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Learning Objectives
 At the conclusion of this session, 

learners will be able to:
• Identify common anxiety disorders in the 

pediatric population
• Better understand psychopharmacological 

treatment options for the treatment of anxiety 
disorders in the pediatric population

• Understand non-pharmacological treatment 
options for the treatment of anxiety disorder in 
the pediatric populations

• Understand the effects of trauma on pediatric 
patients and the development of anxiety 
disorders



Epidemiology
 Anxiety Disorders are the most common 

childhood-onset psychiatric disorders
 Prevalence between 10% to 30%
 Rates of anxiety disorders increased to 20.5% 

following COVID-19 pandemic

2 0 2 3  A N N U A L  M E E T I N G



What is anxiety?
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But what about the 
brain?
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Typical Brain Organization and Childhood Development
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The Brain’s Main Directive is Survival!!



The Brain’s 
Main Directive 
is SURVIVAL!
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Thinking/Learning

Survival • Rhythmic, Patterned, 
Repetitive Activities:

• Running
• Walking
• Music
• Dance
• Yoga
• Swinging
• Rocking
• Coloring 
• Gardening

• Safe, regulating relational 
experiences
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Understanding the Response to Threat
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Relational Experience Matters—
forming relational “templates”
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Case: 
The (not yet) strong and (too) silent type

 J is a 7yo boy who is brought in by his mother who 
reports that he has been having increasing difficulty with 
talking at school and now is saying no words in school. 
He has been sleeping well and will talk to his parents and 
siblings at home. He does have some intermittent 
generalized worries that he expresses to his family, but 
these worries do not cause impairment at home. He does 
worry about what people think about him at school. 
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Case: Bothered Belly
 S is a 9yo girl who has been having recurrent episodes of 

abdominal pain.  The belly pain occurs most commonly 
in the mornings on weekdays and subsides in the 
evenings and on the weekends.  She has missed several 
days of school and has presented to the pediatrics office 
5 times in the past month.  She does admit to having 
difficulty making friends and feeling nervous at school, 
particularly after returning to school following the 
COVID-19 pandemic. 

2 0 2 3  A N N U A L  M E E T I N G



Case: Can’t Stop, Won’t Stop
 Z is a 14yo girl who has been having intrusive thoughts 

that she is contaminated with germs. She has been 
engaging in repetitive handwashing to the point that her 
hands have been bleeding.  When asked if she is having 
other intrusive thoughts, she admits that she has intrusive 
thoughts about dying, which has been terrifying for her 
and has resulted in decreased sleep. 
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Identifying Anxiety
 When is it a disorder?

• When typical developmental tasks 
illicit anxiety

• Impairment in functioning
• Emotional/behavioral changes
• Differentiating anxiety versus anxiety 

disorder

Anxiety

Anxiety Disorder
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Screening




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While you 
wait…
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Treatment Stats: 
According to the CAMS*

*Child/Adolescent Anxiety Multimodal Study (CAMS): rationale, design, and methods 2010

Combination treatment:  80.7%

CBT alone: 59.7%

Sertraline alone: 54.9%

Placebo: 23.7%
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Treatment goal is REMISSION! (not symptom improvement)



Environment
 How can you change the environment to decrease 

anxiety?
• Decrease Stimulation
• Create Schedule
• Give Opportunities for Control
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Quick Skills

Breathing:
• Square breathing
• Cookie breathing
• Bubbles: who could make the biggest bubble
• Pinwheels

Thought Stopping:

• Visualizing a stop sign to stop negative thoughts
• Changing the channel

Mindfulness

• Progressive Muscle Relaxation
• Guided Imagery
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Multimedia 
Resources
 Sesame Street Monster 

Meditations 
 Woebot 
 Calm 
 What’s Up?
 Headspace
 Simple Habit
 BetterSleep
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Psychotherapy

 The Coping Cat
 Camp Cope-A-Lot (CCAL)
 BRAVE-ONLINE

• Body signs, Relax, Activate 
helpful thoughts, Victory over 
fears, Enjoy yourself

 Social Effectiveness Therapy (SET-C)
 Exposure and Response Prevention

 Trauma-Focused Cognitive Behavioral 
Therapy (TF-CBT)

 Cognitive-Behavioral Intervention for 
Trauma in Schools (CBITS)

 Structured Psychotherapy for 
Adolescents Responding to Chronic 
Stress (SPARCS)

 Combined Parent-Child Approach for 
Children and Families At-Risk for 
Child Physical Abuse (CPC-CBT)
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It’s a Family 
Affair
 Courage, avoiding avoidance

 Staying active

 Family history discussion early (Dr. Walkup says 1st WCC)

 Personalized screening for your child based on family 
history

• Screen for anxiety ages 4-6 yo
• ADHD 3-4 yo
• MDD screen in adolescent years

 Continued discussion about anxiety and anxiety treatment 
as the child develops
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Is it time to consider medications?
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Time for 
medication, now 
what?
 Family history 

• What worked?
• What did not work?

