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2 Child Anxiety 

Child anxiety is on the rise...
Anxiety disorders rank as the most prevalent category of mental health issues

in children and adolescents (i.e., children). It is estimated that up to one in

every three children will experience an anxiety disorder during their

childhood (1, 2) with many children having multiple anxiety disorders or co-

occurring mental health conditions like depression, attention deficit

hyperactivity disorder (ADHD), autism spectrum disorder (ASD) and eating

disorders(3).  The recent COVID-19 pandemic has further exacerbated the

prevalence of anxiety among children, with some estimates indicating a

doubling of anxiety rates(1,4,5).  Even prior to the pandemic, research

consistently indicated an upward trend in anxiety prevalence among children.

For example, Bitsko and colleagues(6) analyzed National Survey of Children’s

Health data and found anxiety and depression to increase from 4.7% in 2007

to 5.3% in 2011-2012 and Lebrun-Harris and colleagues(7) documented yet

another increase, from 7.1% in 2016 to 9.2% in 2020. 

Anxiety disorders in children lead to substantial impairment across critical

areas of functioning, such as school attendance and academic performance,

social functioning, family conflict, mood sleep and appetite(8). The ripple

effects of a child with debilitating anxiety extend far beyond the individual

child, reaching multiple spheres of influence. Consider for example a 9-year-

old child with separation anxiety disorder. This child experiences persistent

fear that something bad will happen to them or to their parents if they are

not together. When parents try to part from the child, when they are leaving

for work and at bedtime, the child’s anxiety intensifies. They may experience

physical symptoms such as rapid heartbeat, shortness of breath,

stomachaches, and crying. Additionally, they are overwhelmed by frightening

thoughts, leading them to refuse to separate from their parents.

 It is estimated that up to one in every three children will
experience an anxiety disorder during their childhood...



Anxiety disorders in children lead to
substantial impairment across critical
areas of functioning, such as school

attendance and academic performance,
social functioning, family conflict, mood

sleep and appetite.  

Why this matters

3



Anxiety disorders rank as the most prevalent category of mental health In the

family system, the impact of the child’s anxiety extends beyond the child

alone. Parents often experience distress and concern for their child’s mental

health, leading them to also fear separation and anticipate the resulting

reactions. In attempts to alleviate their child’s anxiety, parents may reassure

them that there is nothing to worry about and avoid separation whenever

possible. This may involve allowing the child to sleep in their bed at night,

which can affect their marriage, or adjusting work schedules, such as

reducing work hours or working from home to be more available in case the

child refuses to go to school, ultimately affecting work productivity.

Consequently, parents find themselves spending a significant amount of time

and energy managing their child’s anxiety. Furthermore, if there are siblings

in the family, parents may have fewer resources to dedicate to their well-

being, and the overall family system may be negatively impacted. Overall,

when parents provide care, assistance, and support to children with anxiety

this can lead to physical, emotional, financial, and social strain.

Aside from the impairment and suffering experienced by individual children

and their families, anxiety disorders pose a significant societal burden, with

economic and social impact. Child anxiety increases health care costs and

reduces productivity. Anxiety also limits individuals’ opportunities for social

inclusion, community participation, education, employment, and overall

engagement in society, thereby reducing quality of life, and increasing

dependence on social support systems. 
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According to The Global Burden of Diseases, Injuries, and Risk Factors Study

(GBD) from 2019(9), mental disorders were among the top ten leading causes

of burden worldwide, with no evidence of global reduction in their

prevalence or burden since 1990. Among mental health disorders, the two

most disabling disorders were anxiety and depression, both ranked among

the top 25 leading causes of burden worldwide. This burden was high across

the entire lifespan, for both sexes, and across many locations. 

When left untreated, child anxiety often persists well into adolescence or

adulthood and predicts a cascade of negative outcomes such as poor overall

adjustment, relationship quality, educational achievement, career satisfaction,

and adult psychopathology (e.g., depression, substance use disorders)(10,11).  

