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Anxiety Disorders (AD)
According to the Utah Division of Substance Abuse & Mental Health Annual Report (2007), 11.8% of all diagnoses of mental health clients 17 years old or younger in Utah Public Health Centers are Anxiety Disorder diagnoses (UDSAMH, Personal Communication, September 19, 2007).
RESEARCH METHOD

A literature search on evidence based practices for screening, assessing, and treating anxiety disorders (AD) in youth was conducted on June 22, 2009. See Figures 1.1 and 1.2 for information about the use of specific databases and search terms.  


RESULTS


From the literature search described above, 18 articles were identified that address the screening, assessment, or treatment of AD in youth, adolescents, or children. One article (Muris & Broeren, 2009) reviewed published literature on childhood AD from 1982 to 2006, eight articles addresses screening or assessment, and nine articles addressed treatment of childhood AD. 
SCREENING

Reviewed literature identified four current and widely used screening instruments for childhood AD. The first, the Screen for Child Anxiety Related Emotional Disorders (SCARED) is designed to measure AD symptoms from both the child and parent point of view. Originally published in 1997 as a 38-item questionnaire, the SCARED has been revised three times to contain 41 items, 66 items and finally 71 items for measuring AD symptoms in youth 8-18 years old.  Items are scored using a 3-point Likert scale with choices ranging form “not true or hardly ever true” to “very true or often true.” For each item, the youth or parent both choose the response that best describes how the child has been feeling during the past three months (for example, “I worry about sleeping alone” or “I worry about what is going to happen in the future”). All scores are totaled; a higher score reflects higher levels of anxiety. Through discriminant analysis, a score of 33 was determined to be the cut-off point between high and low anxious youth. In other words, scores above 33 commonly indicate high anxiety while scores under 33 indicate less severe anxiety. 
Through three separate studies, the first three versions of SCARED were determined to be reliable tools for detecting AD in youth (Muris et al, 2000, 2001, 2004). In a study of 176 anxious and non-anxious children and their parents, the most current version (SCARED-71) also demonstrated an ability to differentiate clinically anxious from non-clinically anxious children (Bodden, Bogels, and Muris, 2009). Thus, the authors conclude the SCARED-71 “can be used as a screening tool to detect clinically significant anxiety problems in children and adolescents and discriminates reasonably well among specific anxiety disorders.” 

The second screening instrument identified through the literature search is the Multidimensional Anxiety Scale for Children (MASC). The MASC is a 39-item self report instrument that measures a range of anxiety symptoms in youth ages 8-19.  Each item is scored using a four-point Likert scale; for example, a response of “never true” is scored as zero, a response of “rarely true” is scored as one point, “sometimes true” scored as three points, and “often true” scored as four. Total scores greater than 65 indicate clinically significant levels of anxiety symptoms and scores less than 65 indicate less severe levels of anxiety.  The MASC has been tested in at least six different studies that have demonstrated that the MASC is both reliable and valid for screening AD in white, mixed race, and African-American youth (Kingery, Ginsburg, and Burstein, 2009).  However, at least one study (van Gastel & Ferdinand, 2008) reported the MASC “may not be a valid screening instrument for…diagnosis.” Thus, the MASC may be more useful as a screening tool than as a diagnostic tool. 
The third identified AD screening instrument is the Positive and Negative Affect Measure for Children (PANAS-C). The PANAS-C is a 27 item self-report scale that measures positive affect and negative affect by scoring each item on a 5-point Likert scale ranging from 1 (not at all or very slightly) to 5 (extremely). The PANAS-C measures three factors of depression and anxiety:  positive affect (expressing verbal and/or non-verbal positivity, being “in a good mood”), negative affect (expressing verbal and/or non-verbal negativity, being irritable or unhappy), and physiological hyperarousal (physical manifestations of anxious feelings or hypervigilence such as racing heart, sweating, shallow breathing, difficulty relaxing etc…). Because anxiety and depression are often experienced together, the PANAS-C is useful for screening for AD in youth who may also be suffering from depression, or for ruling out depression as a diagnosis. Depressed children tend to have a negative affect and low levels of positive affect while anxious children tend to have a negative affect and high levels of physiological hyperarousal. Thus, the aim of the PANAS-C is to determine if a child exhibiting negative affect (feeling down, irritable, scared, or overwhelmed, for example) is experiencing depression, anxiety, or both. A study of 139 children ages 7-14 diagnosed with an anxiety disorder provided support for the validity of PANAS-C (Hughes and Kendall, 2009).

