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CHILDHOOD ANXIETY DISORDERS

Recognition and management
of childhood anxiety disorders

Shiral Vollimer, MD

Anxif-:-ty disorders are
relatively common
conditions in children and adolescents
and can impair family, social, and academic
functioning. Primary care physicians
who recognize the symptoms of anxiety
disorders and provide appropriate
treatment can prevent significant
psychological impairment later in life.
Cognitive-behavioral therapy is effective
for many anxiety disorders. Adjunctive
pharmacotherapy, primarily with selective
serotonin reuptake inhibitors, can also
be beneficial.

Dr. Volimer is assistant clinical professor of family medicine and psy-
chiatry, David Geffen School of Medicine at UCLA, Los Angeles. She
is also in private practice in West Los Angeles.

hildren have anxiety in their lives. Anxi-
‘ ety is defined as apprehension, tension,
or uneasiness from anticipation of dan-
ger, the source of which is largely unknown or
unrecognized. Anxiety is regarded as pathologic
when it interferes with quality of life, emotional
comfort, or the achievement of desired goals.’
All adult anxiety disorders can be diagnosed
in children, but some are more common in child-
hood. Stressful life events such as starting school,
moving, or the loss of a parent can trigger the
onset of an anxiety disorder, but a specific stres-
sor need not be present. Certain disorders tend to
be age-specific. Separation anxiety disorder and
specific phobia are more common in younger
children, 6-9 years of age, while generalized anxi-
ety disorder and social anxiety disorder are more
common in middle childhood and adolescence.
As with adults, there is a high rate of comorbid
depression in pediatric anxiety disorders. Unfor-
tunately, most children do not receive treatment.’
It is vital to recognize and treat anxiety disor-
ders at an early age. Childhood anxiety disor-
ders foreshadow psychiatric illness later in life.
Affected children are at two to five times greater
risk for later anxiety disorders, major depres-
sion, suicide attempts, and hospitalization for
psychiatric illness.? Treatment usually requires a
multimodal approach and may include educat-
ing the child and parents about the disorder,
consulting with school personnel, behavioral
therapy, psychodynamic psychotherapy, family
therapy, and pharmacotherapy.

The scope of pediatric anxiety disorders
Anxiety disorders are the most common psy-

chiatric illness in children.? Studies using older

diagnostic criteria suggest that 15%-23% of chil-
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dren may meet criteria for some anxiety disorder.*
In communities rife with violence, the prevalence
of posttraumatic stress disorder (PTSD) may ex-
ceed 50%.

Preliminary demographic profiles are emerg-
ing. Children with separation anxiety are more
likely to be in single-parent families and of lower
socioeconomic status than their peers with other
anxiety disorders.® The gender ratio in general-
ized anxiety disorder is nearly equal until adoles-
cence, after which girls predominate. This disor-
der and social phobia are both more common in
white children from middle- and upper-middle
class families. Social phobia may also be more
common in girls than boys,” and more girls than
boys are diagnosed with a specific phobia.”

Types of anxiety disorders
* Separation anxiety disorder and school refusal Sepa-
ration anxiety disorder, the classic anxiety disor-
der of childhood, affects as many as 11% of chil-
dren 6-8 years of age.® Like panic disorder in
adults, separation anxiety disorder usually begins
with a variety of somatic symptoms that activate
attachment symptoms and lead to avoidance be-
havior. The child exhibits excessive distress when
he or she is or anticipates being away from home
or caretakers —recurrent nightmares about separa-
tion, worry about getting lost or kidnapped, and
inability to sleep if a parent is not in the room. The
child usually prefers home to school because he
has experienced panic while in school.

School refusal describes the difficulty a child
with emotional distress, especially anxiety or de-
pression, has in attending school.” Just before time

to leave for school, the child may complain of a

headache, sore throat, or stomachache, only to have
the symptom resolve when allowed to stay home.
Short-term consequences include poor academic
performance and problems with family and peer
relationships. In the long term, school refusal can
lead to employment problems and social difficul-
ties and put the child at risk for later psychiatric ill-
ness.” Children with school refusal are a heteroge-
neous group. They may exhibit simple phobia for
school, social phobia, or conduct disorder.

