Anxiety Disorders in Children and Adolescents

Information and Tips

Children and teens have anxiety in their lives, just as adults do, and they can suffer from anxiety disorders in much the same way. Stressful life events, such as starting school, moving, or the loss of a parent, can trigger the onset of an anxiety disorder, but a specific stressor need not be the precursor to the development of a disorder.

While children can develop any of the recognized anxiety disorders, some are more common in childhood than others. Some disorders tend to be specific to age development. Separation Anxiety Disorder and Specific Phobia are more common in younger children, about ages 6-9 years old. Generalized Anxiety Disorder (GAD) and Social Anxiety Disorder (SAD) are more common in middle childhood and adolescence. Panic Disorder can occur in adolescence as well. As with adults, depression has a high rate of comorbidity in children, especially among teenagers.

Although children experience the symptoms of anxiety in much the same way as adults do, children display and react to those symptoms differently. This can lead to difficulties in diagnosis. It can also be difficult to determine whether a child's behavior is "just a phase," or whether it constitutes a disorder.
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SOCIAL ANXIETY DISORDER (SAD)
SAD is usually diagnosed in the mid-teen years, but is found in children of preschool and grade school age. If not treated, SAD can persist into adulthood, and may place a child at risk for later depression and alcohol abuse.

What to look for:

· Fear of at least one social situation (such as recess) or performance situation (such as taking a test). 

· Apparent fear when dealing with peers as well as when interacting with adults. 

· When faced with feared situation the child suffers anxiety symptoms: 

	sweating
racing heart
stomachache
dizziness
crying
tantrums
freezing


· Avoidance or intense dread of feared situations. 

· Interference with school performance/attendance, the ability to socialize with peers or develop and maintain relationships. 

Childhood SAD can show up in a number of ways:
School Refusal/Avoidance
Separation Anxiety Disorder 
Selective Mutism


School Refusal/Avoidance
A child experiencing more than just "school jitters" usually refuses to go to school on a regular basis, or has problems staying in school once there. This should not be confused with truant children who avoid school because of antisocial behavior or delinquency.

School refusal is often a symptom of a deeper problem and if not treated can have a negative impact on socialization skills, self-confidence, coping skills and, of course, education. Anxiety-based school refusal affects 2-5% of school-age children. It is common at times of transition, for example, graduating from elementary school to middle school and from middle school to high school. Anxieties tend to differ among age groups, but the most common stressors are:

	separation anxiety
concerns about academic performance
anxieties about making friends
fear of a teacher or bully.


The most common ages for school refusal are between five and six, and between ten and eleven. Children who suffer from school refusal tend to be average, or above average in intelligence.

Their stress may come out in the form of physical symptoms, such as:

	headaches
stomachaches
nausea
diarrhea


In addition to physical symptoms, there can be behavioral symptoms, which can manifest as:

	tantrums
inflexibility
separation anxiety
avoidance
defiance


Older children not only experience the stress that goes along with transition from one school to the next, but there is added academic pressure in the higher grades as students begin to see their futures unfolding before them. These stresses may manifest themselves in an extreme preoccupation with appearance, sleeplessness, or rebellion. As with younger children, it is important to keep the child in school, although they may fight it. Missing school reinforces anxiety, rather than alleviating it.

Common School Fears:
· Being separated from caregivers; 

· Riding on the bus; 

· Eating in the cafeteria; 

· Using the school bathroom; 

· Being called on in class; 

· Changing for gym; 

· Interacting with other children or teachers; 

· Being picked on by peers or older children. 

TIPS FOR PARENTS AND EDUCATORS

Since every child is unique, each situation will be handled on an individual basis. The following  are some of the interventions that may be used to help your child: 

· Return the child to school. Make sure the school officials understand the situation and do not send the child home for the wrong reasons. 

· Consider family counseling if other problems exist. 

· Allow the child to speak and talk about his/her concerns and fears. 

· Slowly separating the parent from the child in school may also be used. One approach is to have the parent sit with the child in the classroom at first, and then the parent may attend school, but sit in another room.