The fourth identified screening instrument is the Brief Child and Family Phone Interview (BCFPI). The BCFPI screens for six childhood psychiatric disorders based on Diagnostic Interview Schedule for Children Version IV (DISC-IV) classifications of mental disorders. The BCFPI is delivered via a structured phone interview in which a mental health professional asks the parent predetermined and open-ended questions about the child’s behavioral and emotional state in the past and present. Behavioral or emotional problems reported by the parent can then be statistically linked to six DSM categories, including two anxiety disorders.  Through a 2009 study of 399 Canadian families with youth ages 5-17, researchers concluded that BCFPI results were as reliable as other instruments that screen for childhood AD (Boyle, Cunningham, Georgiades, Cullen, Racine, & Pettingill, 2009). 
ASSESSMENT

Reviewed literature identified three current and widely used assessment instruments for childhood AD.  The first assessment instrument, the Anxiety Disorders Interview Schedule for DSM-IV: Child and Parent Versions (ADIS-C/P) is considered the gold standard of childhood AD assessment instruments (Muris & Broeren, 2008) and is the most commonly used interview in research and treatment for the assessment of childhood anxiety disorders (Lyneham, Abbott, & Rapee, 2007). The ADIS-C/P is a semi-structured interview developed specifically to assess child and adolescent anxiety disorders as well as a number of disorders that are frequently diagnosed along with an anxiety disorder. The ADIS-C/P has demonstrated good interrater reliability (when two independent clinicians can draw the same conclusions when provided with the same information -Lyneham, Abbott, & Rapee, 2007), excellent test-retest reliability (when results are similar over time or the test doesn’t change when administered to other groups – Wood, Piacentini, Bergman, McCracken,& Barrios, 2002), and strong concurrent validity (when results of the ADIS-C/P repeatedly match up with results obtained through other assessment instruments – Wood, Piacentini, Bergman, McCracken, & Barrios, 2002). 
The second identified assessment instrument, the Spence Child Anxiety Scale (SCAS), assess a young person’s perception of how often he or she experiences symptoms of six types of anxiety disorders. The child is asked to rate the degree to which they experience each symptom or item on a 4-point Likert scale – 0 indicating “never” and 3 indicating “always” – and the scores of all items are totaled. The cut-off point between high and low anxiety youth is determined by the age and gender of the youth completing the scale. For instance, for boys ages 8-11, the cut off point is 40: Scores of 39 or less indicate less severe anxiety while scores greater than 40 indicate severe anxiety symptoms. For girls ages 12-15, the cut off point is 38 (Spence, Barrett, & Turner, 2003). The SCAS is well researched: numerous studies have reported the reliability and validity of SCAS, including studies across multiple cultures including Australian, Dutch, German, Japanese, Hellenic, South African, and Spanish populations (Whitesides & Brown, 2008). 


The third assessment instrument identified through the literature search is the Metacognitions Questionnaire for Children (MCQ-C) and Metacognitions Questionnaire for Adolescents (MCQ-A). Based in theory that the beliefs held by individuals about their thoughts and thought processes are linked to emotional wellbeing, The MCQ-C and MCQ-A assess for the presence and severity of cognitions (i.e. disordered thinking) that effect emotional functioning. Specifically, the MCQ-A and MCQ-C measures levels of cognitive monitoring (i.e. monitoring thoughts or “thinking about thinking”), positive beliefs about worry (i.e. worrying helps me feel better), negative beliefs about worry (i.e. worrying is bad for me), and superstitious, punishment, and responsibility beliefs (i.e. I get in trouble for worrying or if I wash my hands three times I won’t have to worry). In a study of 98 children and adolescents, the MCQ-A and MCQ-C demonstrated both strong reliability and strong validity, which means the instrument consistently yields valid results and consistently measures what it aims to measure: cognitions that effect emotional well being (Bacow, Pincus, Ehrenreich, & Brody, 2009). 
TREATMENT