* Generalized anxiety disorder (formerly overanxious
disorder) is characterized by excessive worry and
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anxiety about activities and events and is difficult
to control. School performance and social situations
often provoke anxiety, as may worry about every-
day events—such as whether someone can drive
her to the movies and she will arrive on time—or
about catastrophic events such as hurricanes and
earthquakes." The child tends to be a perfectionist.
It is the number of worries, the intensity of worry,
and its uncontrollability that separate children with
generalized anxiety disorder from those with other
anxiety disorders or without any disorders.

* Specific phobia refers to an excessive, persistent
fear of a situation or object, such as flying, animals,
loud sounds, or costumed characters. When ex-
posed to the phaobic fear, the child has an immedi-
ate anxiety response, which may take the form of
crying, tantrums, freezing, or clinging. In a study of
more than 1,000 adolescents 12-17 years old, rough-
ly 4% met Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-IV)" criteria for spe-
cific phobia during their life.”” To meet diagnostic
criteria, the child’s attempts to avoid the feared sit-
uation must cause marked distress and interfere
with normal functioning.

* Social anxiety disorder, also called social phobia, is
usually diagnosed in mid-teen years but may occur
as early as preschool age. About 2% of adolescents
meet DSM-1V criteria for social phobia at some
time." The child has a marked, persistent fear of so-
cial or performance situations with exposure to un-
familiar people or scrutiny —reading aloud in class,
participating in musical or athletic activities, joining
or starting a conversation, and talking to adults, for
example. In young children, anxiety may be ex-
pressed by crying, tantrums, clinging to parents, or
mutism.” This condition is distinguished from
other anxiety disorders by impairment solely in so-
cial situations.™ If not treated, social anxiety disor-
der can persist into adulthood and may predispose
to later depression and alcohol abuse.

* Obsessive-compulsive disorder (OCD) involves re-
current, intrusive thoughts and urges that are dis-
tressing, bothersome, and interfere with daily func-
tioning. The lifetime prevalence of OCD among
children is 2%-4%, and the 6-month prevalence is
0.5%-1.0%." The most common obsessions focus on
germs or contamination, followed by fears of harm
to oneself or others and excessive moralization or
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Table 1

Symptoms of anxiety disorders in children and adolescents

Separation anxiety disorder and school refusal

Excessive distress when separated, or anticipating separation, from home or caretakers

Persistent and excessive worry about losing, or possible harm to, caretakers

Persistent reluctance or refusal to go to school or other places because of fear of separation

Persistent or excessive fear or reluctance to be alone or without major attachment figures at home or without
significant adults in other settings

Persistent reluctance or refusal to go to sleep without being near a caretaker or to sleep away from home

Repeated nightmares about separation

Repeated somatic symptoms (headaches, stomachaches, nausea, vomiting) when separated, or anticipating
separation, from major attachment figures

Generalized anxiety disorder

Excessive anxiety and worry that the child has difficulty controlling, associated with the following symptoms:
Difficulty concentrating, easy fatigability, irritability, muscle tension, restlessness, sleep disturbances

Specific phobia

Excessive or unreasonable fear of a specific situation or object (such as heights, animals, or an injection)

Immediate anxiety response when exposed to the situation or object

Avoidance of the situation or object

Social anxiety disorder

Excessive fear of a social or performance situation

Avoidance of the feared situation

Obsessive-compulsive disorder

Obsessions such as recurrent thoughts or images that are distressing (not simply excessive worries about
real-life problems)

Attempts to suppress or ignore the thoughts or images

Compulsions such as repetitive behaviors or mental acts that the child feels compelled to perform

Posttraumatic stress disorder

After experiencing a stressful event, the child reexperiences the event (with recurrent memories or dreams or
physical or emotional symptoms when reminded of the event)

Avoidance of stimuli that remind the child of the event

Symptoms of increased arousal such as difficulty concentrating, exaggerated startle response, hypervigilance,

irritability or anger, or sleep disturbances
Selective mutism

Consistent failure to speak in specific social situations (such as at school) while speaking in other situations

religiosity.” Frequent compulsions include exces-
sive washing, repeating, checking, touching, count-
ing, and ordering."” Although children and adults
share many obsessions and compulsions, children
are more likely to involve family members in their
rituals. They may insist that their laundry be
washed several times, demand that parents check
their homework repeatedly, or become upset if sib-
lings “contaminate” their bedroom.

