

clients treated with medications only. In another study, Foa et al. (2005) found 

that CMI did not enhance the positive effects of ERP. With this in mind, plus 

evidence of larger effects sizes overall for CBT treatment outcome compared to 

SRI treatment outcome	(Olatunji et al., 2013; Öst et al., 2015), the benefits of 

treating OCD with CBT techniques, with or without medication augmentation is 

unquestionable. 	

3.4.2. Challenges to efficacious CBT. 

 While the improvement rates of those who complete ERP, or CBT, for 

OCD is promising, it has been noted that there are still approximately only 25% 

of patients who are considered recovered, or asymptomatic, after treatment 

(Fisher & Wells, 2005). It seems that not all clients benefit from the 
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intervention. In fact, the attrition rates when delivering CBT for OCD peaks at 

the start of the behavioural component of the treatment, with past studies 

indicating drop-out, or refusal rates between 17%-25% (Ong et al., 2016). Öst et 

al. (2015) recently reported a rate of up to 32% drop out when ERP training 

commences. This is not surprising considering the anxiety provoking nature of 

the ERP exercises as well as the considerable level of commitment required to 

engage in regular difficult exercises, particularly between sessions in the absence 

of therapist support. What is however surprising is the relative paucity of 

research into the factors that may impact on patients’ motivation to engage in 

ERP. 

A few studies attempted to identify factors that may hinder clients’ 

Potential to benefit from CBT. In a comprehensive review, Keeley et al. (2008) 

suggested that greater severity of OCD symptoms at the beginning of treatment 

and higher hoarding tendencies were repeatedly found to be associated with 

poorer outcome for OCD patients (Keeley et al., 2008). Mckay et al. (2004) 

highlighted that comorbid depression is theoretically assumed to results in 

poorer treatment response due to reduced motivation, increased risk for 

obsessional experiences and resistance to habituation. However, empirical 

studies on the effects of depression on OCD treatment outcomes have not been 

consistent in finding evidence for this effect (Keeley et al., 2008; Mckay et al., 

2004). Importantly, such studies lack examination of the specific factors that 

impact on the patient’s engagement with the interventions and the impact of this 

engagement on the outcome. 
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Further, while most of those who make it to treatment and remain in 

treatment until completion obtain great benefits from CBT in terms of short and 

long term reduction in OCD symptoms (Abramowitz et al., 2003a; Franklin et 

al., 2000), one main concern, is that many remain untreated. According to the 

world health organisation (WHO, 2012), in Australia and New Zealand, 

approximately 40% of individuals affected by anxiety disorders do not access 

psychological treatment. The rates seem to be even larger for OCD patients. In a 

longitudinal study over three years, it was found that only 24% of individuals 

diagnosed with primary OCD reported completing a 13-weeks psychotherapy 

program however, evidence suggest that up to 90% of OCD referrals remain 

untreated (Mancebo, Eisen, Sibrava, Dyck, & Rasmussen, 2011).  

Some of the reasons for people not receiving psychological treatment, 

have been related to lack of availability of services of qualified clinicians in 

geographical proximity, and the costs involved with regular weekly sessions 

(Wootton, 2016). However it was also found that the fear of stigma played a 

significant role among OCD clients, resulting in avoiding seeking treatment 

(Belloch et al., 2008; D. Dèttore et al., 2015). Offering alternative mediums for 

individual who suffer OCD symptoms to access therapy, such as online CBT 

programs, would therefore be of great advantage.  

With the rapid technological advances and the growing popularity of 

psychotherapy, the boundaries of the traditional face-to-face therapeutic settings 

are being expanded. There is now a wide range of psychological interventions 

that are offered to clients remotely, from telephone/internet conference based 
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therapy, to structured computerised programs with varying therapist’s 

involvement levels (Dèttore, Pozza, & Andersson, 2015). The internet can be 

used to deliver therapy for those who experience difficulty accessing 

professionalised clinicians, or, who are feel ashamed, or otherwise unable able to 

physically attend regular live sessions. Online therapies have a distinct 

advantage in providing evidence-based treatment in one’s home that can be 

available 24 hours, 7 days per week.  

In summary, the literature evaluating the efficacy of CBT for OCD is 

promising, with repeated indications of a substantial reduction of short and long 

term OC symptom following psychological therapy, whether combined with 

medication treatment or not. ERP, the behavioural component of therapy is 

currently understood as superior to other elements of CBT, although this 

comparison is relatively recent. Despite the evidence for its success, the 

challenges associated with getting prospective to commence CBT, and even 

more so, to complete its course, require further attention. It is fair to argue that 

the optimal cost-effective level for applying CBT for OCD, has not been reached 

yet, as current literature seems to have only little to offer in terms of 

understanding the factors involved with refusal/dropout rates, and utilising 

successful strategies to maintain clients’ engagement throughout the course of 

therapy. 

3.5. Online CBT for OCD 

To date, despite numerous methodological limitations, it is argued that 

online therapy for OCD may be comparable to traditional face-to face therapy 
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(Aboujaoude, 2017; Dèttore et al., 2015). With CBT being the first line 

therapeutic approach for treating OCD (NICE, 2005), and with the high rates of 

untreated cases, CBT for OCD has been considered a strong candidate for online 

therapy, with varying levels of therapist’s support (Aboujaoude, 2017).  

In a review of the available literature on internet based CBT, Andersson, 

Carlbring, Ljótsson, and Hedman (2013) concluded that there were no 

differences, at post treatment and follow up, in the efficacy of CBT delivered 

online compared to face to face CBT for the treatment of various disorders, 

including generalised anxiety disorders, panic disorders, social anxiety disorder, 

and depression.  

Wootton (2016) conducted a meta- analysis including various modalities 

of remote CBT for OCD, analysing 18 carefully selected studies, with a total of 

823 participants from various remote treatments and non-remote treatments. 

Remote treatment included both high intensity treatments that are more similar 

to face to face; videoconferencing CBT, and telephone delivered CBT, and low 

intensity treatments that are generally more flexible and independent; remote 

CBT, computerised CBT, internet administered CBT, and bibliotherapy. It is not 

in the scope of this paper to describe each method in depth, however, Wootton’s 

review indicated that, overall, remote CBT for OCD was efficacious with effect 

sizes as large as previously reported for face to face CBT for OCD (Rosa-

Alcazar et al., 2012). The positive treatment outcomes were maintained at follow 

up, with some advantages to the higher intensity remote therapies (Wootton, 

2016). However, Wooton’s (2016) review included both randomised-controlled 
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trials (RCT) and non-RCT studies, and the samples consisted of adults as well as 

adolescents and children, who may respond differently to remote CBT. In 

addition, the diagnosis process was not consistent across the reviewed studies, 

implying that conclusions should be treated with caution, and a more rigorous 

methodology is required.  

Dèttore et al. (2015) conducted a meta-analysis of eight conservatively 

selected RCT studies that assessed the efficacy of internet delivered CBT for 

OCD. They found that there were no significant differences between therapist-

delivered CBT and technology-delivered CBT (T-CBT) in their efficacy of 

treating OCD symptoms and secondary depressive symptoms. In addition, 

although only based on a few studies that provided follow up data, long positive 

changes seemed to be maintained over time. The authors did point out that the 

effect sizes for treatment efficacy were slightly lower than those that have been 

reported in previous meta-analyses for therapist-administered CBT for OCD, 

which could be due to comorbid depression, however this could not be 

determined. 

While both the above reviews provide an optimistic view for the 

utilisation of remote CBT for OCD, they did not attempt to identify factors that 

may contribute to the efficacy of remote CBT. In their review, Herbst et al. 

(2012) chose 18 paper on CBT programs for OCD, and indicated that the effect 

sizes of the efficacy of remote treatments is exceptionally heterogeneous, 

ranging from 0.46 to 2.5. In attempts to identify the factors associated with a 

more efficacious delivery of remote programs, studies suggested that there is 
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positive relationship with the amount of time the client spends with a therapist 

and the magnitude of the effect sizes of the efficacy of remote therapies (Herbst 

et al., 2012; Palmqvist, Carlbring, & Andersson, 2007). Moreover, drop-out rates 

are the highest in programs that did not offer contact with a therapist (Herbst et 

al., 2012), with up to 69% attrition reported for remote therapies with no 

therapist involvement at all (Aboujaoude, 2017).  

 While online CBT seems like a plausible alternative for face-to-face 

session, it is cost-effective and allows more individuals affected by mental 

illnesses to access professional services, remote psychotherapy has a few 

potential risks, or challenges. Remote CBT is recommended only for clients with 

mild to moderate symptom severity (Dèttore et al., 2015; Palmqvist et al., 2007), 

and attrition rates, although they have decreased in the past three decades, are 

still a significant limitation (Aboujaoude, 2017). The efficacy of remote CBT for 

OCD with comorbid disorders is less predictable, and suggested to be less 

successful, particularly if depression is prominent at the time of the treatment 

(Dèttore et al., 2015), or with more severe hoarding tendencies (Herbst et al., 

2012). Despite the attempt to minimise clinician’s involvement to make services 

more accessible and less costly, remote therapy may not be suitable for all 

clients who commence treatment. Moreover, the diagnostic process across the 

variety of technology based treatment programs offered for OCD is not yet 

consistent (Herbst et al., 2012). This means that the eligibility screening process 

for remote therapies, that is less reliant on clinical judgment may not be 
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efficient, affecting both clients’ possible negative experience from 

psychotherapy, and methodological issues in assessing programs’ efficacy.   

Unfortunately, none of the above reviews focused particularly on the role 

of homework engagement, or other aspects of homework, like planning, 

administration, and review, that could account for some of the variation in the 

efficacy of remote treatments and attrition rates.  

3.6. Summary and Conclusions 

Previously considered as one of the most difficult conditions to treat 

psychologically, with theoretical and empirical advances, CBT, and more 

particularly ERP, is considered an efficacious psychotherapy for OCD, with 

most patients showing a significant reduction in symptom severity upon 

completion of therapy program. However, the success rates of CBT are highly 

varied among OCD patients, and not much is known about the factors that may 

predict clients’ motivation to engage with the interventions, and factors that 

hinder the efficacy of CBT for OCD. High attrition and noncompliance rates 

have been documented, which tend to peak at the commencement of ERP trials. 

In addition, many OCD cients do not have the ability of access specialised face-

to-face therapy services, a gap which could be bridged with the option for a 

remote CBT for OCD. However, given the reduced therapist involvement in 

remote treatment and increased reliance of self-directed completion of tasks by 

the patient, it is imperative that research examines the factors that impact 

patients’ motivation to engage in treatment and the impact of homework on 

treatment outcome. 
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CHAPTER 4 – Homework in CBT for OCD  

4.1. Introduction 

 Between session homework have always been an integral element in 

psychotherapy (Cronin, Lawrence, Taylor, Norton, & Kazantzis, 2015; Dattilio, 

Kazantzis, Shinkfield, & Carr, 2011; Holdsworth, Bowen, Brown, & Howat, 

2014; Kazantzis et al., 2016; Thase & Callan, 2006). Research continuously 

looks into the benefits of engaging in therapeutic activities outside of the session 

with the therapist when addressing a wide range of psychological symptoms and 

difficulties.  

Recently, homework compliance has gained increased focus in the 

literature, however, there is no universal consensus yet in terms of designing 

homework assignments and the assessment of homework compliance 

(Kazantzis, Deane, & Ronan, 2004; Kazantzis et al., 2000). Moreover, while 

extensive research has collected empirical evidence for the effectiveness of CBT 

interventions for the treatment of OCD (Abramowitz et al., 2005; McKay et al., 

2015; Öst et al., 2015; Rosa-Alcazar et al., 2012), factors associated with 

attempting cognitive and behavioural therapeutic activities independently, 

between the sessions with the therapist, seem to have been overlooked. Other 

studies concluded that higher engagement with the therapy process enhances 

positive change and the overall effectiveness of psychotherapy (Addis & 

Jacobson, 2000; Kazantzis et al., 2004; Kazantzis, Whittington, & Dattilio, 

2010; Olatunji et al., 2015), however, the role of homework as a distinctive 
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element of engagement with therapy has been generally overlooked 

(Holdsworth, Bowen, Brown, & Howat, 2014). 

This chapter will provide an overview of the rationale for using 

homework in therapy. It will then provide a brief overview of what is known 

about existing attitudes towards homework tasks held by both practitioners and 

clients, focusing on the barriers to completing homework, and factors that may 

influence how clients would approach between session tasks. A discussion 

around some of the methodological issues with defining and measuring 

homework engagement will be presented, followed by key empirical findings 

that support the link between homework completion and treatment outcomes. 

4.2. Homework in CBT – Theoretical Foundations 

Homework assignments have been reported to be a utilised regularly 

within various frameworks, including psychodynamic therapy (Sticker, 2007), 

interpersonal therapy (Young & Mufson, 2007), emotion-focused therapy 

(Ellison & Greenberg, 2007), and others (see Kazantzis, Lampropoulos, & 

Deane, 2005). However, the importance of homework and the belief in the need 

for consistency of the process of integrating homework into the therapeutic 

formulation and delivery is a distinctive feature of CBT (Blagys & Hilsenroth, 

2002). 

CBT oriented therapists reported using homework more frequently, being 

more committed to effective therapeutic use of clients’ time between the 

sessions, and having, overall, more positive views of homework tasks and their 

benefits compared to therapists in other modalities (Kazantzis et al., 2005). 
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Compared to other therapeutic frameworks, CBT emphasises the need for the 

client’s active role in therapy, and the collaborative nature between the client 

and the therapist for greater treatment efficacy (Beck & Dozois, 2011; Beck, 

Rush, Shaw, & Emery, 1979; Cronin et al., 2015). Between sessions tasks, 

therefore, have been a key component for effectively delivering CBT since it 

was founded (Beck & Dozois, 2011; Blagys & Hilsenroth, 2002; Kazantzis, 

Deane, & Ronan, 2004).  

Both key components of CBT (cognitive and behavioural), identify the 

importance of homework activities. Cognitive therapy principles are based on 

the assumption that psychological disorders are largely caused by people’s 

interpretation of their experiences and their expectations, developed from past 

learning (Beck & Tompkins, 2007). The role of homework, therefore, is to 

provide opportunities for clients to challenge maladaptive thinking patterns in 

ways that create a change in every day living (Beck & Tompkins, 2007). One of 

the main roles of the therapist therefore, is to equip clients with the tools that 

would help them maintain their well-being even after therapy has terminated 

(Scheel, Hanson, & Razzhavaikina, 2004).  

Based on behaviouristic principles, problematic behaviours develop 

through learnt associations between stimuli and responses, hence, behavioural 

therapy aims at replacing the existing dysfunctional associations, with new, 

more adaptive ones (Ledley & Huppert, 2007). Those newly created associations 

require learning and repeated practice to be established, which stretches far 

beyond what could be achieved in time limited weekly sessions with the 
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therapist. Moreover, newly learnt behaviours need to be trialled in various 

contexts, for the client to be able to expand the learning experience from the 

session, adding to their learning process, improving their self efficacy, and 

encouraging further positive change (Cammin-Nowak et al., 2013). 

Kazantzis and La’Abate (2005) described how classical and operant 

conditioning principles operate to motivate clients to complete their homework. 

Classical conditioning benefits mainly apply in the treatment of anxiety and 

anxiety related disorders. CBT homework for anxiety typically involves 

intentional and gradual exposure to the anxiety provoking stimulus/stimuli, 

creating a systematic desensitisation process. As relaxation techniques training is 

often aiding the systematic desensitisation process, clients learn to replace a 

previously conditioned fear response to the stimulus/stimuli, with a new, more 

relaxed reaction (Kazantzis & La’Abate, 2005). Operant conditioning principles 

are reflected in homework compliance, as clients feel rewarded when engaging 

in therapeutic homework. Clients experience the adaptive benefits associated 

with dedicating time and energy to homework tasks, reinforcing them to be 

engaged with further therapeutic practices (Kazantzis & L’Abate, 2005). 

Given the rewarding element of homework completion and their central 

role in reinforcing learning, it is surprising that not much research has been 

devoted to the process of homework engagement and to the relationship between 

homework engagement and efficacy of CBT. Consequentially, to date, there is 

no universally agreed upon model that explains the underlying mechanisms 

through which homework facilitates positive change in therapy, or a consistent 
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methodology to assessing clients’ motivation to engage independently with 

therapeutic homework tasks. 

4.2.1. The role of homework in therapy. 

Homework tasks allow clients to generalise skills and knowledge to 

every day situations and relationships. Engaging in therapeutic work regularly, 

and independently, invites clients to apply and practice what was learnt in-

session (lambert, Harmon, & Slade, 2007; Nelson, 2007). Likewise, attempting 

to practically apply therapeutic techniques on their own, encourages clients to 

actively participate in their healing as their own therapists (Neimeyer & Feixas, 

2016). According to Beck et al. (1979), homework assignments in cognitive 

therapy help in collecting information about the client’s symptoms, their 

adaptive skills, their personal thoughts and beliefs, and other content that is 

essential for a more effective case formulation.  

Nelson (2005) added that integrating homework assignments between 

therapy sessions serves as an explicit communication of the nature of therapy, by 

which the client accepts their active role in their treatment. Naturally, between-

session homework increases the time clients spend on therapeutic work, and 

therefore allows more insight into their dysfunctional behaviours and coping 

skills. Also, engaging in therapeutic work without the presence of the therapist, 

is likely to improve clients’ self-efficacy and optimism, consequentially leading 

to better engagement in therapy overall (Nelson, 2005).  

Unfortunately, the current literature does not provide a comprehensive, 

evidence-based model for the benefits of homework in therapy. While research 
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is rapidly progressing in this area, the main aspects that have been investigated 

are; task difficulty, which will not be directly addressed in this paper, 

practitioners’ attitudes, which will be briefly outlined, and clients’ attitudes 

towards homework, which have been relatively overlooked, and will gain more 

focus in this paper. 

4.3. Homework Assignments - Practitioners’ Attitudes 

The idea of integrating homework tasks has become common practice 

and gained support among psychologists (Dattilio et al., 2011; Dozois, 2010; 

Kazantzis & Dattilio, 2010). Not much is known about psychologists’ particular 

attitudes in regards to the benefits of homework (Fehm & Kazantzis, 2004), and 

the current research on the process involved in developing homework tasks is 

highly inconsistent (Fehm & Kazantzis, 2004; Kazantzis & Deane, 1999).  

A few studies surveying therapists suggested that, overall, therapists hold 

positive attitudes towards utilising homework in their practice, predominantly 

supported by therapists who are CBT oriented. For example, it was found that 

over 90% of therapists use homework in their clinical practice in some ways 

(Kazantzis & Deane, 1999; Kazantzis et al., 2005). However, only less than 25% 

psychologists reported following a systematic plan for assigning homework 

tasks, with some therapists suggesting homework only in 57% of cases 

(Kazantzis & Deane, 1999). In another survey, 37% psychologists reported using 

homework with all patients, while 23% use homework with less than half the 

patients, although CBT oriented psychologists used homework more frequently 

than others (Fehm & Kazantzis, 2004). Kazantzis et al. (2005) found that only 
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68% of therapists use homework often or almost always. Overall, while the vast 

majority of psychologists were supportive of the use of homework (Fehm & 

Kazantzis, 2004; Kazantzis & Deane, 1999; Kazantzis et al., 2005), 11% were 

neutral and a few expressed concerns about the potential negative effects that 

assigning homework tasks may have on the therapeutic relationship (Kazantzis, 

et al., 2005).  

Still, despite the existing agreement on the benefits of therapy homework 

among professionals, studies exploring therapists’ competence and 

characteristics that may affect clients’ motivation to engage in therapeutic 

homework are still sparse. Holdsworth, Bowen, Brown, and Howat (2014) 

reviewed 79 studies that investigated clients’ engagement in therapy. They found 

that only three of the selected studies explored therapists’ characteristics that 

influence clients’ homework compliance, emphasising the benefits of therapists’ 

empathy and their use of motivational interviewing techniques. Westra (2011) 

also highlighted that intentionally observing and discussing client’s resistance to 

homework can improve client’s motivation to complete homework tasks. 

Detweiler-Bedell and Whisman (2005) recommended to therapists to set 

concrete goals for homework tasks and initiate a discussion with their clients 

around the barriers to complete homework in order to improve their engagement. 

It is clear, that the literature is still far from being able to establish a practical, 

valid, model for the optimal conditions required to enhance clients’ motivation 

to incorporate therapeutic work into their daily lives. 
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In sum, psychologists and health professionals, especially CBT oriented, 

generally have positive attitudes for the use of homework in therapy, however, 

the preparation and delivery process of homework tasks is inconsistent. Little is 

known on practitioner’s traits associated with a more effective use of homework, 

with some indication for the benefits of discussing barriers and resistance with 

the client. 

4.4. Homework Assignments - Clients’ Attitudes  

While it is essential to explore what skills psychologists need to posses in 

order to improve the process of planning and managing homework engagement, 

this study will primarily focus on clients’ characteristics that may impact how 

homework tasks are approached. Despite the widespread use of homework, and 

the agreement on their benefits, it is evident that many clients do not complete 

their homework, or, only complete them partially (Helbig & Fehm, 2004; 

Kazantzis & Shinkfield, 2007; Kazantzis et al., 2005).  

Helbig and Fehm (2004) maintained that there were some issues with 

homework completion in 53% of cases. In their study, based on a likert scale 

measure, therapist reported that 13% of patients reduced their homework 

completion and an additional 13% significantly reduced homework completion, 

with the main reason reported as “too difficult” (35.9%) followed by “fear or 

avoidance of the task” (20.3%). When asking therapists to indicate what barriers 

clients reported when attempting their homework, they reported that 57% clients 

doubted their ability, and 19% were worried about the difficulty of the task. This 

study is one of a few to provide some insight into homework behaviours and 
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attitudes, which has generally been overlooked, however, the main limitation in 

Helbig and Fehm’s study, is that the data was exclusively collected through 

therapists and was collected retrospectively. The researchers asked 77 CBT 

therapists to complete the data based on what they can recall from the last two 

clients they have assigned homework to. The main problem with this 

methodology is that the clients’ perspective was not included in the study, which 

is a common weakness in studies assessing homework compliance and barriers 

(Fehm & Mrose, 2008).  

Fehn and Mrose (2008) directly asked a sample of 80 clients who have 

completed at least seven sessions of therapy for their perceptions on homework 

tasks. The majority reported favourable attitudes towards homework in general. 

However, to the statement “without homework my therapy would progress more 

slowly”, 60.1% responded “fairly”, or “completely, while 26% were neutral, and 

5.2% stated “not at all”.  In addition, 78% agreed that homework tasks allowed 

them to transfer therapy content into everyday life. However, 15.7% were 

ambivalent or agreed with the idea that they completed homework only to please 

their therapist. Most clients reported homework assignments do not add much 

stress to them (71.5%), which could be seen as counter-intuitive to therapists’ 

assumptions. However, it is worth pointing out that in Fehm and Mrose’s study, 

responses were not examined in correlation with homework completion, so 

conclusions cannot be made on how those perceptions may help predict actual 

homework engagement. It is therefore essential to start investigating what 

characteristics may be associated with clients’ positive attitudes towards 
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homework tasks in therapy, and what factors could predict the probability clients 

would be more engaged with their homework tasks. This would help clinicians 

prepare clients and develop a more effective treatment plan. 

