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Anxiety and Obsessive-Compulsive Disorders

__________________________________________________________

Chapter Summary: 

Anxiety can be described as an immediate reaction (known as the fight/flight response) to perceived danger or threat. The physical system, cognitive system, and behavioral system are the three interrelated response systems in which symptoms of anxiety are expressed. Some anxiety experiences during childhood are adaptive and normal. However, the excessive and debilitating anxiety experienced by children with anxiety disorders works against them, causing significant impairment in functioning. The developmental level of the child must be considered in determining whether an anxiety disorder is present, as some types of anxieties are to be expected at certain periods of development. Separation anxiety disorder is the most common children’s anxiety disorder, and involves an excessive and disabling anxiety about being apart from parents or away from home. Generalized anxiety disorder, an excessive and uncontrollable anxiety and worry about minor everyday events, is also a common childhood anxiety disorder. Children with a specific phobia show an extreme fear of an object or situation that poses no serious threat. Social phobia involves an excessive fear of social or performance situations that may lead to possible embarrassment, and occurs mostly in early- to mid-adolescence when teens develop heightened self-consciousness. Adolescents who suffer from panic disorder experience recurrent panic attacks, which are unexpected periods of fear or discomfort with physical and cognitive symptoms. Selective mutism occurs when a child refuses to speak in specific situations where speaking is expected. Children with obsessive-compulsive disorder suffer from obsessions and compulsions that are disturbing and time-consuming. Children with anxiety disorders may show deficits in cognitive functioning, and may experience somatic and social/emotional problems. Anxiety and depression in children and adolescents are highly related. Girls are two times more likely to experience symptoms of anxiety than boys; however, this difference may reflect a reporting bias. Temperament, heredity, neurobiology, and family influences may all contribute to children’s anxiety. Treatments include behavior therapy, cognitive-behavior therapy (CBT), medications, and family interventions. To date, cognitive-behavioral therapy has been found to be the most effective for treating the majority of anxiety disorders. 

Learning Objectives: 

1.
To identify physical, cognitive, and behavioral symptoms of anxiety

2.
To discuss common anxieties, worries, and fears of children

3.
To describe each of the categories of anxiety disorders according to the DSM-5 

4. 
To identify comorbid problems and other disorders commonly associated with anxiety disorders

5.
To explain possible outcomes for each anxiety disorder 

6.
To consider some of the characteristics associated with children’s anxiety disorders

7. 
To take into account how gender, ethnicity, and culture are related to children’s anxiety disorders

8. 
To describe obsessive-compulsive and related disorders

9.
To discuss implicated causes of children’s anxiety

10.
To describe a possible developmental pathway for anxiety disorders 

11. To describe effective, empirically supported treatments for anxiety disorders in childhood

Chapter Outline:

I.
Description of Anxiety Disorders
A. Experiencing Anxiety

1. Anxiety is a mood state characterized by strong negative emotion and bodily symptoms of tension in which an individual apprehensively anticipates future danger or misfortune

2. Children with anxiety disorders experience excessive and debilitating anxiety

3. In moderate amounts, anxiety is an adaptive emotion that readies children both physically and psychologically for coping in situations that could be dangerous 

4. Children with extreme anxiety may experience a self-defeating behavior known as the neurotic paradox; a normal anxiety response to danger or threat is the fight/flight response

5. Three Interrelated Response Systems

a. Physical System - produces chemical (e.g., the release of adrenaline and noradrenaline) and physical (e.g., increase in heart rate, breathing, and sweating) effects that mobilize the body for action

b. Cognitive System - searches for potential sources of threat; activation typically leads to feelings of apprehension, nervousness, difficulty concentrating, and panic

c. Behavioral System - activation may result in aggression and/or a desire to escape the situation; avoidance behaviors are negatively reinforced causing future avoidance of unpleasant events

B. Anxiety versus Fear and Panic

1. Fear is a present-oriented emotional reaction to current danger

2. Anxiety is a future-oriented emotion characterized by feelings of apprehension regarding up-coming events; in contrast to fear, anxiety may be felt when no danger is actually present

