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Anxiety and mood disorders are among the most common disorders in
children and adolescents. They presage later emotional difficulties and
disabilities. An understanding of the disorders’ presentation, common
contributing factors and methods of intervention will enable paediatri-
cians and family doctors to provide optimal support to these children and
their families. The present paper briefly reviews the epidemiology of anxi-
ety and mood disorders in children and adolescents. Phenomenology is
referred to according to the major diagnostic categories for anxiety and
depression. Contributing factors, including genetic and environmental
components and their possible interaction, are discussed. The manage-
ment of the disorders, including common strategies for encouraging cop-
ing responses, stress reduction and medication, is also described.
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Les troubles anxieux et les troubles de I’lhumeur
chez I'enfant et I'adolescent : Une mise a jour de la
pratique

RESUME : Les troubles anxieux et les troubles de I'humeur font partie
des pathologies les plus courantes chez I'enfant et I'adolescent. lls
présagent des problemes et des incapacités émotifs a I’age adulte. S'ils
en comprennent la présentation, les facteurs adjuvants courants et les
modes d'intervention, les pédiatres et les médecins de famille pourront
apporter un soutien optimal a I’enfant touché et a sa famille. Le présent
article examine brievement I’épidémiologie des troubles anxieux et des
troubles de 'humeur chez I'enfant et I'adolescent. La phénoménologie
est présentée selon les principales catégories diagnostiques pour
I’anxiété et la dépression. Les facteurs adjuvants, y compris les éléments
génétiques et environnementaux et leurs interactions possibles, sont
abordés. La prise en charge des troubles est également décrite, y
compris la réduction du stress, les médicaments et des stratégies
courantes pour favoriser des réactions d’adaptation.

EPIDEMIOLOGY

Anxiety and mood disorders are among the more com-
mon emotional disorders in youth. Depending on the
methods of case ascertainment used, anxiety disorders
affect 5% to 15% of children and adolescents (for a recent
review see Bernstein et al [1]). Although depression is less
common in younger children, by adolescence it may affect
about 10% to 15% of patients (2). Anxiety and mood dis-
orders affect boys and girls more or less equally, but ado-
lescent girls are much more vulnerable to depression
than boys. Suicidal ideation is not uncommon in adoles-
cents, affecting as much as 50% of youth. However, actual
suicide attempts are less common and occur dispropor-

tionately more frequently in female adolescents than in
male adolescents. Males, however, are more likely to
complete suicide. Children and adolescents with anxiety
or mood disorders are vulnerable to anxiety and mood
disorders, as well as increased cardiac, and other so-
matic problems, in adulthood (3,4).

PHENOMENOLOGY

The most common anxiety disorders in children and
adolescents include separation anxiety disorder, social pho-
bia, generalized anxiety disorder, obsessive-compulsive dis-
order (OCD), panic disorder and phobias. The diagnostic
criteria for these disorders are available in the Diagnostic

Correspondence: Dr SJ Bradley, Department of Psychiatry, The Hospital for Sick Children, 555 University Avenue, Toronto, Ontario M5G 1X8.
Telephone 416-813-8050, fax 416-813-5326, e-mail susan.bradley@sickkids.on.ca

Paediatr Child Health Vol 6 No 7 September 2001

459



Bradley

and Statistical Manual of Mental Disorders, Fourth Edi-
tion: DSM-IV (5) or in The Classification and Statistical
Manual for Primary Care (DSM-PC) Child and Adoles-
cent Version (6). A feature of the recent DSM diagnostic
revisions has been an emphasis on disturbance or dys-
function associated with anxiety or mood symptoms.
Such dysfunction has been shown to be predictive of later
difficulty (7). It appears that anxiety disorders precede
mood disorders in most situations (8).

Although major affective disorder is the main diagnos-
tic category of mood disorders, many children and youth
have a dysthymic condition that may not meet all of the cri-
teria for a major affective disorder, but they appear to be
chronically unhappy and require intervention.

Anxiety and mood disorders are commonly comorbid
with other anxiety or mood disorders. It is relatively un-
common for a child or adolescent to have only one disor-
der. Disruptive behaviour disorders co-occur in over 30%
of youth with anxiety and mood disorders, and evidence
of conflicted interaction between parents and child is very
common (2,7,9).