It is obvious that due to methodological issues, measuring clients’ 

engagement with their therapy homework has not been properly assessed in the 

available literature. Still, a high proportion of clients repeatedly report not 

completing as much homework as expected, calling for a more systematic 

investigations of the potential reasons for their motivations and obstacles when 

approaching homework tasks. 

4.5. Factors Affecting Homework Engagement  

Clients differ in their motivation to engage with homework assignments, 

however not much is knows about the factors, or clients’ characteristics involved 

in their motivation. In their review of 79 papers assessing engagement with 

therapy, Holdsworth et al. (2014) indicated that clients' demographic 

characteristics like education level and age do not affect their engagement in 

psychotherapy. Females may be generally more engaged, but this was 

inconsistent. Other factors like fear of negative evaluation, general distress and 

lack of support may play a role in clients’ motivation to engage. However, the 

studies reviewed in Holdsworth et al. (2014) included various psychological 

conditions and inconsistent definition of treatment engagements, which does not 

typically assess homework engagement as a distinct aspect to genera 

commitment to therapy.  
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4.5.1. Depression 

 Depressive symptoms have been mentioned as a factor affecting clients’ 

motivation do comply with independent therapy tasks, however the empirical 

evidence are inconsistent (Bryant, Simons, & Thase, 1999; D. D. Burns & 

Spangler, 2000). Bryant et al. (1999) pointed out that severity of depressive 

symptoms was not linked to compliance, however, the number of past depressive 

episodes was negatively associated with homework completion. Detweiler-

Bedell and Whisman (2005) noted that depression severity before therapy may 

not predict engagement, however, improvement of depressive state throughout 

therapy, gradually improves clients’ level of engagement with homework, 

suggesting a non-linear complex dynamic relationship between depression and 

homework engagement. 

4.5.2. Self-efficacy 

Self efficacy has been noted to play a role in clients’ approach to 

homework in therapy, although this has not bee systematically investigated. 

Kazantzis and L’Abate (2005) explained how clients’ positive past experiences 

may be emphasised to improve their motivation to attempt homework tasks. 

Based on their past successes, clients are quick to form beliefs about the purpose 

of homework tasks as well as their their ability to complete them well, which can 

motivate them to engage more (Kazantzis & Shinkfield, 2007). 

In a study surveying 77 psychotherapist across Germany about their 

clients’ barriers to completing therapy homework, Helbig and Fehm (2004) 

found that 57% of clients had doubts in their ability to complete homework 
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tasks, with additional 19% clients assumed tasks were too difficult for them to 

complete. Clients’ subjective input was not included in their study. In a large 

scale meta-analysis, Holdsworth et al. (2014) highlighted that while the literature 

is inconsistent inconclusive in terms of clients traits affecting motivation to 

engage with therapy homework, their capacity to address their own problems, 

also referred to as readiness to change, seems to mediate their motivation to 

complete their homework. However, the capacity to address problems may not 

be the same as self-efficacy, and could alternatively imply a level of readiness to 

make positive changes. 

4.5.3. Readiness to change 

Readiness to change, when applied to psychotherapy, can be traced back 

to the TransTheoretical Model (TTM), also known as the stages of change model 

(Prochaska & DiClemente, 1982). Based on positive health behaviours, this 

model assumes that the decision to change and to take actions towards a 

healthier lifestyle, occurs as a process, rather than a single event, and change is 

often not a linear process (Norcross, Krebs, & Prochaska, 2011). There are five 

main stages; pre-contemplation, contemplation, preparation, action, and 

maintenance, as illustrated in Figure 2. 
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Figure 2. The Stages of Change model, adapted from Prochaska and DiClemente 
(1982). Psychotherapy: Theory, Research & Practice, 19, 276-288 

 

According to research, for clients in therapy, most of the behavioural 

processes peak in the action stage, while cognitive processes peak in the 

contemplation and preparation stages (Norcross et al., 2011). Moreover, 

treatment outcomes are more favourable for those who begin treatment in the 

action stage, or those who begin in the preparation stage, and assumed to 

progress into the action stage (Norcross et al., 2011). The maintenance stage are 

theorised to involve less overt behavioural changes, and a less frequent use of 

acquired techniques, or skills, and more focus on prevention of relapse 

(Prochaska & Norcross, 2001). Unfortunately, most studies applying the stages 

of change on psychotherapy, focused on treatments for substance use, smoking, 

and other health behaviours rather than therapy for other psychological 

conditions, like affective disorders, anxiety disorders or OCD. 
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In their review, Holdsworth et al. (2014) concluded that readiness to 

change and readiness for treatment were predictive of clients’ engagement in 

therapy, however the authors did not specify if readiness to change was 

associated with the stage model, or the characteristics of engagement for each 

stage of readiness. A few studies have demonstrated the benefits of Motivational 

Interviewing (MI), based on the stages of change model, in improving clients’ 

motivation to engage in psychotherapy (Westra & Dozois, 2006; Westra, 

Dozois, & Marcus, 2007). In a recent review of RCT and on RCT trials, Randall 

and McNeil (2017) concluded that motivation interviewing generally improved 

clients’ acceptance of CBT for various anxiety disorders, however effect sized 

were small. Simpson et al. (2010) specifically tested the benefits of MI for thirty 

OCD clients’ adherence to ERP trials in a RCT study, and found no differences 

between the group who completed a MI intervention and those who did not, 

which may suggest MI is not as beneficial in OCD treatments as it is for treating 

other conditions. Despite these evidence, for the purpose of this research paper, 

it will be noted that MI is only somewhat related to stages of change and a more 

direct investigation of the influence of OCD patients’ current readiness to 

change status on their engagements with therapy, and with homework more 

specifically, could be useful, and perhaps help improve MI methods in the 

future. 

4.5.4. Outcome expectancy 

Another characteristic that has gained some attention in the literature as 

having a role in clients’ engagement with therapy is expectancy. Treatment 
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expectancy is the belief that the therapy would be successful in improving 

symptoms (Price & Anderson, 2012). Higher expectancy indicates a greater 

belief in the treatment rationale, its purpose and its relevance to the clients’ 

therapeutic goals (Constantino, Arnkoff, Glass, Ametrano, & Smith, 2011). 

While the role of treatment expectancy and symptom reduction is well 

established (Constantino et al., 2011; Knopp et al., 2013; Price & Anderson, 

2012; Vogel, Hansen, Stiles, & Götestam, 2006), there is little research 

relationship between outcome expectancy and engagement in homework tasks. 

It has been noted that higher expectancy of treatment outcomes was 

associated with greater intention to commit to therapy and greater homework 

compliance (Holdsworth, et al., 2014). A study by Westra et al. (2007) found 

that the relationship between treatment expectancy and treatment outcome was 

mediated by homework completion, and clients who complete more homework 

reported greater reduction in anxiety. However, this study focused on quantity of 

homework completed, as rated retrospectively by therapists, and did not assess 

expectancy of the tasks. Still, this may indicate a level of reciprocity between 

attitudes to therapy and homework engagement in terms of their perceived 

benefits. Ahmed and Westra (2009) found that higher expectancy for anxiety 

reduction predicted more confidence when approaching ERP trials, although 

their study used a sample of undergraduate students with varying symptoms of 

social anxiety, and did no assess a clinical population.  

Although the current literature is scarce and the methodology of 

assessing clients’ characteristics that may predict the how efficacious therapy 
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would be for them, it seems that self-efficacy, readiness to change, and outcome 

expectancy have either a direct or indirect effect on therapy outcomes. 

4.6. Methodological Issues with the Study of Homework Engagement  

While the use of homework assignments in CBT is a highly valued and a 

common practice, there are a few significant methodological issues with 

studying the process of homework engagement and drawing conclusions on their 

benefits. Mainly, the definition of engagement with homework, and the lack of a 

standardised way to measure compliance, have made it difficult thus far to reach 

consistency in literature. 

4.6.1. Terminology 

Finding a unified, measurable, definition in the literature for homework 

engagement, is a difficult task (Kazantzis et al., 2016 ). Holdsworth et al. (2014) 

described how therapy engagement is generally defined by motivation, 

attendance, participation, homework compliance, rapport, therapeutic 

relationship and treatment satisfaction, however, homework compliance was 

studied as part of attendance and participation in therapy, and not been a distinct 

feature. 

 The term “homework” was said to have negative associations with 

childhood classroom experiences, involving deadlines, grading, a potential 

failure, and little flexibility for modification (Nelson, 2005). Studies have used 

various concepts, like adherence, compliance, completion, and engagement, 

resulting in a somewhat loose definition of the construct and how it is 

operationalized. Homework in therapy has also been referred to in the literature 
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in many different names; between sessions tasks, between session interventions, 

behavioural assignments, self-assisted tasks, self-help assignments, therapists’ 

recommendations are some of the current variations. This paper will use the term 

homework engagement, to reflect the qualitative aspect of attending independent 

therapeutic assignments between sessions with the therapist. 

4.6.2. Measuring homework engagement. 

Although the research on homework in therapy is rapidly growing, it still 

suffers significant methodological weaknesses. Thase and Callan (2006) 

provided an overview of the status of the current trends and argued that most 

studies on homework in therapy are correlational, with little insight into the 

process of how engagement with homework affects symptoms improvement. 

Moreover, most studies rely only on the therapist’s ratings (Conklin & Strunk, 

2015). Although it was found that therapists’ ratings and clients’ ratings of 

homework compliance are not always consistent (Westra et al., 2007), and that 

therapist’s rating may be typically more predictive of homework compliance 

(Mausbach et al., 2010), it would be vital to explore the issues involved with 

homework engagement from the clients’ perspective in greater depth. 

Another significant weakness in the assessment of homework 

engagement, is that research between 1980-2008 almost exclusively focused on 

the amount of homework completed, i.e., the quantity of homework, rather than 

the quality of clients’ engagement with homework (Conklin & Strunk, 2005; 

Kazantzis et al., 2010; Kazantzis et al., 2016; Thase & Callan, 2006). Kazantzis 

et al. (2016) argued, that while the majority of studies focused on the benefits of 
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homework completion vs. partial or non-completion, the quality of homework 

engagement is linked more closely with treatment efficacy. For example, a client 

could engage in exposure trials superficially, without an emotional engagement, 

which would reduce the chance of habituation (Kazantzis et al., 2016). While 

their meta-analysis concluded both quality and quantity homework completion 

indicators enhance treatment outcome, Kazantzis et al. (2016) call for a more 

particular and sensitive evaluation of the client beliefs about therapy homework 

as well as other client factors affecting quality of engagement with homework.   

Not enough is known about the level of effort clients dedicate to their 

homework, and other relevant skills they may have gained by engaging with 

tasks that were not fully completed. Those other skills, insights, or habits, may 

equip clients with tools to manage their symptoms more effectively, enhancing 

their progress in therapy and maintaining the benefits thereafter. Moreover, it 

was argued that quality assessment of homework is likely to be more closely 

linked to therapeutic benefits of interventions than quantity measures (Kazantzis 

et al., 2010; Neimeyer & Faixas, 2016), suggesting that homework engagement 

should be assessed more holistically.  

Another significant measurement issue is that most research is based on a 

retrospective evaluation of homework completion, rated by therapists, typically 

at the end of treatment (Conklin & Strunk, 2015). In their review, Kazantzis et 

al. (2004) revealed that 9 of the 23 studies used only post-treatment ratings. 

They argued that results based on those ratings could be confounded, as greater 

post-treatment improvement of symptoms may result in an inflation of the 
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reporting of clients’ engagement. Moreover, in more practical terms, failing to 

assess homework compliance on a more regular, session-by-session, basis, 

would not allow for an effective adjustment of homework tasks, which could 

improve the efficacy of the treatment overall (Kazantzis et al., 2004), raising 

questions on the validity of the conclusions made even when studies directly 

research the effects of homework engagement on treatment outcomes. 

The simplicity of assessing homework engagement has also been a 

weakness. Homework compliance measures often include a single item likert-

scale response item (Kazantzis et al., 2004). Cronklin and Strunk (2015) noted 

that homework tasks have been measured in an overly generalised way, 

overlooking within-patient variability in approaching homework tasks and the 

various benefits derived from completing them. As argued by Cammin-Nowak 

et al. (2013), homework assignments are most effective for therapy when 

individually tailored to clients’ symptoms. Inevitably, this leads to the lack of a 

standardised regime for homework administration. The large-scale literature 

reviews and meta-analyses conducted thus far on the benefits homework 

engagement may have for different symptoms being treated. There would be 

some variation in the treatment approach and intervention used, which means 

that different homework tasks are assigned.  

 Overall, Kazantzis et al. (2004) found that only four out of 32 papers 

they reviewed had used the same homework measure, the measure in the rest of 

the studies was varied. Mausbach et al. (2010) stated that this methodological 

inconsistency comes down to how homework compliance, or engagement, is 
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being defined. As research emerges, and flaws are being discussed and 

addressed, the definitions and the operationalization of homework engagement 

have become more unified. In the past decade, more comprehensive measures 

were constructed, accounting for both quantity and quality of homework 

completion, as well as other factors that may influence clients’ engagement with 

between session tasks (Kazantzis et al., 2016). One such attempt in constructing 

a more holistic measure for homework attitudes in CBT is the Homework Rating 

Scale (HRS) (Kazantzis et al. 2004), which will be used in this study. 

4.6.2.1. The Homework Rating Scale (HRS II). 

Taking into consideration the observed limitations in measuring 

homework compliance, Kazantzis et al. (2004) constructed a new scale, called 

the Homework Rating Scale (HRS). The HRS is a 12-item 5-point likert-scale 

client’s self-report questionnaire assessing three elements of homework; 

engagement, beliefs, and consequences. The HRS distinguishes between quality 

and quantity of homework completion, and includes evaluations of the costs and 

benefits of completing homework, and client’s understanding and acceptance of 

the task. The HRS has been revised, and after reversing two of the 12 items, it 

was called the HRS II. The HRS II provides an assessment of the process of 

engaging with homework and clients’ positive attitudes towards homework tasks 

in therapy. To date, the HRS II has not yet gained much empirical support, 

however, its application in research and practice is a significant stepping stone 

towards a more comprehensive conceptualisation of the processes involved in 

the planning, completing and reviewing homework in therapy.   
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4.7. Homework Compliance and Treatment Outcome – Empirical Findings 

Although the methodological processes in studying homework 

engagement are still being refined, few studies have investigated the relationship 

between homework completion and treatment outcome.  

In their comprehensive meta-analysis of the literature on homework in 

CBT, Kazantzis et al. (2000) established that homework compliance facilitates 

improvement in therapy. They reviewed 27 studies involving 1702 clients, and 

as opposed to most earlier studies, were the first to clearly focus on homework 

completion, and not just on the use of homework in therapy as a predictor of 

treatment outcome. Consequentially, when considering only studies assessing 

compliance with homework, Kazantzis et al. (2000) found only small to 

moderate effect sizes (r=.22), which was weaker than the effect sizes previously 

found for the effects of homework use and outcome. This means that the level of 

clients’ engagement with the assigned therapy homework plays a role in 

moderating the benefits of therapy. 

In a later review, Kazantzis, Whittington et al. (2010) extended Kazantzis 

et al.’s (2000) findings. They included 46 carefully selected studies, with a total 

sample of 1,072 clients, with the inclusion of RCT, comparing treatment 

outcome between groups that completed homework, and groups that did not 

complete homework. Similar small to medium effect sized were reported, which 

led the authors to recommend a closer assessment of different types of 

homework and the inclusion of qualitative aspects of homework compliance like 

skill acquisition, rather than focusing on quantity of homework completed.  
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Unfortunately, both Kazantzis et al. (2000) and Kazantzis, et al.’s (2010) 

meta analyses did not attempt to distinguish between the effect of homework 

compliance in therapies for different disorders. CBT interventions vary when 

designed for different symptoms, and clients’ symptomology is likely to affect 

their approach to homework tasks, therefore a generalised analysis, although 

valuable, has limited clinical implications. Moreover, factors predicting clients’ 

motivation to engage with homework was not the focus of the above reviews. 

Only a few studies tried to investigate potential moderating factors in the 

relationship between homework compliance and treatment outcome. Mausbach 

et al. (2010) attempted to distinguish between effects of homework engagement 

in treatments for primary anxiety compared to depression, and substance abuse, 

but found no significant differences. Rees, Mcevoy, and Nathan (2005) 

attempted to assess the effects of the amount of homework completed and the 

quality of homework completion on treatment outcome among 95 clients treated 

for anxiety and depression. They found that both quantity and quality homework 

completion, were positively associated with improvement in anxiety, depression, 

and quality of life, which were maintained at a one month follow up. Other 

experts suggested that the initial extent of homework compliance early in 

therapy has a positive effect on clients’ engagement with the remaining of the 

therapy (Conklin & Strunk, 2015). Westra et al. (2007) found similar effects, 

and suggeted that enegament in homework led to syptom reduction which then 

led to further engagement with the therapy possibly due to symptom reduction. 
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However, no further studies investigated the mechanisms through which 

homework engagement enhances further engagement in therapy.  

Studies assessing the benefits of homework compliance in the treatment 

of depression specifically found that those who were more compliant with 

homework, reported less severe depression at the end of therapy (Bryant et al., 

1999; Burns & Spangler, 2000; Detweiler & Whisman, 1999). Burns and 

Spangler (2000) added that the severity of the mood disorder did not moderate 

this link. Unfortunately, there is much less literature on the effects of homework 

engagement on treatment outcome among OCD clients, except findings from a 

few earlier studies, which may not reflect our current understanding of the 

unique features of homework compliance, which is somewhat distinguished 

from treatment compliance (Holdsworth et al., 2014; Kazantzis et al., 2010) 

Abramowitz, Franklin, Zoellner, and DiBernardo (2002) assessed the 

effects of compliance with OCD treatment outcomes using 4 measures of 

compliance:  in-session exposure, understanding of ERP rationale, homework 

exposure, and self-monitoring of rituals. They found that although all elements 

of compliance, except for self-monitoring of rituals were associated with 

treatment efficacy, when accounting for the inter-correlations between the 

elements, only understanding of ERP rationale significantly predicted OCD 

symptom reduction. 

4.8. Summary and Discussion 

Homework assignments have always been an integral component of 

psychotherapy, and particularly in CBT. Although both therapists and clients 
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report having positive attitudes about integrating homework in therapy, there is 

consensus yet on a universal model for planning, assigning and reviewing 

clients’ engagement with homework. Only a few studies so far attempted to 

identify clients factors that may influence clients’ motivation to engage with 

homework tasks. Self-efficacy, outcome expectancy, and readiness to change 

seem to be associated with homework compliance, with findings on depressive 

symptoms on compliance inconclusive. Despite methodological weaknesses in 

the study of homework engagement, and lack of focus on OCD treatments, the 

literature provides sound empirical evidence that greater engagement with 

homework in therapy enhances positive outcomes from therapy. 

PART II – Empirical Studies – Homework in online CBT for OCD 

CHAPTER 5 – Study 1 – The Relationship between Client’s Characteristics 

and Engagement in Homework 

5.1. Introduction  

CBT was first designed as treatment for depression, however it was later 

extended as an efficacious treatment to other psychological symptoms and 

disorders, including OCD (Dobson & Dozois, 2010). One of the more unique 

features of OCD is the collaboration between the therapist and the client and the 

active role clients commit to within their own therapy (Beck & Dozois, 2011; 

Beck et al., 1979). 

To support and enhance the therapy process, clients are encouraged to 

engage in therapeutic activities between session and complete homework tasks. 

While homework in therapy is not an exclusive element of CBT, the process of 
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assignment of homework is generally more supported, and more regularly 

practiced by CBT oriented therapists (Fehm & Kazantzis, 2004; Kazantzis & 

Deane, 1999; Kazantzis et al., 2005). Clients’ independent work between 

sessions provides them with opportunities to expand their new skills, gain more 

insights into their symptoms (Beck et al, 1979; Nelson, 2005), become their own 

therapists (Neimeyer & Feixas, 2016), and collect information to bring back to 

therapy sessions and assist therapists in refining the treatment plan (Beck et al., 

1979).  

There is growing empirical evidence for the benefits of engaging in 

homework between the therapy sessions for the overall efficacy of the therapy 

(Burns & Spangler, 2000; Cronin et al., 2015; Kazantzis et al., 2010; Mausbach 

et al., 2010; Rees, Mcevoy, & Nathan, 2005), however, insights into predicting 

clients’ levels of engagement with homework in therapy, their motivation, and 

the obstacles they experience when attempting homework, is limited. Studies 

have found that certain characteristics of the therapist and features of the 

homework task, influence clients’ homework compliance (Bryant et al., 1999; 

Cronin et al., 2015; Dattilio et al., 2011; Haarhoff & Kazantzis, 2007; Kazantzis 

et al., 2004). Yet, the literature into the client’s factors, or characteristics, that 

may influence their attitudes towards homework, how they approach homework, 

and how much they would engage, is almost absent from the literature (Fehm & 

Mrose, 2008; Scheel et al., 2004).  

Even less is known about homework behaviours in research focusing on 

psychotherapy for OCD. While there is a growing body of research around the 
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effects of adherence to therapy interventions, such as ERP, on treatment 

outcomes (Mckay et al., 2004; Olatunji et al., 2015; Ponniah et al., 2013; 

Simpson et al., 2011), only a small number of studies looked into possible 

factors that may influence clients’ motivation to be more engaged with 

therapeutic intervention and even less empirical evidence is available on OCD 

patients’ engagement in independent between-session homework, without the 

presence of a therapist.  

This is of particular importance as the dropout rates among OCD patients 

have been recorded as higher than 30%, a proportion which peaks when the 

trials of the ERP interventions commence (Abramowitz et al., 2005; Ong et al., 

2016; Öst et al., 2015; Pozza & Dèttore, 2017). Therapeutic homework tasks are 

designed to be confronting, and tend to be even more anxiety provoking when 

attempted without the presence of the therapist. It would therefore be essential to 

explore factors that could improve clients’ motivation to engage with their 

homework, to optimise their chances of gaining the most benefits of their 

treatment. 

A few studies that have looked into demographic factors and their 

association with homework compliance, concluded that age, education level, 

therapist’s empathy and number of therapy sessions completed were not 

associated with homework compliance (Bryant et al., 1999; Fehm & Mrose, 

2008; Holdsworth et al., 2014). Findings on the influence of the severity of the 

baseline symptoms (Scheel et al., 2004; Westra, 2011) and particularly baseline 
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depressive symptoms (Bryant et al., 1999; Holdsworth et al., 2014) on treatment 

and homework engagement have produced mixed results. 

Some studies indicated the role of self-efficacy, in potentially influencing 

clients’ motivation to engage with homework. Helbig and Fehm (2004) found 

that 57% of clients had doubts in their ability to complete homework tasks, with 

additional 19% clients assumed to believe tasks were too difficult for them to 

complete. However, these findings were based on retrospective ratings of 

therapists with no input from clients.  

