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This essay will outline the characteristics, causes and prevalence rates of anxiety disorders in children, including some of the interventions and treatment methods currently used by health professionals and practitioners. According to the DSM-5, in order to receive a diagnosis for an Anxiety Disorder the patient must meet the following clinical criteria and exhibit the following clinical features; experiencing extensive anxiety, physiological symptoms and behavioural disturbances, such as extreme avoidance of feared objects. The symptoms must be persistent, distressing and difficult to control (American Psychiatric Association, 2013). 
 In children, one of the following symptoms must be persistent for a minimum of six months in order to receive a diagnosis; restlessness, muscle tention, irritability, difficulty concentrating, fatigue and difficulty sleeping. According to the NHS website other symptoms of anxiety in children may include negative thoughts, using the toilet often, persistent crying, over-attachment to a parental figure and complaining of stomach-ache. Anxiety is categorised as an internalised disorder and as such children will manifest feelings such as worry, or fear internally as opposed to externally, as seen in externalised disorders (such as conduct disorder) where aggression is usually evident (Rapee, 2018). 
Anxiety is a biological reaction to perceived threat (also known as the fight or flight response) and is a necessary protective function (Steimer, 2002). However, if the symptoms of anxiety are out of proportion to the stimuli or event, causing feelings of distress and is persistent, this is indicative of an anxiety disorder. Anxiety affects an individual's cognitive, physical and behavioural functioning (Rector et al. 2016). The cognitive element is how the individual perceives potential threat, the physical symptoms may include increased heart rate, dizziness, sweating and muscle tension, which may result in behavioural changes such as avoidance. 
The earliest onset or manifestation of childhood anxiety is separation anxiety which typically develops between 12-18 months, with fear of thunder and lightning typically developing between the ages of 2-4. However, this would not be indicative of psychopathology and would be considered part of the normal developmental stage, as it would not typically persist (Beesdo et al. 2011). Social and specific phobias have the highest prevalence rates in children and adolescents, with figures ranging up to 7% for social phobias and 10% for specific phobias, whilst agoraphobia and panic disorders are prevalent in only 1% of children (Beesdo et al. 2011). 
There are many contributing factors that aim to explain the aetiology of anxiety disorders in children. Heritability is a common factor for children with an anxiety disorder, research has shown that a large proportion of children with anxiety, are likely to have at least one parent diagnosed with an anxiety disorder (Rapee et al. 2009). And children with a specific disorder, such as GAD or social phobia are likely to have a parent with the same specific disorder (Rapee, 2018) this could indicate that both the family environment and genetics may contribute to the development of an anxiety disorder in children. 
Whilst genetics may be a contributing factor, the heritability of anxiety may be heavily influenced by learnt behaviour, which was explored and evidenced during the behaviourist movement. Experiments by John B. Watson evidenced that a child could be conditioned into eliciting a fearful response. If a child has learned to become fearful of a stimulus, from observing the parent's behaviour this could explain high percentage of child and parent anxiety rates (Rapee, 2018). 
A child’s temperament and individual personality traits may contribute to the development of an anxiety disorder, with studies establishing a correlation between inhibition in children and anxiety (Rapee, 2018). Children of pre-school age who exhibit characteristics of inhibition such as shyness, lack of eye contact and withdrawal are two to four times more likely to develop an anxiety disorder in adolescence (Fox et al. 2005). 
As established, anxiety is a biological reaction to threat or danger (Steimer, 2002) indicating that a traumatic or stressful life event could manifest and develop into an anxiety disorder. For example, a child who experienced a dog bite could develop a specific phobia or a child who is bullied may develop a social phobia, evidence has indicated that children who are bullied are more likely to be anxious (Juvonen & Graham, 2014 as cited in Rapee, 2018). However, it must be considered that this may not be the causation and the traits of anxiety or inhibition may have been evident prior to experiencing a form of bullying. Thus, further supporting research that indicates individual differences and personality traits may contribute to the development of an anxiety disorder. 
Research reports that anxiety disorders are the most prevalent of childhood psychiatric disorders, occurring in 2.2% of 5-10 year olds and 4.4% of 11-16 year olds (Public Health England, 2016). The prevalence rates were found to be higher in girls, consistent with research findings that adult female anxiety rates are higher in comparison to adult males (Mclean et al. 2011). This could indicate that early identification and intervention of anxiety in children, specifically girls could lead to better management and treatment of the disorder in adulthood. 
Statistics published on the Mental Health of Children and Young People in England (NHS, 2017) found that emotional disorders, such as anxiety had increased in 5 to 15-year olds, from 4.3% in 1999 to 5.8% in 2017. This was the only disorder to increase for this specific age group. The report also found that emotional disorders were more prevalent in girls and increased with age, consistent with the statistics published by Public Health England in 2016.
To summarise, anxiety disorders in children are more prevalent in England today (NHS, 2017) in comparison to the previous two decades. Report findings that anxiety disorders increase with age in girls is consistent with statistics of anxiety prevalence rates in adult females (Mclean, 2011), further highlighting the importance of early diagnosis and appropriate treatment methods.  
Part 2 
An intervention widely used by the NHS for the treatment of childhood anxiety is Cognitive Behavioural Therapy (CBT). CBT as a form of talking therapy which can help with recognising, understanding and managing emotions (NHS, 2017). CBT works on the premise that biases in cognitions and internal processes cause psychological issues (Stallard, 2009) and therefore learning how to challenge unhelpful thoughts or behaviours could lead to more positive thinking patterns. 