For example, in a longitudinal cohort study (N = 1,265), 33.5% of adolescents

meeting diagnostic criteria for anxiety disorders reported suicidal ideation

compared with 10.9% of adolescents without anxiety disorders; and 25.4%

compared with 4.7% reported attempting suicide (12). 
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The prevalence and the short-term and long-term impact of child anxiety are

alarming, particularly considering that currently less than 20% of children with

anxiety disorders receive any form of treatment, and even fewer receive

specialized anxiety-focused treatment. In a recent study, only 2% of children

with anxiety disorders identified in the community in England had received

anxiety-focused treatment (13). The ongoing rise in child anxiety rates is

striking given the robust evidence supporting the efficacy of specialized

treatments for anxiety in children (13,14). Accessibility and dissemination of

these interventions to a broader population in need remain significant

challenges contributing to this treatment gap.
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The primary types of effective treatments for child anxiety include

psychological interventions and medication. These interventions have been

extensively studied in rigorous randomized controlled trials and have

demonstrated efficacy. 

Child-Focused Psychological Interventions
Child-focused cognitive behavioral therapy (CBT) currently stands as the most

robustly researched treatment for anxiety disorders, with over 100 clinical

trials demonstrating its efficacy, and with recovery rates ranging from 46% to

79% among participating children (15,16).  CBT is a short-term intervention

(approximately 12 sessions), in which the clinician works directly with the

child on goals that relate to areas of functioning that are impacted by the

anxiety. CBT emphasizes the underlying connections between thoughts,

feelings, and behavior. The child's anxiety is understood as an intrapersonal

phenomenon (i.e., occurring within the individual), characterized by

exaggerated maladaptive physiological responses (e.g., increased heart rate),

automatic negative thought patterns (e.g., worried thoughts), and behavioral

reactions (e.g., avoidance of anxiety provoking stimuli). A course of CBT

usually includes teaching the child about anxiety, identifying and challenging

automatic negative thought patterns, practicing gradual exposures to the

anxiety provoking stimuli or situations and teaching relaxation skills such as

deep breathing and muscle relaxation.  

Despite the strong support for CBT in anxious children, this approach is not

without limitations. CBT is time and resource intensive and rising demand

contributes to long wait lists. Another profound limitation is that the

treatment itself requires insight and motivation on the part of the child. It is

common for children with anxiety to show little interest in treatment and

when motivation is lacking, active participation and success of the treatment

process are significantly compromised (17). Relapse following even successful

treatment is also a prevalent concern (14,18).  These limitations underscore

the need for ongoing development and empirical examination of additional

treatment options and approaches for child anxiety.
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Parent-Led Psychological Interventions
In an effort to improve outcomes for child anxiety treatment, clinicians and

researchers began focusing on parents as active participants in treatment and

found parent-only treatments to be effective in reducing child anxiety

symptoms (19). The rationale for involving parents in treatment stems from

consistently reported associations between child anxiety and various parent

factors, suggesting that these factors could be contributing to the

maintenance of the symptom and that addressing them could enhance

treatment gains (20,21). For example, it is common for anxious children to

have anxious parents and likewise, for anxious parents to have anxious   

children (22). Anxiety in children is also associated with parenting practices

such as exhibiting critical, controlling, or overprotective behavior (23), and

anxious parents may model avoidant behavior, thereby increasing children’s

anxious tendencies (24). 

Working with the parents to improve child anxiety outcomes has profound

potential benefits. Considering treatment accessibility, parent-only

interventions are generally shorter in duration compared with interventions

focused on the child. Moreover, they are conducive to group or telehealth

delivery formats, which aligns with resource conservation and improved

access to care (19). Delivering parent-only interventions also enables

clinicians to help anxious children who are unable or unmotivated to

participate in therapy themselves, consequently increasing the number of

children who can benefit from specialized anxiety treatment. In addition to

enhancing access to treatment, working with parents allows treatment to

target parent-related anxiety maintaining mechanisms, such as controlling

and overprotective parenting or family accommodation (i.e., changes that

parents make in their own behavior to help the child avoid coping with their

anxiety), thereby generating systemic changes that may have long term

benefits for the anxious child and the family system as a whole (19).
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An example of an effective parent-led treatment is Supportive Parenting for