3. Panic is an unexpected and sudden fight/flight response in the absence of obvious threat or danger

C. Normal Fears, Anxieties, Worries, and Rituals

1. Many fears are developmentally appropriate and most decline with age, however, some are stable or may increase

2. Anxieties are also very common, however anxious symptoms do not show the age-related decline observed for many specific fears; anxious symptoms may reflect a stable trait that predisposes children to develop fears related to their stage of development

3. Children of all ages worry, but older children report a greater variety and complexity of worries; children with anxiety disorders worry more intensely than those without

4. Ritualistic and repetitive activity is very common in young children and helps them to gain control and mastery over their social and physical environments to make their world predictable and safer 

D. Anxiety Disorders According to DSM-5

1. DSM-5 divides anxiety disorders into seven categories:

a. Separation anxiety disorder (SAD)

b. Specific phobia

c. Social anxiety disorder (SOC) (Social phobia)

d. Selective mutism

e. Panic disorder (PD)

f. Agoraphobia

g. Generalized anxiety disorder (GAD)

II. Separation Anxiety Disorder

· Age-inappropriate, excessive, and disabling anxiety about being apart from parents or away from home

A. Prevalence and Co-Morbidity

1. One of the two most common anxiety disorders of childhood, occurring in about 4-10% of all children; common in boys and girls, but more prevalent in girls

B. Onset, Course, and Outcome

1. Of the anxiety disorders, SAD has the earliest age of onset; often occurs after the child experiences a stressful event

C. School Reluctance and Refusal

1. School refusal is the refusal to attend school

2. It is common in children with SAD, although it may also occur for other reasons such as test anxiety

III. Specific Phobia

· Extreme and disabling fear of particular objects or situations that pose little or no danger, often leading to avoidance or impairments in normal routines

· Unlike adults, children often do not recognize that their fears are extreme and unreasonable

· Evolutionary theory suggests that infants are biologically predisposed to learn certain fears that alert them to possible sources of danger—accordingly, the most common specific phobia in children is a fear of animals, particularly dogs, snakes, insects, and mice

· DSM groups specific phobias into five subtypes based on the focus of the phobic reaction and avoidance: animal, natural environment, blood-injection-injury, situational, and other

A. Prevalence and Comorbidity

1. Occurs in about 20% of all children, although only a small number are referred for treatment; more common in girls

B. Onset, Course, and Outcome

1. Can occur at any age but seem to peak between ages 10 and 13 years

IV. Social Anxiety Disorder (Social Phobia)

· A marked and persistent fear of being the focus of attention or scrutiny, or doing something intensely humiliating 

· Children with social phobias are more likely to be highly emotional, socially fearful and inhibited, sad, and lonely

A. Prevalence, Comorbidity, and Course

1. Lifetime prevalence between 6% to 12%, affecting slightly more girls than boys

2. Age of onset early- to mid-adolescence, especially at the time when teens experience heightened self-consciousness; appears to increase with age 

3. Approximately 2/3 of children with SOC have another anxiety disorder, most commonly generalized anxiety disorder

V. Selective Mutism

· Characterized by a failure to speak in a specific situation where there is an expectation to speak, like at school

A. Prevalence, Comorbidity, and Course

1. New to the DSM-5

2. Very rare, only about .7% of children develop selective mutism

3. Average age of onset is between 3 and 4 years old

4. Many children seem to outgrow selective mutism

5. Based on similarities between selective mutism and social anxiety disorder, it has been suggested that selective mutism might be a developmentally-specific variant of SOC

VI. Panic Disorder and Agoraphobia

· A panic attack is a sudden and overwhelming period of intense fear or discomfort that is accompanied by physical and cognitive symptoms characteristic of the fight/flight response

· Panic disorder is characterized by recurrent unexpected panic attacks, as well as persistent concern about the possible implications and consequences of having another attack

· Agoraphobia is characterized by a persistent fear of a specific place or situation, like being in a crowd or being outside the home alone

· In DSM-IV, panic disorder was diagnosed with or without agoraphobia, but in DSM-5 they are considered two distinct categories

