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Assessment of Childhood Anxiety

KELLY ROBINSON

Historically, anxiety has been conceptual-
izéd as a circumstance of adulthood. Chil-
dren were not thought to experience anxiety
In any unique way, and scientific studies of
anxiety disorders have, until recently, fo-
cused on adults. However, while the majori-
ty of theories about anxiety have focused on
symptoms in adults, they have been based
on limited empirical evidence in general and
have been born of many diverse psychologi-
cal perspectives. Yet, most theorists agree
that there is not a single cause but multiple
factors interacting with each other which
lead to the development of anxiety disor-
ders. While the quest for genetic links, fami-
ly characteristics, environmental influences,
and proximal antecedents that cause anxiety
continues, it is likely that all of these ele.
ments act on and shape each other to form
each person’s individual anxiety experience.,
Therefore, the process of assessing anxiety
must examine many aspects of an individ-
ual’s functioning, such as physiological
arousal, cognitions, behaviors, and subjec-
tive interpretations. The anxiety itself must
also be assessed by measuring its severity,
duration, and pervasiveness in the individ-
ual’s life (Herbert, 1994). :
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THEORIES OF ANXIETY

Of the many models developed to explain
anxiety, three seem to predominate. They
include behavioral, cognitive, and biologi-
cal models. Behavioral models are primarily
based on classical and operant condition-
ing. According to classical conditioning,
anxiety-provoking stimuli elicit physical
sensations that alert the individual to the
presence of danger (i.e., the feared stimuli)
Pairing a neutral stimulus with the anxiety-
provoking stimulus causes the individual to
associate the physical symptoms of anxiety
with the neutral stimulus. Once the individ-
ual has made this association, exposure to
the neutral stimulus alone results in anxiety.
This classical conditioning model coupled
with reinforcement, such as what occurs
when anxiety is reduced through avoid-
ance, may further increase the likelihood
that the anxiety response will persist. While
the behavioral model has been used to ex-
plain the creation of phobias, clearly the
model does not account for the vast major-
ity of cases of anxiety. Even many phobic
individuals cannot identify instances in
which neutral stimuli were paired with
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feared objects or situations (Kearney &
Wadiak, 1999).

Cognitive theories of anxiety explain
symptoms by identifying the normal
processes by which children assimilate in-
formation in the world. Newly acquired in-
formation is placed within the cognitive
structures of previously acquired informa-
tion. People compare the new information
with the old in order to make predictions
about their environment. When individuals
learn to expect negative consequences from
situations they perceive as aversive or dan-
gerous, they avoid those situations. Thus,
when those aversive situations are unavoid-
able, and individuals must endure encoun-
ters that they perceive are threatening, they
experience feelings of anxiety (Kearney &
Wadiak, 1999).

Biological theories of anxiety focus on ge-
netic studies. Though a single causal gene
has not been found, results of several stud-
ies suggest that there are genetic links to
anxiety disorders, particularly panic disor-
der, obsessive—compulsive disorder, and cer-
tain types of phobias (Kearney & Wadiak,
1999).

CHILDREN'S ANXIETY

Children who experience pathological levels
of anxiety represent a category of individu-
als for whom assessment and diagnosis be-
comes particularly challenging. While it is
still important to assess all the major areas
of a child’s life that were discussed previous-
ly. (proximal antecedents, family character-
istics, physiological functioning, etc.), one
must also bear in mind the developmental
appropriateness of anxiety during stages of
a child’s life. In other words, a certain
amount of anxiety is healthy, so it is impor-
tant to determine if anxiety is present and if
it.is problematic for the child.

Anxiety is a normal and developmentally
appropriate response that allows humans to
adapt to their environment. From an evolu-
tionary perspective it allows for survival in
the “fight or flight” action a person takes
when faced with danger, and in a perfor-
mance capacity a limited amount of anxiety
helps a person function at his or her best.
Children progress through stages of normal
anxiety throughout their lifespan. There-

fore, it is important to be knowledgeable
about these stages so as not to confuse nor-
mal developmental anxiety from abnormal
anxiety that leads to dysfunction. Children
tend to progress through the developmental
anxiety trajectory beginning in infancy with
fear of sudden noises and of being dropped
or startled. At age 1 to 2, children begin
feeling anxious when not in close proximity
to caregivers. Then fear of strangers
emerges, and when children reach the
preschool years, fear of monsters, animals,
and the dark are common. Finally, in early
to middle childhood, children may develop
specific fears of objects or situations, such
as school, physical danger, and supernatur-
al phenomena (Beidel & Stanley, 1993).
Although these anxieties represent normal
developmental stages, abnormal or patho-
logical anxiety also follow these stages,
with pathological anxiety differing in de-
gree. Evidence that anxiety is a common
part of normal development is suggested by
studies of subclinical anxiety symptoms.
These studies show that individuals who
have identifiable anxiety symptoms but
who do not meet diagnostic criteria for an
anxiety disorder and individuals who are
asymptomatic have similar functional out-
comes. Qualitatively, clinical levels of anxi-
ety may appear similar to normal develop-
mental anxiety. However, pathological
anxiety differs in that it is generally inap-
propriate to the situation, involuntary, irra-
tional, and functionally limiting (Anderson,
1994).

