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Anxiety disorders in children and adolescents entail six different types—general anxiety disorder, separation anxiety disorder, phobias, panic disorder, obsessive-compulsive disorder, and post-traumatic stress disorder. All types share common characteristics that include fear, worry, uneasiness, distress, social withdrawal, chronic absenteeism, and physical ailments. The duration of these disorders can last for months or even years, and can significantly compromise the quality of life of the child or adolescent into adulthood if left untreated. A normal level of anxiety in children and adolescents is an acceptable aspect of their development. Children and adolescents are able to sometimes outgrow their anxiety issues. However, if the anxiety reaches a level where it impairs the ability to function normally in social and academic settings, assessments and treatments are necessary. Untreated anxiety disorders can lead to decreased self-esteem, depression, substance abuse, interpersonal relationship difficulties, psychosomatic ailments, and poor academic performance. 

The etiology of anxiety disorders has not been positively identified as being based primarily on either genetics or environment. Studies have shown that children can inherit anxiety disorders from parents with anxiety disorders. It has also been found that caregivers with anxiety disorders can have negatively effects on children as well. Medical research indicates that obsessive compulsiveness in children can follow exposure to streptococcus infection. Overall, causes of anxiety disorders can be difficult to trace causes because fears can change as children grow. The temperament of a child can serve as an indicator of a potential anxiety disorder. A child that is unusually shy and withdrawn in unfamiliar situations could possibly be at-risk, although again, such behavior is not always a reliable indicator of an actual disorder being present. A qualified medical professional must first conduct a reliable and accurate diagnosis of a disorder.   

Anxiety disorders are among the most common disorders among children and adolescents. They typically begin to exhibit visible tendencies between the age of 6 and 8 years of age. This is the time period under which nighttime fears and imaginary creatures are replaced by fears over school performance and interpersonal relationships. Studies have shown that about 13 out of every 100 children between 9 and 17 years experience anxiety disorders, with more prevalence in girls than in boys. Half of all anxiety disorder cases have been found to include secondary disorders (behavioral, emotional, or physical) attached to their diagnosis. According to the DSM-IV, the one-year prevalence rate for all anxiety disorders combined is 13 per cent.

General anxiety disorder (GAD) is characterized by an unusual level of worry and stress over common everyday occurrences. A child can be preoccupied with fears over their safety, health, and performance, to the point where they are unable to focus clearly on the completion of basic tasks. In the classroom, they can become overly conforming and perfectionist out of their sense of personal failure. They will often need to repeat certain tasks until the desired level of perfection is reached. They require constant 
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reassurance over their progress and anxieties. The DSM-IV estimates a one-year prevalence rate of 3 per cent in GAD sufferers of all ages.

Separation anxiety disorder (SAD) is found in children who exhibit an excessive level of fear of separation from their parents or parent figures while attending school, camp, or other social activities outside the home. SAD can also be triggered when a child is left alone for a period of time or even when a period of separation is anticipated. Reactions can range from nausea, dizziness, sadness, or depression. A child with SAD can also develop an attachment to teachers or school authority figures. School represents the child’s safe haven while the home environment represents the threat to safety and security. SAD can also create an excessive level of fear over the safety of any authority figure that’s prominent in the life of the sufferer. The DSM-IV estimates the prevalence rate for SAD is 4 per cent.

Phobias are defined as excessive fears of certain objects or situations such as crowds, heights, animals, people, water, storms, or enclosed spaces. Children and adolescents with phobias also fear ridicule and rejection from their peers. Social phobias (also known as social anxiety disorder) are the persistent fears in children of failure and embarrassment in front of their peers in academic or social situations. Reactions can include those of a physical nature—heart palpitations, muscle tension, diarrhea, sweating, and tremors. Children and adolescents develop avoidance strategies that can severely limit their range of experiences and therefore, limit their ability to learn. The DSM-IV estimates a lifetime prevalence rate for social phobias at 3 to 13 per cent. It also states that girls are more prone to social phobias than boys. 

Panic disorders are characterized by events commonly known as panic attacks, which are repeated incidents of intense fear and terror without apparent cause. Physical reactions during panic attacks can include dizziness, sweating, heart palpitations, and tremors. A panic attack can provoke fear of imminent death. In a school setting, panic attacks can occur when a child anticipates failure or possibly embarrassing consequences.   The on-going anxiety that triggered the initial panic attack can then easily trigger future relapses. Coping strategies are usually developed to avoid the panic attack triggers, which could then inhibit the child’s ability to learn. 

Obsessive-compulsive disorders (OCD) are characterized by an intense repetition of thoughts and behaviors that can cause impairment or stress in the sufferer. Older OCD sufferers may actually be quite aware of their disorder but are powerless to exercise control over what they perceive to be senseless behavior. Younger children with OCD may exhibit distress over this behavior they can’t fully comprehend. OCD behavior in the classroom can be exhibited via the repeated arranging and rearranging desktop objects, hand washing, counting numbers, and the touching the same spot on a door, wall, or other locations. According to the U.S. Department of Health and Human Services, about 2 out 
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of every 100 children suffer from OCD. The disorder is also found to be more prevalent in boys than girls. 