Kazantzis and Shinkfield (2007) explained how clients’ motivation to 

part take in a homework activity is largely determined by their past successes 

and their perceived ability to endure the challenges of a given task. Although 

theoretically plausible, no empirical evidence supported this idea. Holdsworth et 

al. (2014) emphasised that clients’ capacity to address their own problems, 

which is similar to self-effiacy, served as a mediator for motivation to engage 

with treatment. However engagement with homework was not looked at 

separately to other elements of general treatment engagement, like attendance 

and commitment.  

Client’s expectancy for positive changes from therapy, or outcome 

expectancy, has also been noted as a possible predictor of engagement (Addis & 

Jacobson, 2000; Westra et al., 2007). There is a sound empirical basis for the 

assumption that treatment expectancy predicts symptom reduction (Constantino 

et al., 2011; Knopp et al., 2013; Price & Anderson, 2012; Vogel, Hansen, Stiles, 
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& Götestam, 2006). However, the relationship between outcome expectancy and 

engagement in homework tasks has not been the focus in much research.  

Holdsworth, et al. (2014) noted that higher expectancy of treatment 

outcomes was associated with greater intention to commit to therapy and greater 

homework compliance. Westra et al. (2007) found homework completion 

mediated the relationship between treatment expectancy and treatment outcome, 

and clients with high expectancy who completed more homework reported 

greater reduction in anxiety. However, this study focused on quantity of 

homework completed, and ratings were made retrospectively by the therapists. 

Ahmed and Westra (2009) found that higher expectancy for anxiety 

reduction predicted more confidence when approaching ERP trials. However, 

their study used a sample of undergraduate students with varying symptoms of 

social anxiety, rather than a clinical sample of clients that are in treatment. No 

studies have yet to focus on the expectancy clients hold from homework tasks, 

as opposed to treatment outcome expectancy, and how this may affect their 

motivation to engage with the tasks. 

Readiness to change is another factors that may be associated with clients 

motivation to engage in homework. Based on the stage of change model 

(Prochaska & DiClemente, 1982), clients in the action and the preparation stage 

are assumed to be more active in their therapy than clients in the maintenance 

stage, where the focus is on relapse prevention with less intense active 

participation in creating change (Norcross et al., 2011; Prochaska et al., 2013). 

Unfortunately, most of the evidence on motivation to engage is based on 
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substance abuse and treatment of medical conditions. Studies applying the stages 

of change model on psychotherapy mainly concentrate in the success of 

motivation interviewing (MI) (Westra & Dozois, 2006).  

Randall and McNeil (2017) concluded that motivational interviewing 

improved clients’ acceptance of CBT for various anxiety disorders, however 

effect sized were small. Among OCD clients however, Simpson et al. (2010) 

found that MI did not significantly improve later adherence to ERP trials. Still, it 

remains unclear whether readiness to change could be a reliable predictor of 

engagement in therapy, and/or homework.  

Overall, the empirical support for the factors predicting clients’ 

homework attitudes and engagement with homework is still in its infancy 

(Scheel et al., 2004). Considering the generally positive attitudes reported by 

both clients (Fehm & Kazantzis, 2004; Fehm & Mrose, 2008) and therapists 

(Dattilio et al., 2011; Fehm & Kazantzis, 2004; Kazantzis & Deane, 1999; 

Kazantzis et al., 2005) on the utilisation and benefits of homework assignments 

in therapy, and the empirical evidence highlighting their therapeutic benefits 

(Blagys & Hilsenroth, 2002; Kazantzis & Dattilio, 2010; Mausbach et al., 2010), 

it would be essential to gain a better understanding of the factors that improve 

clients’ attitudes towards therapy homework tasks, as well as the factors that 

may predict their level of engagement with those tasks. A clearer insight into 

how to optimise clients’ motivation to engage would assist in the improving the 

efficiency of the process of integrating homework into CBT, in a way that 
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matches clients’ profile, and to develop an overall more efficacious treatment 

plan. 

5.2. Aim and Hypotheses 

This study aims to explore how certain clients’ characteristics may 

predict homework attitudes and homework engagement in CBT for OCD, using 

a sample of individuals with OCD undergoing a 12-week online therapy 

program. It was hypothesised that OCD clients who report higher general self-

efficacy, higher task-specific self efficacy, and higher task-specific outcome 

expectancy, will report more positive attitudes towards the tasks, complete a 

greater quantity of their homework, make more effort completing their 

homework, and engage more often with their homework, than those with lower 

self efficacy and outcome expectancy.  

It was also hypothesised that clients would be more likely to have 

positive attitudes towards homework and engage more in homework for clients 

if they were either in the stage of planning, or action, compared to being at the 

stages of contemplating and maintenance. Finally, it was hypothesised that 

current depressive symptoms and OCD symptom severity would be involved in 

predicting homework attitudes and engagement. 

5.3. Method 

5.3.1. Participants 

The sample was comprised a total 49 participants, 29 females (59%), 18 

males (37%), and additional two that have not recorded their gender, ages 
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ranged between 19years to 60years for females (M=33.48, SD=10.49), and 

between 19years to 61years for males (M=37.56, SD=13.04).  

Of the total sample for this study, excluding two participants who did not 

provide details, 20 (42%) reported not taking psychiatric medication months, 

while 28 (58%) reported using medications in the last 12 months. Of those 

taking medications, there were 17 participants (61%) taking SSRIs, with the rest 

varying between SNRI, Tricyclic Antidepressants, antipsychotics, 

benzodiazepine and others. In the past 12 months, 29% of participants have seen 

a psychologist once or twice in the past 12 months, three participants were 

seeing a psychologist more regularly, and 65% have not seen a psychologist at 

all. 

Most participants completed a bachelor degree (46.9%), fifteen 

completed high school (30.6%), and 8 completed a post graduate degree 

(16.3%). One participant did not complete high school and two did not report 

their education level. There was a near-equal distribution between those with 

and without a life partner, with 22 (44.9%) reporting being married or living 

with someone, 19 (38.8%) never married, two separated, one divorced or 

separated, one widowed, and four did not report their marital status. 

All participants were recruited from an ongoing RCT for online CBT 

program for OCD called “e-STOP”. The trial participants were referred by their 

local doctor, treating therapist, or by self-referral through advertisements, to a 

website (anxietyonline.org.au) which offered a 12-week online therapy program 

for OCD, with a weekly contact with a therapist via e-mail exchange. 



	
	
	
	
	
	

	

72	

Participants registering to the program were offered to take part in the research 

study. Of 1,298 individuals who registered, 238 agreed to participate in a 

randomised-control trials (RCT) for either OCD treatment program, or 

progressive relaxation therapy (PRT), followed by the OCD treatment program. 

For more details on the procedures see Kyrios et al. (2014). All participants in 

this study were randomised to the CBT group as part of the trial. 

5.3.2. Measures 

The Task-specific Self Efficacy (TSE) scale was constructed specifically for 

the current study based on the GSE (Schwarzer & Jerusalem, 1995). The scale 

has a total of 33 items organised in three different subscales, corresponding to 

three homework tasks, containing 11 items each. A statement before each 

subscale indicated which homework task the following items refer to (see 

Appendix A). Clients were asked to rate statements such as “I was confident in 

my ability to do it properly”, and “I believed I could handle barriers if they 

occurred”, on a 5-point likert scale from 0 = “Not relevant/Did not attempt”, 

1=”Not at all true” to 4= “Exactly true”. Four items were reversed-scored to 

prevent automatic responding. The correlation between the TSE-total and the 

GSE in this study was found to be moderate (r=.49) 

The Task Outcome Expectancy (TOE) scale was constructed 

specifically for the current study. The scale has a total of 33 items organised in 

three different subscales, corresponding to three different homework tasks and 

containing 11 items each. A statement before each subscale indicated which 

homework task the following items refer to (see Appendix A). Clients were 
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asked to rate statement like. “I believed completing it would be an important 

step towards achieving my goals” on a 5-point likert scale from 0 = “Not 

relevant/Did not attempt”, and 1= “Not at all true” to 4= “Exactly true”. Three 

items in each subscale were reverse-scored to prevent automatic responding  

The General Self Efficacy Scale (GSES: Schwarzer & Jerusalem, 1995) 

was used to measure participants’ GSE (see Appendix A). The GSE scale is a 

self-administered 10-item scale designed to measure individuals’ perceived self-

efficacy in coping with stressful events. Participants rated the degree to which 

they believe themselves to be competent in coping with challenges on a 4-point 

likert scale ranging from 1=“not at all true” to 4=“exactly true”. Items include 

statements like “I am confident that I could deal efficiently with unexpected 

events” and “I can always manage to solve difficult problems if I try hard 

enough”. The GSE has been translated from German to 28 languages, with 

cross-cultural studies generally reporting sound internal consistency values 

(α=0.75-0.91; Scholz et al., 2002). The GSE was found to have good convergent 

validity with scales of optimism, satisfaction with work, and self-esteem, with 

satisfactory discriminant validity coefficients of r=–0.42 to r=–0.52 with 

depression measures, and r=–0.43 to r=–0.60 with anxiety (Schwarzer, Babler, 

Kwiatek, & Schroder, 1997).  

Stages of Change was assessed by asking participants to indicate what 

best describes them in terms of making positive changes towards treating their 

OCD symptoms. The questionnaire was based on the TransTheoretical Model 

(TTM; (Prochaska & DiClemente, 1982), originally designed as a model for the 
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process of health behaviours to assess readiness to make health changes. Clients 

were asked to choose one of the following: 0 (pre-contemplation)=“I have not 

really considered making any changes in my life to improve my OCD 

symptoms. I have not considered engaging in what internet-based psychological 

treatment requires.”, 1(contemplation)=“I have been thinking about making 

some changes in my life to improve my OCD symptoms. I’m still weighing up 

the pros and cons of engaging in the requirements of internet-based 

psychological treatment.”, 2 (preparation)=“I fully intend to make some changes 

in my life to improve my OCD  symptoms; I am making plans to engage in the 

requirements of  internet-based psychological treatment.”, 3(action)=“I am 

actively trying to make some changes in my life to improve my OCD  

symptoms”; “I am currently trying to engage in the requirements of  internet-

based psychological treatment”, and 4(maintenance)=“I have already made some 

changes in my life to improve my OCD symptoms”; “I am now trying to 

maintain my commitment to engage in the requirements  of internet-based 

psychological treatment.” 

The client version of the Homework Rating Scale – Revised Version 

(HRS-II; Kazantzis, et al., 2005) was used to assess clients’ attitudes with 

therapy homework tasks. The HRS-II is a 12-item self-report questionnaire 

assessing various homework related elements. It is comprised of three subscales; 

engagement, beliefs, and consequences, based on theoretical and empirical 

research on homework in CBT. Each item is answered on a 5-point likert scale 

ranging from 0=“not at all” to 4=“extremely/completely/extensively” (see 
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Appendix A). The engagement subscales reflects the extent to which clients 

completed their homework tasks (quantity and quality), how difficult they 

though the tasks were and obstacles they experienced. The belief subscale 

includes items associated with the process of planning and assigning homework 

task, such as clients’ understanding of the homework’s instructions, goals, and 

rationale. The consequences subscale assessed the perceived beneficial outcomes 

from engaging in homework tasks, in terms of mastery, pleasure, and progress in 

therapy. The internal consistency reliability was found to be moderate to high for 

the subscales; engagement (α=.81), beliefs (α=.75), and consequences (α=.80), 

and high for the total HRS-II scale (α=.89) (McDonald & Morgan, 2013). 

The QQF homework engagement measures were constructed for the 

purpose of this study to assess aspects of quantity, quality, and frequency of 

clients’ practical engagement with homework tasks. Participants were asked to 

rate on a 7-point likert scale “how much homework tasks do you think you were 

able to complete?” (quantity); “How much effort do you think you have put into 

the homework tasks?” (quality), and “How often did you engage in your 

homework assignments”? (frequency). Response options for the quantity and 

quality items were 0=”0-10%”, 1=”10-20%”, 2=”20-40%”, 3=“40-60%”, 4=”60-

80%”, 5=”90%”, and 6=”100%”. The responses for the frequency item ranged 

from 0=“Daily” to 7=“Never” (see Appendix A). 

The Depression, Anxiety and Stress Scale 21 (DASS21; Lovibond & 

Lovibond, 1995) is the short version of the original 42-items self-report measure, 

and was used to measure levels of emotional distress over the past seven days. 
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The DASS is comprised of three subscales; depression, anxiety, and stress, 

however, this study only used the depression subscale (α=.85) and the anxiety 

subscale (α=.81) (Osman et al., 2012). The depression subscale included seven 

items, such as “I couldn’t experiences any positive feeling at all” and “I felt I 

wasn’t worth much as a person”. Examples from the seven items in the anxiety 

subscale are “I was worried about situations that in which I might panic and 

make a fool of myself”, and “I felt scared without any good reason”. Items were 

rated on a 4-point scale of 0=“did not apply to me at all” to 3=“applied to me 

very much, or most of the time”. Sound convergent validity values (between 

r=.50 and r=.80) were reported for the DASS21 scales and measures like the 

Beck Depression Inventory, Beck Anxiety inventory, the Mood and Anxiety 

Symptom Questionnaire90 (MASQ-90), and the Perceived Stress Scale (Osman 

et al., 2012). 

The Yale-Brown Obsessive Compulsive Scale (YBOCS; Goodman, et 

al., 1989) was used to measure OCD symptoms’ severity. The YBOCS is either 

a self-report or a semi-structured interview measure comprised of 5 items on the 

severity of obsessions (e.g. “how much distress do your obsessive thoughts 

cause you”), 5 items on the severity of compulsions (e.g. “how much did your 

compulsive behaviours interfere with your social or work functioning”), and two 

items assessing general severity. Clients’ responses were recorded on a 5-point 

likert scale, corresponding to each item with the time spent, degree of 

interference, distress, resistance, and perceived control over symptoms from 0 

indicating no symptoms to 4 indicating extreme symptoms.  
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5.3.3. Procedure 

 This study was conducted as part of a larger research project of a 

randomised controlled trial assessing an internet-based cognitive behavioural 

therapy program for OCD, called “STOP”. Kyrios et al. (2014) detail the overall 

trial’s procedure, recruitment, and treatment conditions associated with the 

project. This study only used a sample of clients completing the active 

intervention condition, a 12 week therapy for OCD. Relevant to the current 

study, after signing an informed consent form (see Appendix B), clients were 

asked to complete a self-report online questionnaire before commencing the 

STOP program. This initial questionnaire included demographic questions, 

DASS21, the YBOCS checklist, the GSES, and the stages of change item. At the 

end of week 4 and week 8 of their treatment, participants were asked to complete 

another questionnaire battery, which included the TSE, the TOE, the QQF, and 

the HRS-II scales. Questionnaires were also administered at the end of the 12 

modules, and included the DASS21, the TSE, TOE, HRS-II, and a post-

treatment semi-structured clinical interview of YBOCS over the phone. 

Participants were contacted by e-mailed throughout the study to remind them to 

complete the questionnaires. 

5.4. Results 

The data was analysed using SPSS version 23, 24, and 25 for Windows. 

The total scores for GSE, TSE, TOE scales, the DASS21 depression scale 

(DASS-D), and the three HRS-II sub-scales, were calculated. First, a preliminary 

analysis was performed, assessing the internal consistency of the newly 
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constructed scales, and the inter-correlations between the variables. A linear 

regression, and a binary logistic regression were performed to predict homework 

attitudes and homework engagement respectively by GSE, TSE and TOE. A 

one-way Analysis of Variance (ANOVA), and a Chi-square test were calculated 

to predict homework attitudes and homework engagement by stage of readiness 

to change.  

5.4.1. Preliminary analysis 

  In a preliminary analysis, the internal consistency of the newly 

constructed scales (TSE and TOE) and the HRS-II was tested and the inter-

correlations between the analysed variables were calculated.  

5.4.1.1. Reliability  

 The internal consistency between items was calculated for each of the 

three sets of 11 items used for the TSE and the TOE scales. The Cronbach alpha 

coefficients were found to be moderate for the three TSE scales (α=.78 to 

α=.87), with a very good internal consistency for the total scale (n=33, α=.92). 

The Cronbach alpha coefficients were found to be moderate for the TOE 

subscales  (α=.83 to α=.87), with a moderate-high internal consistency for the 

total scale (n=33, α=.89). The Cronbach Alpha for the HRS-II subscales was 

also calculated and was low, but acceptable for the engagement subscale (n=4, 

α=.71), moderate for the beliefs subscale (n=5, α=.85), and low but acceptable, 

for the consequences subscale (n=3, α=.73). 
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5.4.1.2. Correlation coefficients  

 The Pearson’s r inter-correlation coefficients between the clients’ 

characteristics and homework measures were calculated and presented in Table  

Table 1 
Means, SDs, and Inter-Correlations Coefficients for HRSII Subscales, QQF 
Items, and Clients’ Characteristics (N=47) 
 M SD TSE TOE GSE DASS-D OCD 
HRSII 
     Engagement 
 

 
9.61 

 
3.00 

 
.70** 

 
.06 

 
.30* 

 
-.51** 

 
-.47** 

     Beliefs 
 

14.21 5.07 .41** .45** .30 -.03 -.01 
     Consequences 
 

6.21 2.67 .48** .23* -.04 -.33* -.33 
     Total 
 

30.06 8.49 .64** .39** .11 -.31* -.28 
QQF 
    Quantity 
 

 
2.53 

 
1.25 

 
.43** 

 
.18 

 
.04 

 
-.02 

 
-.06 

    Quality 
 

2.38 1.26 .34* .21 .01 .03 .07 
    Frequency 
 

1.64 .90 .30** .20 -.12 .15 .18 
TSE 
 

78.79 17.61 - .29* .49** -.52** -.32* 
TOE 
 

90.11 16.00  - .07 .13 .14 
GSE 
 

27.02 5.44   - -.47** -.21 
DASS-D 
 

7.02 5.43    - .51** 
OCD 20.83 7.60     - 
*   Pearson’s correlation sig at the level of p<.05 
** Pearson’s correlation sig at the level of p<.01 

 

As seen in Table 1, Homework attitudes for HRS-II were around the 

middle range, considering the possible ranges for Engagement (0=16), Beliefs 

(0-20), and Consequences (0-12). The QQF measures were low relatively to the 

potential range of 0-6 for each subscale. There were moderate to strong positive 

correlations between TSE and the HRS-II subscales with the strongest 

relationship observed with the engagement subscale. TSE had weak to moderate 

positive correlations with the QQF homework engagement items. 
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TOE was not significantly correlated with the engagement HRS-II 

subscale, but it was moderately correlated with the beliefs subscale, and weakly 

correlated with the consequences subscale, both correlations were positive. GSE 

did not significantly correlated with the beliefs and consequences HRS-II 

subscales, or the QQF scales, but had a weak positive correlation with the 

engagement HRS-II subscale. Finally, both pre-treatment DASS-D and OCD 

symptom severity had a moderate negative correlation with the engagement 

HRS-II subscale, and no significant correlation with any of the QQF items. The 

DASS-D also had a weak negative correlation with consequences. 

5.4.2. Linear regression analysis predicting HRS-II  

Prior to entering the variables into the linear regression model, the 

residual scatterplots were examined and following Tabachnick and Fidell’s 

(2007) recommendations, it was determined that the assumptions of normality, 

linearity, multi-culinearity and homoscedasticity were met. Variables were 

entered into the regression model in a single step, the results are summarised in  

Table 2.  
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Table 2 
Regression Analysis Summary for Client’s Characteristics Predicting HRS-II 
Subscales 
HRS II 
Subscale 

Variable B SE  B β t p 

       

Engagement TSE .11 .02 .67 5.06 .000 
 TOE -.02 .02 -.92 -.81 .42 
 GSE -.06 .07 -.11 -.94 .35 
 DASS-D -.06 .07 -1.0 -.76 .45 
 YBOCS -.09 .05 -.22 -1.89 .07 

 adjusted R2=.54, F(5,41)=11.69, p<.001 
       

Beliefs TSE .127 .05 .44 2.71 .01 
 TOE .12 .04 .37 2.64 .01 
 GSE -.13 .14 -.14 -.96 .34 
 DASS-D .15 .15 .17 1.01 .32 
 YBOCS .00 .10 .01 .04 .97 

adjusted R2=.31, F(5,41)=5.20, p=.001 
       

Consequences TSE .07 .02 .49 3.21 .00 
 TOE .05 .02 .32 2.50 .02 
 GSE -.17 .07 -.35 -2.56 .01 
 DASS-D -.00 .08 -.01 -.05 .96 
 YBOCS -.09 .05 -.24 -1.80 .80 

adjusted R2=.40, F(5,41)=7.15, p<001 
       

Total TSE .32 .07 .65 4.81 .000 
 TOE .15 .62 .29 2.48 .02 
 GSE -.36 .19 -.23 -1.9 .06 
 DASS-D .92 .22 .06 .43 .67 
 YBOCS -.17 .14 -.15 -1.26 .22 

adjusted R2=.52, F(5,41)=10.80, p<001 
* Bold figures represent statistics significant at the level of p<.05 

 As can be seen from the regression analysis, all four models, predicting 

the HRS-II subscales and HRS-II total scores were significant, meaning the IVs 

entered into the model successfully predicted homework attitudes. On a closer 

look, engagement was significantly and positively predicted by TSE, but not the 

other clients’ characteristics, with the overall model explaining 54% of the 

variance in the HRS-II engagement subscale. The beliefs subscale was 

significantly and positively predicted by TSE, and TOE, but not the other 
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clients’ characteristics, with the overall model explaining 31% of the variance in 

the HRS-II beliefs subscale. The consequences subscales was significantly and 

positively predicted by TSE, TOE, and negatively predicted by GSE, but not by 

the DASS-D or the YBOCS, with the overall model explaining 40% of the 

variance in the HRS-II consequences subscale. It is important to highlight that 

there was a potential suppression effect for GSE, as indicated by its significant 

correlation with TSE, TOE, and the DASS, however, no observed direct 

correlation with the consequences subscale. However, when those variables were 

held constant in the regression analysis, GSE appeared to be a significant 

predictor of consequences.  

Overall, the total HRS-II was significantly predicted by TSE and TOE, 

explaining 52% of the variance in the HRS-II total score. The DASS-D and the 

YBOCS did not add a unique predictive value to the HRS-II subscales or total 

score. 

5.4.3. Logistic binary regression analysis predicting QQF 

To test the hypothesis that quantity, quality, and frequency of homework 

completion can be predicted by clients’ characteristics, the single-item variables 

of the QQF were split into two groups of “high” and “low” as close as possible 

to the median score. Three Logistic Binary regression analyses was performed, 

one for each QQF variable, with the clients’ characteristics as predictors. The 

analyses summaries are presented in Table 3. 
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Table 3.  
Binary Logistic Regression Analysis Summary for Client’s Characteristics 
Predicting QQF  
QQF Variable B S.E. Wald sig Exp(B) 95% CI 
       LL    UL 
Quantity TSE .05 .03 3.19 .07 1.05 1.00 1.14 
 TOE .01 .02 .26 .61 1.01 .96 1.05 
 GSE -.04 .08 .29 .59 .96 .77 1.07 
 DASS-D .08 .08 .87 .35 1.08 .86 1.16 
 YBOCS -.06 .05 1.39 .24 .94 .86 1.12 
 constant -2.6 2.7 .95 .33 .07   
 Nagelkerke R2=.14 (not sig.) 
         

