
Anxiety disorders are the most diagnosed disorder in children and adolescence (Putwain, 2007). The aim of this essay is to demonstrate the characteristics, causes and prevalence rates of the anxiety disorder. The Diagnostic and Statistical Manual version 5 (DSM-5, 2013) classifies anxiety disorders as a combination of excessive fear, anxiety and behavioural disturbance, ranging from mild to severe. Anxiety disorders often develop at an early age; girls are more often diagnosed then boys, 2:1 ratio (DSM-5,2013).  However, age and gender are not the only factors influencing the diagnosis; ethnicity also has an impact (Putwain, 2007).  
In anxiety disorders feelings of fear and anxiety often overlap, this can often cause a panic attack (American Psychiatric Association, 2013).  Shortness of breath; sweating, heart palpitation and dizziness are one of the main symptoms of a panic attack. They usually last no longer than 10 min and are uncommon prior to puberty (Shatkin, 2015).  In DSM-5 they are described as a ‘specifier’ rather than a disorder as they are often recognised in many disorders (Hill, Waite & Creswell 2016). There is a difference between a panic attack and panic disorder. To be diagnosed with panic disorder, a child must experience reoccurring panic attacks. Furthermore, they’re also required to demonstrate a fear towards reoccurring panic attacks and worrying about the meaning of the panic attack (health issue).  They also have to demonstrate a noticeable change in behaviour related to those attacks (American Psychiatric Association, 2013).   
The most common disorder that occurs in children is separation anxiety disorder (SAD) (Dabkowska et al. 2011). SAD affects from 1 to 10% of children and it can develop as early as 3 years of age (Hearn et. al. 2017). However, it mainly affects children aged 5 to 7 and 11 to 14 years old. It is characterised by excessive, persistent and extreme worry about separation from home, parents or any individual that the child is attached to. Furthermore, children will often worry about the health of their parents and their own safety. Children often develop a fear of getting lost or being kidnapped. Due to this they will often withdraw from any social activities, which has an impact on school, family and social life (Dabkowska et al. 2011).  As specified in DSM-V (2013) these symptoms must occur for at least 4 weeks before the behaviour is classed as pathological. SAD can often be trigged by a stressful event (parents’ divorce, change of school or death) and can also have a genetic background. Separation anxiety disorder will often develop alongside generalized anxiety disorder and specific phobia (Putwain, 2007).
The next disorder we will focus on is specific phobia. DSM-V specifies four most common types of phobias: animal, natural environmental, injury and situational. This disorder is characterised by social withdrawal, children and adolescents will avoid social or educational interaction as they view them as threatening (Shatkin, 2015). Specific fears usually don’t extend for a long period of time and are a part of child development. However, for 10-20% of children and adolescence, fear will be severe and can interfere in the day to day life (American Psychiatric Association, 2013). Specific Phobias were experienced by 0.8% of 5 to 19-year olds. Rates were similar for boys and girls (0.7% and 0.9% respectively).  Social phobia was found in 0.8% of 5 to 19-year olds, whilst agoraphobia was experienced by 0.5% of children. The presence of social phobia and agoraphobia was more common in girls than boys (NHS,2017).
Generalized anxiety disorder (GAD) is characterised by excessive worry about different situations (Wagner, 2001). Fatigue, difficulty in concentrating, irritability, sleep disturbance, muscle tension, and restlessness are described as main symptoms of GAD (DSM- 5, 2013). For child diagnosis only one of those symptoms must be present (alongside anxiety and worry).  Generalised anxiety disorder and panic disorder are one of the most common anxiety disorders in children (1.5%), except for other anxiety disorders (1.6%). Panic disorder are more common in girls (1.7%) than boys (0.5%), however there is no noticeable difference in the gender rates for generalised anxiety (NHS, 2017).
Another disorder which falls under the anxiety DSM- V classifications is selective mutism-SM (2013) This disorder will affect one in 140 children. This childhood disorder is characterized by refusal of verbal communication in certain public situations. It often occurs when children are expected to speak in school or when they are required to interact with others. However, when they are at home or surrounded with trusted people, they speak freely. It usually affects children age 2-5 years old (Muris, Ollendick, 2015) and it often develops in children learning a second language (immigrants).  For a child to be diagnosed with SM there must be a noticeable speech disturbance for at least 1 month. Furthermore, the failure to speak cannot be related to the lack of knowledge of the spoken language (American Psychiatric Association, 2013).  
Anxiety affects children differently and many of them go undiagnosed. This could be due to the facts that they are unable to describe they symptoms (Hill, Waite & Creswell 2016). Furthermore, symptoms that the children are projecting can be often misread. This is due to them often being portrayed as stomach-aches, headaches, diarrhoea or constipation. Therefore, it is important that parents pay attention to their child’s behaviour (Shatkin, 2015). This will give the children the best chance at full recovery without any medications. Anxiety disorders are connected to the child family functioning, school and social life. Therefore, it’s so important to encourage children and young adults to talk about the problems. 
Part 2 of the essay
Untreated anxiety disorders in childhood and adolescence may turn in to a chronic disorder in adulthood (Kendall et al, 1997). There are few interventions and treatments available for anxiety disorders in children. However not all of them have been fully explored with appropriately effective research (Shatkin, 2015).  We can divide the treatments and interventions in to two groups: psychological interventions and pharmacological treatments. Within psychological treatments we can specify child centred therapy, psychodynamic psychotherapy, behavioural therapy (BT) and cognitive behavioural therapy (CBT). CBT is the only one that can be performed individually or as a group therapy (Wicks-Nelson & Israel, 2000). 