· Next, the parent may continue to get farther away. 

· A referral to a child psychologist or psychiatrist may become necessary. 


Separation Anxiety Disorder
Many children experience separation anxiety between 18 months and three years of age, when it is normal for a child to feel some anxiety when a parent leaves the room or goes out of sight. Usually he/she can be distracted from these feelings. Crying when first being left at daycare or pre-school is also common, and the crying subsides when the child becomes engaged in his/her surroundings.

Usually four year olds are able to leave their parents. If not, the problem could be Separation Anxiety Disorder, which affects approximately 4% of children. With Separation Anxiety Disorder, a child experiences extreme anxiety when away from home or separated from parents or caregivers. In this case, the desire to be in contact with missed persons is excessive, extreme homesickness and feelings of misery at not being with loved ones are common. While separated, it is not uncommon for these children to have fears regarding the health and safety of their parents. 

Children suffering from Separation Anxiety Disorder may:

· Try to avoid going places by themselves; 

· Refuse to go to school or camp; 

· Be reluctant or refuse to participate in sleepovers; 

· Follow a parent around; 

· Demand that someone stay with them at bedtime, or "appear" in their parent's bedroom during the night; 

· Awake from nightmares about being separated from loved ones. 

Onset of Separation Anxiety Disorder can occur any time before age 18, but it is most common in children between the ages of seven and nine.

TIPS FOR PARENTS AND EDUCATORS

· Stay with her until she becomes familiar with a new place or person.
· Tell her calmly you know she doesn't want you to leave. Reassure her you will be back.

· Tell her Mommy or Daddy will be back after naptime or at dinnertime, even if she can't tell time. Be sure to keep your word.

· Let her have her favorite blanket or other "lovey" for comfort. Some children like one of Mom's sweaters or another familiar possession they can keep until you return.

· Avoid leaving your child when she is hungry, tired, or sick.

· Never tease or scold her for her upset feelings.

· Never sneak away without telling her at all.

· Don't bribe her not to cry.

· Introduce yourself to the child and invite the child to play with toys or have a snack.
· Offer to have the parent stay a while, then have them leave and return after only a few minutes.

· Suggest to the parent that he or she try role playing with the child to rehearse separation.

· Teacher could have a ritual for the parent when leaving the child.

· If the child is in absolute panic, ask parent to stay until the child is quieter.  

· Teacher should ask parent to comfort child in a firm, loving voice.

· Teacher should never criticize child for feeling sad or anxious.

Selective Mutism
What is Selective Mutism?
It is a beautiful little 4 year old girl who loves to talk to her dolls... but she cannot speak a word outside the home... 

"It is an adorable 6 year old boy who runs around boisterously in his back yard... but stands expressionless, staring into space, when he enters his classroom... 

Selective Mutism is a... child suffering in silence...

Selective Mutism is a complex childhood anxiety disorder characterized by a child's inability to speak in select social settings, such as school. These children are able to talk normally in settings where they are comfortable, secure and relaxed. Although the etiology of Selective Mutism is varied, the majority of cases are due to severe anxiety, specifically social phobia. These children are so anxious they literally freeze, are expressionless, unemotional and often, socially isolated.

Why does a child develop Selective Mutism?

The majority of children have a genetic predisposition to anxiety. They have inherited anxiety from various family members. Very often these children show signs of severe anxiety, such as separation anxiety, frequent tantrums and crying, moodiness, inflexibility, sleep problems and extreme shyness from infancy on. They have developed Mutism as a means of controlling their inner anxiety. Approximately 20-30% of SM children have a subtle speech and language abnormalities. However, these children still have anxiety as their underlying cause for their mutism. 

Diagnostic Criteria for Selective Mutism

A child meets the criteria for Selective Mutism if the following are true:

1. Does not speak in certain places, such as school or other social events. 

2. But, they can speak normally in settings where the child is comfortable, such as at home. 

3. The child's inability to speak interferes with their ability to function in educational and/or social settings. 

4. Mutism has persisted for at least one month. 

5. Mutism is not caused by a communication disorder(such as stuttering), and does not occur as part of other mental disorders (such as autism). 