Quality TSE .41 .03 2.45 .12 1.04 .99 1.12 
 TOE .01 .02 .32 .58 1.01 .96 1.05 
 GSE -.08 .07 1.37 .24 .92 .77 1.06 
 DASS-D .05 .08 .39 .53 1.05 .87 1.18 
 YBOCS .01 .05 .03 .86 1.01 .93 1.20 
 constant -2.32 2.63 .78 .38 .10   
 Nagelkerke R2=.20 (not sig.) 
        

Frequency TSE .07 .03 5.07 .02 .85 1.02 1.19 
 TOE .01 .02 .24 .62 1.07 .96 1.06 
 GSE -.65 .08 3.84 .05 1.01 .62 .95 
 DASS-D .12 .09 1.71 .19 1.12 .94 1.30 
 YBOCS .03 .05 .29 .59 1.03 .83 1.09 
 constant -3.51 2.92 1.44 .23 .03   
 Nagelkerke R2=.32 (not sig.) 
        

Note: quantity:    low n=20, high n=29;  
    quality:      low n=22, high n=27;  
    frequency: low n=22, high n=27 

 

As seen in Table 3, none of the three QQF variables was significantly 

predicted by clients’ characteristics, the three regression models were not 

significant. TSE alone had a unique contribution to explaining the variance in 

the frequency of homework engagement when controlling for the other 

predictors, for every increased unit in TSE, there was a reduction of 15% on 

average in the odds for high frequency homework engagement.  
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5.4.4. One way ANOVA comparing HRS-II subscales between stages 

of change 

To test the assumption that people in the preparation stage and the actve 

stage of change would be more likely to have positive attitudes towards 

homework than clients in the contemplation and the maintenance stages, a one-

way ANOVA for the HRS-II subscales as the DVs was performed. Levene’s test 

of homogeneity of variances indicated that equality of variances could be 

assumed for all HRS-II subscales and the HRS-II total. As there was only one 

person identifying with the contemplation stage, it was excluded from the 

analysis.   The Means, SDs, and ANOVA model summaries are presented in 

Table 4. 

Table 4 
Means, SDs, and One-Way ANOVA for the Effects of Stages of Change on HRS-
II Subscales 
Variable Preparation 

Stage  
(n=16) 

Action 
Stage  
(n=20) 

Maintenance 
Stage  
(n=11) 

Model 
Summary 

sig 

 M (SD) M (SD) M (SD)   
Engagement 9.00  (3.44) 9.50  (2.50) 10.91 (2.98) F(2,1)=1.41 0.26 
         
Beliefs 16.50 (4.86) 14.05 (3.49) 12.27 (5.24) F(2,1)=3.14 0.053 
      
Consequences 6.56  (2.99) 5.85   (2.37) 6.81   (2.04) F(2,1)=.63 0.54 
      
Total 32.06 (8.71) 29.45 (6.47) 30.00 (9.12) F(2,1)=1.41 0.60 
 

As seen in Table 4, the One-way ANOVAs for the engagement, 

consequences, and total HRS-II scales were not significant, indicating no 

difference in the average scores for engagement, consequences, and total HRS-II 

between the stages of changes. The One-way ANOVA for the beliefs HRS-II 
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subscale was marginally significant, indicating there could be a difference in the 

average scores between the stages of change. A contrast analysis containing two 

contrasts was performed, to assess which two groups differ: contrast 1 compared 

the preparation and the maintenance groups, and contrast 2 compared the action 

and maintenance groups, revealing that the preparation stage and the 

maintenance stage was significantly different; on average, people in the 

preparation stage have significantly higher beliefs scores than people in the 

maintenance stage. 

5.4.5. Chi Square for the probability of high and low QQF in each 

stage of change 

To test the assumption that people in the preparation stage and the active 

stage of change would be more likely to engage with homework than clients in 

the preparation and the maintenance stages, a Chi square test of probabilities was 

calculated, assessing the probability for high and low QQF in each stage of 

change. The Chi Square results are presented in Table 5 
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Table 5 
Prevalence of High and Low QQF Homework Scales in the Three Stages of 
Change  

   Preparation 
Stage 

Action 
Stage 

Maintenance 
Stage 

Total 

Quantity Low n 
% 

7 
(43.8%) 

9 
(45.0%) 

3 
(27.3%) 

19 
(100%) 

 High n 
% 

9 
(56.2%) 

11 
(55.0%) 

8 
(72.7%) 

28 
(100%) 

 Total n 
% 

16 
(100%) 

20 
(100%) 

11 
(100%) 

47 
(100%) 

       
Quality Low n 

% 
8 

(50.0%) 
8 

(40.0%) 
5 

(45.5%) 
21 

(100%) 
 High n 

% 
8 

(50.0%) 
12 

(60.0%) 
6 

(55.5%) 
26 

(100%) 
 Total n 

% 
16 

(100%) 
20 

(100%) 
11 

(100%) 
47 

(100%) 
       
Frequency Low n 

% 
6 

(37.5%) 
8 

(40.0%) 
7 

(63.6%) 
21 

(100%) 
 High n 

% 
10 

(72.5%) 
12 

(60.0%) 
4 

(36.4%) 
26 

(100%) 
 Total n 

% 
16 

(100%) 
20 

(100%) 
11 

(100%) 
47 

(100%) 
       

 

Although there was a slightly higher percentage of high frequency 

compared to low frequency in the preparation stage, and a slightly higher 

percentage of high quantity compared to low quantity in the maintenance stage, 

none of the chi-square tests were significant, therefore it can be said that there 

was no difference between the proportions of clients who are low-engaging to 

those who are high-engaging between the three stages of changes. 

5.5. Discussion 

This study explored which client’s characteristics may predict homework 

attitudes and engagement among OCD clients undergoing an online CBT 

program. Overall, task-specific self-efficacy, task-specific outcome expectancy, 
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and to some extent, general self-efficacy, were found to predict homework 

attitudes and engagements. Base-line depression scores and OCD symptom 

severity did not predict homework attitudes and engagement. 

The hypothesis that general self-efficacy, task-specific self-efficacy, 

task-specific outcome expectancy, depressive symptoms, OCD symptoms 

severity, and readiness to change would predict attitudes towards homework in 

therapy and engagement with homework tasks was partially supported.  

5.5.1. Predicting the HRS-II subscales 

In a linear regression, it was found that for the engagement subscale of 

the HRS-II, only task-specific self-efficacy (TSE) was a significant predictor, 

when controlling for the other predictors. The engagement subscale included 

questions about the quantity of homework completed, how well it was 

completed, the appropriateness of its difficulty level and obstacles experiences. 

Self-efficacy is a measure of confidence in one’s own ability to overcome 

obstacles and complete tasks well without giving up. Based on these findings, 

clients who had more confidence in themselves to be able to complete the 

relevant task and complete it well, were also more likely to practically engage 

with the task and experience less difficulties.  

It is interesting to highlight that general self-efficacy (GSE) did not add a 

unique contribution to explaining the variance in the engagement subscale of 

HRS-II, implying that having a general sense of competency and the ability to 

work through obstacles on range of tasks, is less important than the self-efficacy 

related specifically to the task at hand, in predicting how much, how well, and 
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with how much difficulty one would approach the task. It is possible that the 

TSE served as a mediator between GSE and engagement, although not directly 

examined in this study, however, should be the focus of future research. GSE 

and TSE are strongly correlated, however, only while considering the influence 

of TSE on engagement, GSE seems irrelevant. Although there is no research 

available on a the involvement of task-specific self efficacy, studies have 

indicated the importance of self efficacy in motivating clients to complete 

therapy homework (Helbig & Fehm, 2004; Holdsworth et al., 2014; Kazantzis & 

L'Abate, 2005; Kazantzis & Shinkfield, 2007).  

This finding could be considered as a refinement of this link, and 

signifies the importance of being sensitive to the different nature of the 

homework tasks being attempted. Clients could feel competent in independently 

engaging with some homework tasks and less with others, which should be 

considered when planning homework assignments. Learning about which tasks 

seem more problematic to a client could provide more insight into the client’s 

difficulties, and be a beneficial material to include in the case formulation.   

The results on the engagement subscale of the HRS-II did not support the 

hypothesis that task-specific outcome expectancy (TOE), which means that the 

level of confidence clients had in the benefits of the homework tasks, and their 

relevance for an efficacious therapy for their OCD symptoms, did not uniquely 

predict how much homework they would complete and how difficult they 

thought the tasks were. This findings is not consistent with studies suggesting 

that higher expectancy of positive outcomes from therapy would lead to more 
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compliance with homework (Addis & Jacobson, 2000; Westra et al., 2007). 

However, the TOE scale that was constructed for the purpose of this study, was 

specifically asking clients about their task-expectancy. Unfortunately, clients’ 

expectancy of the overall treatment was not measured in this study, so the two 

cannot be compared for their effect. 

In addition, it could be that there was a variation within each client, in 

how they viewed different tasks as relevant to the overall treatment rationale and 

how they would benefit them in reaching their goals. Research indicates that 

clients’ comprehension of the homework tasks, and the clarity and specificity of 

the instructions provided by the therapist are the main contributors to client’s 

adherence with homework (Detweiler-Bedell & Whisman, 2005; Kazantzis et al. 

2005). Considering this study was examining an online therapy program, where 

such discussion around the purpose and relevancy of the homework is limited, it 

could be assumed that clients’ evaluation of their outcome expectancy from each 

task may not be an accurate reflection. Comparing the TOE between OCD 

clients who are provided various levels of instructions on homework tasks, 

specifically comparing between online and face-to-face modalities, could 

provide more insight into the involvement of TOE with homework attitudes and 

engagement. 

Also, not supportive of the hypothesis, depressive symptoms and OCD 

symptom severity did not predict engagement when controlling for the other 

predictors. It is essential to highlight that both depressive symptoms, (r=-.51) 

and OCD base-line symptoms (r=-.47) had significant negative correlation with 
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the engagement subscale, which indicated that the worse the symptoms, the less 

engagement and more difficulty in completing homework was reported. This 

could be explained by a general lack of motivation and self-perceptions as 

incompetent to complete the task well (Westra, 2011). This could also be related 

to the elevation in anxiety among OCD patients when attempting homework 

(Lee & Rees, 2011; Pozza & Dèttore, 2017) and high prevalence of avoidance 

behaviours among OCD patients (Cludius, Külz, Landmann, Moritz, & 

Wittekind, 2017). 

However, despite moderate negative correlations with engagement, when 

base-line depressive and OCD symptoms were entered into a model with the 

other predictors, they did not add to the variance beyond what could be 

explained by TSE. This could imply that having a high sense of confidence in 

being able to complete a specific homework task well, and approaching it with 

confidence and esteem, may counter-act the potential de-motivating effects of 

psychological symptoms. The current study was not sufficiently powered to 

allow examination of these more complex relationships. The dynamics between 

efficacy, symptoms, and homework behaviours are worthy of further 

exploration. 

When looking at the beliefs subscale of the HRS-II, consistent with the 

hypothesis, TSE and TOE were the only significant predictors when controlling 

for the other predictors. The beliefs subscale assessed clients’ attitudes towards 

the process of assigning homework, including their comprehension of the 

instructions, their involvement in designing the tasks, and their agreement with 
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the homework rationale and purpose. These results suggest that the more clients 

feel competent to complete their homework well, and the more they believe the 

tasks are beneficial for their treatment, the more positive beliefs they will have 

around the process of the homework planning.  

Although this was the first study assessing associations between clients’ 

characteristics and homework attitudes, and more specifically attitudes towards 

the process and rationale of homework assignments, these findings could have 

implications for clinical practice. Past studies indicated that greater homework 

completion at earlier stages of therapy, predicted greater engagement with the 

remaining of the therapy (Conklin & Strunk, 2015; Westra et al., 2007). 

Although intuitive, it could be that clients with high efficacy for the task, who 

were also more likely to practically engage with early therapy homework, have 

formed a favourable opinion on the rationale for assigning homework in therapy. 

Earlier CBT homework tasks in this study and typically, involve psycho-

education and evidence base justification for CBT interventions. Clients who 

perhaps consolidated this information more effectively, may have gained greater 

trust in their treatment and its interventions. 

Despite the assumption that base-line symptoms of depression and OCD 

would affect clients’ positive attitudes towards the homework designing process, 

this was not supported in the current study. In other words, depressive 

symptoms, like possible feelings of worthlessness and difficulty initiating 

actions (depression), and the severity of OCD, that is associated with anxiety 

and likely avoidance behaviours, were not associated with clients’ attitudes 
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towards the process of homework in their therapy. Although not supportive of 

this study’s hypotheses, these findings are inline with research that identified 

mixed results in the associations between depression and treatment engagement 

(Scheel et al., 2004; Westra, 2011) and between initial OCD severity and 

engagement (Bryant et al., 1999; Holdsworth et al., 2014). For example, 

Detweiler-Bedell and Whisman (2005) suggested that as symptoms improve 

during therapy, clients’ level of engagement with therapy increases, suggesting a 

more complex relationship between the two. Although further inquiry is 

demanded, it could be tentatively suggested that engagement with the overall 

treatment, and engagement with homework in particular work through similar 

mechanisms. 

The consequences subscale of the HRS-II measured clients’ attitudes 

towards the sense of pleasure, mastery, gained from completing homework 

tasks, and how the homework helped them progress in therapy. Supporting the 

hypothesis, TSE and TOE were found to predict client’s perceptions of the 

consequence of engaging in homework; the more confident they were in 

themselves to complete the tasks and complete them well (TSE) and the more 

they believed that engaging with their homework would benefit their mental 

health (TOE), the more positive attitudes they had in regards to consequences.  

An interesting finding was that GSE also predicted consequences, 

however, in the negative direction, implying that the more general self-efficacy 

clients report, the less positive their attitudes would be for the consequences 

(pleasure, mastery, progress) of their homework. This negative association is 
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somewhat inconsistent with previous literature that suggested higher GSE would 

be associated with greater homework compliance (Helbig & Fehm, 2004; 

Holdsworth et al., 2014; Kazantzias & L'Abate, 2005; Kazantzis & Shinkfield, 

2007). However, previous studies have not yet attempted to identify the 

significance of self-efficacy for the consequences of homework engagement. In 

other words, while GSE could contribute to overall quantitative completion of 

homework tasks, which has been the main element measured in the past 

(Conklin & Strunk, 2005; Kazantzis et al., 2010; Kazantzis et al., 2016; Thase & 

Callan, 2006), it may not necessarily be linked to a positive attitude towards the 

effects of engaging in homework after completing them. It could be that the 

sense of GSE is challenged by homework tasks which are difficult on an 

emotional level, and where the outcomes are not immediately seen. This 

distinction could be instrumental for the clinical integration of homework in 

therapy. As noted in the results, there is a potential for a suppression effect of 

GSE on consequences due to GSE’s correlations with the DASS, the TOE, and 

mainly TOE, adding to the complexity of these dynamics. Further studies should 

apply a moderation analysis, to refine current understanding of the interplay 

between those factors. 

In contrast to hypothesis, stages of change did not significantly predict 

homework attitudes, or more accurately, there were no differences in the average 

HRS-II subscales scores between the three stages; preparation, action, and 

maintenance.  
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Clients in the preparation stage (committed to start making life changes 

and engage in online treatment to improve their OCD symptoms) reported 

slightly more positive attitudes towards beliefs compared to clients in the 

maintenance stage (already made changes and plan to use online treatment to 

maintain their improvements). The beliefs subscale measured attitudes about and 

agreement with the process of planning and assigning homework and their 

rationale. This observation did not reach a statistical significance level (p=.053), 

which could be attributed to the small sample size, hence any interpretation 

should be done with cautious.  

Still, it could be assumed, that those clients who have already 

successfully attempted self-help techniques before (maintenance stage), 

experience something similar to a ceiling effect, and have less positive 

expectancy of their homework, as the majority of the positive change they 

pursued have already been achieved, and is now only maintained. Alternatively, 

clients may have formed an unfavourable opinion some homework task, 

reducing their agreement with their rationale and benefits, measured by the 

beliefs subscale. For example, a client who has attempted relaxation techniques 

before and did not find them useful, may be reluctant to believe in their benefits 

this time. A client in the maintenance stage, may feel they have exhausted the 

application of cognitive restructuring techniques, as they have already identified 

their own unhelpful negative thought patterns, and common thinking errors, and 

how to challenge and modify them.  



	
	
	
	
	
	

	

95	

To be able to apply this knowledge in practice, therapists should be 

attentive to clients’ past experience with CBT and their relationship with certain 

strategies they have previously learnt and/or attempted. Homework assignments 

should be modified and tailored to the client in a way that they seem novel to 

some extent, and that they elicit positive expectations for their therapeutic 

benefits.  

The Theory of TransTheoretical Model (TTM) (Prochaska & 

DiClemente, 1982), assumes that positive changes is a process achieved through 

stages of readiness. Applied to psychological therapy, the TTM suggests that 

clients in the action stage of change would be most likely to take active steps 

towards creating a positive change in their mental health. By inference, this 

would mean they would be more actively engaged in therapy in session and 

between sessions, compared to clients in all other stages of readiness to change. 

Studies into assessing the role of stages of change mainly focused on treatment 

outcome, suggesting that those in the action stage of change achieve better 

treatment outcomes than those in other stages (Norcross et al., 2011). This study 

attempted to explore the effects of stages of change on homework engagement, 

but not treatment outcomes, and failed to identify an advantage to the action 

stage of readiness to change. It could be that homework behaviours are not 

dependent on readiness to change, the way that progress in therapy is. Perhaps 

the outcome benefits gained by clients in the action stage, operate through 

mechanisms other than engagement in homework tasks. Unfortunately, there are 
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no studies yet that attempted to apply the stages of change model specifically to 

homework behaviours in psychological therapy.  

Overall the total HRS-II scores, which are the sum of the above subscales 

were predicted by TSE, TOE scores, but not by GSE, pre-treatment DASS-D or , 

YBOCS scores, or readiness to change. TSE had the most significant unique 

contribution to predicting HRS-II when controlling for the other predictors. 

5.5.2. Predicting QQF 

 The hypothesis that GSE, TSE, TOE, depressive symptoms, OCD 

symptoms and stage of change would predict homework QQF engagement 

measures; quantity, quality, and frequency was not well supported by the 

findings in this study. The logistic binary regressions models as well as the Chi 

square analysis were not significant in predicting QQF. TSE had some power in 

predicting the QQF frequency scale, implying that higher sense of efficacy to 

complete the task and overcome obstacles, was associated with a more frequent 

attempt to engage with the task.  

There is no literature available for the benefit of attending to therapy 

homework more frequently, however, Abramowitz, et al.,  (2003) highlighted 

the benefits in approaching therapy homework, and ERP in particular a “life 

style exposure” (p.19) rather than an occasional programed engagement. CBT 

theorists described the importance of continuous learning and practice in 

enhancing the benefits of skills and insights acquired in therapy session 

(lambert, Harmon, & Slade, 2007; Nelson, 2007), implying the a more frequent 

engagement with homework would lead to better learning and richer experience.  
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The lack of significant results for the prediction of high compared to low 

engagement with homework could be attributed to the weak statistical power due 

to the small sample size, which was divided to two groups (high and low), 

reducing the sample size even further. Further studies should try to identify any 

associations between clients characteristics and different elements of practical 

homework engagement with larger samples and more appropriate statistical 

designs. 

5.6. Limitations and suggestions for future reseach 

 The main limitation in this study was that the sample size used for the 

analyses was small, and combined with including a number of predictors, the 

power of the statistical tests was compromised, risking an inability to detect 

associations between clients’ characteristics and homework behaviours. In 

addition, a few scales were constructed for the purpose of this paper, and applied 

without piloting them and analysing their psychometric properties. In regards to 

the design of this study, there was a notable overlap between the variables, for 

example, some items in the HRS-II measured similar elements that were 

measured by the QQF as well as the TSE, making the interpretation complex. 

Future studies should use more complex statistical procedures and apply 

moderation and mediation analyses to explore the interplay between the various 

homework factors.  

Probably the most significant limitation here was the cross sectional 

design of the study. TSE, TOE, and HRS-II were all assessed at the same point 

in time, limiting the causality that can be inferred. Ideally, clients would be 
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asked about their sense of self-efficacy, outcome expectancy, and beliefs 

attitudes before attempting each task, and then asked about their level of 

engagement with the tasks, its difficulty and beneficial consequences. This 

should be explored in the future. 

Future studies should incorporate therapists’ evaluations of homework 

behaviours to control for clients’ subjective evaluation that could be affected by 

factors like perfectionism and level of insight. A longitudinal design assessing 

potential interplay between clients’ characteristics and later homework 

behaviours should be attempted. For example, whether a more positive 

homework experience lead to an increased self efficacy or increases expectancy 

from further homework tasks, could help develop a systematic ongoing process 

of the homework integration in therapy.  

It is also important to endeavour to evaluate clients’ homework attitudes 

for activities more particularly designed for their individual presentation. The 

current analysis used a sample from an online therapy, in which the modules and 

type of homework tasks are relatively consistent. In other settings, mainly face-

to-face therapy, between sessions homework would be tailored more carefully to 

each client’s case formulation, which in turn, would potentially improve their 

expectancy and overall engagement.  

While the hypotheses of this study were only partially supported, the 

implications of the findings this study has yield should not be underestimated. 

For example, task-specific self-efficacy (TSE) is a new concept explored in this 

study. Despite the small sample, TSE consistently shoed to be involved in 
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predicting homework behaviours. The distinction between GSE and TSE is a 

new idea that is worth exploring, and it highlights the importance of 

acknowledging that different homework tasks may be associated with different 

homework attitudes and behaviours. CBT uses various intervention techniques, 

all supported by empirical studies for their effectiveness. The understanding how 

to tailor homework assignments to individuals and to the psychological 

symptoms being addressed could lead to a more efficient and a more effective 

treatment plan. 

  In summary, the clients’ characteristics TSE and TOE were found to 

predict attitudes to homework in therapy for OCD. Moreover, higher TSE could 

potentially counteract the discouraging effects of symptoms severity on 

homework engagement, although this assumption requires more empirical 

support. Further studies should endeavour to explore the reciprocal dynamics 

clients’ characteristics and homework attitudes with the main aim of developing 

a more systematic model for an efficient integration of homework in 

psychotherapy. 

CHAPTER 6 – Study 2 – The Effects of Attitudes Towards Homework and 

Homework Engagement on Treatment Outcome 

6.1. Introduction 

 OCD is considered one of the most dysfunctional psychological disorders 

(Clark & Simos, 2013; Knopp et al., 2013; Ruscio, et al., 2010) and for years it 

was seen to as one of the hardest conditions to treat (Foa, 2010). Cognitive 

Behaviour Therapy (CBT) is considered the first line psychotherapy for OCD 
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(NICE, 2005), with considerable evidence from controlled clinical trials for its 

effectiveness in providing significant reduction in symptoms (McKay et al., 

2015; Olatunji et al., 2013; Öst et al., 2015) and long term positive effects on 

relapse prevention (Abramowitz et al., 2003; Fisher & Wells, 2005; Foa et al., 

2005). 