Post-traumatic stress disorder (PTSD) happens to a child or adolescent who experiences an extremely stressful incident (or series of incidents) involving abuse (physical, emotional, or sexual), violence, accidents, or a natural disaster (hurricane, tornado, earthquake). PTSD sufferers can relive the trauma consciously or subconsciously for an indefinite period time. They can startle easily, have difficulty sleeping, and can feel emotionally detached from those closest to them. Children and adolescents living in high crime areas or war zones where violence and death are commonplace have been diagnosed with PTSD. “Fight-or-flight” is a natural human response to stress, but PTSD sufferers exist in a perpetually downshifted state. Studies indicate that while 50-90 per cent of all humans experience trauma of some sort in their lives, only 8 per cent actually develop PTSD.

Treatments for anxiety disorders are varied and numerous. Parents have access to services and resources that can help their children. A thorough pediatric evaluation is the first step. A specialist can then recommend a treatment called cognitive behavior therapy (CBT). CBT is a four-step approach that includes recognizing anxious feelings, clarifying thoughts during moments of high anxiety, developing an action plan for dealing with the thoughts and feelings, and evaluating the efficacy of the action plan. Contingency management (CM) is another treatment that is often used in group therapy environments. The students will be rewarded for positive behavior via a token system set up by the therapists leading the group. Systematic desensitization is another treatment that is based on Pavlovian/classical conditioning theories that attempt to extinguish anxiety via the introduction of fearful and non-fearful stimuli.

Medical interventions can also be prescribed, preferably in concert with any of the above behavioral therapies. Clinical trials using selected serotonin reuptake inhibitors (SSRIs) have been shown to have positive effects on reducing anxiety in young patients.

In the classroom environment, teachers can employ a variety of strategies to help students with anxiety disorders. As part of a behavioral plan, the teacher must ensure a safe and relaxed environment for the student, along with a safe haven area for them when they require a brief “cool off” period to de-escalate. Students with anxiety disorders benefit from structured environments. Keep the classroom schedule posted and updated so they are aware of the teacher’s expectations. Assist the student in maintaining a written log so they know assignment due dates. Assignments due dates should be flexible and adjusted according to student feedback. The teacher should be able to recognize if an assignment can possibly be too overwhelming for the student. Extend deadlines if necessary. Provide constant feedback for the student so they can track their own progress and feel more confident about themselves. Occasional breaks of brief exercise can reduce stress. Playing soothing music, such as certain types of classical music, can alter the mood of a 
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classroom positively. Depending on the type of student, especially if they have been diagnosed as also being on the autism spectrum, a PEC system might help them organize themselves and provide an added layer of needed structure. 

The teacher should also allow the students an adequate amount of transition time, especially when they arrive in the morning. A student with an anxiety disorder can benefit from being provided with classroom tools to lessen the duration of stress. Koosh balls or tennis balls are inexpensive tools and are given to students to squeeze and release tension or stress. Some students like chewing on short pieces of plastic tubing to relieve stress. At times, even the simple holding of any random small object can provide comfort for a student experiencing stress. Noise-canceling headphones can block out stress inducing noises in the classroom. There are many ways for teachers to adapt the classroom environment for relatively little expense, especially of they teach in an under-funded school. 

One of the goals of providing a structured environment and lessening anxiety is to decrease the occurrence of frequent absences studies have shown to be a common trait among students with anxiety disorders. Decreasing the number of absences will have a more positive effect on student performance and therefore, increase the likelihood of success. The negative cycle of avoidance and chronic absenteeism, which can lead to poor performance and therefore, poor self-esteem, can be overcome. 

In conclusion, one of the teacher’s primary goals should be to work closely with the parents or caregivers of the children with the anxiety disorders. Feedback must be exchanged regarding the effectiveness of strategies being implemented in the classroom and in the home. It has to be a cooperative partnership, otherwise, the child may remain trapped in a perpetual cycle of despair and failure.

POSTSCRIPT

I am a sufferer of GAD and have been since childhood. The limitations of small rural town medicine in the 1960s couldn’t fathom why a bright seven year old boy would randomly and unexplainably shake his head for brief durations of time in class and at home. I remember a teacher making me stand in a corner and shake my head non-stop until I welled up with tears. I remember a kindly old general practitioner asking me nothing more probing as “do you see any other kids in your class shaking their head, too?” Needless to say, this was a research topic I am most familiar with experientially. To this day, I have tried so many things to control my impulses. Some methods have been potentially harmful and some have been not. I’ve resigned to the fact that it is something I just have to deal with. At least if I see the same tendencies in my own children, I’ll know what to do.
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