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Abstract 
	Pediatric OCD is a detrimental disease that interferes with the social functioning and academic progress of a child. The management of pediatric OCD has been a major issue of controversy in psychology over the years. However, in modern times, CBT has been shown to be a highly efficacious and safe first-line management strategy for pediatric OCD. Drugs like antidepressants can be used as an alternative or an adjunct to CBT in pediatric OCD. The major components of OCD are functional analysis and skills training. Through the process of CBT, the therapist assess the child, collaborates with the child to develop a therapeutic plan for the patient, helps the patient to implement the plan, assess the effectiveness of the plan, and plans for relapses with the conclusion of CBT. Through CBT, the therapeutic relationship between the therapist and the client and parental involvement are key determiners of success. Setting clear goals is also central to an effective and time-saving CBT. Recent studies have demonstrated the effectiveness of CBT in managing childhood OCD. Recent studies have also revealed various ways of improving the traditional CBT for achieving the best outcomes for pediatric OCD. However, controversies still exist. Future research could help in resolving some of these controversies. 

Introduction 
	Obsessive-compulsive disorder (OCD) is a relatively common anxiety disorder in which one has recurrent uncontrollable and unwanted thoughts that drive them into repetitive ritualized behaviors. The prevalence of the condition in children is approximately 1% to 2% (Walitza et al., 2011). The fifth edition of the Diagnostic and Statistical Manual of mental disorders (DSM-5) defines an obsession as a persistent and recurrent thought, urge or impulse that causes one to have marked distress or anxiety and can often be perceived as intrusive (American Psychiatric Association, 2013). These thoughts force one to attempt to suppress them with other thoughts or action. These actions could be compulsions. The DSM-5 defines a compulsion as a repetitive mental act or behavior that one is compelled to perform either in response to an obsession or as per rigid personal rules. The hallmark feature of compulsion is obvious excessiveness or their failure to fully decrease the anxiety, distress, or obsessions that led to them. The presence of one or more obsessions, compulsions, or both obsessions and compulsions that are time-consuming, impair normal functioning, are not attributable to substances of abuse or medical conditions, and cannot be explained by any other mental disorder prompts the diagnosis of OCD (American Psychiatric Association, 2013). The severity of the disease is dependent on the patient’s level of insight. Patients with poorer insights tend to have a poorer prognosis. Although the disease is commoner in adults, it still occurs in children. In fact, 80% of adults with OCD had an onset of their symptoms in childhood. The disease affects both boys and girls but tends to have a male predilection for pre-pubertal children. It is often associated with comorbidities such as Tic disorder, Attention-Deficit Hyperactivity Disorder (ADHD), depression, and anxiety (American Psychiatric Association, 2013). OCD causes academic difficulties, social restriction, familial restriction, self-stigma, isolation, and increased conflicts in children. 
	The mainstay for the treatment of OCD in patients of all ages is Cognitive Behavioral Therapy (CBT) (American Psychiatric Association, 2013). Other strategies for treating the disorder include the use of medications such as Specific Serotonin-Reuptake Inhibitors (SSRIs) and Tricyclic Antidepressants (TCAs). Drugs are often used as adjuncts or in patients whose symptoms are not responding adequately to CBT. 
Cognitive Behavioral Therapy (CBT)
	CBT is an intervention that seeks to utilize a person’s psychosocial situation to improve their mental health. CBT challenges and changes cognitive distortions; improves emotional regulation; and enhances a person’s coping strategies hence helping them resolve their current mental problems (Fenn & Byrne, 2013). It is useful for therapy of various mental disorders include mood disorders, anxiety disorders, psychotic illnesses, and drug use disorders. The intervention strategy focusses on various problems that a person has in relation to their mental illness. Also, CBT looks to relieve maladaptive behaviors and thought distortions while looking to impart new coping mechanisms and information-processing skills that can help them patient in relieving the symptoms of mental illness. In CBT, the therapist and the patient work together to determine practical goals of therapy; the therapists then helps to determine and implement effective strategies for achieving the set goals. 