Treatment:

1. The main goal is to lower the anxiety while increasing self-esteem. 

2. Behavior approach: positive reinforcement such as stickers given for verbalization . Desensitizing the child to school - Parents take the child into school, when few people are around, to get the child to "Practice' speaking. After the child is speaking quite normally, the teacher and other students are gradually introduced into the classroom. 

3. Self-esteem boosters: Parents should emphasize their child's positive attributes. 

4. Frequent socialization: Encourage as much socialization without pushing your child, frequent play dates so the child becomes comfortable with other children in their class and will communicate with them and hopefully carry that over into school. 

5. School involvement: Parents need to educate teachers and school personnel to Selective Mutism. The school needs to recognize that children with SM are not being defiant or stubborn by not speaking, they truly CANNOT speak. Non-verbal communication is acceptable in the beginning. As the child progresses with treatment, the teacher should be involved in the treatment plan as well. Verbalization being encouraged in subtle, non threatening ways. 

6. Family involvement and Parental acceptance: Family members must be involved in the entire treatment. Remember never force your child to speak. 

7. Cognitive Behavioral Therapy: Trained therapists help the child modify their behavior by helping them redirect their anxious fears and worries to positive thoughts. 

8. Medication: When all else fails and a child is not responding to other therapeutic measures, often medication in the form of Serotonin reuptake inhibitors (SSRI'S) such as Prozac, work well in children that have a true biochemical imbalance. That seems to be the case in the majority of SM children. It is recommended it only be used for 9-12 months. 

It is important to realize that with proper diagnosis and treatment, the prognosis for overcoming Selective Mutism is excellent.!

TIPS FOR PARENTS AND EDUCATORS

· When compared to the typically shy and timid child, SM children are at the extreme end of the spectrum for timidness and shyness. So much so, that the severity of SM children’s behavioral inhibition enables for a pathological reaction in response to various social stressors.

· Most, if not all, of the distinctive behavioral characteristics that SM children portray can be explained by the studied hypothesis that children with inhibited temperaments have a decreased threshold of excitability in the almond-shaped area of the brain called the amygdala.

· According to studies, when confronted with a fearful scenario, the amygdala receives signals of potential danger (from the sympathetic nervous system) and begins to set off a series of reactions that will help individuals protect themselves.

· In the case of Selectively Mute children, the fearful scenarios are social settings, such as school, social gatherings, etc. According to studies, approx. 90% of SM children meet the DSM-IV diagnostic criteria for social phobia.

· Social phobia is a persistent fear of social or performance situations. It can be a debilitating and a heart wrenching disorder for an adult; imagine what it can be like for a child who has not yet learned proper coping skills? Many of these children literally feel like they are ‘on stage’ every minute of the day! This is evident by their ‘uncomfortable’ body language when any attention is brought to them. Many children will turn their heads away, play with their hair, look to the ground, tilt their head, hide in the corner, suck their finger(s), and pick or scratch sores, moles or birthmarks on their body. Many will stare at you with a ‘blank-looking’ or ‘expression-less’ face, acting as if they are ignoring you. Teachers must realize these characteristics are all examples of a severely anxious child.

· Unlike adults who can choose when and where to go, children do not have that choice; especially when it comes to going to school. Due to their severe anxiety disorder, Selectively Mute children do not speak. Just as an individual with agoraphobia avoids going out of the home in order to avoid the feeling of anxiety, and the person with obsessive compulsive disorder (OCD) performs rituals and has compulsions in response to their anxiety…the selectively mute child does not speak…simply because speaking enhances anxiety. These children are truly unable to talk in select settings where there is an expectation to speak.

· It is so important for teachers and school personal to remember that the Selectively Mute child is not doing any of this ‘on purpose,’ or trying to ‘control’ a situation. These children literally cannot speak. As a selectively mute child once told me… “The words just won’t come out.”