The main element of CBT, especially when treating anxiety disorders 

and OCD, is Exposure/Response Prevention (ERP). ERP trials are designed to 

help clients break the dysfunctional habitual cycle between ritualistic and 

avoidance behaviours and anxiety relief (Simpson et al., 2011). The process of 

ERP training involves constructing a hierarchical list of anxiety provoking 

stimuli, individually relevant to the client, and a gradual exposure to the listed 

items. With each exposure, the client is instructed to refrain from performing 

compulsive, or other neutralising behaviours (McKay et al., 2015). In this way, 

clients practice alternative ways of responding to their intrusive thoughts, 

images, or urges, and also learn that anxiety tends to eventually subside.  

ERP trials are designed to be challenging and anxiety provoking, and 

clients report feeling intense distress when engaging in ERP (Lee & Rees, 2011; 

Pozza & Dèttore, 2017). It is therefore not surprising that attrition rates in CBT 

for OCD reach their peak when ERP begins (Ong et al., 2016; Öst et al., 2015), 

with nearly one third of patients refusing to engage in ERP trials (Öst et al., 

2015).  

Despite experts‘ agreement on the effectiveness of CBT for OCD, 

research has highlighted variability in treatment outcomes, with a considerable 
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proportion of OCD patients remaining symptomatic at the end of treatment 

(Keeley et al., 2008; Olatunji et al., 2013; Pozza & Dèttore, 2017). It was 

reported that approximately 70% of OCD clients who engage in CBT, 

significantly improve their symptoms (McKay et al., 2015; Olatunji et al., 2015), 

with 50% achieving nearly full symptom remission during ERP therapy (Öst et 

al., 2015). However, around one in four of clients who commence psychological 

treatment, drop out throughout the process (Abramowitz et al., 2005; Franklin & 

Foa, 2011), and more than 10% are not compliant with therapy from the start 

(Ong et al., 2016). 

Studies have tried to identify factors involved in the prognosis of 

response to CBT treatment. Comorbid depression, for example, has been 

examined in its role in predicting poorer treatment response, but such research 

has yielded inconclusive results (Kyrios, Hordern, & Fassnacht, 2015; McKay et 

al., 2015). The pre-treatment  severity of OCD symptoms has typically predicted 

poorer response treatment (Keeley et al., 2008; Kyrios et al., 2015).  

Among the strongest predictors of positive OCD treatment outcome, 

research consistently indicated that greater treatment adherence is associated 

with a more significant improvement in symptoms following CBT (McKay et 

al., 2015; Simpson et al., 2011). However, many studies that found evidence for 

the benefits of engagement with treatment in terms of symptoms improvement, 

focused on depression (D. D. Burns & Spangler, 2000; Conklin & Strunk, 2015) 

and anxiety disorders more generally (Mausbach et al., 2010; Westra et al., 

2007), with the empirical literature on treatment adherence for OCD remaining 
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relatively limited. This is important given the research on the attrition and 

compliance rates associated with the most prominent feature of the treatment, 

the ERP. 

Researchers have emphasised the role of the therapist and the 

collaborative nature of CBT in motivating clients to engage with therapy (Beck 

& Dozois, 2011; Clark, 2007), which is even more central when applying ERP  

for OCD and anxiety disorders (Abramowitz et al. 2005; Keeley et al., 2008; Lee 

et al., 2005). However, more recent advances in online treatments have seen a 

proliferation of self-guided CBT programs with often limited therapist 

interaction. This has had considerable impact on attrition rates with self-directed 

programs recording high rates. While the rates are improving with addition of 

some therapist involvement, it is important for research to investigate not only 

the factors associated with treatment engagement but also their impact on 

outcomes. 

There is a significant volume of research that provides empirical 

evidence for greater treatment benefits for clients who are more engaged with 

therapy. Unfortunately, as Holdsworth et al. (2014) has argued, engagement in 

therapy has traditionally been defined and assessed as a general concept 

including commitment, attendance, and compliance with in-session activities. 

Homework completion, or engagement with homework tasks, has not been 

directly investigated until recently as an independent element of engagement in 

therapy. While there have been some indicators for the benefits of homework 

compliance to the overall progress in therapy and symptoms reduction in therapy 
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(Burns & Auerbach, 1992; Kazantzis et al., 2000, 2010; Mausbach et al., 2010), 

the literature is far from exhaustive, and the methodology for measuring 

attitudes towards homework, homework engagement, and their associations with 

an efficacious CBT still requires refining. 

6.1.1. Aim and hypothesis 

 The aim of this second study, was to investigate the relationship between 

homework attitudes and homework engagement, and improvement in OCD 

symptoms and anxiety symptoms following a 12-week online CBT program e-

STOP. It was hypothesised that clients who demonstrate more positive attitudes 

towards homework throughout therapy, would report a greater improvement in 

their OCD symptoms and greater reduction in anxiety after the e-STOP therapy 

program. It was also hypothesised that participants who practically engage more 

with their homework tasks would report greater improvement in OCD symptoms 

and greater reduction in anxiety following an online CBT therapy program.  

6.2. Method 

6.2.1. Participants and measures 

 The sample consisted of the same participants who were recruited for 

study 1. Due to attrition and technical issues, the sample size varied between the 

four points of time measures. There were n=49 participants at the end of week 4, 

n=30 at the end of week 8, and n=10 at the end of week 12 of the treatment 

program. The researchers were able to obtain post-treatment OCD symptoms 

(YBOCS) scores for additional participants who have not completed all 

questionnaires, resulting in a post YBOCS data for n=39.  
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 Week 4 completers sample had 18 males and 29 females, two did not 

report their gender, age ranged between 19-61 (M=35.00, SD=11.57). 44% were 

married or living with someone, 38% were never married. 46% competed a 

bachelor degree and 16% completed higher degrees, and except for one 

participant, the rest completed high school education. Week 8 completers had 12 

males and 15 females, three did not report their gender, age ranged between 19-

61 (M=37.22, SD=12.54). 43% were married or living with someone, and 43% 

were never married. 50% competed a bachelor degree and 17% completed 

higher degrees, and except for one participant, the rest completed high school 

education. Those completing week 12 used for this study (n=10) comprised of 1 

male and 9 females, age ranged between 21-60 (M=36.80, SD=12.50). Seven 

were married or living with someone, and three never married. Six participants 

competed a bachelor degree and, 3 completed a higher degree, and one 

completed high school education. 

 The baseline anxiety scores, measured in week 1 by the DASS-A as a 

baseline were M=5.13 (SD=3.59) for week 4 completers, M=5.39 (SD=3.08) for 

week 8 completers, and M=5.30 (SD=2.91) for week 12 completers. Baseline 

Depression (DASS-D) scores were M=7.08 (SD=5.39) for week 4 completers, 

M=7.54 (SD=5.69) for week 8 completers, and M=6.30 (SD=4.08) for week 12 

completers. The baseline scored for OCD symptoms, measured by week 1 

YBOCS were M=20.65 (SD=7.62) for week 4 completers, M=21.89 (SD=7.10) 

for week 8 completers, and M=23.56 (SD=5.77) for week 12 completers. 
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For the purpose of this study, the YBOCS was used to assess OCD 

symptoms for both pre-treatment and post-treatment scores, the DASS21 was 

used to assess depression and anxiety symptoms, the HRS-II was used to assess 

homework attitudes and the QQF was used to assess engagement with 

homework (all measured were described in study 1, chapter 5.2.2., pp.69-74). 

6.2.2. Procedure 

 The post-treatment YBOCS were rated by a clinician via a telephone 

semi-structured interview at the end of the 12 weeks treatment. A self-report 

online questionnaire containing demographic information (e.g. age, gender, 

education level), pre-treatment YBOCS checklist, and the DASS21 was 

administered at the beginning of week 1. At the end of weeks 4, 8, 12, the 

DASS21, HRS-II, and QQF, were administered online in a self-report format. 

6.3. Results 

To test the hypothesis that homework attitudes and homework 

engagement affect treatment efficacy, two standard hierarchical regressions were 

performed with OCD symptoms (YBOCS) as the outcome factor. The first 

model used the homework measures from week 4 as predictors, and the second 

model used the homework measures from week 8 as predictors. This approach 

was chosen due to the different nature of the homework tasks in those two 

blocks of time within therapy. An additional hierarchical regression was 

performed for anxiety symptoms (DASS-A) as the outcome factor with the week 

4 homework measures as predictors. Additional descriptive post-hoc analysis 
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was performed to explore the effects of homework attitudes and engagement on 

anxiety symptoms across the four point in time of measures. 

6.3.1. Predicting post treatment OCD symptoms 

A hierarchical regression analysis with four steps was performed to test 

how attitudes towards homework and homework engagement at the end of week 

4 predicted OCD treatment outcome. To control for the base-line severity of 

OCD symptoms and depressive symptoms, it was decided to enter the week 1 

YBOCS scores in STEP 1 and the week 1 DASS-D scores in STEP 2. 

Homework attitudes scores (HRS-II) were added as STEP 3, and the homework, 

as they were assumed to be more influential of the DV, and the engagement 

measures (QQF) were entered in STEP 4, to identify any additional contribution 

of the newly developed measure.  

Upon preliminary inspection of inter-correlations, it was identified that 

two of the three QQF homework engagement scales (quality and quantity) were 

strongly correlation (r=.82), and could not be entered simultaneously into the 

model (Tabachnick & Fidell, 2007). Further, the quantity QQF scores were 

excluded from the model, as the HRS-II included a similar question within the 

engagement HRS-II subscale. Scatterplots were observed, and relevant tests 

calculated using SPSS for Windows version 24, and it was determined that 

normality, linearity, multi-culinearity and homoscedasticity assumptions were 

met (Tabachnick & Fidell, 2007). The Summary of the Hierarchical regression 

model is presented in Table 6. 
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Table 6 
Standard Hierarchical Regression Analysis Summary Predicting OCD Post-
Treatment Symptoms (post-YBOCS) from Homework Attitudes (HRS-II) and 
Homework Engagement (QQF) Measured at Week 4 (n=39) 
Step Variable B SE  B β t p 
STEP 1 Pre-YBOCS .42 .12 .50 3.49 .00 

 adjusted R2=.23, Fchange(1,37)=12.15, p=.001 
       

STEP 2 Pre-YBOCS .40 .14 .47 2.80 .01 
 DASS-D .06 .18 .05 .31 .76 

 R2 change=..23, Fchange(1,36)=.09, p>.05 
       

STEP 3 Pre-YBOCS .34 .14 .40 2.46 .02 
 DASS-D .15 .18 .14 .83 .41 
 HRS II (week 4)      
     Engagement .15 .34 .08 .46 .65 
     Beliefs -.17 .19 -.15 -.89 .38 
     Consequences -.77 .35 -.35 -2.20 .03 

R2 change=.16, Fchange(3,33)=3.09, p<.05 
       

STEP 4 Pre-YBOCS .28 .15 .33 1.91 .06 
 DASS-D .19 .18 .18 1.03 .31 
 HRS II (week 4)      
     Engagement .23 .37 .13 .63 .53 
     Beliefs -.21 .19 -.19 -1.10 .28 
     Consequences -.89 .37 -.40 -2.43 .02 
 QQF (week 4)      
     Quality % -1.34 .96 -.31 -1.34 .17 
     Frequency % 2.48 1.42 .39 1.74 .09 

 R2 change=.05, Fchange(2,31)=1.59, p>.05 
 

As seen in Table 6, the first three of the four steps produced significant 

regression models. The pre-treatment YBOCS scores alone in STEP 1 predicted 

23% of the variance in post-treatment YBOCS scores. In STEP 2, no additional 

variance was contributed by adding the base-line DASS-D scores. In STEP 3, 

the three HRS-II subscales were added, resulting in additional 16% of the 

variance in post-treatment YBOCS explained by attitudes to homework. 

However, only the consequences, not the engagement or beliefs HRS-II 

subscales, added a unique contribution to the variance in post-treatment 

YBOCS. STEP 4 of the regression model was not significant, the two QQF 
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scales of quality and frequency of homework engagement did not have a 

significant contribution to explaining post-treatment OCD scores. Overall, the 

model predicted 35% of the variance in post YBOCS scores, controlling for pre-

treatment YBOCS scores. 

A second hierarchical regression analysis with similar four steps was 

performed to test how attitudes towards homework and homework engagement 

at week 8 predicted OCD treatment outcome, as presented in Table 7. 

 
	
 
 
Table 7 
Standard Hierarchical Regression Analysis Summary Predicting OCD Post-
Treatment Symptoms (post-YBOCS) from Homework Attitudes (HRS-II) and 
Homework Engagement (QQF) Measured at Week 8 (n=26) 
Step Variable B SE  B β T p 
STEP 1 Pre-YBOCS .38 .15 .46 2.52 .02 

 adjusted R2=.18, Fchange(1,24)=6.35, p<.05 
       

STEP 2 Pre-YBOCS .28 .19 .34 1.52 .14 
 DASS-D .19 .21 .20 .90 .38 

 R2 change=.03, Fchange(1,23)=.81, p>.05 
       

STEP 3 Pre-YBOCS .32 .19 .38 1.68 .11 
 DASS-D -.02 .23 -.02 -.07 .95 
 HRS II (week 8)      
     Engagement -.73 .44 -.36 -1.66 .11 
     Beliefs .24 .32 .18 .76 .45 
     Consequences -.22 .48 -.11 -.46 .65 

R2 change=.11, Fchange(3,20)=1.18, p>.05 
       

STEP 4 Pre-YBOCS .32 .20 .39 1.63 .12 
 DASS-D -.03 .24 -.03 -.13 .90 
 HRS II (week 8)      
     Engagement -.75 .46 -.37 -1.62 .12 
     Beliefs .28 .34 .20 .80 .43 
     Consequences -.18 .52 -.09 -.34 .74 
 QQF (week 8)      
     Quality % -.01 1.71 -.00 -.01 .99 
     Frequency % -.63 1.64 -.12 -.38 .70 

 R2 change=.14, Fchange(2,18)=.20, p>.05 
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 As demonstrated in Table 7, only STEP 1 of the above regression model 

was significant, with the pre-treatment OCD symptom scores explaining 18% of 

the variance of post-treatment OCD symptoms scores. Once the DASS-A scores 

were added in STEP two, this was no longer significant. The addition of week 8 

homework attitudes subscales in STEP 3 and week 8 homework engagement 

scales in STEP 4 did not contribute significantly to the model. Overall the model 

implied that 12% of the variance in post-treatment OCD symptoms could be 

explained by homework attitudes and engagement when controlling for baseline 

OCD scores and baseline depressive symptoms. These 12% were not statistically 

significant. 

6.3.2. Predicting post-treatment anxiety  

 To test the hypothesis that more positive homework attitudes would 

predict greater improvement in post-treatment anxiety symptoms, a regression 

analysis with two steps was performed. Due to the small sample size (n=10) no 

additional predictors could be entered into the model (Tabachnick & Fidell, 

2007). The base-line DASS-A scores were entered in STEP 1, and the 

homework attitudes scores (HRS-II) were added in STEP 2. The results of the 

regression model are summarised in Table 8.  

Table 8 
Standard Hierarchical Regression Analysis Summary Predicting Post-Treatment 
Anxiety (DASS-A) from Homework Attitudes (HRS-II) for n=9 
Step Variable B SE  B β T p 
STEP 1 Pre-DASS-A .13 .24 .18 .52 .62 

 adjusted R2=.09, Fchange(1,8)=.62, p>.05 
       

STEP 2 Pre-DASS-A -.20 .17 -.28 -1.15 .29 
 HRS-II total (week 4) -.25 .07 -.93 -3.79 .01 

 R2change=.65, Fchange(1,7)=.14.325, p<.01 
       



	
	
	
	
	
	

	

110	

  

 STEP 1 of the regression was not significant, indicating that the pre-

treatment DASS-A scores did not significantly predict post-treatment DASS-A 

scores. I STEP 2, the HRS-II total scores for week 4 added 65% to the variance 

of post-treatment DASS-A scores, resulting in a significant model of an overall 

68% of post treatment anxiety scored, predicted by homework attitudes, 

controlling for pre-treatment anxiety scores.  

6.3.2.1. Predicting post-treatment anxiety – post hoc descriptive 

analysis 

 Due to the small sample size (n=10) available for the post-treatment 

DASS-A scores, the opportunities for a rigorous statistical analyses was highly 

limited. It was therefore decided to take a descriptive approach to further explore 

the associations between homework attitudes and homework engagement, and 

post-treatment severity of anxiety. For this purpose, the HRS-II total scores as 

well as the three measures of QQF engagement in homework scores for week 4 

and week 8, were split into dichotomous variables of “low” and “high” closest to 

the 50th percentile. Figure 3 presents the plots for the post-treatment DASS-A 

mean scores across the four measures throughout the 12 weeks treatment 

program, split by high and low homework scores.  

 

a)  b) 
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Figure 3. Post-treatment DASS-A mean scores for high and low HRS-II a) HRS-II at 
week 4 b) HRS-II at week 8. 

On observation of Figure 3 it can be seen that there is an overall trend of 

reduction in anxiety symptoms from week 1 to the end of week 12 of the 

program, with two exception; those who reported low HRS-II in week 4, seemed 

to have increased anxiety at the last four weeks of the therapy program. Also, 

those who reported greater positive attitudes to homework in week 8, did not 

seem to experience reduction in anxiety symptoms between week 8 and week 

12. Overall, there does not seem to be a difference in the base-line anxiety 

between those who reported low positive attitudes towards homework compared 

to those with higher positive attitudes. However, overall, it seems that those with 

higher positive attitudes to homework tend to benefit more from the therapy in 

terms of reduced anxiety symptoms compared to those with less positive 

attitudes. None of these comparisons was statistically tested, therefore these 

results are merely a preliminary exploration of potential trends that require more 

rigorous analyses. 

Figure 4 below presents the plots for the post-treatment DASS-A mean 

scores for week 1,4 8, and 12 of the therapy program, split by high and low 

homework engagement scores (quantity, quality, and frequency) at week 4.  

a) 

0 
1 
2 
3 
4 
5 
6 

week 1 week 4 week 8 week 12 

low HRS-II 

high HRS-II 

0 
1 
2 
3 
4 
5 
6 

week 1 week 4 week 8 week 12 

low HRS-II 

high HRS-II 



	
	
	
	
	
	

	

112	

 

b) 

 

c) 

 

Figure 4. Post-treatment DASS-A mean scores for high and low QQF scores at week 4. 

 On observation, overall, there were no major differences in anxiety 

symptoms across the four points of measure between the high and low groups of 

QQF. There was an overall trend of reduced DASS-A between week 1 and week 

12 of the program. One notable difference was that those who were more 

frequently engaged (frequency) with homework at week 4, seemed to experience 

a more consistent reduction and overall greater reduction in anxiety throughout 

the therapy program, compared to those who less frequently engaged with 

homework at week 4. However, it would be important to note that those who 
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more frequently engaged with homework at week 4, also had a higher base-line 

anxiety than those less frequently engaged. Also those who reported making 

more effort when engaging with homework (quality) at week 4, showed a 

steeper reduction in anxiety in the last four weeks of the therapy program and 

seem to benefit slightly more overall, in terms of reduced anxiety, compared to 

those who reported making less efforts. None of these comparisons was 

statistically tested, and with this small sample size, the dichotomous split into 

high and low levels was not even for the groups, hence these results are merely a 

preliminary exploration of potential trends that require more rigorous analyses. 

6.4. Discussion 

6.4.1. Reduction in OCD symptoms 

 The aim of this study was to evaluate the effects of homework attitudes 

and homework engagement on the efficacy of online treatment for OCD. It was 

hypothesised that more positive attitudes towards homework, and higher 

engagement with homework tasks, would result in a greater reduction of OCD 

symptoms and anxiety symptoms following an online CBT for OCD. The results 

of this study provided some support for the hypotheses. 

A regression analysis predicting OCD symptom reduction by homework 

measures at week 4 suggested that of all the homework measures, only the 

consequences subscale of the HRS-II significantly predicted post-treatment 

OCD symptoms. The consequences subscale measured the pleasure and the 

mastery gained from engaging with homework, and the feeling that engaging 

with homework contributed to one’s overall progress in therapy. The 
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relationship between consequences and post-treatment OCD symptoms was 

negative, suggesting that the more positive attitudes towards the consequences of 

completing homework in the first four weeks of therapy, the greater reduction in 

OCD symptoms at the end of the 12-week program.  

Although there are no studies yet to evaluate the effects of homework 

attitudes on treatment outcome among OCD clients, various studies in the past 

have pointed at the benefits of independently engaging in therapeutic activities 

between CBT sessions (Addis & Jacobson, 2000; Dozois, 2010; Kazantzis, 

Whittington, & Dattilio, 2010). The current results provide empirical support 

that the sense of mastery and achievement experienced by engaging in 

prescribed CBT homework exercises during treatment is associated with greater 

symptom reduction following a course of CBT for OCD. Perhaps the positive 

outlook clients gained by participating in therapeutic homework tasks, improved 

their hope towards the remaining of the therapy program, consequentially 

becoming more positive about making further behavioural changes, therefore 

engaged with the treatment overall.  

It could also be implied that those who did not experience positive 

consequences (sense of mastery, pleasure, and progress in therapy) from 

engaging with homework tasks initially, approached the remaining of the 

therapy less openly. As noted by Kazantzis and L’Abate (2005), the benefits of 

homework in therapy operate through principles of operant conditioning, where 

the reward from positive outcomes gained by engaging in therapeutic 

homework, lead to increased motivation to engage. Naturally, if left with a 
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feeling that the homework activities were not rewarding, clients may have been 

less motivated to engage with subsequent activities, and/or approach them with 

less confidence and expectancy.  

Research has indicated that treatment expectancy to achieve positive 

outcomes for a psychological treatment predict better treatment response 

(Westra et al., 2007). While this has not been directly tested here, perhaps the 

reward of a successful engagement with homework, could have improved clients 

expectancy of the treatment overall, gaining more trust and hopes from the 

interventions involved. CBT experts describe the important role of homework in 

equipping clients with skills to manage their symptoms more effectively, and 

expand what was learn in session with the therapist (Beck & Dozois, 2011; 

Detweiler & Whisman, 1999). Being successful in creating positive change, 

despite the obstacle, may have an empowering effect for clients, counteract 

resistance to engaging in treatment, and have therapeutic benefits. The 

involvement of treatment expectancy, and other constructs like self-efficacy, and 

other positive changes following a successful experience with homework 

assignments, should be the focus of further studies. 

It would be valuable to assess whether gaining greater pleasure, mastery, 

and sense of progress in therapy, translate into a greater reduction in OCD 

symptoms, as well as depression, on a more weekly basis, and whether, in turn, 

this symptom reduction improves client’s motivation to further engage with 

tasks.  Also, further studies should explore how avoidant behaviours, and most 
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importantly how OCD related symptoms (e.g., perfectionism), may affect 

clients’ attitudes to completing homework tasks.   