 As CBT is underpinned by the principal of challenging biases in cognition, the consensus with most practitioners is that children must be of age where cognition has developed (7+) for it to be considered an effective treatment method (Stallard, 2009). However, studies have shown that children under the age of seven can differentiate between thoughts, feelings and behaviours (Quakley et al., 2004) indicating that simpler forms of CBT can be effective in younger children. 
Research has shown that following CBT treatment, 60% of children with anxiety were seen to be in remission (James et al., 2015) indicating that the use of CBT in treating anxiety disorders in children is effective. However, this may indicate that CBT is more effective in certain types of anxiety disorders than in others, thereby accounting for the remaining 40%. 
Hudson et al., (2015) aimed to distinguish treatment outcomes for family-based CBT in different anxiety disorders. Using a sample 842 children aged between six and eighteen years, the outcomes were measured and assessed through diagnostic interview, child-report and parent-report.  
The results found that children with a diagnosis of Generalised Anxiety Disorder (GAD) were more likely to be in remission following treatment and reported a greater reduction in the severity of symptoms, in both the post and follow-up interview and reports. Children with a diagnosis of Social Anxiety Disorder (SoAD) however, exhibited a slower rate of change and displayed a poorer overall outcome following treatment. One explanation for this could be in part, due to the delivery method, which involved group therapy with peers of similar age. Children with a social anxiety disorder are typically more inhibited from a very young age (Essex et al., 2010) and therefore may be less inclined to engage and exhibit a willingness to change. This may indicate that children with a diagnosis of SoAD would benefit from longer treatment and a more individualised approach. 
Computerised CBT (cCBT) models, such as Think, Feel, Do (Stallard et al., 2011) may be more of an effective approach for children with a social anxiety disorder, in comparison to the broad-based CBT used in the study. Although more research is required in this area, it may help children with social anxiety as an initial intervention prior to accessing CBT or counselling. The broad-based CBT used in the study required a level of social interaction, such as the group setting and in building a therapeutic relationship with the practitioner. 
The Think, Feel, Do model can also be applied to young people and children who are exhibiting mild to moderate signs of anxiety in school (Attwood et al., 2012) and therefore could be used as a preventative measure in children and adolescents. 
Play Therapy was introduced due to the recognition that interventions for psychopathology in children needed to be at the appropriate cognitive and emotional level, based on the age of the child (Seymor, 2016). Facilitated by a play therapist, the aim of play therapy consists of children learning to process their emotions, thoughts, distress or trauma through the medium of play based interventions (Landreth, 2002).
Although research into the effectiveness of play therapy in the treatment for anxiety in children is relatively new (Stulmaker, 2015) the study provided evidence to support its effectiveness as a preventative measure and treatment method for childhood anxiety. 
The study conducted by Stulmaker (2015) aimed to evidence that child centred play therapy (CCPT) was an effective method of treatment for children with anxiety. Fifty-three children between the ages of 6-8 were recruited for the study, the children were randomly assigned to either an active controlled group or a child centred play therapy group. Using the Total Anxiety and Worry sub-scale, the study showed that the children who received play therapy decreased in self-reported levels anxiety and worry in comparison to those in the active controlled group, in which levels increased in both sub-scales. 
As play therapy for the treatment of anxiety in children is not yet widely used by the Child and Adolescence Mental Health Service (CAHMS) in the UK (Lazarus et al., 2019) this research could add to existing literature that supports the effectiveness of play therapy in treating children with anxiety disorders. It has been suggested that funding and constraints within the service, has seen those practitioners whose specialism is in play therapy are required in more generic treatment roles (Lazarus et al., 2019). Although a growing recognition for play therapy in CAHMS is resulting in more play therapists specialising within some areas and teams in the UK.
If models such as Think, Feel Do (Attwood et al., 2012) were used more widely in schools to help treat anxious children prior to them exhibiting clinical symptoms, it could be hypothesised that it may help with combating the strain on CAHMS in the UK. Thus, allowing those with specialisms to treat more effectively. Although consideration is given to other contributing factors, which would require further exploration and research. 
In conclusion, the research and literature explored indicates that CBT in its various forms is one of the most prevalent treatment methods for anxiety in the UK. Whilst alternative methods such as Play Therapy is still relatively new (Stulmaker, 2015) research thus far, provides positive outcomes. 
The research explored provides evidence to suggest that the broad-based CBT model is an effective treatment method for childhood anxiety, and it can be applied and delivered in various settings (group settings, one-to-one, computerised etc.). Whilst recovery rates are relatively high (James et al., 2015) at 60%, it must be considered that a broad-based approach may not be effective for all anxiety disorders in children, such as Social Anxiety Disorder (Hudson et al., 2015). 
Research shows that anxiety disorders are more prevalent in girls than in boys (Public Health England, 2016) which is likely to remain and persist into adolescence, indicating that more research into biological factors could help improve early intervention and treatment methods. As is consistent with internalised disorders, traits of anxiety may be undetected in children who are not exhibiting outwardly negative or socially unaccepted behaviour (Rapee, 2018). Further consideration should be given to preventative forms of CBT, such as Think, Feel, Do (Stallard et al., 2011) which can be applied more generically in schools to children and adolescents who are exhibiting lower levels of anxiety. 
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