A. 
Prevalence and Comorbidity

1. Although panic attacks are common, panic disorder is much less common

2. Lifetime prevalence of both disorders is about 2.5%

B. Onset, Course, and Outcome

1. Average age of onset for first panic attack is 15 to 19 years, and 95% of adolescents with the disorder are post-pubertal

2.
Has the lowest rate of remission for any of the anxiety disorders

VII. Generalized Anxiety Disorder (GAD)

· Excessive and uncontrollable anxiety and worry about a number of events or activities on most days; experience apprehensive expectation - the exaggerated worry and tension in absence of conditions that would normally provoke such a reaction

· Often accompanied by physical symptoms, including headaches, stomachaches, muscle tension, and trembling; other symptoms include irritability, lack of energy, and difficulty sleeping

· Children with GAD can be distinguished from other children with anxiety disorders by their excessive worrying about minor everyday occurrences 

· For children with GAD, worry may serve the same dysfunctional purpose as behavioral avoidance does in those with specific phobias

A. Prevalence and Comorbidity

1. One of the most common anxiety disorders of childhood; occurs in 3% to 6% of all children; equally common in girls and boys with a slightly higher rate in older adolescent females; onset in late childhood or early adolescence 

2. High co-morbidity with other anxiety disorders and depression

B. Onset, Course, and Outcome

1. Average onset is in early adolescence

VIII. Obsessive-Compulsive and Related Disorders

A. Obsessive-Compulsive Disorder

1. OCD used to be classified as an anxiety disorder, but the DSM-5 puts it in its own chapter, along with several disorders that are closely related, including:

a. Body dysmorphic disorder

b. Hoarding disorder

c. Trichotillomania (Hair-pulling disorder)

d. Excoriation disorder (Skin-picking disorder)

2. Repeated, intrusive, irrational, and unwanted thoughts that cause anxiety; often accompanied by ritualized behaviors or compulsions to relieve this anxiety

3. OCD is extremely resistant to reason, even when the child recognizes the irrational nature of his or her routine

4. Due to the excessive preoccupations, health, social and family relations, and school functioning can be severely disrupted

B. Prevalence and Comorbidity

1. Occurs in 1% to 2.5% of all children and has a mean age of onset of 9 to 12 years

2. Twice as likely to occur in boys, and is commonly comorbid with other anxiety disorders, depressive disorders, and disruptive behavior disorders

C. Onset, Course, and Outcome

1. Most children with OCD show some improvement with treatment, however, most continue to have the disorder 2-14 years later

2. Predictors of poor outcome include poor initial response to treatment, history of tic disorder, and parental psychopathology at time of referral

IX. Associated Characteristics of Anxiety Disorders

A. Cognitive Disturbances

1. Although there is little evidence of a strong relationship between anxiety and IQ, excessive anxiety may be related to deficits in specific areas of cognitive functioning, such as memory, attention, speech, or language

2. High levels of anxiety can interfere with academic performance

3. Anxious children tend to be hypervigilant, use danger-confirming thoughts in response to perceptions of threat, have a temperament that may heighten attentional biases to threat and behavioral avoidance and therefore promote fears, and see themselves as having less control over anxiety-related events than other children

B. Physical Symptoms 

1. Somatic complaints, such as stomachaches and headaches

2. 90% of youngsters with anxiety disorders report at least one sleep-related problem, mostly insomnia, nightmares, or refusal to sleep alone

3. Higher levels of anxiety in adolescence is associated with reduced accidents and accidental death in early adulthood, but higher rates of non-accidental death in later life

C. Social and Emotional Deficits 

1. Anxious children are more likely to report social withdrawal, loneliness, low self-esteem, and difficulties in starting and maintaining friendships; may be due to difficulties understanding emotions and differentiating between thoughts and feelings

D. Anxiety and Depression 

1. Both share the general underlying dimension of negative affectivity, while children who are anxious may experience greater positive affectivity than those who are depressed

XI. Gender, Ethnicity, and Culture

A. There is a higher incidence of anxiety disorders in girls which may be affected by reporting bias; research suggests genetics and gender role orientation are related to gender differences in anxiety

1.
Expression, developmental course, and interpretation of symptoms of anxiety are affected by culture; cultures that favor inhibition, compliance, and obedience may have increased levels of fear in children