CONTRIBUTING FACTORS

There are several genetic contributions for each disor-
der; the amount of variance that is explained by genetic
factors often approaches 50%. In addition to a common
genetic factor (which is most likely related to stress reac-
tivity), there are also specific genetic factors that may re-
late to the uniqueness of specific anxiety and mood
symptoms (10-13). (See also Bradley [14] for a discussion
of this interaction). It is also clear that, in addition to the
genetic factors, there are individual, specific environ-
mental factors that contribute to the development of the
disorders. These environmental factors most likely re-
flect the stresses perceived by an individual, may vary
within families, and may be affected by a child’s ordinal
position, sex and temperament. Lastly, attachment and
parenting variables generally play a role in a child’s sense
of security, and capacity to manage feelings and regulate
behaviour.

A child learns to manage feelings through his or her in-
teractions with parents, siblings and peers. Children who
tend to avoid challenging or emotionally difficult situa-
tions may miss out on opportunities to learn how to man-
age feelings in adaptive ways. Children who are geneti-
cally vulnerable to anxiety and mood disorders tend to be
avoidant in situations that they perceive to be challenging.
This avoidance reduces opportunities to learn coping
strategies through exposure to situations that induce
some discomfort but that are mastered through exposure
and repetition of coping strategies. Conflict with parents,
because of the tendency to avoid challenge, may induce
greater insecurity and contribute to anxiety (15). Stress
reactive children tend to be quite sensitive to criticism
and conflict, and may perceive the irritability of parental
depression as anger directed at them, or they may be very
hurt by parental frustration related to the child’s opposi-
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tional or avoidant behaviour. As indicated earlier, depres-
sion tends to occur in a child who is vulnerable to anxiety
and may represent the effect of continued stress in a
situation that the child perceives as being hopeless (14).

DIAGNOSIS

DSM-1V (5) criteria are the gold standard for diagnosis,
but may be cumbersome in paediatric and primary care
settings. DSM-PC (6) provides a simplified framework for
assessing common anxiety and mood symptoms. Be-
cause anxiety and mood symptoms are common in chil-
dren and adolescents, the assessment of impairment is
most important. Even when a child does not meet symp-
tom criteria, significant impairment may suggest the need
for intervention (7). Most importantly, symptoms that in-
terfere with a child’s attendance at school and the capac-
ity to participate in normal peer activities, that consume
inordinate amounts of time because of worry or perform-
ance of rituals, or that cause conflict within important re-
lationships should be addressed. Suicidal risk is a key
issue in the assessment of a child or adolescent with a
mood disorder, but it is also important in the assessment
of adolescents with severe anxiety that interferes with the
ability to participate in normal activities, such as may oc-
cur with prolonged panic disorder or social phobia.

Young children with OCD may develop symptoms in
conjunction with a streptococcal throat infection. The rela-
tionship between the infection and the onset of symptoms
has suggested an autoimmune etiology that is now referred
to as paediatric autoimmune neuropsychiatric disorder
associated with streptococcal infection, for some cases.
Throat swabs and monitoring for the presence of strepto-
coccal infection may be useful. In more resistant cases,
plasmapheresis and intravenous immunoglobulin have
been used to reduce the severity of symptoms. The extent
to which this proposed etiology is relevant in the majority
of cases remains unclear (16,17).

MANAGEMENT

The psychoeducation of a child and family about the ge-
netic vulnerability and sensitivity of anxious children, and
the exacerbation of symptoms through environmental
stressors can help parents and their child to understand
both the development of the child’s difficulties and how the
proposed intervention will alleviate problems. Manage-
ment includes impairment and risk assessment, as well
as an assessment of the child and parents’ motivations
for treatment, and the availability of different types of in-
tervention. Several books that are available may provide
parents with an understanding of and strategies for help-
ing their anxious child (18,19).

Impairment assessment should direct attention to the
aspects of a disorder that require priority with respect to
intervention. Refusal to attend school by a separation
anxious child suggests that a return to normal function in
this domain should precede concern about sleepovers,
camp, etc. Because conflict within the family is a common
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factor that contributes to a disorder but is also exacer-
bated by the disorder, addressing this factor is usually vi-
tal to the success of treatment. Sometimes, parental
frustration with their sensitive child will diminish with an
understanding of the child’s sensitive nature and support
with respect to child management strategies (20).