Cognitive Behavioral Therapy (CBT) is the most common and empirically-supported treatment for youth anxiety disorders (Chorpita & Daleiden, 2007; Wood, 2009; March, Spence, and Donovan, 2009). CBT has been shown to be highly effective in treating anxiety disorders (James, Soler, & Weatherall, 2005). Research indicates that between 50% and 85% of youth receiving CBT no longer meet criteria for an AD diagnosis at the end of treatment, and effects were maintained up to several years later (March, Spence, & Donovan, 2009). A typical CBT program involves anxiety management skill training and exposure interventions. Anxiety management skill training involves psychoeducational interventions (i.e. providing information about how the body physiologically reacts to anxiety), relaxation exercises (such as guided imagery) and cognitive skills (such as identification of thinking errors). Exposure interventions are interventions that help the child or adolescent systematically confront his or her fears. For instance, a child who worries about touching a doorknob for fear of germs would be supported to first think about touching the doorknob, then visualize touching the doorknob, and finally actually touch the doorknob. Because escaping one’s source of anxiety tends to temporarily decrease anxiety, but increase anxiety in the long-run (in other words, the longer you avoid the anxiety-provoking object, the more anxious you become about the object), the idea behind exposure training is for the client to gradually become more comfortable with objects or acts that have historically created anxiety. Ideally, the client eventually realizes his or her thoughts about the object or act, not the object or act itself, are responsible for anxious feelings and uses anxiety management skills to change his or her thoughts.


While all CBT treatments will focus on thoughts and behavior, there are many types of CBT. One study identified in the literature search compared the relative long-term benefits of family-focused CBT (in which parents are involved as co-clients rather than mere supports for the child) and child-focused CBT (in which the child is only identified client) for child AD.  In a study of 35 children diagnosed with AD, Wood, McLeod, Piacentini, and Sigman (2009) found that while both interventions produced similar success rates, family-centered CBT yielded greater efficacy for early adolescents than for younger children. 
In addition to the many types of CBT, there are also a variety of ways in which CBT can be delivered. In an Australian study of 73 children ages 7-12 years diagnosed with an AD other than panic disorder, PTSD, or OCD, families were randomly assigned to a waitlist control group or to a group that received internet-based family-focused CBT. Children in families assigned to the internet-based intervention group received 10 weekly, 60 minute child sessions and 6 weekly, 60-minute parent sessions. Each child session comprised 20-30 web pages that cover anxiety management strategies such as recognition of the physiological symptoms of anxiety, relaxation strategies (imagery, deep breathing), cognitive strategies (self talk or cognitive restructuring), graded exposure, problem-solving techniques, and self-reinforcement of “brave” behavior. Parents sessions were comprised of 20-30 web pages designed to stimulate motivation and facilitate learning. The web program was interactive: children were frequently required to type responses into the program and could not progress to the next page if a response was not entered. An online therapist reviewed homework and sessions, and responded to the child and parent sessions via e-mail.  Families assigned to internet CBT showed “small but significant” reductions in anxiety symptoms and increases in functioning than families assigned to the wait list control group (March, Spence, & Donovan, 2009).

There are many other treatment modalities used to treat AD in youth. CBT is not the only treatment, and CBT does not effectively treat all AD in all youth. However, CBT is the only youth AD treatment that is extensively researched, statistically tested, and empirically validated. 
CONCLUSION


Research obtained through this review indicates that practitioners treating youth diagnosed with AD should continuously assess for and work towards a positive therapeutic alliance  (Chiu, 2009), be careful to assess for, rule out, and treat co-occurring disorders such as depression (Hughes and Kendall, 2009), and include parents in treatment when possible (Wood, McLeod, Piacentini, & Sigman, 2009). Although there has been a significant rise in research on youth AD in the last 25 years (Muris & Broeren, 2008), there are still considerable gaps in our knowledge about screening, assessing, and treating AD in youth.  Future research should focus on the etiology (causes) of youth AD, and how age, gender, or social environment effect AD in youth. Because much of the existing research examines AD in general, further research on specific anxiety disorders and exact manifestations of those disorders is necessary.
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