The second regression analysis attempted to predict post-treatment OCD 

symptoms by homework measures at week 8. This analysis did not yield any 

significant results in considering homework measures as predictors to treatment 

efficacy. This lack of significant results is likely due to the small sample size 

(n=26), even smaller than the sample size included in the week 4 regression 

analysis. However, another explanation for this could be linked back to the 

nature of the homework tasks provided between weeks 1-4 compared to the 

tasks provided between weeks 4-8; the first four weeks focused on psycho-

education, monitoring of behaviours and thoughts (e.g. activity scheduling, 

thoughts monitoring, relaxation), and preparation for the exposure response 

prevention (ERP) intervention. Between the fourth and eighth weeks of therapy, 

the focus of homework assignments was the practical application of ERP.  

ERP trials tasks required clients to gradually confront their anxiety-

triggering objects, or situations, from the least confrontational to the most 

anxiety provoking ones, and avoid engaging in compulsive behaviours (Simpson 

et al., 2011). A substantial amount of literature discusses the obstacles and other 

issues clients are facing when attempting ERP trails (Hara et al., 2015; Maher et 

al., 2012; McKay et al., 2015; Olatunji et al., 2013; Pozza & Dèttore, 2017; 

Henny A Westra, 2011). ERP typically causes high levels of distress and high 

drop-out rates from therapy when ERP commences have been documented 

(Fisher & Wells, 2005; Ong et al., 2016).  
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It is possible that the effects of homework attitudes measured at week 8 

on treatment outcome are more complex. It has been noted that the distress 

associated with ERP trials is typically intense at start, but will subside with 

practice (Clark, 2007; Ponniah et al., 2013; Salkovskis & Kirk, 1989). It may be 

that the distress associated with initial ERP trials has masked the sense of 

mastery and progress experienced in the short term. With repeated practice, and 

the reassurance that the ERP intervention could have longer terms benefit in 

reducing anxiety and OCD symptoms, clients may start feeling the positive, 

rewarding effects of the intervention. Unfortunately, this study was not designed 

to examine those effects, and future studies are encouraged to explore whether 

the sense of achievement and progress in therapy is achieved later on in therapy. 

It is also important to emphasise that ERP activities are recommended to 

be designed individually, tailored for each client and their particular symptoms 

(Abramowitz et al., 2003; Cammin-Nowak et al., 2013; Foa & McLean, 2016), 

likely to the heterogeneity of OCD symptomology, which has been suggested to 

be a fundamental factor in the prognosis of treatment outcome (Mckay et al., 

2004; Storch et al., 2010; Whittal et al., 2005). This variability, relevance and 

appropriateness in terms of the type of homework assignments attempted, would 

be difficult to assess by a simple self-report 4-point Likert scale, as used in the 

HRS-II. This could partially explain how other associations between HRS-II 

measures and treatment outcomes were not identified. 

Moreover, this study used a sample from an online therapy program, 

where contact with a therapist is limited. While studies have shown that the 
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efficacy of CBT for OCD delivered face-to-face is not substantially different 

overall to the efficacy of CBT for OCD delivered online (Wootton, 2016), other 

studies have emphasised the role to the therapist and the benefits of a more 

thorough review of homework experience and encourage an open discussion on 

dealing with occurring obstacles to improve treatment effectiveness ((Cronin et 

al., 2015; Detweiler-Bedell & Whisman, 2005; Garland & Scott, 2007; Lee & 

Rees, 2011; Mckay et al., 2004). A more direct comparative investigation of the 

process of designing ERP with greater therapist involvement versus remote 

settings (or even without a therapist assistance) would provide clearer insights 

into how to optimise the effectiveness of ERP tasks to each client, and how to 

increase the likelihood clients would engage with them independently.  

Considering the small sample size (n=39) for the analysis of predicting 

symptom reduction by homework measures at week 4, it is also worth noting 

that the frequency QQF scores were reaching a .05 significance level as a unique 

predictor of post-treatment OCD symptoms. This potential finding is worthy of 

further exploration as it suggests that engaging with homework tasks more 

frequently between sessions, could possibly lead to greater benefits in symptom 

reduction. While there were yet studies to directly examine the effects of 

frequency of homework engagement in therapy, Abramowitz et al. (2003a) 

emphasised how regular engagement with therapeutic work as a life style 

approach to homework, rather than competing tasks per se, is recommended for 

optimal gains from therapy and after. Clients should be opportunistic and expose 
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themselves to feared situation so they can practice resisting compulsive 

behaviours (Abramowitz et al., 2003). 

The results from the above analyses did not provide support for the 

assumption that more positive attitudes towards engaging in homework and 

practically completing homework (HRS-II engagement), more positive attitudes 

towards the process of homework design (HRS-II beliefs), and making greater 

effort when attempting homework (QQF-quality) contribute to a reduction of 

OCD symptoms. These results are inconsistent with previous studies that 

concluded that greater homework compliance was associated with a more 

efficacious treatment (Cronin et al. 2015; Holdsworth et al., 2014; Kazantzis et 

al., 2010; Mausbach et al., 2010), and studies that argued that the quality of the 

engagement, not just the quantity completed, may be even more important than 

the quantity completed (Cammin-Nowak et al., 2013; Kazantzis et al., 2010; 

Scheelet al., 2004).  

It would be essential to further investigate how specific characteristics 

associated with OCD symptomology, may be involved in the link between the 

quality of homework engagement and symptom improvement. Studies suggested 

that specific characteristics, like perfectionism, though-action fusion, and 

intolerance for uncertainty (Abramowitz, Franklin, & Cahill, 2003; Kyrios et al., 

2015) may have a part in clients’ motivation, or alternatively, avoidance, to 

completing homework task, ERP more specifically. For example, due to 

perfectionistic tendencies, OCD clients may have had higher standards and 

higher expectations of themselves from what they want to achieve when 
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completing their between session homework. This could have affected their 

response to the questionnaire, as they were asked to provide a subjective 

evaluation of the effort they have made towards completing their homework 

assignment (quality), possibly resulting in underestimation of their effort. 

Alternatively, the negative implication of not being able to complete homework 

to a high standard, even more so if great effort was made, could have elicited 

negative feeling and negative self-talk that, overall, hindered their further 

engagement with the task and/or their symptom improvement overall.  

The above suggestions are merely assumptions, and should be seen as 

tentative ideas for further exploration. Larger samples and a more rigorous 

analysis would help understand the link between homework engagement and 

treatment prognosis further, as well as the influence of other factors. Studies 

should including therapists’ ratings or more objective indications of clients’ 

effort, or quality of homework engagement. 

6.4.2. Reduced anxiety 

The second aim of this study was to test the effect of attitudes to 

homework on the effectiveness of online CBT treatment for OCD in reducing 

anxiety symptoms. Despite the small sample size available (n=10), the two steps 

regression model produced significant results for the unique contribution of 

homework attitudes scores in predicting post-treatment anxiety. The HRS-II 

total scores added 65% to the post-treatment anxiety scores variance, when 

controlling for pre-treatment anxiety scores.  
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This analysis was limited and only included the total scores of homework 

attitudes, it did not provide insight into the effect of each of the HRS-II 

subscales (engagement, beliefs, and consequences). However, it could be stated 

that overall more positive attitudes towards homework at week 4 of the therapy, 

led to a greater reduction in Anxiety symptoms in the treatment overall. These 

findings are in line with past literature that focused on engagement and treatment 

outcomes, particularly for anxiety disorders (Blagys & Hilsenroth, 2002; Cronin 

et al., 2015; Kazantzis et al., 2010; Mausbach et al., 2010) 

Due to the small sample, the current study could not statistically analyse 

the ongoing effects of attitudes to homework and homework engagement on 

anxiety changes across the 12 weeks treatment program. Thus, a brief 

descriptive analysis was undertaken, comparing the anxiety profiles across the 

12 weeks of those reporting high versus those reporting low homework attitudes 

total scores (HRS-II) and high compared to low homework engagement (QQF; 

quantity, quality and frequency).  

Overall, those with more positive attitudes towards homework at week 4, 

seemed to have experienced an overall greater and more consistent reduction in 

anxiety symptoms over the 12 weeks therapy program compared to those with 

less positive attitudes.  

When observing the mean scores for quantity, quality, and frequency of 

homework engagement, overall, there seemed to be no substantial differences in 

anxiety reduction between the more highly engaged clients and the less engaged 

clients, although overall, both groups mostly and gradually benefited from 
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therapy. The most noticeable difference was in the frequency of homework 

engagement, where the less frequently engaged clients (as reported in week 4) 

seemed to report less reduction in anxiety symptoms throughout therapy 

compared with those more frequently engaged, who seemed to experience a 

gradual reduction in anxiety.  

It would be interesting to assess whether a more regular practice of 

relaxation methods, thought in the first four weeks of the therapy program, were 

directly related to gradual reduced anxiety. No studies have yet explored the 

involvement of frequency of homework engagement on treatment outcomes, 

although, theoretically, it is assumed that a more practice with acquired skills 

would enhance the learning and positive change (Abramowitz et al., 2003; 

Kazantzis, et al.., 2005). The pioneer nature of this study could be used to 

expand research in this area, mainly, on OCD treatment. Research indicated that 

the distress associated with ERP trials subsides with more practice (Clark, 2007; 

Ponniah et al., 2013; Salkovskis & Kirk, 1989). The potential positive effects of 

a more frequent practice of ERP between sessions should be explored in more 

depth.  

This descriptive analysis of the differences between high and low groups 

of homework attitudes and engagement should be treated with a high level of 

caution. The division into low and high groups was not optimal, and no 

statistical tests were performed. Naturally, other factors affecting anxiety levels 

across the therapy weekly modules, were not controlled for, and conclusions 

should not be made based on these observations. Ultimately, these results should 
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be treated as indicators for potential further research, with a larger sample size 

and more rigorous statistical methods, with the aim of developing an evidence 

based guide for how to best prepare clients for independent therapeutic work, 

and how to efficiently and effectively design homework tasks in a way that will 

be most beneficial.   

6.5. Limitations and suggestions for future research 

While this study was unique in its approach of exploring the effects of 

homework engagement on treatment outcome in online CBT for OCD clients, its 

findings are somewhat limited. The main weakness here was the small sample 

size. The data was collected as part of RCT for an online treatment. While, 

relative to similar trials, the current trial had minimal participant drop out 

overall, only a small number of participants completed the homework measures 

across the length of the trial. This limited the types of analyses that could be 

conducted. In particular, a more detailed examination of the changes in, and the 

effects of, homework attitudes and engagement over time was extremely limited. 

Specifically, this study was considerably underpowered and thus may not 

have been able to detect all significant contributions or examine the unique 

contribution of various variables. Also, the three subscales of the homework 

attitudes scale (HRS-II) could not be observed separately, which results in a 

limited understanding on how attitudes towards different elements of homework 

engagement affect OCD symptoms and anxiety symptoms. 

Another limitation in this study was the assessment of homework 

engagement. While self-report Likert scale questionnaires are commonly used in 
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scientific studies, it is unclear whether clients’ subjective experience on how 

much effort they have put towards their homework and other evaluations were 

accurate. Considering perfectionistic tendencies are highly common among 

OCD clients (Coles, Frost, Heimberg, & Rhéaume, 2003; OCCWG, 1997;2005) 

it is possible that some participants may have underestimated their engagement 

in the homework tasks or their perceptions of mastery may have been reduced in 

light of even smallest difficulties. Future studies should consider employing an 

external evaluation clients’ engagement and obtain inter-rater correlations. 

Moreover, the consequences of not engaging in homework to one’s satisfaction 

and standards may have more negative consequences for those with 

perfectionism tendencies, which may affect following attempts to independently 

engage with challenging tasks.  

Future studies should aim to obtain feedback from larger samples, and 

perform a more sophisticated analysis, including moderation and mediation 

effect of various potential factors, like perfectionism. OCD symptom severity 

should be examined on a weekly basis, to gain a more accurate understanding on 

more direct associations between the experience of engaging with homework 

and the efficacy of the treatment. Different types of homework should be 

examined separately, for example, the effects of relaxations technique compared 

to cognitive restructuring, and the effects of engagement with ERP trials should 

be the main focus in further studies. More accurate ways of assessing quality and 

frequency of homework engagement should be incorporated.  
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Additionally, other therapy outcomes and how they may be influenced by 

homework attitudes and engagement should be assessed, such as relapse 

prevention, quality of life, resilience, and overall functionality. Since the main 

purpose of homework is to apply principles learnt in session into daily events 

and relationships, and to practice more healthy ways of interacting with 

provoking situations (Beck & Tompkins, 2007; Cronin et al., 2015; Dozois, 

2010; Kazantzis, et al., 2004), those who are more engaged, are assumed have 

the advantage of acquiring adaptive coping skills to protect them when not 

actively attending therapy. Moreover, clients who were more active in their own 

therapy are likely to be able to expand even further on their learning and be able 

to use CBT techniques they were trained in more effectively when facing further 

stressors. It is recommended that future studies incorporate qualitative 

methodology to assess short as well as long terms benefits clients experience as 

a results of engaging with homework. 

Despite the above limitations, this study contributes to the current scarce 

body of literature on the effects of homework engagement on CBT outcome in 

OCD. Due to its longitudinal merit and its focus on the unique contribution of 

homework attitudes and homework engagement on the efficacy of CBT, it has 

raised many platforms that invite the exploration and a refining of the available 

research methods for studying the benefits of homework in therapy. Moreover, 

while CBT is the first line psychotherapy recommended to treat OCD symptoms 

to date (NICE, 2005), and delivering CBT remotely, as opposed to face-to-face 

sessions, is rapidly becoming more popular (Aboujaoude, 2017), this study was 
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the first to explore the effects of independent homework engagement on OCD 

symptom among a sample of OCD clients undergoing an online therapy 

program.   

In summary, OCD symptoms reduction is affected by pre-treatment OCD 

symptoms severity. In addition, higher scores on the consequences element of 

homework attitudes, as measured by pleasure, mastery, and sense of progress 

associated with homework assignments in therapy, predicted even a greater 

reduction in OCD symptoms following a 12-week online CBT program. This 

effect was only observable when referred to the first four weeks of therapy, but 

not when referred to weeks 5-8 of the therapy. This could be due to a small 

sample size, or due to the nature of the homework type, which involved mainly 

ERP trials in weeks 5-8, which is associated with less favourable consequences.  

Post-treatment anxiety symptoms were predicted by homework attitudes, 

where positive attitudes explained 56% of the variance of anxiety symptoms, 

after controlling for base-line anxiety severity. While this study used a small 

sample size and the statistical analysis was limited, it was the first of its kind to 

assess the involvement of homework attitudes on treatment outcomes in OCD. 

Further studies should allow more complex designs to assess the effect of 

variables like perfectionism, and intolerance for uncertainty, and other client’s 

characteristics, in the links between homework behaviours and treatment 

outcomes. 
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CHAPTER 7 – General Discussion 

7.1. Overview 

This thesis had two main aims. The first aim was to explore the 

associations between certain OCD clients’ characteristics and their homework 

behaviours, in terms of their attitudes and engagement with homework in an 

online therapy. The second aim of this research was to evaluate the effects of 

homework behaviours on OCD symptoms and anxiety symptoms following a 

12-week online CBT. 

This chapter will provide the main results of the two studies of this paper 

and their suggested interpretations, and compare them to the relevant literature. 

It will continue to highlight some of methodological limitations and other issues 

that should be considered when drawing concluding based on the current results. 

The unique strengths of this study and its theoretical implications will be 

discussed, as well as its potential practical application of the findings in clinical 

practice. This chapter will end with recommendations for future research and 

ways of expanding and refining the existing knowledge on integrating 

homework in psychotherapy for OCD and other conditions. 

7.2. Predicting Homework Attitudes and Homework Engagement from 

Clients’ Characteristics 

 The results of this thesis provided partial support for the role of clients’ 

characteristics in predicting attitudes towards homework, as measured by the 

HRS-II. Mainly, Task-specific Self –Efficacy (TSE), following by Task-specific 

Outcome Expectancy (TOE) seem to be linked most strongly to homework 



	
	
	
	
	
	

	

128	

attitudes. Stages of change, and pre-treatment symptoms of depression and 

OCD, did not predict homework attitudes or engagement. No significant links 

were found between clients’ characteristic and the QQF (quantity, quality, and 

frequency) of engagement with homework in this study.  

7.2.1. The role of self-efficacy in predicting homework attitudes and 

engagement 

 The findings of current study indicate that greater task-specific self-

efficacy (TSE) were associated with all of the subscales of the HRS including: 

greater engagement in homework, more positive attitudes towards the process 

and purpose of homework, and increased perception of mastery and pleasure 

gained from completing homework tasks. 

Specifically, the results indicate that approaching homework tasks with 

more confidence, and a sense of competence in overcoming obstacles should 

they occur, was associated with clients’ greater completion of homework, 

completion to a higher standard, and a perception of the task as being 

appropriately difficult with less obstacles. Although there have been no studies 

to date that directly examined those links, a few studies have linked higher self 

efficacy with greater homework compliance (Helbig & Fehm, 2004; Emma 

Holdsworth et al., 2014; Kazantzis & Shinkfield, 2007). 

 Approaching tasks with a sense of confidence in one’s ability to perform 

well and overcome obstacles (high TSE) may encourage clients to engage with 

homework tasks, rather than avoiding them. Taking dysfunctional thought 

modification as an example for a cognitive CBT task, if a client feels able to face 
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the confrontational aspect of identifying their own habitual maladaptive thinking 

patterns and challenging them in favour of a more helpful thinking style, they 

are likely to be more engaged. A similar principle could apply for tasks like 

relaxation practice or ERP trials.  

 Further, individuals with higher levels of task specific self-efficacy, in 

this study, reported more positive attitudes towards the homework process, 

including their comprehension of the tasks’ instructions, their involvement in 

planning the tasks, and their relevance to the therapy goals. These results are 

consistent with Kazantzis and Shinkfield's (2007) theoretical suggestion that 

higher self-efficacy is associated with more positive attitudes towards homework 

in therapy. They explained that clients’ motivation to engage is influenced by 

their past experiences and successes, and when they approach tasks with more 

confidence, they are likely to perceive the tasks as more appropriate and clearer. 

Positive links between improvement in symptoms following psychotherapy and 

self-efficacy (Helbig & Fehm, 2004; Holdsworth et al., 2014) have been 

previously established. However, the specific role of homework engagement 

within this link has not gained much empirical support. 

Finally, consistent with the hypothesis, the consequences HRS-II 

subscale was significantly predicted by TSE. The consequences subscale 

assessed clients’ attitudes towards the outcomes of engaging in therapy 

homework, in terms of pleasure, mastery and enhancing treatment progress. The 

results indicate that the more competent clients felt in completing the tasks, and 
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the more creative they were expecting themselves to be in dealing with 

obstacles. the greater the reward they reported from engaging in the task. 

 The strength of the findings of this study it that it has distinguished 

between general self efficacy (GSE), and task-specific self efficacy (TSE), 

which produced intriguing results. While GSE on its own had a weak positive 

correlation with the engagement subscale, when entered into the regression 

together with TSE, GSE did not unique add to predicting engagement. With an 

overlap of r2=24% between GSE and TSE, this could mean that it is not the 

clients’ overall confidence in their ability to problem solve and persist in 

accomplishing goals of tasks in general that motivates them to engage with their 

homework, but their sense of competence specifically for the task at hand. It is 

reasonable to assume that therapeutic homework, that involves being 

intentionally confronted with situations that have long been avoided, would be 

approached differently to tasks that clients’ are accommodated to, and therefore 

feel more confident. Task-specific self-efficacy seemed to be more relevant in 

predicting engagement in therapy related homework. 

Moreover, in the same regression model, GSE had a negative tendency 

loading on engagement (t=-.81). Although this was not significant, it points at a 

complex dynamic between GSE and TSE. Similar results were recorded in the 

relationship between GSE and TSE in the consequences subscale. That is, the 

higher clients’ general self-efficacy is, the less positive their opinions would be 

on the consequences (pleasure, mastery, progress) of engaging with homework.  
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 A tentative explanation for this observation could be that a client with a 

high GSE, may be generally confident, and is used to feeling resourceful when 

approaching various tasks. This could be reflected in vocational or educational 

settings, relationships, recreation, or any other area that is personally relevant to 

the client. However, therapy-related activities in CBT are designed to be 

confronting (Beck et al., 1979; Dozois, 2010; Westra & Dozois, 2006), and 

specifically when attempting to address anxiety provoking stimuli, avoidance 

serves a central role in perpetuating the symptoms.  

Homework assignments, whether behavioural or cognitive, are known to 

provoke a degree of resistance, as clients are being encouraged to revisit and 

challenge core beliefs, self-schemas, and chronic dysfunctional habits (Clark & 

Simos, 2013; Salkovskis & Kirk, 1989). In those cases, GSE may not have such 

a strong influence, or even have a counter-acting effect, as facing the 

confrontational, personal nature of therapeutic homework tasks, may be 

perceived as a conflict for clients’ identity, who see themselves as generally 

competent and creative in overcoming obstacles. This incongruence could 

intensify feelings of self-doubt and de-motivate clients when approaching 

homework tasks.  

These speculations are tentative and should be addressed as stimulation 

for further research. It is necessary to emphasise that this analysis was cross 

sectional and did not assess causational effect. Clients’ rating of their 

engagement attitudes to homework task, as well as their indication of TSE for 

each task was measured at the same point in time, retrospectively, for the first 
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four weeks of therapy. It could be that upon completion of the tasks, clients who 

completed more homework, completed them well, and perceived the difficulty 

of the tasks as appropriate (engagement HRS-II subscale), also gained a higher 

sense of task-specific self-efficacy. Perhaps overestimated their self-efficacy 

based on their experience from engaging in the task. In the future, this link 

should be explored in more detail, and TSE should be assessed after clients 

receive the instructions for homework tasks, but before practically engaging with 

it. 	

7.2.2. The role of task outcome expectancy on engagement with 

homework. 

The engagement HRS-II subscale was not significantly predicted by 

Task-specific Outcome Expectancy (TOE), which does not support the 

hypothesis. This means that individuals who are more hopeful for a positive 

change in their symptoms once completing a task, are not more likely to engage 

in the relevant homework tasks than those with lesser expectation of a positive 

change. This is somewhat inconsistent with previous literature that has found 

evidence that treatment outcome expectancy was associated with overall 

treatment engagement, or outcome for various symptoms (Holdsworth et al., 

2014; Maher et al., 2012; Price & Anderson, 2012), and for OCD specifically 

(Knopp et al., 2013; Vogel et al., 2006). However, engagement in therapy has 

traditionally been studied as an overall indication of attendance in sessions and 

commitment to the therapy process, while homework engagement, as a unique 

feature of therapy engagement, has not gained focus (Holdsworth et al., 2014). 
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Based on this study’s findings, it could be that not the same principles apply for 

engagement with homework, as they do on other aspects of treatment 

commitment, and that a greater expectation from the homework task to relieve 

psychological symptoms, may not be a strong enough motivator to complete it or 

perceive it as less difficult.  