Risk assessment usually focuses on suicidal risk, but
may also include an assessment of the risk of having a
child develop further impairment if a condition is not ad-
dressed; for example, extreme social phobia that inter-
feres with the child’s capacity to relate to peers. The
assessment of suicidal risk includes whether the child
has a suicide plan; the potential for the implementation of
that plan, for example, the availability of firearms; the le-
thality of the plan; the extent to which the child feels hope-
less about the situation; and the capacity of the family to
provide support and ensure the safety of the child (9).
When the severity of risk is unclear, sometimes asking the
child what keeps him or her from acting on a plan can
provide helpful clues as to protective factors that can be
used in supporting the child during a crisis period.

An assessment of the motivation for treatment in-
cludes the assessment of which interventions are appro-
priate given the child and parents’ understanding of the
problem. Some families will perceive the child’s behav-
iour as an extension of normal fears and worries, and
may do best in interventions that emphasize learning im-
proved coping strategies to deal with anxieties. In more
severe situations, parents may see their child as being
very disabled physiologically and believe that medica-
tion will be more helpful. Many parents wonder about an
‘underlying earlier and unexpressed trauma or fear’ that
must be understood before the child can become less
anxious. In such situations, it helps parents to under-
stand that anxious symptoms are not usually related to a
hidden trauma, but generally represent the reaction of a
sensitive child who feels stressed in a current situation.
Some parents tend to see their child as being largely op-
positional and may need support to understand the
anxiety that accompanies the oppositional behaviour.

Lastly, the interventions that are available in a specific
community may dictate the plan for intervention. Some
interventions, such as cognitive behavioural therapy
(CBT), are not widely available and may be expensive, un-
less they are covered through employee assistance plans.

GOALS OF INTERVENTION

The first goal of intervention is to reduce the stress
that is perceived by a child. This often involves helping
the family to understand that engaging in conflict with re-
spect to the child’s avoidant behaviour worsens the situa-
tion. Teaching the family ways of managing the child’s
resistance that do not involve high levels of frustration is
important. This may involve the use of rewards and con-
sequences for attempting exposure to the situation being
avoided, and supporting the parents in acknowledging
the child’s efforts. Parents may also need direct advice
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with respect to controlling their own reactions to the
child’s avoidance or oppositional behaviour. If the stress-
ful situations involve teachers or peers, these interactions
also need to be addressed.

Anxious behaviours generally lessen when the individ-
ual exposes himself or herself to the avoided or feared
situation and remains in that situation until the feeling of
anxiety diminishes. This exposure needs to be repeated
until the situation no longer evokes significant anxiety.
Being able to confront the feared situation may require
that the individual learn self-soothing or anxiety relieving
strategies such as deep breathing, muscle relaxation or
self-talk (18,21). In the case of compulsive rituals, expo-
sure to a stimulus, such as dirt, evokes an urge to engage
in rituals that are perceived as warding off perceived dan-
ger. Interventions aim to prevent the use of the ritual
when the individual is in the feared situation. This ap-
proach is called response prevention and is generally effec-
tive, if practised. For depressed individuals, encouragement
to re-engage in normal activities is an important part of
treatment. Because there often is a significant anxiety com-
ponent in depression, assessment of anxious behaviours
that interfere with daily activities may be important in
achieving a return to more normal activities. For exposure
to be effective, it is necessary that the individual practice
the above strategies until a level of comfort in that situation
develops. Occasional exposure or activity is unlikely to
achieve the goal of anxiety reduction.

Although the above broad goals may be understood by
parents and youth, they may be difficult to achieve. Spe-
cific therapies and medication can help in fostering the ef-
forts of the child and family toward obtaining the goals.

SPECIFIC INTERVENTIONS

The following psychotherapies have been shown to be ef-
fective in reducing anxiety and mood problems in children
and adolescents: CBT (22); interpersonal psychotherapy
(IPT) (23); supportive interventions; and behavioural family
interventions (24). (Roth and Fonagy [25] provide a recent
overview of the effectiveness of interventions for both chil-
dren and adults.) CBT provides the individual with cop-
ing strategies to deal with anxious or depressive thoughts.
Patients are encouraged to use these strategies to expose
themselves to feared or avoided situations. With practice,
the anxiety usually diminishes, and the child presumably
continues to employ these tools in subsequent anxi-
ety-provoking situations. Although generally effective over
the short term, the stability and generalization of these
techniques is not well established in children.