 Anticipatory guidance
• Onset time
• Follow up
• Addition of therapy

 Previous medication trials
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Other Options
 Hydroxyzine 
 Buspirone
 Propranolol
 Hypnotics
 Second-generation antipsychotics* (severe symptoms)
 Benzodiazepines* (procedural anxiety)
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Side Effects  Most common side effects:
• Headache
• GI distress
• Sleep disturbance (insomnia or 

somnolence, vivid dreams)
• Restlessness
• Diaphoresis
• Akathisia
• Appetite change (increase or 

decrease)

 3-8% of youths may show increased 
impulsivity, agitation, irritability, 
silliness, and “behavioral activation”

• These symptoms need to be 
differentiated from mania or 
hypomania

 Less common side effects:
• Serotonin syndrome
• Increased bleeding 
• Increased suicidality

 Venlafaxine:
• Hypertension
• Tachycardia

 Bupropion:
• Seizures (in doses higher 

than 400mg/day in non-XL 
preparations)

• This was increased in 
patients with bulimia 
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Things to Consider

Lower starting doses for 
patients with anxiety

Be mindful of cytochrome P-450 
metabolism and drug-drug interactions

Ask about other 
serotonergic agents

Nonlinear response to 
medication

Up to 60% of adolescents 
respond to placebo

Half life may be shorter in adolescents and 
children; consider BID dosing for 
withdrawal symptoms* or side effects
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“Is this 
going to 
make my 

child 
suicidal?”

2 0 2 3  A N N U A L  M E E T I N G



Clinical response and risk for reported suicidal ideation and suicide attempts in a 
pediatric antidepressant treatment: a meta-analysis of randomized control trials
Bridge et al 2007 in JAMA

Diagnosis NNT NNH Response Rate SI Rate

MDD 10 112 61% 3%

OCD 6 200 52% 1%

Non-OCD 
Anxiety 
Disorders

3 143 69% 1%
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SSRIs and 
Suicide
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Follow-up 
Recommendations
 The FDA recommends that patients started on 

antidepressants
• Should be seen every week x 4 weeks 
• Then every 2 weeks x 8 week
• Then monthly after the first 12 weeks of treatment
• If face-to-face appointments are not possible, it is 

recommended to have brief telephone evaluations
 No data supports that this monitoring has any impact on 

suicide rate
 Patients are often engaged in weekly therapy (which helps 

with monitoring)
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Learning Objectives
 At the conclusion of this session, 

learners will be able to:
• Identify common anxiety disorders in the 

pediatric population
• Better understand psychopharmacological 

treatment options for the treatment of anxiety 
disorders in the pediatric population

• Understand non-pharmacological treatment 
options for the treatment of anxiety disorder in 
the pediatric populations

• Understand the effects of trauma on pediatric 
patients and the development of anxiety 
disorders
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Epidemiology
 Anxiety Disorders are the most common 

childhood-onset psychiatric disorders
 Prevalence between 10% to 30%
 Rates of anxiety disorders increased to 20.5% 

following COVID-19 pandemic
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Transitioning 
Between 
Medications



Things to Consider 

• Half Life 

• Starting Dose

• Medication formulation: (ie. dose, 
capsule/tablet, etc). 

• Availability of follow up







Are there specific 
medications you like for 
specific 
ages/genders/concerns?



Time for 
medication, now 
what?
 Family history 

• What worked?
• What did not work?

 Anticipatory guidance
• Onset time
• Follow up
• Addition of therapy

 Previous medication trials
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How High Can Lexapro Go?
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Other Options
 Hydroxyzine 
 Buspirone
 Propranolol
 Hypnotics
 Second-generation antipsychotics* (severe symptoms)
 Benzodiazepines* (procedural anxiety)
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Patient case 
examples?



Patient case example
• A 14yo female patient without past psychiatric history presents 

with symptoms of increased worry that bad things are going to 
happen to her loved ones. She also worries that she will fail tests, 
and notes that she will have episodes of increased heart rate, 
sweating, feelings of dread and feelings like she cannot breathe. 
These episodes last about 15-30 minutes. She also reports that 
she is missing school about 1 day per week for feeling that she is 
going to throw up and is having diarrhea in the mornings with 
severe abdominal cramping. She notes that she does not have 
these symptoms on the weekends, and they are commonly on 
Monday morning, most frequently.

• What’s next?





Escitalopram 20mg (10-20mg) Max 30mg “Max” (10mg/20mg)
Want to change to sertraline (50mg-200mg) (presumed goal around 150-200mg) (25mg, 50mg)

Escitalopram 20mg  10mg x 7 days (1/2 of Max)
Day 2: Wait one day. sertraline 25mg  x 6 days. (1/8 of Max) 

Then:
Escitalopram 10mg  5mg x 7 days (or stop)
Day 2: sertraline 50mg  x 6 days (pause for a month—or not) and then increase by 25-50mg 
until 100mg (and then pause). 



Akathisia 
agitated more likely with SSRIs/anticholinergics
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