· These children are not mute because of a Learning Disability, Autism, Pervasive Developmental Disorder, oppositional defiant disorder, etc…  This is not to say that another disorder cannot occur concurrently with Selective Mutism, but it is not the cause.

· Knowing that the majority of cases are due to severe anxiety, special education classes, remedial classes …etc are often completely inappropriate for these children. By understanding the nature of Selective Mutism, a child should be mainstreamed in a regular class. An IEP can be beneficial in certain cases of SM, especially as the child progresses though school and verbalization is not occurring. The IEP should be designed to help lesson anxiety for the child but at the same time encourage mainstreaming and ‘normalcy’ as much as possible.

· School is usually the most difficult place for selectively mute children to be. Teachers and peers expect all children to interact and participate in classroom activities. When children do not, attention is brought to them. This is exactly what happens to the selectively mute child. This is quite ironic, considering the last thing an anxious child wants to do is bring attention to themselves!

· Knowing that these children are anxious, it should be quite obvious that ‘pressuring,’ ‘punishing,’ ‘coercing’ or ‘bribing’ an SM child to speak is completely counterproductive and inappropriate. By doing this, the SM child often feels more anxious and uncomfortable, causing them to regress even further.

· It is of utmost importance that the school approach the SM child from an understanding and accepting perspective. The main objective should be to do whatever is possible to make the child feel comfortable and relaxed.

· A teacher should work with the parents to help alleviate as much anxiety as possible. By doing so, many children will often make progress more readily than if they are completely misunderstood and mismanaged.

· There are varieties of methods that teachers can use to help the Selectively Mute child feel more comfortable in the classroom. Primarily, a teacher should try to get to know the child in a completely unobtrusive and accepting manner.

· I often recommend, if possible, visiting the child at home before the start of the school year.  There is certainly no better place for children to feel more comfortable then in their own home! Visiting the children on their own turf will certainly allow for a more comfortable way of getting to know each other. I recommend sitting in the child’s room, asking them to show you their favorite books, artwork, CD’s, games…Etc. Allow them to lead, and direct the visit. It may take a few visits to the home before the child starts to open up. The goal is NOT to get the child to talk just yet, but to allow the child to feel relaxed and comfortable in your presence. Smiling, waving, sitting close to, and speaking gently to the child often help them feel more at ease. Conveying that their muteness is ‘okay’ and acceptable will often help the child as well. When a selectively mute child feels as though an individual is unaccepting and disappointed, they will often pull away.

· Another tactic would be to meet the child at school, possibly before school starts in the morning.  Have the parent bring the child as early as possible so the child does not feel so overwhelmed when a group of children is in the class at the same time. By being alone with the parent and the child, the teacher can try to engage the mother in conversation and allow the child to just observe. The teacher can direct the  conversation to the child when the child seems more at ease. Do not expect the child to necessarily respond. Just let the child know they are part of the conversation and any kind of nonverbal communication is okay  with you.

· Important advice is to NEVER make the child feel as though you are ‘waiting’ for him/her to speak. This expectation is anxiety provoking. Children do not want to feel as though they are letting the teacher down. In addition, it is important for teachers to not make a ‘big deal’ over any verbalization that does occur. Very  often, the SM child will speak to a peer before a teacher. In this case, do not make mention that you ‘hear’ their voice. SM children will often pull away when that approach is taken!

· Once a comfort level is reached, the teacher and parent(s) should agree on a ‘plan’ to help the child. A qualified professional, such as a physician and/or therapist, who is competent in treating Selective Mutism are essential tools in helping develop a ‘plan’ for the child.

· The process of ‘helping a child overcome selective Mutism’ is a step-wise process that must be approached with patience and confidence. There is no over-night miracle cure for selective Mutism. With the guidance of professional, parents and teachers, children will build various behavior and coping skills that will allow them to slowly emerge out of their anxious state. If approached in this manner, the child should successfully overcome Selective Mutism.