	In the process of CBT, the therapist attempts to conceptualize how the client’s condition developed and develops this conceptualization through the course of therapy. As such, the effectiveness of CBT is largely dependent on the strength of the therapeutic relationship between the therapist and the patient. In children, the therapist’s supportiveness and empathy are useful in developing an early rapport (Fenn & Byrne, 2013). Also, the effectiveness of therapy is dependent on the patient’s collaboration and active participation. Empowering patients is vital to enhancing their participation and collaboration hence the effectiveness of therapy. The client is a partner in the setting of therapeutic goals and the determination of an effective treatment plan. The goals and objectives of therapy stem from a list of psychological problems that a patient has hence the necessity of assessment at the beginning of therapy. CBT focuses on current rather than past problems. The focus on current problems makes CBT a short-term therapeutic option; typically, CBT takes between four and fourteen sessions. Highly-structured therapy sessions are essential for the completion of the sessions on time and the completion of all the objectives. The rigid structure of the sessions also ensures that these sessions do not become chat sessions as the rapport between the therapist and the client increases (Fenn & Byrne, 2013). Therapists use multiple techniques during the sessions to help the patient in identifying, evaluating, and responding to their dysfunctional thoughts. For patients to maximally benefit from CBT and continually connect their thoughts to their behaviors or feelings, homework is key. 
	The major components of CBT for any mental illness as functional analysis and skills training (Ale et al., 2015). In functional analysis, the therapist attempts to understand the client’s mental situation. It is at this time that the duo also set goals and objectives of therapy. Skills training looks to impart the client with knowledge and practical skills of identifying and controlling their dysfunctional thoughts (Ale et al., 2015). 
	Based on the components of CBT, the implementation of CBT often starts with an assessment phase. In the assessment phase, the client and the therapist work together to identify critical behaviors, determine whether these critical behaviors need to be reinforcement or suppression, determine a baseline for the occurrence of these critical behaviors, and determine strategies for either enhancement or suppression of these behaviors as appropriate. In the initial assessment of the child with OCD, the therapist interviews the child, interviews the parents, conducts self-report and parental OCD ratings, and conducts clinical ratings. In treating OCD, there is often need for reconceptualization (Fenn & Byrne, 2013). In this phase, the therapist attempts to establish the origin of the disorder. The phase persists through the course of therapy; in other words, the therapist’s conception of the client’s problem continually grows. 
In the next phase, the therapist looks to educate the client on their symptoms, their cognitive basis, and how to deal with them. It is at this phase that the client continually acquires skills to deal with their condition. The therapist and the client work together to continually evaluate and enhance the client’s competency in the necessary skills. Effective communication and resolution of an existing family crisis at the time of presentation are essential for the success of this phase. This phase overlaps with the subsequent phase where the client consolidates and continually applies the skills. In managing OCD in children, it is important to involve the family in CBT early. Through these family sessions, the child is socialized to the family and existing conflicts resolved (Fenn & Byrne, 2013). With psycho-education, the evaluation of the client’s skills and response to therapy may involve the development of a symptoms hierarchy. This hierarchy is individualistic and is unique for every patient depending on the findings of their initial assessment. Also, with this phase, the duo look to actively treat the disease with exposure and response prevention (ERP). In ERP, the client and the therapist determine the stimulators of obsessive thoughts and determine strategies for limiting exposure to these stimulators. The duo also determines the connection between obsessive thoughts and compulsive behaviors and design skills and activities that interfere with the client’s usual response to obsessive thoughts hence effectively decreasing compulsive behavior even in the persistence of obsessive thoughts. With good outcomes of these phases, the duo can then conclude treatment. Lastly, it is necessary to conduct regular post-treatment assessments to determine the possibility of relapses and the necessity of booster sessions. Whenever necessary, the therapist should conduct booster sessions. 
