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SYMPOSIUMPAEDIATRICS
ANXIETY DISORDERS IN CHILDREN AND YOUNG PEOPLE
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severe impairment, multimodal treatment
using medication and psychological
therapy may be more appropriate.13
Psychological therapy is more likely to
require face to face support from an
appropriately trained professional.
Medication can be initiated before
psychological therapy to reduce
symptoms to allow therapy to
commence; it can also be initiated
following the commencement of
therapy if symptom relief is not
satisfactory.12

CBT includes many core components
which form part of the treatment of a
range of anxiety disorders. Many of the
interventions involve graded exposure
to the anxiety-provoking stimuli, while
using pre-practised coping strategies,
until anxiety is extinguished at each level,
see box 1, p19.

Pharmacological therapy 
Medication should not be used as a first-
line treatment and is usually only started
in secondary care. SSRIs are first-line
therapy for pharmacological
management of anxiety disorders in
young people.14 Medication has been
shown in trials to be more effective than
placebo in reducing symptom severity
across anxiety disorders.15

Treatment for anxiety disorders in
children and young people may not fully
eradicate symptoms, but the goal would
be to improve functional impairment
and reduce distress.14 The strongest
evidence supports use of SSRIs and CBT.
Combination treatment with SSRIs and
CBT has been found to be more
effective than either treatment alone.16,17

GP SUPPORT 
GPs have an important role to play and
provide a less stigmatising environment
for children and young people to turn to
with anxiety problems. Resources such
as MindEd (see Useful information box,
right) have been launched, to help
families and healthcare professionals
understand the problems facing children
and young people with mental health
needs, and is a useful resource.18
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Useful information 

NICE guidance 
Quality Standard
Anxiety disorders QS53 (2014) 

Clinical guidelines
Common mental health problems
CG123 (2011)
Social anxiety disorder CG159 (2013)

www.nice.org.uk

MindEd
www.minded.org.uk 

NHS choices
www.nhs.uk/conditions/stress-anxiety-
depression/pages/self-help-
therapies.aspx
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Anxiety disorders are among the most common mental
health disorders of childhood. Three quarters of anxiety
disorders have their origins in childhood, with
presentation often chronic in nature. Children with an
anxiety disorder are 3.5 times more likely to experience
depression or anxiety in adulthood, highlighting the
importance of early diagnosis and appropriate
treatment.

Making a diagnosis can often prove difficult. Fear and 
anxiety have important developmental roles and are of
major evolutionary significance; therefore it is important
for clinicians to distinguish between normal anxiety and
anxiety disorders. In the latter, symptoms may impair
function and/or cause marked avoidance behaviour and
significant distress.

Younger children, who are less able to verbalise their
anxiety, may show symptoms of regression of physical
abilities (e.g. toileting, requiring carrying); increased
attachment seeking  behaviours (e.g. becoming more
clingy); or increased physical symptoms (e.g. stomach
aches, headaches).

NICE quality standards recommend the need for an 
accurate assessment of which specific anxiety disorder
the individual is experiencing, its severity, and the
impact on functioning. NICE guidance for assessment
of social anxiety disorder may be helpfully extrapolated
to the assessment of other anxiety disorders: e.g. giving
the child the opportunity to provide information on
their own, and conducting a risk assessment. 

Where the child is experiencing significant distress or 
functional impairment (e.g. missing school, not taking
part in age-appropriate activity), then specialist input is
likely to be needed. Currently, the child and adolescent
mental health team or local equivalent would be the most
appropriate place to refer to.

In younger children, intervention focuses on behavioural
components and family psychoeducation, whereas in
older children, cognitive work provides an additional
complementary strategy. Randomised controlled trials
of CBT have shown benefit for generalised anxiety
disorder, social anxiety disorder and panic disorder.

Medication should not be used as a first-line treatment 
and is usually only started in secondary care. SSRIs are
first-line therapy for pharmacological management of
anxiety disorders in young people. Medication has been
shown in trials to be more effective than placebo in
reducing symptom severity across anxiety disorders.
The strongest evidence supports use of SSRIs and CBT.
Combination treatment with SSRIs and CBT has been
found to be more effective than either treatment alone.