Please contact the Selective Mutism Group Childhood Anxiety Network (SMG-CAN) for further information. www.SelectiveMutism.org 215-887-5748

Please visit the 501( c )3, nonprofit organization the Childhood Anxiety Network, Inc.  www,childhoodanxietynetwork.org 

Copyright SMG-CAN©. Users are responsible for complying with all copyright and licensing restrictions associated with © data. Unlawful replication of this letter will be reported to legal authorities and held liable in accordance of copyright privileges held by The Selective Mutism Group, Inc. Childhood Anxiety Network
SPECIFIC PHOBIA
A specific phobia is defined as the intense, irrational fear of a specific object, such as a dog, or a situation, such as flying. Fears of animals, situations and natural occurrences are common in childhood, and often go away. A phobia is diagnosed if the fear persists for at least 6 months and interferes with a child's daily routine, an example of this is a child who refuses to play outdoors for fear of encountering a dog. Common childhood phobias include:

	Animals
Storms
Heights
Water
Blood
The dark
Medical procedures


Unlike adults with specific phobias, children do not usually recognize that their fear is irrational or out of proportion to the situation, and they may not articulate their fears. Children will avoid situations or things that they fear, or endure them with anxious feelings, which can manifest as: 

	Crying
Tantrums
Freezing
Clinging
Avoidance
Headache
Stomachache


TIPS FOR PARENTS AND EDUCATORS

· Recognize that the fear is real.  As trivial as a fear may seem, it feels real to the child and it is causing him or her to feel anxious and afraid.  Being able to talk about fears can help.  Words often take some of the power out of emotion; if you can give the fear a name, it becomes more manageable.

· Never belittle the fear as a way of forcing the child to overcome it.  Telling a child, “Don’t be ridiculous! There are no monsters in your closet!”  may get him to go to bed, but it won’t make the fear go away.

· However, don’t cater to fears.  If your child doesn’t like dogs, don’t cross the street deliberately to avoid one.  This will reinforce that dogs should be feared and avoided.

· Teach the child how to rate fear.  If your child can visualize the intensity of the fear on a scale of 1 to 10, with 10 being the strongest, he may be able to “see” the fear as less intense than first imagined.  Younger children can think about how “full of fear” they are, with being full “up knees” as not so scared, “up to my stomach” as more frightened, and “up to my head” as truly petrified.

· Teach coping strategies.  Try these easy-to-implement techniques.  Using you as “home base,” the child can venture out toward the feared object, and then return to you for safety before venturing out again.  The child can also learn some positive self-statements, such as “I can do this” and “I will be OK,” which he can say to himself when he feels anxious.  Relaxation techniques are helpful as well, including visualization (of floating on a cloud or lying on a beach, for example) and deep breathing (imagining that the lungs are balloons and letting them slowly deflate).

· Create a safe home environment.

· Make efforts to be very careful in not letting the child realize our fears as parents.

· Teach the child without making them fearful.  For example, teach them to cross the street so as not to get hit by a passing automobile.

· Do not lie to your children when they are going to get a shot.  Be truthful if something is going to hurt, but let a child know it’s only for a moment.

· If the child is afraid to speak in class, introduce them to one other student he or she doesn’t know.

· If the student is afraid to look you in the eye, have him or her count to 3 before looking down.

· If the child is afraid to embarrass themselves in public, suggest a “first step.”  For example, suggest they say “hello” or “goodbye” to one person in class.  After this, you could have the student add the person’s name after saying “hello.”  The key is to make tiny steps.


GENERALIZED ANXIETY DISORDER (GAD)
Generalized Anxiety Disorder usually affects children between the ages of six and eleven. It is characterized by excessive worry and anxiety over a variety of things, including, but not limited to:

	Grades
Performance in sports
Punctuality
Family issues
Earthquakes
Health


The affected child cannot control his/her worry and it interferes with normal activities. Physical symptoms of GAD include:

	Restlessness
Fatigue/Inability to sleep
Difficulty concentrating
Irritability
Muscle tension


Children with GAD tend to be very hard on themselves, striving for perfection, sometimes redoing tasks repeatedly. They may also seek constant approval or reassurance from others.