	In the actual CBT sessions, the RIDE protocol is most useful for children with OCD. In this protocol, the therapist emphasizes four things. First, the therapist emphasizes renaming obsessive thoughts. Consciously renaming troubling obsessive thoughts helps children to give the thoughts a different meaning hence positively changing the children’s response to these thoughts. Renaming obsessive thoughts alone can effectively decrease the severity of compulsive behavior in response to obsessive thoughts. Next, the therapist and the client fight the feeling of powerlessness. The therapist empowers the patient to believe that they can consciously control their thoughts and behaviors. With the belief of control over one’s thoughts or behaviors, the therapist then guides the child to defying OCD (Franklin et al., 2015). In other words, the child consciously attempts to depart from obsessive thoughts and consciously avoids compulsive behavior even when compelled to them. With constant defiance of obsessive thoughts and compulsive behaviors, their compelling nature declines. Enjoying this success helps to suppress these thoughts and behaviors further through a reward and punishment mechanism. As the child ‘RIDEs’, the parent has a responsibility to rally behind them hence the necessity of parental involvement. In rallying behind their children, parents have a responsibility to recognize their children’s symptoms, ally with their children in facing the disease, lead their children in riding, and complement their children’s achievements. 
Goals of CBT in OCD
	The goals of CBT in managing children OCD vary from patient to patient. However, the major themes are largely similar. In managing OCD with CBT, the initial goal of therapy is to establish a working relationship between the therapist and the patient. Later, therapy looks to characterize the patient’s symptoms and determine an individualized plan for the management of the associated psychological treatment. After designing a suitable therapeutic plan, the therapist and the patient look to implement and continually assess the effectiveness of their plan (Franklin et al., 2015). The key goal in implementing the plan is to see the resolution of troubling physical and psychological symptoms. Additionally, the therapist looks to resolve existent family conflicts, prevent family conflicts, and help in boosting the social interactions of the patient. Importantly, for children, the therapist looks to avert educational difficulties that are directly related to OCD and prevent the occurrence of such difficulties where they are not present at the presentation. Furthermore, like for most other mental illnesses, towards the end of CBT, the duo looks to reintegrate the patient into the society and prevent relapses. With the possibility of relapse, the duo looks to rapidly recognize and manage relapses. 
Critical Analysis for the Use of CBT for the Management of OCD in Children
	Expert analysis has demonstrated the effectiveness of CBT as the first-line treatment for children with OCD. CBT is a safe, viable, and effective intervention in the management of children with OCD. Seligman and Ollendick (2011) also confirm the efficacy of CBT in the management of anxiety disorders in children. According to the authors, 66.6% of all children with OCD will not have a diagnosis of OCD at the end of CBT sessions. Wu et al. (2016) dispel the belief that previous studies on the use of CBT in children are inconsistent and incomprehensible; in their meta-analysis of randomized controlled trials (RCTs), the authors confirm that CBT is efficacious in children. Fenn and Byrne (2013) argue that while previous studies demonstrated the usefulness of CBT in the management of OCD, the majority of those studies utilized adults as participants and, thus, the technicality of applying the same results in children. 
[bookmark: _GoBack]	For CBT to be effective, Seligman and Ollendick (2011) suggest that the therapist needs to perform a comprehensive assessment of the patient, to form a good therapeutic alliance with the client, to enhance cognitive restructuring, to encourage ERP, and to facilitate robust skills training. Although ERP is often not part of CBT for other conditions, it is of high necessity in CBT specifically for OCD. 
