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        The majority of researchers accept the statement that adults diagnosed with

obsessive-compulsive disorder (OCD) are seen to have atypical cognitive responses as compared to those that are anxious and to those who do not have OCD or anxiety. However, there have only been limited studies of children diagnosed with OCD and have not revealed precisely which of the six key cognitive responses are seen as atypical.  The authors of this study have chosen to address this need for further research and ask the question: With the six key cognitive responses being inflated responsibility, overestimation of harm probability and severity, thought-action fusion (TAF), self-doubt and cognitive control, will any of these responses be seen in children diagnosed with OCD?  In attempting to “visualize” and grasp what is happening cognitively within the mind of a student diagnosed with OCD and also attempting how one would cope and persevere in able to learn in the classroom, I understand more and more how an individualized learning experience that aids in building self-confidence via a teaching and learning atmosphere of warmth, understanding and trust is paramount.
        59 girls and boys between the ages of 7 and 13 years of age participated in this research study. Within this study, 14 boys and 14 girls were confirmed with a diagnosis of OCD. 9 girls and 8 boys were confirmed with a diagnosis with anxiety. 6 girls and 8 boys were in the confirmed, non-clinical group. Surveys (quantitative) and diagnostic interviews (quantitative: ex post facto –or- casual comparative) research designs were utilized. Diagnostic interviews were used to diagnose the student participants. Mothers of the children completed the Child Behavior Checklist-Revised (CBCL) survey to assess levels of internalizing and externalizing behaviors. All children diagnosed with OCD had diagnosis severity ratings determined by the National Institute of Mental Health Global Obsessive-Compulsive Scale (NIMH GOCS) and the Children’s Yale Brown Obsessive Compulsive Scale (CY-BOCS). MANOVA (very simply explained as a combination of quantitative and qualitative research) was used to determine if all three groups of children had specific and different cognitive responses. A procedure recommended by the Obsessive-Compulsive Cognitions Working Group assessed levels of responsibility, harm probability and severity for all children.  Similar assessments were used to determine levels of TAF, self-doubt and cognitive control.

        Findings revealed that children diagnosed with OCD exhibited the highest levels of severity [F(2,57)=5.44, p<0.02], responsibility [F(2,57)=4.62, p<0.02] as well as a significant effect seen between-subjects on TAF [F(2,52)=3.21, p<0.05]. However, the children diagnosed with OCD could not be clearly differentiated from children diagnosed with anxiety. As simply shown in the data above, as well as documented in detail in the study, significant differences were seen when compared to non-clinical children. Children with OCD were found to have significantly lesser amounts of cognitive control [F(2,52)=12.65, p<0.05], as compared to the 2 other groups. No significant differences in levels of self-doubt in comparing the 3 groups.

        The researchers concluded that children, within the ages of 7 and 13 who are diagnosed with OCD, are beginning to process threatening information in a different way from other children.  In addition, children diagnosed with OCD displayed significantly higher levels of cognitive responsibility, harm probability and severity, TAF and less cognitive control as compared to non-clinic students.  It was also concluded that children, diagnosed with OCD, displayed a clear differentiation from children with anxiety on ratings of cognitive control.    

        Strengths of this study include that both girls and boys from 7 to 13 (positive diagnosis and negative -or- non-clinical diagnosis groups) participated. Interviews and surveys were utilized for both the children and their parents. Weaknesses include the author’s concern of not having a large enough universal group for this study. They felt that this sample group will need to be much larger in future studies to show greater difference in the 3 subgroups. 

        I believe that this study was still very beneficial in showing differences in the cognitive processes of the 3 groups of children. This study was more thorough, well-planned and organized as compared to other studies I’ve seen on this topic. I now have a much better understanding and empathy of students effected by the multi-faceted symptoms of OCD. I also believe that I can better serve these students with more personalized and effective teaching and learning methods.  As mentioned earlier, in my attempt to grasp what is happening cognitively within the mind of a student diagnosed with OCD and to grasp how one would cope and persevere in able to learn in the classroom, I have an increased appreciation of how a humanistic curriculum that aids in self-actualization through a teaching and learning atmosphere of warmth, understanding and trust is essential. I look forward to my continued study of this teaching and learning curriculum issue.