Alternatively, TOE’s mechanisms of involvement in homework 

engagement could be different to OCD clients compared to other conditions. It 

seems plausible to assume that perfectionism plays a role in the link between 

TOE and engagement. Perfectionism is a common feature in OCD presentation 

(Coles et al., 2003; OCCWG, 2005), and perhaps clients with perfectionistic 

tendencies are pressured to complete homework tasks to a higher standard than 

others, leading to heightened stress and avoidance when attempting the tasks. 

Therefore, possessing higher expectancy of the task being approach may be 

counter-productive, resulting in a motivational conflict between the desire to 

engage in the rewarding task on one hand, and being dishearten by its 

overestimated difficulty in completing it to the highly set standard on the other. 

This moderating effect of perfectionism should be directly investigated in future 

research. As TOE is a new concept introduced in this study, and perfectionism 

was not controlled for, more research should take place before making 

conclusions. 

In this study, the role of task–specific outcome expectancy (TOE) was 

associated with more positive attitudes about the process and rationale of 

homework (beliefs subscale). In other words, clients who perceived homework 
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tasks as beneficial, and expected improvement of their symptoms once 

completing them, were more likely to comprehend and agree with the rationale 

of the task and its relevancy to the treatment goals. This observation is inline 

with Abramowitz et al.'s (2002) study that explored the effect of four elements 

of treatment engagement on OCD treatment outcome, and found that despite a 

correlation between homework exposure and treatment outcomes, once 

accounting for the element of understanding the rationale of the treatment, 

homework compliance was not as relevant in predicting outcome. 

Higher TOE was also a significant predictor of a greater sense of reward 

from homework tasks (consequences subscale), meaning that greater hope for 

symptom relief following homework engagement, was associated with a greater 

sense of rewards from completing the task, in terms of mastery, pleasure and 

progress in therapy. Naturally, when clients engage in a task that are beneficial 

to their mental health, they are likely to believe they are making progress in the 

therapy overall, compared to clients who engaged in a task with lesser 

expectation of. The same reasoning applies for gaining pleasure or mastery. 

Alternatively, as no causation is assumed, it could be that clients who 

experienced a greater sense of mastery, pleasure, and progress due to completing 

a task, may retrospectively report a greater expectancy of it. This emphasises the 

need for a longitudinal statistical analysis which will ideally include inter-rated 

measures.  
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8.2.3. Stages of change, depressive symptoms, and OCD symptoms 

Not supportive to hypothesis, in this study, depressive symptoms and 

OCD symptom severity at the start of the therapy, did not predict the homework 

attitudes HRS-II subscales, or the QQF homework engagement items; quantity, 

quality, or frequency. Stage of readiness to change did not seem to be associated 

with attitudes to homework, or with quantity, quality, or frequency of homework 

engagement. This study was the first to assess the impact of pre-treatment 

symptoms severity and readiness to change on homework behaviours. 

Findings on the effects of depressive symptoms on treatment engagement 

are inconclusive, and pointing at complex dynamic (Bryant, Simons, & Thase, 

1999; Burns & Spangler, 2000; Whisman, 2005). The current study was no 

different, assessing specifically homework engagement rather than overall 

commitment to treatment, implying that the same principle may apply.  

While the literature offers sound empirical evidence for the associations 

between pre-treatment OCD symptoms and engagement in therapy, the link 

between initial symptoms and homework engagement have not yet been 

established. However, It has been recommended that internet-based therapies 

that involve minimal therapist involvement should only be offered to clients who 

experience mild to moderate severity of symptoms (Dèttore et al., 2015; 

Palmqvist et al., 2007). This study used a sample of mild to moderate range of 

OCD symptoms, which could indicate a reasonable of consistency in motivation 

to engage. 
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Analysing the factors associated with specific symptoms that may hinder 

engagement in therapy are beyond the scope of this thesis, however the 

heterogeneity of OCD presentation and its high comorbidity with various other 

psychological symptoms have made it difficult to predict response to treatment 

(Abramowitz et al., 2005; Haslam et al., 2005; Rowsell & Francis, 2015).  

7.3 Predicting Treatment Outcomes from Homework Behaviours 

 The results of this study provided partial support for the hypothesis that 

greater positive homework attitudes predict lower post symptom scores. Only 

the consequences HRS-II subscale significantly predicted lower OCD scores at 

the end treatment. The total score for homework attitudes significantly predicted 

reduction in anxiety symptoms, with varying patterns of improvement when 

comparing between high and low engaged clients.  

7.3.1. OCD post-symptom scores 

 The relationship between homework attitudes and OCD symptom 

reduction were examined separately for week 4 and week 8 of the 12-weeks 

therapy program. As the theme of the homework assignments were substantially 

different between these two blocks of the therapy process, this study attempted 

to gain insights into the benefits of having positive attitudes towards homework 

for the varying types of tasks.  

For the homework attitudes measured in week four, only the 

consequences HRS-II subscale significantly predicted reduction in OCD 

symptoms. The consequences subscale measured the pleasure and the mastery 

experienced by engaging with homework assignment, and the feeling that 
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engaging with homework contributed to the overall therapeutic progress. Based 

on the results, higher sense of mastery and achievement experienced by 

engaging in CBT homework exercises prescribed in the first four weeks of 

therapy was associated with greater symptom reduction following a course of 

CBT for OCD. 

No previous studies have yet to explore how homework attitudes affect 

the efficacy of psychological treatments, and even less attention was found in the 

literature on OCD therapy. These findings, however, could be associated with 

the clients’ reward system. Kazantzis and L’Abate (2005) explained how 

engagement with CBT homework is enhanced by experiencing gains from 

dedicating time and effort to their therapy homework assignment. In other 

words, people who feel more rewarded as a result of engaging with homework, 

are likely to approach further assignment with a more positive attitude. This 

speculation has not yet gained clinical support, however, if this effect occurs, 

and greater rewards increase the probability for future engagement with 

homework, than based on the extensive literature suggesting homework 

compliance leads to greater outcomes in psychological treatments to various 

symptoms (Addis & Jacobson, 2000; Dozois, 2010; Kazantzis et al., 2000; 

Kazantzis et al., 2010; Mausbach et al., 2010; Westra et al., 2007), and 

specifically in CBT for OCD (Abramowitz et al., 2003a; Clark, 2007; Simpson 

et al., 2004), more positive homework attitudes should lead to a more efficacious 

therapy. 



	
	
	
	
	
	

	

138	

  Future studies should attempt to evaluate, and even quantify the rewards 

gained from engaging with homework task. For example, studies could assess 

whether gaining greater pleasure, mastery, and sense of progress in therapy, 

translate into a greater reduction in OCD symptoms in the short term, not only 

after the treatment has ended could be explored. Also, as noted by Westra et al. 

(2007), homework engagement at the beginning of therapy predicted immediate 

symptom improvement, which then improved clients engagement even further, 

creating a roll-on effect of initial engagement. Symptom reduction may serve as 

a reward that motivates clients to participate in further homework practices. 	

Other rewards, such as increases treatment expectancy, self-efficacy, 

resilience, hope, and general quality of life, as a result of engaging with 

homework tasks should be evaluated for their further influence on both attitude-

change towards homework assignment and overall practical engagement. 

Similarly, the adverse effects on therapy outcome for clients who did not 

experience a reward in terms of mastery and pleasure, should be examined more 

closely.  

It has been noted before, that there is some delay in improvement of 

symptoms once ERP begins (Ponniah et al., 2013; Salkovskis & Kirk, 1989). 

This was attributed to the heightened anxiety associated with ERP trials more 

specifically, and not other CBT type of homework tasks. The same process may 

apply when clients engage in confronting cognitive restructuring, for example, 

but little is known on clients’ subjective experiences with various CBT 

interventions. A better understanding of how to motivate clients to keep being 



	
	
	
	
	
	

	

139	

engaged with therapy, including in-sessions, and independent attempt of 

cognitive and behavioural interventions, could assist in reducing attrition rates 

which are quite high among OCD clients (Abramowitz, 2006; Mckay et al., 

2004; Ong et al., 2016).	

An additional analysis attempted to predicted post-treatment OCD 

symptoms by homework measures, as they were measured at week 8 of the 

therapy, after commencing ERP trials. This analysis did not yield any 

statistically significant results, implying that OCD clients’ attitudes towards ERP 

tasks do are not associated with overall OCD symptom reduction at the end of 

the 12-week treatment.  

While the sample size (n=26) may have been too small to identify an 

effect, this could alternatively be linked to mixed attitudes in regards to the ERP 

intervention specifically. Exposure practices, and even more so when combined 

with response prevention, have been reported to be extremely confronting for 

clients (Clark, 2007; Ponniah et al., 2013; Salkovskis & Kirk, 1989). Studies 

have explored the various difficulties clients are facing when attempting ERP 

trails (Hara et al., 2015; Maher et al., 2012; McKay et al., 2015; Olatunji et al., 

2013; Pozza & Dèttore, 2017; Westra, 2011), and ERP is typically associated 

with high levels of distress and drop-out rates (Fisher & Wells, 2005; Ong et al., 

2016; Ponniah et al., 2013; Salkovskis & Kirk, 1989). It is possible that the 

heightened anxiety and potential self doubts caused by ERP may affect clients’ 

overall attitudes across the various attitudes measured by the HRS-II subscales. 
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Overall, OCD symptom improvement was mainly predicted by pre-

treatment OCD symptoms, with some additional predictive value to the sense of 

consequences gained from engaging in homework tasks at the beginning of 

treatment. Overall, it seems that the dynamics between homework attitudes, 

homework engagement, and treatment outcome, is complex and requires further, 

more focused research, the consideration of mediating and moderating effects of 

additional factors like perfectionism, and a closer examination of causality 

effects to provide a better insight on those links. 

7.3.2. Anxiety reduction 

 The results of this study supported the hypothesis that positive attitudes 

towards homework would be associated with greater anxiety symptoms 

reduction following treatment for OCD. This finding is of particular significance 

as the sample size available for analysis was n=9, which limits the power of 

statistical tests. Overall, the total homework attitudes score from the HRS-II was 

able to explain 65% of the post-treatment anxiety scores, when controlling for 

pre-treatment anxiety scores. While this study is the first of its kind to assess the 

benefit of positive homework attitudes on the effectiveness of psychotherapy, it 

does not provide in-depth insights into the effect of practical engagement with 

therapy homework tasks. 

These findings are in line with past literature maintaining that higher 

engagement with treatment leads to better treatment outcomes for anxiety 

disorders (Glenn et al., 2013; Holdsworth et al., 2014; Keeley et al., 2008; 

Westra & Dozois, 2006). Likewise, considering that more positive homework 
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attitudes were associated with more homework engagement in terms of quality 

(r=.59) quality (r=.53) and frequency (r=.51), these results are in line with 

studies that found higher homework compliance to predict better therapy 

outcome, predominantly for anxiety symptoms (Kazantzis et al., 2010; Kazantzis 

et al., 2016).  

Applying these results on the specific homework tasks assigned in the 

first four weeks of the therapy program in the current study could provide further 

insights into the links between homework attitudes and reduction in anxiety. 

Homework tasks included in the first four weeks included monitoring and 

challenging automatic negative thinking patterns, and muscle relaxation 

techniques training. All of these are acquired skills, if practiced. Clients who had 

more positive attitudes approaching those activities, and perhaps engaged with 

them more, may have had the advantage of applying those techniques 

throughout therapy, including ERP trials, as everyday living, promoting greater 

positive change.  

Much research on CBT indicates that for therapy homework to be more 

effective, learning takes place through repetition and the application and 

generalisation of acquired skills into every day events and relationships (Beck & 

Dozois, 2011; Beck et al., 1979; Kazantzis & L'Abate, 2005; Dobson, 2017). 

ERP, the central component of CBT for OCD, incorporates relaxation 

techniques with each exposure trial for a better management of the response 

prevention (Clark, 2007), therefore having a higher proficiency in basic 
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behavioural and/or cognitive techniques may be useful in enhancing the benefits 

of the ERP intervention. 

The mechanisms through which more positive attitudes lead to a more 

efficacious therapy is well under-researched and would benefits from more 

attention in the future. Specifically for OCD clients, positive attitudes when 

approaching therapy homework could indicate less tendency for avoidance, and 

more trust in the rationale behind homework in therapy, and could buffer against 

self doubt and the expansive use of reassurance seeking behaviours. 

7.4. Limitations 

 Although this study was innovative and provided insights into clients’ 

homework behaviours and their benefits, there were a few limitations worth 

noting. Primarily, the overall small sample size (n=49) and as small as n=9 for 

some analyses, substantially limited the complexity of the statistical tests 

possible. The small ample size, did not allow for an integrated analysis of all the 

variables that were the focus of this thesis. Even more unfortunate, that a closer 

analysis of homework behaviours around the ERP trials, compared to other CB 

techniques was not enabled due to the limited data available. 

Moreover, this small sample size means a weak statistical power, which 

may have failed to detect potential associations between the clients’ 

characteristics and homework behaviours, as well as between homework 

behaviours and treatment outcomes. For example, in study 2, the three subscales 

of the homework attitudes scale (HRS-II) could not be observed separately, 

which resulted in a limited understanding on how attitudes towards different 
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elements of homework engagement (completion, agreement with their rationales 

and consequences) affect post-treatment OCD symptoms and anxiety symptoms. 

The analysis of role of stages of change in CBT efficacy was also underpowered. 

 The results of this study therefore, should be interpreted with much 

caution, and used as a stepping-stone towards a richer, more sophisticated, and 

more statistically controlled investigation of the dynamics between clients’ 

characteristics, homework behaviours, and OCD treatment outcomes. Most 

importantly, practical homework engagement behaviours, including quantity, 

quality, and frequency, should be assessed for their potential mediating role 

when assessing the influence of homework attitudes on treatment outcomes, as 

well as a roll-over effect of symptom reduction on homework attitudes and 

practical engagement.  

 Another limitation in this study included only a completer analysis, and 

the sample was restricted to clients who remained for the 12-week duration of 

the therapy program, and who have answered the questionnaires. Taking part in 

the research study was optional, and it is likely that there were many clients who 

completed their homework, did not provide their data. There could have been 

substantial differences between those who completed questionnaires and those 

who did not, and those who engaged in homework at the start, but dropped out 

of either therapy or homework engagement as the program progressed.  

In the future, studies should attempt to compare between clients who 

engaged with homework throughout the program, those who stopped engaging at 

some stage of the therapy program, and those who refused homework from the 
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very start. Various characteristics, like their initial attitudes towards homework 

and therapy, their treatment expectancy, clinical history, readiness to change, 

level of insight into symptoms, perfectionism tendencies, and their alliance with 

the therapist, could be explored as predictors of attrition.  

Further weakness in the current study was that no longitudinal 

associations were examined, therefore, as much as task -specific expectancy and 

efficacy may have led to more positive attitudes towards the process of 

homework assignment, the other direction could be assumed – that more positive 

attitudes led to higher efficacy and expectancy of the tasks. Ahmed and Westra 

(2009) found that a stronger delivery of the treatment rationale enhanced clients’ 

early treatment outcome expectancy as well as self-efficacy in terms of 

helpfulness and confidence in managing their anxiety during exposure trials. 

Homework was not specifically examined in Ahmed and Westra’s study, 

however, following the same rationale, it could be suggested that higher scores 

on the beliefs subscale actually resulted in higher TSE and TOE when 

approaching each task. 	 

Finally, while interpreting the result on the beliefs scales in this study, it 

should be highlighted that a few studies indicated that receiving written 

instructions for therapy homework assignments was associated with more 

positive attitudes for homework (Detweiler-Bedell & Whisman, 2005; Fehm & 

Mrose, 2008; Helbig & Fehm, 2004). Participants in this study were undergoing 

an online-based 12-week therapy program, which contained a rich volume of 

written instructions for each homework task and the rationale for interventions. 
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The mechanisms employed in this study may not be applicable to face-to-face 

CBT delivery, where it was found that the assigning of homework across 

practitioners is not consistent (Kazantzis & Deane, 1999; Kazantzis et al., 2005) 

which may affect client’s beliefs aspects of the homework process.		

Another limitation was that treatment outcomes included only OCD 

symptoms and anxiety symptoms. However, research indicates that there are 

other benefits from engaging in psychotherapy, like overall improved quality of 

life, reduced severity secondary symptoms, mainly depression, and reduced 

relapse rates (Hofmann et al., 2012; McKay et al., 2015; Tolin, 2010). In the 

current study, neither of the other benefits were included in the analysis as an 

indication of treatment outcomes, therefore the findings of the contribution of 

this study to our understanding of a more holistic effectiveness of CBT for OCD 

is limited.  

Moreover, the long-term benefits of being engaged with homework 

during therapy was not analysed in this study. One of the main roles of 

homework in CBT is to equip clients with skills and tools they could use outside 

of the therapy room (Abramowitz et al., 2003; Kazantzis, Deane, et al. 2005). If 

homework engagement serves that purpose, then clients who were more engaged 

with homework throughout therapy should maintain positive benefits over time 

once treatment was completed more so than clients who were less engaged. 

Longitudinal studies, focusing on a variety of short and long terms benefits of 

being more engaged with homework, would be valuable. 
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 It is also essential to highlight that while self-report questionnaires are 

common practice and have their benefits, in this particular case, they may not 

represent and objective estimation of clients’ engagement with, or attitudes 

towards, homework. The participants in this study comprised of mild to 

moderate OCD as a primary diagnosis. A few common OCD characteristics, 

including perfectionism, thought action fusion, inflated responsibility, 

overestimation of threat and intolerance of uncertainty ( Abramowitz et al., 

2003; OCCWG, 2005) may have had an effect on how clients perceived 

homework tasks (difficulty, relevance to therapy, clear instructions, 

mastery/pleasure gained, etc.), as well as their estimation on how well they have 

completed the tasks. Future studies should seek to achieve a more standardised 

method of evaluating attitudes and engagement. This could be challenging in 

online CBT settings, but, if interaction with a therapist is offered, a portion of 

the online, video, telephone, or chat correspondences, should be dedicated to 

assessing clients’ homework behaviours. 

7.5. Strengths and Implications 

7.5.1. The novelty of this thesis 

 This thesis was the first of its kind to directly investigate clients’ 

perspectives on homework, and their engagement with homework in an online 

CBT program. In contrast to most of the literature on OCD, that focused on 

compliance with ERP in general, and mainly during the therapy session, this 

study particularly focused on clients’ experiences when attempting ERP 

independently, without the presence of their therapist. In addition, this study has 
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also explored the benefits of other CB strategies that precede ERP trials, and 

gained much less attention in research. 

This paper also focused on the clients’ evaluation of their homework 

engagement, rather than their therapist’s evaluation, and included measures of 

quality of homework completed, as well as attitudes towards homework, not 

only a quantitative evaluation of homework completion, both which have been 

overlooked in research. In addition, the aspect of frequency of engagement with 

homework tasks was introduced here, which did not gain attention yet. 

 For the purpose of this study, two new scales were constructed – the 

Task-specific Self-Efficacy (TSE) Scale, and the Task-specific Outcome 

Expectancy (TOE) scale. Both showed good internal consistency, and were 

designed in a way that could be applied for each individual homework task. TSE 

differed in its associations with homework attitudes compared to general self-

efficacy, and it was also found to be a central factor in predicting engagement 

with homework, which could be a seed planted for further research. 

7.5.2. Theoretical Implications 

 The findings of this paper are a step into developing a more systematic 

investigation and application of the integrating homework in psychotherapy. The 

findings of this study highlight the importance of individual differences in 

approaching homework tasks between therapy sessions, and provide insight into 

the possible factors that may contribute to increased  motivation to complete 

therapeutic homework. More specifically, the role of task-specific self-efficacy 

that was introduced in this paper, gained empirical support for its value in 
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predicting positive attitudes towards homework. As it demonstrated to have a 

different effect on attitudes compared to the more commonly researched general 

self-efficacy, this study highlights the importance of differentiating between 

types of homework tasks, and clients’ relationships with each task. 

 While the benefits and the application of homework in CBT is agreed 

upon by practitioners and clients, the literature does not currently have much to 

offer in terms of assessing clients’ readiness to participate in homework. This 

study successfully demonstrated that some clients are more likely to engage with 

their homework than others, and potential factors that can contribute to their 

motivation. This could explain the observation that many clients refuse to 

engage with homework assignments and/or modify them to various degrees. 

Moreover, this study investigated clients that participated in an online 

therapy. The process of integrating homework in online CBT would have a more 

standardised nature to the process of homework planning and application in 

face-to-face settings. While this may not always be the ideal method, 

professionals must consider a more cost-effective avenues to provide services to 

clients that would otherwise remain untreated. While this study did not attempt 

to compare the magnitude of the benefits of homework engagement between the 

two modalities (online vs face-to-face), the findings here provide a sound 

empirical support for the benefits of semi-manualised homework assignments, 

integrated into an online therapy programs. 

This study has also focused on the treatment of one of the most complex 

and heterogeneous psychological disorders, OCD. While most literature focused 
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on the benefits of adhering to ERP, during face-to-face sessions, as a predictor of 

better prognosis for therapy outcome, this study extended current knowledge to 

client’s attitudes towards independent work. This study lays the foundations to 

further research into specific characteristics common in OCD presentation and 

their involvement in homework engagement and its measurement methods. 

Features like perfectionism, intolerance of uncertainty, and thought-action 

fusion, that were not investigated here, could be explored, so that clients’ 

expected motivation to participate in between sessions homework could be 

assessed more efficiently and integrated into the treatment formulation. 

7.5.3. Practical/Clinical Implications 

 The results of this thesis and future research that may follow could help 

clinicians develop a more individually tailored, efficient, and effective treatment 

plan. Hopefully, the methodology of this study could be expanded to other 

psychological symptoms and disorders, and provide practitioners with insights 

into how to predict clients’ motivation to engage with therapeutic work between 

session and decide the best timing and type of homework tasks most appropriate. 

A discussions around homework attitudes and behaviours could be integrated 

into motivational interviewing practices could assist clinicians to prepare their 

clients for therapy so that they gain the most benefits. Further, given the role of 

task-specific self-efficacy in predicting homework engagement, it is important 

for treatments to incorporate tasks in a gradual manner to ensure a level of 

mastery and self-efficacy in completing homework tasks which will then 

motivate further engagement. 
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 This study has used data from an online therapy program, and provided 

empirical support for the efficacy of online CBT for OCD. These findings are 

comforting, access to clinicians qualified in treating OCD is often limited and 

costly, leaving many patients untreated. Online therapy programs, where there is 

no limit for number of patients entering treatment, could be a plausible 

alternative without compromising the quality of care provided. 

While engagement with homework during psychotherapy has extensive 

benefits, and most psychologists integrate homework into their practice, little is 

know about what is causing the variation in clients’ motivation to participate. As 

noted by various experts, there is a gap between recommendation for how to 

integrate homework in therapy, and what therapists actually do in practice 

(Fehm & Kazantzis, 2004; Haarhoff & Kazantzis, 2007; Kazantzis et al., 2005; 

Scheel et al., 2004). This study has highlighted the importance of looking into 

the factors that may motivate or discourage clients to engage with homework. 