	The RIDE protocol is useful in effecting CBT in children with OCD. The protocol requires robust parental input; an aspect the author summarizes as the ‘parents responsibility to rally behind the child.’ In managing the children comprehensively, Fenn and Byrne (2013) suggest that the therapist should look beyond the primary symptoms of CBT that the patient presents with due to the effect of non-specific cognitive bias. The concept of non-specific cognitive bias suggests that patients with OCD often have other non-specific cognitive issues such as paranoia, intolerance, a belief of extreme vulnerability, a need for control, and poor concentration which might need therapeutic attention to help the patient recover. Franklin et al. (2015) investigate the differential efficacy of CDT protocols that focused either on behavioral or cognitive conceptualizations primarily. The authors found that both types of protocols are effective in children. Foa (2010) reports that the addition of ERP to CBT largely increases its effectiveness in the management of OCD in people of all ages. Padesky and Mooney (2012) suggest that the utilization of a strength-based CBT protocol can help to achieve better results in the management of children with OCD. Abramowitz and Arch (2013) argue that enhancing the power of ERP has the key to both increasing the effectiveness of CBT in OCD and preventing OCD relapses after CBT. 
	Krebs and Heyman (2015) argue that the management of OCD in children using CBT and other modalities is largely challenging partly because of the difficulty in distinguishing pediatric OCD from other conditions like autism spectrum disorders and tic disorders. While these conditions are important differential diagnoses for OCD, they can potentially occur as comorbidities to OCD hence creating a significant diagnostic dilemma. In a case report, Kulkami and Sudarshan (2015) also relate to the diagnostic difficulties that clinicians face in differentiating OCD from various differential diagnoses in very young children hence creating dilemmas in the management of the condition. Walitza et al. (2011), however, suggests that despite difficulties, the utilization of a multiaxial system of diagnosis can help in both the early and accurate recognition of the condition. 
Despite its effectiveness, Franklin (2015) bemoans the inadequacy of the clinicians with a clinical know-how in conducting CBT in children decreases the utilization of CBT in the management of childhood OCD. They argue that the management of OCD in children comes with special challenges which the therapist must be ready to deal with. Torp et al. (2014), however, found a manualized CBT protocol to be effective in the management of OCD. Considering the fact that such a protocol can be useful for therapists with low expertise and low resources, this form of CBT can effectively help to enhance CBT utilization rates in children. Although not common, resistance to treatment, especially with CBT, still occurs in children with OCD (Krebs & Heyman, 2015).  Farrell and Milliner (2014) also critique traditional CBT while arguing that it is costly, time-consuming, and its access is limited. In response to it, the authors suggest the adoption of intensive CBT which is easier to access, requires lesser time and has been proven to achieve similar results as the traditional CBT. Moody et al. (2017) insinuate that the lack of knowledge on the neuronal mechanisms that mediate the therapeutic impact of CBT limits the effectiveness and usefulness of CBT in the management of many mental conditions, especially OCD. 
Implications for Future Research
	OCD is a debilitating disease for both children and adults. Considering the cure rates for the disease are not yet 100%, it is important to enhance further research in this area. With regards, to children, more research is necessary. Among the most important areas for research with regards to childhood OCD is the diagnostic criteria. One of the major challenges of managing childhood OCD, especially for pre-pubertal children is difficulty in delineating the disease from possible differentials. Although the diagnostic criteria for OCD in DSM-5 are quite clear, it becomes less useful while considering children. It is important for future studies to focus on determining alternative ways of differentiating pediatric OCD from other diseases, especially autism-spectrum disorders. 
	Furthermore, there is a need to investigate the efficacy of the newer CBT methods. For instance, recent studies have suggested the use of intensive CBT, the modification of ERP for CBT, and the use of a strength-based CBT model for managing OCD in children. However, there are no RCTs or meta-analyses that confirm the efficacy of these strategies. Investigating these methods and the possibility of an additive effect when they are combined could further enhance the effectiveness of CBT. 
	Lastly, it is necessary for researchers to continually search for a neuronal mechanism by which CBT works. Determination of this mechanism and other forms of a deep molecular understanding of the efficacy of CBT will boost both its utilization, acceptance, and efficacy (Moody et al., 2017). With an understanding of how CBT works, it will be easy to determine methods of enhancing its efficacy, 
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