TIPS FOR PARENTS AND EDUCATORS

· Find a treatment provider who is familiar with anxiety disorders and their treatment in children.

· Look for a provider with whom you as a parent feel comfortable, someone who is open to having an ongoing dialogue with you and can help you advocate for your child.

· If your child is diagnosed with an anxiety disorder, learn all you can about the disorder.  Visit the library, go on the internet, talk to other parents.  

· Work with the treatment provider to help your child understand the disorder.

· Arrange a family meeting with the treatment provider so that everyone in the family understands and can respond in ways that help the child.  

· Inquire about support groups in your area.

· If your child is of school age, take steps to ensure that your child has a positive school experience.

· Make a list of any changes in the school environment or routine you think you child may need for him or her to function at school.  Not all children with anxiety disorders need any accommodations to perform at school.

· If you would like the school’s help, set up a meeting before the school year begins.  Ask your treatment provider to attend, as well as the teachers and counselors who will be with your child daily. The school nurse (or other health personnel) and the principle.

· At the meeting, have the treatment provider present information about the disorder, about your child and about what educators might expect.  Parent should make a short presentation, too, describing their own experience with the child’s disorder, their child’s strengths and weaknesses, and their hopes and expectations for their child in school.  This is a key opportunity to communicate about your child; you are providing information that will make the school’s job easier and more successful.

· Keep in touch with the school and with your child, to ensure that the school is responding appropriately.

· Encourage you child to share what is going on in school and determine whether or not the school is responding appropriately to your child’s needs.  Recognize helpful teachers with a note expressing your appreciation for their efforts.

· If problems arise, such as a sudden drop in grades or an increase in your child’s level of anxiety or worry, set up another meeting to get at the source of the problem.

PANIC DISORDER
Panic Disorder is diagnosed when a child suffers at least two unexpected Panic Attacks, followed by at least 1 month of concern over having another attack, losing control, or "going crazy." The most common age of onset for Panic Disorder is the early to mid twenties. It is not common in young children, but can begin in adolescence.

A Panic Attack is defined as the abrupt onset of an episode of intense fear or discomfort, which peaks in approximately 10 minutes, and includes at least four of the following symptoms:

· a feeling of imminent danger or doom; 

· the need to escape; 

· palpitations; 

· sweating; 

· trembling; 

· shortness of breath or a smothering feeling; 

· a feeling of choking; 

· chest pain or discomfort; 

· nausea or abdominal discomfort; 

· dizziness or lightheadedness; 

· a sense of things being unreal, depersonalization; 

· a fear of ;losing control or "going crazy" 

· a fear of dying; 

· tingling sensations; 

· chills or hot flushes. 

Children, like adults, often become apprehensive when in situations or places where they have previously had attacks, and may begin to avoid these situations and places. Agoraphobia can develop when the child begins to avoid situations in which he/she has had a panic attack previously, or situations and places from which the child feels that he/she would not be able to escape if experiencing a Panic Attack.

TIPS FOR PARENTS AND EDUCATORS

· Don’t make assumptions about what the affected person needs; ask them.

· Be predictable; don’t surprise them.

· Let the person with the disorder set the pace for recovery.

· Find something positive in every experience.  If the affected person is only able to go partway to a particular goal, such as going to a movie or a party, consider that an achievement rather than a failure.

· Don’t enable avoidance; negotiate with the person with panic disorder to take one step forward when he or she wants to avoid something.

· Don’t sacrifice your own life and build resentments.

· Don’t panic when the person with the disorder panics.

· Remember that it’s all right to be anxious yourself; it’s natural for you to be concerned and even worried about the person with panic disorder.

· Be patient and accepting, but don’t settle for the child with panic/anxiety disorder being permanently disabled.

· Say: “You can do it no matter how you feel.  I am proud of you.  Tell me what you need now.  Breathe slowly and low.  Stay in the present.  It’s not the place that’s bothering you; it’s the thought.  I know what you are feeling is painful, but it’s not dangerous.  You are courageous.”
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