Cognitive behavioural therapy (CBT) is the most widely studied and therefore used to treat anxiety disorders in children (Corcoran, 2011). Focus of this therapy lays on the behavioural ‘component‘of the CBT.  Behaviour and thoughts are viewed as the catalyst of the anxiety disorder (Shatkin, 2015). Therefore, to change a child’s way of thinking, CBT uses a technique of modelling alongside rehearsal and positive statements (Wicks-Nelson & Israel, 2000).
Kendall et al. (1997) have conducted a study on ninety-four children, aged between 9-13 (38% girls) who have been diagnosed with primary anxiety disorders (Generalized Anxiety Disorder (GAD), n= 55; Separation Anxiety Disorder (SAD), n= 22; Anxiety Disorder (AD), n=17).  All children received individual cognitive- behavioural therapy. Therapists explained the characteristics of previous anxious behaviours and focused on what the child can expect in future episodes. Modelling, role play, relaxation technique and contingent reinforcement were used. Children were encouraged to use those techniques in stressful situations. This study showed 50% success rate. Furthermore, children were better prepared to handle stressful situations. (what are the limitations) 
Alongside CBT, pharmacotherapy is also used to treat anxiety disorders (Eichstedt et al., 2010). In comparison to CBT however there has been limited trails and studies. This is understandable as some parents may be apprehensive in volunteering their children for a pharmacological trial. The tricyclic antidepressants’ (TCAs) side effects are well documented. Furthermore, overdose is an added concern (Hawkridge & Stein, 2012). However Selective Serotonin Reuptake Inhibitors (SSRI: fluvoxamine, fluoxetine, paroxetine and sertraline) are proven to have a positive affect with minimal side-effects (Eichstedt et al., 2010). In the review of the pharmacotherapy, Ipser et al. (2009) have assessed the efficiency and tolerability of medication treatment in children and adolescents. The study demonstrated SSRI’s efficiency which was effective in 58.1% of cases in comparison to the placebo effect of 31.5%. Children with OCD had the highest response to the treatment. There was noticeable reduction in severalty of the symptoms. Even though benzodiazepines are often prescribed to children, there has not been enough evidence of its effectiveness. However, there have been inconsistent results recorded in the long-term efficiency of pharmacological treatment. There have been reported relapses for two fluoxemine trails. Children that were given sertraline however have improved the symptoms of the OCD. Another limitation is the withdrawal rates in children and adolescents.  
In their study, Eichstedt et al. (2010) compared the effectiveness of medication combined with GCBT against the response to GCBT only. Children were divided into two groups, medicated (SSRIs) and non-medicated. Forty-two children (age 8-13) diagnosed with various anxiety disorders (GAD, Social Phobia, Specific Phobia, SAD and Panic Disorder) and their parents participated (57% mothers, 5% fathers, 38% both parents). The first group received SSRIs 4 months before GCBT.  GCBT was based on the Worry Warriors Program which teaches children how to monitor their anxiety and relaxation techniques. It also focused on exposure and prevention. Parent groups were taught how to help their children coping with anxiety. After 12 weeks of initial treatment, children together with their parents attended a follow-up session. Across this study (pre-, post-, follow-up) there was no significant differences between the two groups. This could be because anxiety in the medicated children was higher than in the non- medicated group, or there is also a possibility that a combination of medications and CBT for some children is the best treatment. This study was limited by the small number of participants and the use of a non-random design to compare the two groups. 
In addition to CBT and pharmacological treatment, Child Cantered Therapy (CCT) can also be used in treatment of anxiety disorders. CCT is a psychotherapy which focuses on empathy, unconditional positive regard and genuineness. Therapists use active listening, reflection and accurate empathy. Children are also encouraged to talk about their feelings. Silk et. al. (2016) have completed a study in which they have compared children’s responses and full recovery rates to Individual CBT (ICBT) and CCT.  Common anxiety disorders were the focus of this research (GAD, SocAD, SAD). ICBT and CCT both have been successful for the majority of children. However, ICBT has proven to be more efficient on full recovery rates (62% for ICBT vs. 47% for CCT).  This was also reflected in the 1 year follow up (84% for ICBT vs. 69% for CCT). Lower negative emission rates were also recorded in children that have received ICBT. However, there have been a few limitations of this study. The follow-up was only 1 and children were able to take part in other interventions (community treatment, behavioural sleep). Sample was primarily Caucasian and middle class.  
	Today more then ever children and adolescents are under an extreme pressure. Even at home they cannot have a break as social media are a constant reminder of the outside world. As previously demonstrated CBT can be an affective way of dealing with anxiety in children. Unfortunately, children may have to wait a while before they get to see a therapist and be placed on waiting-list control condition. The best solution could be to combine the pharmacotherapy with the CBT, the medication being the first port of call as the child waits for the therapy. However, the pharmacological treatment raises some concerns due to the side effects. Furthermore, each anxiety disorder should have their own treatment plan which focuses on all aspects of a child’s life. Regrettably some of those aspects are uncontrollable (family status, money worry, bereavement etc) but if from an early age children are taught coping strategies, this would increase the chances of them having a better, less stressful life. 
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