IPT aims to help the individual to identify interper-
sonal conflicts that contribute to his or her distress and
to provide supportive strategies to remediate these con-
flicted interactions. It has been evaluated largely in de-
pression and has been shown to be effective with
depressed adolescents, as well as adults. Both CBT and
IPT are brief interventions, typically lasting 12 to 16 ses-
sions.
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Supportive interventions are generally less well de-
scribed in the literature because they are seldom ‘manua-
lized’ (ie, specified clearly in a manual). They consist of
varying amounts of encouragement to engage a child or
adolescent in exposure to a situation and developing an
understanding of the factors that may contribute to the
child or adolescent’s stress. The interventions may be
more or less effective, depending on the extent to which
they succeed in having a person engage in exposure to a
situation, return to normal activities or use strategies that
promote more adaptive interactions with others (25).

Behavioural family interventions aim to assist parents
in managing their child’s oppositional behaviour with less
conflict. This reduction of stress within the parent-child
relationship may reduce the child’s insecurity and permit
the parents’ efforts at encouraging normal behaviours to
overcome the anxious avoidance.

There are almost no randomized controlled trials of
medication involving children with anxiety or mood dis-
orders, and relatively few such studies involving adoles-
cents. Despite this lack of evidence, many practitioners
use the selective serotonin reuptake inhibitors (SSRIs)
in the treatment of such disorders (26-28). There is
clear evidence of the efficacy of these medications in re-
ducing anxiety and depression in adults, and emerging
evidence that they are also useful, primarily as ad-
juncts, in the treatment of child and adolescent anxiety
and mood conditions. Much of the evidence is derived
from anecdotal reports or open trials. (Green [29] pro-
vides clinical guidelines.) Generally, SSRIs appear to
assist in reducing anxiety to permit other approaches to
be effective. They may allow a child to engage in efforts
at exposure or to increase the activity to engage in more
normal tasks.

The usual rule is to start at a low dose, such as 5 to 10 mg
of fluoxetine or its equivalent, and to increase the dosage
gradually over four to six weeks to 20 mg or equivalent of
another SSRI, if the child tolerates the medication and
continues to exhibit anxious behaviours or depression.
Although the evidence is lacking, many practitioners be-
lieve that a trial of four to six weeks at an adequate dose is
necessary before concluding whether the medication is ef-
fective. In some instances, behavioural improvement may
occur within a few weeks, but may also require several
months for maximum effects. The American Academy of
Child and Adolescent Psychiatry has developed an algo-
rithim for the treatment of major depressive disorder in
children and adolescents (30). The progression is from
one SSRI to another, if the first agent is ineffective. If trials
of two SSRIs do not produce therapeutic benefit, trials of
other antidepressants, such as bupropion, venlafaxine or
the tricyclics, are advised. (See also Findling et al [31,32]
for information about the pharmacokinetics of paroxetine
and nefazodone in children and adolescents.) Caution in
the use of the tricyclics is required because of their effects
on cardiac rhythm (33). With continuing therapeutic fail-
ure, augmentation with lithium or trials of monoamine
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oxidase inhibitors or electroconvulsive therapy is war-
ranted.

Clearly, for treatment of resistant depression, consul-
tation with a child psychiatrist expert in mood disorders
is necessary. For treatment-resistant anxiety disorders,
augmentation with clonazepam, lorazepam or buspirone
is sometimes useful. For OCD, there is a larger evidence
base, and the American Academy of Child and Adolescent
Psychiatry has developed guidelines that build on the
SSRIs as initial treatment options; however, the guid-
elines include augmentation strategies with atypical an-
tipsychotic agents such as risperidone (34). Recent
guidelines developed by the Ontario Program for Optimal
Therapeutics (35) for anxiety disorders in primary care,
although directed largely at the care of adults, provide
useful information, especially for the care of adolescents.

Generally, medications should be used after trials of
behavioural and psychotherapeutic interventions have
failed to achieve optimal results; however, in some in-
stances, they may be used adjunctively from the start of
treatment. It is important that the same general aims (ie,
stress reduction, exposure to an avoided situation and
practising coping strategies) be pursued with or without
medication because they appear to be the processes
through which change occurs.

SUMMARY

Anxiety and mood disorders in children and adoles-
cents are prevalent conditions that may become chronic,
and may carry a risk of current and later functional im-
pairment. Their etiology is multifactorial and often in-
volves a negative interaction of a stress reactive individual
within a stress-provoking situation. Treatment goals are
stress reduction, exposure to the avoided or feared situa-
tion and practising strategies for anxiety reduction. A
broad range of interventions are effective in reducing both
anxiety and depression, and need to be tailored to the
needs of the child and family.
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