* PTSD and acute stress disorder Unlike PTSD in
adults, that in children has only begun to receive at-
tention. Diagnosis requires the development of
characteristic symptoms after being exposed to an
extremely traumatic stressor. The child may have
directly experienced an event involving death, seri-

ous injury, or other threat or witnessed such an
event involving another person. Alternatively, the
child may have learned about an unexpected or vi-
olent death, serious harm, or threat of death or in-
jury to a family member or other close companion.
Individual responses include intense fear, helpless-
ness, or horror, which may be expressed by disor-
ganized or agitated behavior. Very young children
may engage in repetitive play that expresses
themes or aspects of the trauma. Children may also
experience intense psychological distress at re-
minders of the traumatic event and persistently
avoid stimuli associated with the trauma. Other
features may include a numbing of general respon-
siveness and persistent symptoms of increased
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arousal that were not apparent before the trauma.
Acute stress disorder is new to DSM-IV. The
essential feature is the development of character-
istic anxiety and dissociative and other symptoms
within 1 month after exposure to an extreme trau-
matic stressor. To meet diagnostic criteria, the
child’s disturbance must last at least 2 days and
not persist beyond 4 weeks.
* Selective mutism is the failure of a child who talks
elsewhere to speak in specific social situations.
Some research suggests that it may be a symptom
of social anxiety.' Eighteen in 10,000 children may
be affected.”” The inability to speak is generally
most disabling at school, as the child cannot be as-
sertive and talk when called upon by teachers.
Children often designate a friend or close family
member to serve as an interpreter, whispering in
that person’s ear to effect communication.

Evaluating the patient for anxiety disorders

Children experience symptoms of anxiety much
as adults do, but they display and react to them dif-
ferently. This can make diagnosis difficult. Deter-
mining whether a child’s behavior is “just a phase”
or constitutes a disorder can be challenging. Impor-
tant areas in evaluating a child or adolescent in-
clude history of onset and development of anxiety
symptoms, associated stressors, medical history,
school history, social history, family psychiatric his-
tory, developmental history (including tempera-
ment), and mental status evaluation.

Academic information must be obtained from
school personnel. The physician needs to inquire
about academic functioning, social skills, peer in-
volvement, and attendance patterns.

* Medical evaluation The child should have had a.

complete medical history and physical examina-
tion within the past 12 months. Special attention
should be paid to conditions that may mimic anxi-
ety disorders such as hypoglycemic episodes, hy-
perthyroidism, cardiac arrhythmias, caffeinism,
pheochromocytoma, seizure disorders, migraines,
central nervous system disorders, and reactions to
medications. Drugs to consider are antihistamines,
antiasthmatic agents, sympathomimetic agents,
corticosteroids, haloperidol (Haldol), pimozide
(Orap), selective serotonin reuptake inhibitors
(SSRIs), antipsychotic agents, and nonprescription
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drugs including diet pills and cold medicines.

* Psychological evaluation A variety of diagnostic
interviews are available for assessing anxiety dis-
orders in children and adolescents, including the
National Institute of Mental Health Diagnostic
Interview Schedule for Children," the Spence Chil-
dren’s Anxiety Scale,"” and the Multidimensional
Anxiety Scale for Children.” Instruments such as
the Children’s Yale-Brown Obsessive Compulsive
Scale can be used to rate and record symptom se-
verity in OCD.”

The physician should note the child’s self-assess-
ment of impairment as well as any objective signs
of anxiety, including motor tension, vigilance and
scanning, variations in speech patterns and produc-
tion, and separation difficulty. When OCD is sus-
pected, the physician should ask what would hap-
pen if the child did not perform the compulsion,
and how does he or she know when it has been
done enough? Play techniques can be used to help
understand a child’s fears and reasons for anxiety.

The child should be asked about how she
soothes herself. It is important to determine
whether the anxiety is stimulus specific, sponta-
neous, or anticipatory. Evaluation should also in-
clude a determination of the degree to which anxi-
ety leads to avoidant behavior that constricts daily
life. The environment should be explored with spe-
cial attention to the organization of the home, pres-
ence of child abuse (physical, emotional, or sexual)
or neglect, mental or physical illness or death in
family members, and exposure to danger or vio-
lence (including domestic violence).

Alternate and associated diagnoses

Anxiety disorders must be distinguished from
normal worries and fears. It is important to recog-
nize that isolated, subclinical anxiety symptoms
(such as fears of harm to attachment figures) are
common in children. Developmental fears (such as
fear of the dark), which are often transient, must
be differentiated from phobias. Features of specific
anxiety disorders help home in on the diagnosis
(Table 1, page 29).