Ideally, experts will continue to endeavour to arrive at a formulation of 

an optimal dose of therapist involvement in the process of planning and 

reviewing homework assignments and a balanced care of combined face-to-face 

and remote methods. For example, a few booster video-conference meetings for 

ERP training could be incorporated into an online treatment. Alternatively, with 

the noted benefits of (Fehm & Kazantzis, 2004; Helbig & Fehm, 2004), 

providing written material in face-to-face practice as well as it is done in remote 

therapy settings could enhance clients attitudes to the treatment rationale. 
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7.6. Future Studies 

 Future studies should attempt to use larger sample sizes and more 

sophisticated analyses, to assess the dynamics between clients’ characteristics, 

their motivation to engage with homework, their practical engagement with 

various types of homework, and the short term as well as long term benefits of 

their engagement with therapeutic homework activities. In terms of clients’ 

beliefs about the benefits of engaging in homework during therapy, a closer 

analysis of trait compared to trait beliefs should be performed for a refined 

indication of clients’ potential to be receptive of therapy homework. Studies 

should assess other long-term benefits like quality of life, general functionality, 

dependency on medication, relapse, and secondary symptoms, to assess whether 

engaging with homework assist learning and help maintain positive changes 

over time. 

 The findings of this study should be expanded to evaluated additional 

clients’ characteristics that can influence their motivation to engage with their 

homework, like resilience. In the case of OCD, studies should explore further the 

involvement of perfectionism, intolerance for uncertainty, inflated responsibility, 

and thought-action fusion in homework engagement, for both ERP trials and 

other CBT intervention techniques. For some clients, more guidance, or a 

debriefing discussion around barriers could help improve their motivation to 

engage. 

 Studies should compare homework attitudes and behaviours between 

online and face-to-face treatment programs, and assess the role of the therapist in 
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improving clients’ motivation to engage with homework tasks. Comparing 

homework behaviours and their benefits across treatment of various disorders, 

including anxiety disorders, affective disorders, eating disorders, substance use, 

and others, could help develop a model that provides efficient guidelines for 

homework integration for each condition and the specific homework 

assignments associated with its treatment. Additionally, this findings should be 

refined and expanded among face-to-face clients, and in individual and groups 

settings, where homework activities could be tailored more carefully based on 

clients’ case formulation. Clients’ level of involvement in the planning and 

administration of their own homework tasks should be examined more closely to 

arrive at a more cost-effective model of homework process which optimises their 

potential to be engaged between sessions and improve continuity of therapy. 

 Future studies should focus on clients’ perspectives and experiences with 

homework practices, including qualitative description of what motivated them to 

engage with homework, and what were some barriers they experienced. 

Therapists could be interviewed for their methods of dealing with clients’ 

barriers, to gain a more comprehensive understanding of the process of 

homework engagement and effective ways of approaching resistance.	 

7.7. Summary and Conclusions 

 This research paper explored factors predicting homework behaviours 

and the effects of homework behaviours on treatment outcomes in an online 

therapy program for OCD. In an article published over a decade ago, Scheel et 

al.'s (2004) stated that “The lack of emphasis on a systematically based 
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homework recommendation process that may be applied across a variety of 

treatments and theoretical models is curious, especially considering the field’s 

current emphasis on empirically supported treatments” (p.39). We are still far 

from reaching universal model, however despite some limitations, this research 

paper has extensive potential clinical implication as a stepping stone in 

expanding our understanding of how to optimise the process of integrating 

homework in psychotherapy.  
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Appendix A 

Clients’ Characteristics Measures and Homework Behaviour Measures 

WEEK 1 

GENERAL	SELF-EFFICACY	SCALE	(GSE)	
Please	indicate	using	the	given	rating	scale	the	degree	to	which	the	

following	items	apply	to	you.	
 

Rating	scale:	

1		 	 													2	 																							3			 	 								4	
Not	at	all	true	 												Hardly	true																Moderately	true		 								Exactly	true	
 

1. I can always manage to solve difficult problems if I try hard enough. 1    2    3   4 
2. If someone opposes me, I can find the means and ways to get what I want. 1    2    3   4 
3. It is easy for me to stick to my aims and accomplish my goals. 1    2    3   4 
4. I am confident that I could deal efficiently with unexpected events. 1    2    3   4 
5. Thanks to my resourcefulness, I know how to handle unforeseen situations. 1    2    3   4 
6. I can solve most problems if I invest the necessary effort. 1    2    3   4 
7. I can remain calm when facing difficulties because I can rely on my coping abilities. 1    2    3   4 
8. When I am confronted with a problem, I can usually find several solutions. 1    2    3   4 
9. If I am in trouble, I can usually think of a solution. 1    2    3   4 
10. I can usually handle whatever comes my way. 1    2    3   4 
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WEEK 4 
 

Homework Completion Scale (HRS-II) 
Many	people	find	ways	to	engage	in	activities	between	therapy	sessions	in	a	
way	that	suits	them.	This	may	differ	from	the	way	in	which	the	therapy	was	
discussed	with	their	therapist.	This	questionnaire	asks	about	your	activities	
from	last	session.	Below	are	some	ways	in	which	people	have	said	that	they	
have	engaged	and	learned	from	their	activities.	Please	read	each	question	
carefully,	and	for	each	of	the	statements,	circle	the	best	response	that	best	
applies	to	you.	
	
1.	Quantity	
I	was	able	to	do	the	activity	

0. Not	at	all	
1. A	little	
2. Some		
3. A	lot	
4. completely	

	

7.	Collaboration	
I	had	an	active	role	in	planning	the	activity	

0. Not	at	all	
1. A	little	
2. Some	
3. A	lot	
4. Extensive	

	
2.	Quality	
I	was	able	to	do	the	activity	well	

0. Not	at	all	
1. Somewhat	
2. Moderately	
3. Very	
4. extremely	

	

8.	Specificity	
The	guidelines	for	how	to	carry	out	the	activity	
were	clear	

0. Not	at	all	
1. Somewhat	
2. Moderately	
3. Very	
4. Extremely	

	
3.	Difficulty	
The	activity	was	difficult	for	me	

0. Not	at	all	
1. Somewhat	
2. Moderately	
3. Very	
4. Extremely	

	

9.	Match	with	therapy	goals	
The	activity	matches	with	my	goals	for	therapy	

0. Not	at	all	
1. A	little	
2. Somewhat	
3. A	lot	
4. completely	

	
4.	Obstacles	
I	experienced	obstacles	in	doing	the	activity	

0. Not	at	all	
1. A	little	
2. Some	
3. A	lot	
4. Extensive	

10.	Pleasure	
I	enjoyed	the	activity	

0. Not	at	all	
1. A	little	
2. Somewhat	
3. A	lot	
4. Extremely	
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5.	Comprehension	
I	understood	what	to	do	with	the	activity	

0. 						Not	at	all	
1. 						A	little	
2. 						Somewhat	
3. 						A	lot	
4. 						Completely	

	

11.	Mastery	
I	gain	a	sense	of	control	over	my	problems	

0. Not	at	all	
1. A	little	
2. Somewhat	
3. A	lot	
4. Extensively	

	
6.	Rationale	
The	reason	for	doing	the	activity	was	clear	to	
me	

0. 						Not	at	all	
1. 						Somewhat	
2. 						Moderately	
3. 						Very	
4. 						Completely	

	

12.	Progress	
The	activity	helped	with	my	progress	in	therapy	

0. Not	at	all	
1. A	little	
2. Somewhat	
3. A	lot	
4. Extremely	

	

	
 

The	following	questions	refer	to	the	offline	homework	tasks	from	the	last	few	

sessions.	Use	the	rating	scale	below	to	indicate	how	true	the	statements	are	

for	you.	If	you	have	forgotten	which	tasks	the	questions	refer	to,	it	may	be	

helpful	to	remind	yourself	by	going	back	over	the	previous	modules.	

Response	Format:	

0	 	 						1		 	 														2	 																			3		 	 	 4	
Not	relevant;	 						Not	at	all	true	 	Hardly	true		 					Moderately	true	
	 Exactly	true	
Did	not	attempt 

	

1.	When	approaching	my	activity-planning	task;	

SPECIFIC	SELF-EFFICACY	QUESTIONS:	
a. I	felt	I	could	do	it	with	little	trouble	 	

b. I	believed	I	could	handle	barriers	if	they	occurred	

c. I	thought	it	was	likely	that	I	would	fail	to	complete	it	

d. I	was	confident	that	I	could	find	a	solution	to	unexpected	obstacles	

e. I	knew	I	had	the	resources	to	deal	with	unpleasant	emotions	that	may	rise	

f. I	didn’t	believe	I	could	complete	it	to	my	therapist’s	satisfaction	

g. I	was	confident	in	my	ability	to	do	it	properly	
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h. I	was	afraid	I	would	give	up	before	completing	it	

i. I	didn’t	trust	myself	to	carry	it	out	on	my	own	without	being	encouraged	

j. I	felt	I	was	capable	of	completing	it	to	the	highest	standard	

k. I	suspected	that	something	will	prevent	me	from	completing	the	task	

 

OUTCOME	EXPECTANCIES	

a. I	was	expected	to	be	able	to	follow	my	planned	activities		

b. I	thought	it	would	be	a	waste	of	my	time	

c. I	expected	to	learn	something	new	about	myself	or	my	OCD	that	would	help	me	in	

the	future	

d. I	didn’t	think	it	would	be	effective	for	me	

e. I	believed	completing	it	would	be	an	important	step	towards	achieving	my	goals	

f. I	thought	that	completing	it	would	make	me	feel	better	about	myself	

g. I	expected	to	become	more	optimistic	about	my	treatment	after	completing	it	

h. I	did	not	expect	to	feel	any	difference	after	completing	it	

i. I	expected	that	it	would	positively	affect	my	OCD	symptoms	

j. I	believed	that	completing	it	would	be	necessary	for	my	treatment	

k. I	thought	that	after	I	finished,	I	would	have	clearer	understanding	of	how	to	treat	

myself		

        

2.	When	approaching	my	relaxation	task;	

SPECIFIC	SELF-EFFICACY	QUESTIONS:	
a. I	felt	I	could	do	it	with	little	trouble	 	

b. I	believed	I	could	handle	barriers	if	they	occurred	

c. I	thought	it	was	likely	that	I	would	fail	to	complete	it	

d. I	was	confident	that	I	could	find	a	solution	to	unexpected	obstacles	

e. I	knew	I	had	the	resources	to	deal	with	unpleasant	emotions	that	may	rise	

f. I	didn’t	believe	I	could	complete	it	to	my	therapist’s	satisfaction	

g. I	was	confident	in	my	ability	to	do	it	properly	

h. I	was	afraid	I	would	give	up	before	completing	it	

i. I	didn’t	trust	myself	to	carry	it	out	on	my	own	without	being	encouraged	
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j. I	felt	I	was	capable	of	completing	it	to	the	highest	standard	

k. I	suspected	that	something	will	prevent	me	from	completing	the	task	

	

	

OUTCOME	EXPECTANCIES	
a. I	was	confident	that	my	anxiety	would	decrease	when	I	finished	

b. I	thought	it	would	be	a	waste	of	my	time	

c. I	expected	to	learn	something	new	about	myself	or	my	OCD	that	would	help	me	in	

the	future	

d. I	didn’t	think	it	would	be	effective	for	me	

e. I	believed	completing	it	would	be	an	important	step	towards	achieving	my	goals	

f. I	thought	that	completing	it	would	make	me	more	focused	

g. I	expected	to	become	more	optimistic	about	my	treatment	after	completing	it	

h. I	believed	that	completing	it	would	be	necessary	for	my	treatment	

i. I	expected	that	it	would	positively	affect	my	OCD	symptoms	

j. I	thought	that	after	I	finished,	I	would	have	clearer	understanding	of	how	to	treat	

myself	

k. I	did	not	expect	to	feel	any	difference	after	completing	it	

	
3.	When	monitoring	my	thoughts,	beliefs	and	responses;	

SPECIFIC	SELF-EFFICACY	QUESTIONS:	
a. I	felt	I	could	do	it	with	little	trouble	 	

b. I	believed	I	could	handle	barriers	if	they	occurred	

c. I	thought	it	was	likely	that	I	would	fail	to	complete	it	

d. I	was	confident	that	I	could	find	a	solution	to	unexpected	obstacles	

e. I	knew	I	had	the	resources	to	deal	with	unpleasant	emotions	that	may	rise	

f. I	didn’t	believe	I	could	complete	it	to	my	therapist’s	satisfaction	

g. I	was	confident	in	my	ability	to	do	it	properly	

h. I	was	afraid	I	would	give	up	before	completing	it	

i. I	didn’t	trust	myself	to	carry	it	out	on	my	own	without	being	encouraged	

j. I	felt	I	was	capable	of	completing	it	to	the	highest	standard	

k. I	suspected	that	something	will	prevent	me	from	completing	the	task	
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OUTCOME	EXPECTANCIES	
a. I expected to gain a clearer and/or deeper understanding of my symptoms  
b. I thought it would be a waste of my time 
c. I expected to learn something new about myself or my OCD that would help me in 

the future 
d. I didn’t think it would be effective for me 
e. I believed completing it would be an important step towards achieving my goals 
f. I thought that completing it would make me more aware of the consequences of my 

compulsions 
g. I expected to become more optimistic about my treatment after completing it 
h. I believed that completing it would be necessary for my treatment 
i. I expected that it would positively affect my OCD symptoms 

j. I thought that after I finished, I would have clearer understanding of how	to	treat	

myself 

k. I did not expect to feel any difference after completing it 

	
7.How	often	did	you	engage	in	your	homework	assignments?	
0.	Daily	
1.	Every	second	day	
2.	2-3	times	a	week	
3.	Once	a	week	
4.	Once	a	fortnight	
5.	1-2	times	a	month	
6.	Never	
	
8.How	much	of	the	homework	tasks	do	you	think	you	were	able	to	
complete?	
0.	0-10%	
1.	10-20%	
2.	20-40%	
3.	40-60%	
4.	60-80%	
5.	90%	
6.100%	
	
	
9.How	much	effort	do	you	think	you	have	put	into	the	homework	tasks?	
0.	0-10%	
1.	10-20%	
2.	20-40%	
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3.	40-60%	
4.	60-80%	
5.	90%	
6.	100%	
 

WEEK 8 
 

Homework Completion Scale (HRS-II) 
Many	people	find	ways	to	engage	in	activities	between	therapy	sessions	in	a	
way	that	suits	them.	This	may	differ	from	the	way	in	which	the	therapy	was	
discussed	with	their	therapist.	This	questionnaire	asks	about	your	activities	
from	last	session.	Below	are	some	ways	in	which	people	have	said	that	they	
have	engaged	and	learned	from	their	activities.	Please	read	each	question	
carefully,	and	for	each	of	the	statements,	circle	the	best	response	that	best	
applies	to	you.	
	
1.Quantity	
I	was	able	to	do	the	activity	

5. Not	at	all	
6. A	little	
7. Some		
8. A	lot	
9. completely	

	

7.Collaboration	
I	had	an	active	role	in	planning	the	activity	

5. Not	at	all	
6. A	little	
7. Some	
8. A	lot	
9. Extensive	

	
2.Quality	
I	was	able	to	do	the	activity	well	

5. Not	at	all	
6. Somewhat	
7. Moderately	
8. Very	
9. extremely	

	

8.Specificity	
The	guidelines	for	how	to	carry	out	the	activity	
were	clear	

5. Not	at	all	
6. Somewhat	
7. Moderately	
8. Very	
9. Extremely	

	
3.Difficulty	
The	activity	was	difficult	for	me	

5. Not	at	all	
6. Somewhat	
7. Moderately	
8. Very	
9. Extremely	

	

9.Match	with	therapy	goals	
The	activity	matches	with	my	goals	for	therapy	

10. Not	at	all	
11. A	little	
12. Somewhat	
13. A	lot	
14. completely	

	
4.Obstacles	
I	experienced	obstacles	in	doing	the	activity	

10.Pleasure	
I	enjoyed	the	activity	
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5. Not	at	all	
6. A	little	
7. Some	
8. A	lot	
9. Extensive	

5. Not	at	all	
6. A	little	
7. Somewhat	
8. A	lot	
9. Extremely	

	
5.Comprehension	
I	understood	what	to	do	with	the	activity	

5. 						Not	at	all	
6. 						A	little	
7. 						Somewhat	
8. 						A	lot	
9. 						Completely	

	

11.Mastery	
I	gain	a	sense	of	control	over	my	problems	

5. Not	at	all	
6. A	little	
7. Somewhat	
8. A	lot	
9. Extensively	

	
6.	Rationale	
The	reason	for	doing	the	activity	was	clear	to	
me	

10. 						Not	at	all	
11. 						Somewhat	
12. 						Moderately	
13. 						Very	
14. 						Completely	

	

12.Progress	
The	activity	helped	with	my	progress	in	therapy	

15. Not	at	all	
16. A	little	
17. Somewhat	
18. A	lot	
19. Extremely	

	

	
1.	When	monitoring	my	thoughts,	beliefs	and	responses;	

SPECIFIC	SELF-EFFICACY	QUESTIONS:	
a. I	felt	I	could	do	it	with	little	trouble	 	

b. I	believed	I	could	handle	barriers	if	they	occurred	

c. I	thought	it	was	likely	that	I	would	fail	to	complete	it	

d. I	was	confident	that	I	could	find	a	solution	to	unexpected	obstacles	

e. I	knew	I	had	the	resources	to	deal	with	unpleasant	emotions	that	may	rise	

f. I	didn’t	believe	I	could	complete	it	to	my	therapist’s	satisfaction	

g. I	was	confident	in	my	ability	to	do	it	properly	

h. I	was	afraid	I	would	give	up	before	completing	it	

i. I	didn’t	trust	myself	to	carry	it	out	on	my	own	without	being	encouraged	

j. I	felt	I	was	capable	of	completing	it	to	the	highest	standard	

k. I	suspected	that	something	will	prevent	me	from	completing	the	task	
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OUTCOME	EXPECTANCIES	
a. I expected to gain a clearer and/or deeper understanding of my symptoms  
b. I thought it would be a waste of my time 
c. I expected to learn something new about myself or my OCD that would help me in 

the future 
d. I didn’t think it would be effective for me 
e. I believed completing it would be an important step towards achieving my goals 
f. I thought that completing it would make me more aware of the consequences of my 

compulsions 
g. I expected to become more optimistic about my treatment after completing it 
h. I believed that completing it would be necessary for my treatment 
i. I expected that it would positively affect my OCD symptoms 

j. I thought that after I finished, I would have clearer understanding of how	to	treat	

myself 

k. I did not expect to feel any difference after completing it 

	
2.	When	developing	my	hierarchy;	

SPECIFIC	SELF-EFFICACY	QUESTIONS:	
a. I	felt	I	could	do	it	with	little	trouble	 	

b. I	believed	I	could	handle	barriers	if	they	occurred	

c. I	thought	it	was	likely	that	I	would	fail	to	complete	it	

d. I	was	confident	that	I	could	find	a	solution	to	unexpected	obstacles	

e. I	knew	I	had	the	resources	to	deal	with	unpleasant	emotions	that	may	rise	

f. I	didn’t	believe	I	could	complete	it	to	my	therapist’s	satisfaction	

g. I	was	confident	in	my	ability	to	do	it	properly	

h. I	was	afraid	I	would	give	up	before	completing	it	

i. I	didn’t	trust	myself	to	carry	it	out	on	my	own	without	being	encouraged	

j. I	felt	I	was	capable	of	completing	it	to	the	highest	standard	

k. I	suspected	that	something	will	prevent	me	from	completing	the	task	

 

OUTCOME	EXPECTANCIES	
a. I was confident I would gain a greater understanding of my fears 
b. I thought it would be a waste of my time 
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c. I expected to learn something new about myself or my OCD that would help me in 
the future 

d. I didn’t think it would be effective for me 
e. I believed completing it would be an important step towards achieving my goals 
f. I thought that completing it would get me closer to my treatment goals [hierarchy] 
g. I expected to become more optimistic about my treatment after completing it 

h. I thought that after I finished, I would have clearer understanding of how	to	treat	

myself 

i. I believed that completing it would be necessary for my treatment 
j. I did not expect to feel any difference after completing it 
k. I expected  I would be more able to engage in therapy 

	
3.	When	approaching	my	exposure	task;	

SPECIFIC	SELF-EFFICACY	QUESTIONS:	
a. I	felt	I	could	do	it	with	little	trouble	 	

b. I	believed	I	could	handle	barriers	if	they	occurred	

c. I	thought	it	was	likely	that	I	would	fail	to	complete	it	

d. I	was	confident	that	I	could	find	a	solution	to	unexpected	obstacles	

e. I	knew	I	had	the	resources	to	deal	with	unpleasant	emotions	that	may	rise	

f. I	didn’t	believe	I	could	complete	it	to	my	therapist’s	satisfaction	

g. I	was	confident	in	my	ability	to	do	it	properly	

h. I	was	afraid	I	would	give	up	before	completing	it	

i. I	didn’t	trust	myself	to	carry	it	out	on	my	own	without	being	encouraged	

j. I	felt	I	was	capable	of	completing	it	to	the	highest	standard	

k. I	suspected	that	something	will	prevent	me	from	completing	the	task	

 

OUTCOME	EXPECTANCIES	
a. I	was	confident	that	my	anxiety	would	eventually	decrease	

b. I	thought	it	would	be	a	waste	of	my	time	

c. I	expected	to	learn	something	new	about	myself	or	my	OCD	that	would	help	me	in	

the	future	

d. I	didn’t	think	it	would	be	effective	for	me	

e. I	believed	completing	it	would	be	an	important	step	towards	achieving	my	goals	
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f. I	thought	that	completing	it	would	make	me	stronger	[exposure]	

g. I	expected	to	become	more	optimistic	about	my	treatment	after	completing	it	

h. I	believed	that	completing	them	would	be	necessary	for	my	treatment	

i. I	expected	that	it	would	positively	affect	my	OCD	symptoms	

j. I	thought	that	after	I	finished,	I	would	have	clearer	understanding	of	how	to	treat	

myself	

k. I	did	not	expect	to	feel	any	difference	after	completing	it	

	
7.How	often	did	you	engage	in	your	homework	assignments?	
0.	Daily	
1.	Every	second	day	
2.	2-3	times	a	week	
3.	Once	a	week	
4.	Once	a	fortnight	
5.	1-2	times	a	month	
6.	Never	
	
8.How	much	of	the	homework	tasks	do	you	think	you	were	able	to	
complete?	
0.	0-10%	
1.	10-20%	
2.	20-40%	
3.	40-60%	
4.	60-80%	
5.	90%	
6.100%	
	
9.How	much	effort	do	you	think	you	have	put	into	the	homework	tasks?	
0.	0-10%	
1.	10-20%	
2.	20-40%	
3.	40-60%	
4.	60-80%	
5.	90%	
6.	100%	
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Appendix B 

Informed Consent Form 
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