Anxious Childhood Emotions (SPACE)(25). SPACE is a short-term,

manualized, evidence-based, parent-only intervention designed for children

with anxiety and obsessive-compulsive disorder (OCD). Unlike CBT, SPACE

places emphasis on interpersonal and systemic aspects of child anxiety, as

well as on the unique role of parents in addressing this issue. Treatment is

therefore conducted with the parents and focuses on how their behavior

might impact the maintenance of their child's anxiety. In a large randomized

non-inferiority trial involving parents of 124 children aged 7 to 14 years with

primary anxiety disorders, SPACE was compared to CBT. The study found

that SPACE was as effective as CBT in reducing anxiety symptom severity

(26). Another recently published clinical trial found that a low-dose format of

SPACE was as effective as a full 12-session course of SPACE conducted with

a therapist in reducing child anxiety and OCD symptoms. In the low-dose

format, parents met with a clinician only four times and worked

independently using a book written for parents (Breaking Free of Child

Anxiety and OCD[27]). This demonstrates the potential for a more resource-

efficient delivery format that could increase reach and scalability (28).
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Medication
Pharmacological treatment for child anxiety has been shown to be as

effective as psychological treatments, at least in the short term, with

approximately 58% of anxious children responding to antidepressant

medication (particularly selective serotonin reuptake inhibitors (SSRIs), such

as Prozac) compared with placebo medication (29). The combination of

psychotherapy and medication has also been evaluated, with findings

pointing to the potential benefit of combining CBT with SSRIs over each of

these therapies alone (30). This benefit remained in 24–36-week follow-ups,

but in 4–12-year follow-ups, all three conditions faired similarly (31). Despite

positive outcomes, pharmacological treatments are not usually recommended

as a first line treatment due to insufficient understanding of the long-term

effects of medication on the anxiety symptoms and on the developing brain,

high rates of attrition, potential side effects and low acceptability (32).
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Future Directions and Recommendations

Improving Access to Treatment
The disparity between our current understanding of child anxiety and

effective treatments, and the low rate of anxious children accessing these

treatments, highlights the urgent need to enhance access to effective clinical

care. Commonly reported barriers to accessing specialized help include

challenges for parents in recognizing signs of anxiety in their child that

exceed typical developmental norms, limited knowledge on how to seek

professional assistance, concerns about potential negative consequences

associated with seeking help (such as mental health stigma), and the

restricted availability of treatment options (13).



Applying a stepped care model is one potential way to increase access to

evidence-based interventions. In a stepped care approach, the initial delivery

of the least costly intervention precedes the utilization of more intensive (and

costly) interventions, which are reserved for individuals who either do not

benefit from the initial intervention or are predicted not to benefit from it. An

example for a stepped care model might be:

Screening and prevention. Widespread screening, perhaps within the

school setting, could enable early identification of children with, or at risk

of developing, an anxiety problem. Early intervention, before the anxiety

becomes ingrained and more challenging to treat has obvious advantages

in reducing both the child’s distress and suffering and the burden and

cost associated with child anxiety disorders.  

Brief on-line interventions. Those identified at risk of developing anxiety

disorders or already showing anxiety symptoms might sufficiently benefit

from brief on-line interventions that could be administered on a large-

scale. Teaching parents about child anxiety and offering simple tools for

communicating and responding when the child is anxious has the

potential of minimizing further the impairment and need for future, more

intensive treatment. 

Individually tailored interventions. When anxiety persists or is identified

as highly impairing, individually tailored evidence-based interventions,

such as CBT or SPACE, should be administered, despite their higher cost.

Although there is initial support for the stepped care model, additional

research is needed to refine our understanding of the optimal components of

each step, so that integrity of the interventions and cost-effectiveness of the

approach can be ensured. 
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Moderator Research

The effectiveness of the stepped care approach is likely to improve as

additional research on child anxiety is carried out. While evidence supports

the efficacy of psychological interventions for child anxiety, understanding

who would respond better to which intervention, could significantly optimize

treatment selection and improve treatment outcomes. For instance, studies

indicate that children with social anxiety disorder may benefit less from CBT

compared to those with other anxiety disorders, such as separation anxiety

(18). Additionally, research suggests that demographic factors such as child

age, sex, or family income may predict treatment response (33). In one study

examining moderators of treatment response for CBT and SPACE, higher

parental negativity, along with elevated child oxytocin levels, predicted

greater improvement in SPACE, whereas low negativity predicted better

response to CBT (34).

It is worth noting that much of the child anxiety research conducted thus far

has predominantly focused on Caucasian, relatively affluent populations in

Western countries. Therefore, there is a pressing need to expand research

efforts to include more diverse populations, such as Hispanic/Latino children

in the USA. This will enable the adaptation of treatment components to

better address specific cultural considerations.
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