Further complicating the diagnosis is the as-
tounding comorbidity in children with anxiety dis-
orders.”? More than three fourths of them have at
least one comorbid diagnosis. The most common
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Table 2

Selected pharmacotherapy of anxiety disorders in children and adolescents

Drug

Pediatric dose

Comments

SSAls

SSRis are effective for OCD, generalized anxiety disorder,
and panic disorder; side effects include Gl disturbances
and loss of libido; doses too high can increase anxiety

Not FDA approved for use in children; may benefit patients
with OCD, PTSD, or social anxiety disorder

Not FDA approved for use in children; may benefit patients
with OCD or PTSD

Approved for the treatment of OCD in children > 8 y

Not FDA approved for use in children, but used to treat OCD,
social anxiety disorder, generalized anxiety disorder, and
PTSD in adults

Approved for the treatment of OCD in children > 6 y and for
PTSD in adults; oral liquid concentrate available

Anticholinergic side effects are common with TCAs; potential
for conduction defects requires ECG monitoring before

treatment begins and after dose increases

Approved for the treatment of OCD in children = 10 y
May benefit children with school refusal and separation

anxiety disorder; approved for the treatment of enuresis in
children =6y

Citalopram HBr (Celexa) 10-40 mg/d”*
Fluoxetine HCI (Prozac) 10-60 mg/d*
Fluvoxamine maleate (Luvox) 10-200 mg/d
Paroxetine HCI (Paxil) 10-40 mg/d
Sertraline HCI (Zoloft) 25-200 mg/d
TCAs

Clomipramine HCI (Anafranil) 75-200 mg/d
Imipramine HCI (Tofranil) 25-100 mg/d
Other

Buspirone HCI (BuSpar) 5-60 mg/d"

Not FDA approved for use in children < 18 y; may benefit

patients with generalized anxiety disorder; favorable side-
effect profile

“Based on doses used in clinical trials.

Key: ECG = electrocardiograph; FDA = Food and Drug Administration; Gl = gastrointestinal; OCD = obsessive-compulsive disorder; PTSD = posttraumatic stress disorder;

SSRI = selective serotonin reuptake inhibitor; TCA = tricyclic antidepressant.

are secondary anxiety disorders including general-
ized anxiety disorder, simple phobia, social phobia,
and separation anxiety disorder. Comorbidity has
been associated with greater severity of internaliz-
ing symptoms.” Other psychiatric disorders that
may be comorbid with or misdiagnosed as anxiety
disorders are mood disorders; attention-deficit hy-
peractivity disorder; adjustment, borderline, or
other personality disorders; substance use or eating
disorders; and sleep terror disorder. Up to 80% of
children with OCD meet diagnostic criteria for an-
other axis I disorder, and as many as 50% have
multiple comorbid conditions.” About three
fourths of children with social anxiety disorder
have comorbid conditions. In some studies, more
than 60% of children with affective disorders have
an anxiety disorder, while 70% of those with school
refusal have affective disorders.”
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Pharmacotherapy for specific childhood
anxiety disorders

Pharmacotherapy should never be the sole in-
tervention. It should be an adjunct to behavioral
or psychotherapeutic interventions that help pro-
mote active mastery and prevent symptom return
after discontinuation of medication. Table 2 lists
commonly used drugs. Side-effect profiles and co-
morbidities often guide the choice of treatment.® A
tricyclic antidepressant (TCA) may be best for a
child with comorbid enuresis or attention-deficit
hyperactivity disorder, for example, and an SSRI
for a child with comorbid OCD.®
* Separation anxiety disorder and school refusal The
SSRI fluvoxamine maleate (Luvox) was found su-
perior to placebo in a recent study involving chil-
dren and adolescents with separation anxiety dis-
order.” Five placebo-controlled studies that have
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examined the efficacy of TCAs for separation anx-
iety and school refusal associated with separation
anxiety have produced conflicting results. The
most recent study found that imipramine plus
cognitive behavioral therapy was significantly
better than placebo plus behavioral therapy in im-
proving school attendance (70% versus 28%).%