2.
Behavior Lens Principle states that child psychopathology reflects a mix of actual child behavior and the lens through which it is viewed by others in a child’s culture

XII. Theories and Causes

A. Early Theories

1. Classic psychoanalytic theory viewed anxieties and phobias as defenses against unconscious conflicts rooted in the child’s early upbringing

2. Behavioral and learning theories held that fears and anxieties were learned through classical conditioning, and maintained through operant conditioning (the two factor theory)

3. According to attachment theory, fearfulness in children is biologically fixed in the emotional attachment needed for survival; early insecure attachments may lead to anxiety and avoidance behavior

B. Temperament

1. Children born with a low threshold for novel and unexpected stimuli are at greater risk for anxiety disorders; this type of temperament is called behavioral inhibition (BI) 

2. The development of anxiety disorders in a child with BI is dependent on parental response - children whose parents set firm limits and teach them to cope with stress have better outcomes, while anxious, overprotective parenting may contribute to the development of anxiety

C. Family and Genetic Risk

1. Family and twin studies suggest a biological vulnerability to anxiety disorders

2. Genes related to the serotonin and dopamine systems have been implicated in anxiety, particularly when there is exposure to environmental risk

3. Small contributions from multiple genes seem related to anxiety when certain psychological and social factors are also present

D. Neurobiological Factors

1. The behavioral inhibition system (BIS) (made up of the HPA axis, the limbic system, brain stem, and the frontal cortex) is believed to be overactive in children with anxiety disorders; the BIS may be shaped by early life stress

2. Brain abnormalities such as more pronounced right > left asymmetries and an over excitable amygdala have been implicated in children who are anxious and/or behaviorally inhibited

3. Prolonged exposure to cortisol as a result of early stress or trauma may have neurotoxic effects on the developing brain

4. Norepinephrine, GABA, neuropeptides, and serotonin appear to be implicated

E. Family Factors

1. Parenting practices such as rejection, overcontrol, overprotection, and modeling of anxious behaviors are suggested as contributors to children’s anxiety

2. Low parental expectations for children’s coping, low SES, and insecure early attachments are factors associated with children’s anxiety disorders 

3. Exposure to high doses of family dysfunction was associated with the most extreme trajectories of anxious behavior in middle childhood.

XIII. Treatment and Prevention

A. Overview

1. Treatment for anxiety focus on four areas:

a. Distorted information processing

b. Physiological reactions to perceived threat

c. Sense of a lack of control

d. Excessive escape and avoidance behaviors

B. Behavior Therapy

1. Main technique is exposure to the feared stimulus, while providing ways of coping other than escape and avoidance; process is gradual

2. Exposure-based therapies include systematic desensitization and flooding (in combination with response prevention), and may be conducted in real-life or through role-playing, imagining, observation, or virtual reality

3. Participant modeling and reinforced practice are effective for treating specific phobias 

4. Additional behavior therapies include muscle relaxation and special breathing exercises

C. Cognitive-Behavior Therapy (CBT)

1. The most efficacious procedure for treating most anxiety disorders

2. Teaches children to understand how thinking contributes to anxiety and to modify maladaptive thoughts to decrease symptoms

D. Family Interventions 

1. Family interventions may result in more dramatic and lasting effects

E. Medications 

1. Medication can reduce anxiety symptoms, particularly for OCD, and are most effective when combined with a more comprehensive treatment plan; CBT is the first line of treatment, with medication for those with severe symptoms, comorbid disorders, or when CBT is unavailable

F. Prevention

1. Prevention programs have had some success in decreasing symptoms of anxiety for children

Key Terms and Concepts:

agoraphobia

anxiety

anxiety disorders

behavior lens principle

behavioral inhibition (BI)

body dysmorphic disorder

compulsions

excoriation disorder (skin-picking disorder)

exposure

fear

fight/flight response

flooding

generalized anxiety disorder (GAD)

hoarding disorder

graded exposure

negative affectivity

neurotic paradox

obsessions

obsessive-compulsive disorder (OCD)

panic

panic attack

panic disorder (PD)

positive affectivity

response prevention

school refusal behavior

selective mutism

separation anxiety disorder (SAD)

social anxiety disorder (SOC) (social phobia)

specific phobia

systematic desensitization

trichotillomania

two-factor theory

Questions and Issues for Discussion:
1. In what way is the fight/flight response maladaptive in light of modern stressors?