* Generalized anxiety disorder Two recent placebo-
controlled trials have found that the SSRIs fluvox-
amine and sertraline HCI (Zoloft) are safe and ef-
fective for children and adolescents.”* Older case
reports and several studies indicate that benzodi-
azepines may be useful for children with anxiety
symptoms.” Behavioral disinhibition has been re-
ported as a side effect of clonazepam (Klonopin) in
children,” and substance abuse in a child is a rela-
tive contraindication to benzodiazepines.” One
case report found buspirone HCl (BuSpar) effica-
cious in treating an adolescent with generalized
anxiety disorder.*’

* Specific phobia Very limited data suggest that
fluoxetine HCI (Prozac) may benefit children with
disabling symptoms who do not respond to psy-
chotherapy.*

* Social anxiety disorder SSRIs are the recommend-
ed treatment.” A recent placebo-controlled trial
found that fluvoxamine was effective for children
and adolescents with this disorder.” B-Blockers
are used to treat adults with performance anxiety
but should not be considered for children unless
other options have failed.

* OCD is probably the best-studied pediatric anx-
iety disorder and the one most amenable to drug
therapy. The efficacy of clomipramine HCl (Ana-
franil) has been clearly demonstrated in double-
blind placebo-controlled studies.” But side effects
of TCAs and the need for periodic electrocardio-
graphic and therapeutic drug monitoring make
SSRIs the preferred first-line treatment.” Both flu-
voxamine and sertraline have been approved by
the Food and Drug Administration for children
and adolescents with OCD." In a 10-week, paral-
lel-group, multisite treatment study of 134 chil-
dren and adolescents 8-17 years of age, fluvoxam-
ine was significantly better than placebo in
reducing the severity of OCD symptoms.* Ad-
verse events—including agitation, hyperkinesia,
depression, flatulence, and rash—were generally
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mild and well tolerated. Children had a higher
rate of response than adolescents. The time of re-
sponse is of particular interest. There was a signif-
icant decrease in the mean severity of obsessive-
compulsive symptoms in the fluvoxamine group
by the end of week 1, and maximum improve-
ment was reached at the end of 3 weeks. Treat-
ment for up to 52 weeks with sertraline (50-200
mg/d) has also been found safe and effective for
children and adolescents with OCD.* In a recent
placebo-controlled trial, fluoxetine, 20-60 mg/d,
was also found effective and well tolerated in pa-
tients 7-17 years of age.”® The American Academy
of Child and Adolescent Psychiatry recommends
maintaining patients on antiobsessional medica-
tions for 12-18 months following a satisfactory re-
sponse before attempting discontinuation.” Ta-
pering should be gradual.

* PTSD Outpatient psychotherapy is generally
considered the preferred initial treatment. But
psychotropic medications are used as adjunctive
treatment in children with prominent depressive
or panic symptoms. Preliminary evidence sug-
gests that SSRIs may be beneficial *

o Selective mutism Drug treatment of this disorder
has not been well studied. Fluoxetine was evalu-
ated in one open trial of 21 children with selective
mutism.* While this study was not controlled, the
results were impressive. After 9 weeks of treat-
ment, 16 of the 21 children had decreased anxiety
and increased speech in social settings.

Psychological interventions
* Cognitive behavioral therapy focuses on maladap-
tive thoughts and assumptions and helps the pa-
tient learn new ways to change behavior. The em-
phasis is on treatment in the context of family and
school, rather than on intrapsychic conflict. In one
study, 70% of children and adolescents with sepa-
ration anxiety, generalized anxiety disorder, and
social phobia who received behavior therapy no
longer met diagnostic criteria for an anxiety disor-
der at 12-month follow-up.* At 6-year follow-up,
nearly 86% no longer met diagnostic criteria.*” Tt
has also benefited those with school refusal.”
Because of concerns about the long-term use of
drugs in children and the proven effectiveness of
cognitive behavioral therapy for childhood OCD, it



CHILDHOOD ANXIETY DISORDERS

is often used as the initial treatment for this disor-
der.”” Therapy focuses on exposure and response
prevention. After creating a rank-ordered list of ob-
sessive and compulsive symptoms, the child is sys-
tematically and progressively exposed to situa-
tions, beginning with the least difficult, while being
instructed not to use the ritualistic behaviors."”

* Psychodynamic psychotherapy and psychoanalysis
Psychodynamic psychotherapy, which focuses on
underlying fears and anxieties, is often an appro-
priate component of treatment.” Treatment for chil-
dren with PTSD consists of direct exploration of the
trauma, specific stress management techniques,
and examination and correction of inaccurate attri-
butions regarding the trauma.* Anxious children
generally benefit from mastering themes of separa-
tion, autonomy, self-esteem, and age-appropriate
behavior. Parents should be involved in treatment
so they can learn to understand their children’s
need for reassurance and encourage them to be
more independent.

Clinical data on psychoanalytic treatment consist
largely of case reports involving children with pho-
bias, school refusal, or anxiety symptoms that are as-
sociated with other difficulties. Of 352 children ret-
rospectively diagnosed with primarily anxiety and
depressive disorders, 73% showed improvement in
adaptation with psychoanalysis or psychodynamic
psychotherapy.* Predictors of positive outcome are
longer duration of treatment, greater frequency of
sessions, younger age, and phobic symptoms.*®

Parent-child interventions

The parent-child relationship and temperament
are important to both the development and treat-
ment of childhood anxiety. Prevalence of anxiety
disorders is higher in children of adults with anxi-
ety disorders.* Children of parents with agorapho-
bia or OCD are seven times more likely to be diag-
nosed with an anxiety disorder than the offspring of
adults without such conditions.* In a 12-year longi-
tudinal study of more than 800 children, early tem-
peramental traits of passivity and shyness in girls 3-
5 years of age were associated with subsequent
reports of anxiety symptoms.”” Behavioral inhibi-
tion, a temperamental characteristic of showing fear
and withdrawal in novel or unfamiliar situations, is
associated with increased risk of developing anxiety
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disorders in childhood.* Insecure mother-child at-
tachment is a risk factor for developing anxiety dis-
orders in childhood and adolescence.”

Parent-child interventions may include helping
parents encourage their child to face new situa-
tions rather than withdrawing, avoiding excessive
criticism and intrusiveness, responding to their
child's needs, and encouraging the child to partic-
ipate in activities despite anxiety.®

When to refer

The primary care physician should consider
specialist referral if psychoactive drug therapy is
planned, if simple behavioral and family support
interventions are unsuccessful, if symptoms per-
sist, if there is a risk of suicide, or if there is evi-
dence of psychosis. A clinical child psychologist
may also be called upon to assess the child and
provide psychological treatments.*

Conclusion

Children with anxiety disorders manifest a
spectrum of symptoms ranging from mild worry
and distress to overwhelming and incapacitating
anxiety that interferes with day-to-day functioning.
High rates of comorbidity —with additional anxi-
ety disorders or other psychiatric conditions—can
make diagnosis arduous. Early recognition and
treatment can prevent psychological impairment
later in life. In some children, anxiety disorders fol-
low a chronic course and remission rates are low.
For others, the remission rate is high. Treatment re-
quires a multimodal approach and may include
patient and parent education, consultation with
school personnel, pharmacotherapy, behavioral in-
tervention, and psychodynamic psychotherapy. B

Disclosure: The author has no relationship with any
commercial entity that might represent a conflict of in-
terest with the content of this article.

SELF-EXAMINATION

% of children have an anxiety

1. As many as
disorder.
a) 3
b) 5



c) 13
d) 23
e) 30

. Which of the following statements about the de-
mographics of childhood anxiety disorders is
false?

a) Separation anxiety disorder is more common
in children living in single-parent homes.

b) Specific phobia is more common in boys than
in girls.

¢) More adolescent girls than boys have gener-
alized anxiety disorder.

d) Social anxiety disorder is more common in
children of middle- and upper-class families.

e) Generalized anxiety disorder is more com-
mon in white children.

. Which of the following behaviors is not a symp-
tom of the stated disorder?

a) easy fatigability in separation anxiety disorder

b) worry about getting kidnapped in separation
anxiety disorder

c) worry about nuclear war in generalized anxi-
ety disorder

d) avoiding a feared situation in specific phobia

e) excessive moralization in obsessive-compul-
sive disorder (OCD)

. More than % of children with an anxiety
disorder have at least one comorbid condition.

a) 25
b) 40
c) 50
d) 60
e) 75

. Which of the following treatments is not used
for the stated disorder?

a) a selective serotonin reuptake inhibitor (SSRI)
for treating generalized anxiety disorder

b) an SSRI for treating social anxiety disorder

c) a tricyclic antidepressant for treating OCD in
a child with enuresis

d) cognitive-behavioral therapy for treating

posttraumatic stress disorder

e) cognitive behavioral therapy for treating

OCD
Answers at end of reference list.
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