2. Discuss the relationship between anxiety and depression. Do you agree that they should be categorized as different disorders (as in the DSM-IV-TR) or not? (For a brief discussion of this topic see Rebok, G. (April 1, 2002). Anxiety and depression in children: A test of the positive-negative affect model. Journal of the American Academy of Child and Adolescent Psychiatry (article is available on InfoTrac)).
3. Is shyness in children a social phobia? Recent studies propose that shyness may be genetically based and inherited. Do you agree? Do you believe children who are shy should be treated to prevent shyness or resulting disorders as an adult? (For a brief discussion of this topic see 
Recer, P. (June 19, 2003). Tendency to be shy may be inherited. Associated Press).
4. As the text indicates, the current view of selective mutism is that it may be a special form of social phobia rather than a unique disorder. Have some students read up on and present to the class the research on which this belief is based. (For a brief discussion of this topic see Silverman, W. K. (January 9, 2001). Clinical distinctions between selective mutism and social phobia: An investigation of childhood psychopathology. Journal of the American Academy of Child and Adolescent Psychiatry).
5. Recent research suggests that children may experience “school phobia”. Review recent literature on this subject. What characterizes school phobia? Is this a true phobia? Do you feel school phobia is more prevalent in modern society than in the past? Explain. (For a brief discussion of this topic see Hartley-Brewer, Elizabeth. May 24, 2001).Term-time terror: When “I won’t go to school” means “I can’t go to school”. The Independent (London, England).
6. Would we expect social inhibition and social withdrawal to be associated with negative outcomes in all cultures? (For an article that suggests that social inhibition is not associated with negative outcomes in children from Chinese culture (and in fact may be associated with positive outcomes), see Chen, X., Rubin, K. H., & Li, Z. (1995). Social functioning and adjustment in Chinese children: A longitudinal study. Developmental Psychology, 31, 531-539.) 

7. When does normal worry and fear become an anxiety disorder in children? How does a child’s age play a role in determining what may be “normal” behavior versus an anxiety disorder? Provide examples in your answers. (For a brief discussion of this topic see Capuzzi-Simon, Cecilia. December 9, 2003). On beyond worry; Every child worries. For some, it becomes an anxiety disorder. Where do you draw the line? The Washington Post (London, England)).
8. Obsessive-compulsive disorder (OCD) has recently received plenty of attention on the big screen. Characters with OCD are seen as quirky and entertaining. However, some are concerned that the films are not always accurate in their portrayal and do not depict OCD as the serious disorder it is. Have the class divide into teams to debate the issue of whether this concern is well-founded. (For a brief discussion of this topic see Hewitt, C. (January 12, 2004). Obsessive-compulsive Disorder gets high profile, but it’s often wrong. Knight Rider/Tribune News Service. (article is available on InfoTrac)).
9. After the terrorist attacks of September 11, 2001, and the ensuing fears of repeated attacks, North Americans are perhaps facing a different type of stressor today than ever before. What impact has this event had on children? Has the incidence of anxiety-related disorders risen? What types of anxiety disorders would you expect to see in children as a result of the terrorist attacks? (For a brief discussion of this topic see (December 12, 2001). Lingering effects of terrorism still liable to surface during pediatric visits, say behavioral specialists in contemporary pediatrics. PR Newswire. (article is available on InfoTrac).)
10. Anxiety disorders are one of the most common mental health problems in young people. As we know, anxiety disorders can affect many aspects of young people’s lives and can show up throughout the lifespan. We also know that family functioning, parenting practices, attachment, and parent’s beliefs about their child’s anxious behavior can have a significant impact on the child’s functioning. Consider how the community can help both educate families as a preventive measure, as well as, intervene for treatment when necessary. Who should be responsible for providing these services? How can schools, doctors, and the extended community provide more education, support, and treatment for families?