Investigation into several areas may be
useful in determining whether anxiety is at a
level that may be considered problematic or
pathological. First, context is important. Is
the anxiety out of proportion to the feared
stimulus, situation, or event? Given that
children experience a progression of devel-
opmentally typical fears, the context may be
wider than for adults (Herbert, 1994).
However, it is still possible to assess the de-
gree of the anxiety and its age appropriate-
ness. -

It is also prudent to examine the frequency
and intensity of the child’s anxiety. For ex-
ample, is the child’s level of anxiety within a
range that is present in most other children
within the same age range? Also, does the
anxiety occur with more frequency and in re-
gard to a wider range of stimuli than in most
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other children of the same age? Whereas
constant low levels of anxiety can be just as
maladaptive as high levels of anxiety, exam-
ining the frequency and intensity should pro-
vide a clearer picture of how a child’s anxiety
impacts his or her functoning.

The intensity of children’s anxiety often
varies relative to situations, times, places, or
people with whom the child engages. There-
fore, scrutinizing the . child’s environment
and also the child’s perspective of his or her
own anxiety is important. How the child
makes sense of his or her anxiety may
provide insight into any purpose that the
anxiety may serve. Whereas conducting a
functional analysis of antecedents and con-
sequences may provide valuable informa-
tion regarding’ the types of problems the
child experiences due to anxiety, it will not
provide information about how the child
views the anxiety as a problem. Attempting
to see anxiety from the perspective of the
child may also help in developing treatment
goals and strategies (Herbert, 1994).

ANXIETY DISORDERS..

Many anxiety problems go undetected due
to the difficulty that school personnel and
parents have inr identifying the disorder, as
anxiety frequently results in only relatively
mild behavioral problems. Furthermore,
anxiety disorders in children have a high co-
morbidity rate with other disorders, such as
depression and attention-deficit/hyperactivi-
ty disorder, which further obscures the pre-
sentation of symptoms and makes identifica-
tion more difficult. This difficulty in
identifying anxiety disorders in children is an
important issue in regard to assessment, as
most anxiety problems begin in childhood
and progress to a chronic degree into adult-
hood, where they may have a profound and
detrimental impact on the lives of the indi-
viduals affected (Albano, Chorpita, & Bar-
low, 1996). According to the fourth edition
of the Diagnostic and Statistical Manual of
Mental Disorders (DMS-1V; Amernican Psy-
chiatric Association, 1994}, there are nine
anxiety disorders with which a child may be
diagnosed, including separation anxiety dis-
order (SAD), specific phobia, social phobia,
generalized anxiety disorder (GAD) (previ-
ously referred to in the literature as overanx-
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ious disorder), panic disorder with or with-
out agoraphobia, obsessive—compulsive dis-
order (OCD), posttraumauc stress disorder
(PTSD), and acute stress disorder. SAD is the
only disorder that 1s unigue to children. Each
disorder shares common features but may be
differentially diagnosed based on the prima-
ry focus of the child’s anxiery.

The prevalence of anxicty disorders in
children and adolescénts ranges from ap-
proximately 9 to 27% (Albano et al., 1996),
However, there is wide variability in the re-
porting of prevalence rates, which is influ-
enced by a number of factors such as diag-
nostic and referral processes, likelihood of
participation in studies, use of general pop-
ulations versus clinical samples, relationship
of reporter of symptoms, and age of popula-
tion. Differences in the reports of prevalence
rates aside, anxiety disorders are the most
common psychiatric disorder diagnosable in
children and -adolescents (Bell-Dolan &
Brazeal, 1993). Anxiety disorders seem to
increase in adolescence with phobic symp-
toms more prevalent in girls than in boys,
with the exception of public-speaking pho-
bias. The symptoms of anxiety peak earlier
in girls than in-boys, but boys lose specific
fears more quickly than do girls, usually
around age 10. Less gender variability is
noted in younger children. The most com-
mon disorders comorbid with anxiety are
depression and dysthymia, ADHD, conduct
and oppositional disorders, and other spe-
cific anxiety disorders. There is little evi-
dence that GAD, phobias, and SAD contin-
ue into adult life. Recovery rates for these
anxiety disorders range from 60 to 75%,
and those that do progress into adulthood
may not continue with.the same pattern of
symptoms. OCD, on the other hand, has
shown considerable stability into adult-
hood. Boys tend to demonstrate a younger
age of onset, and the disorder also seems to
be more prevalent among boys. While most
individuals with OCD report no previous
history of psychopathology, the disorder is
sometimes comorbid with depression, other
anxiety disorders, and Tourette syndrome
(Anderson, 1994).

Separation Anxiety Disorder

A child may be diagnosed with SAD if he or
she exhibits developmentally inappropriate
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and excessive anxiety in regard to separa-
tion from home or an attached figure. SAD
is diagnosed when the child exhibits three
or more symptoms, such as worry about
harm coming to attached figures, school re-
fusal, or reluctance to go to sleep without
an attached figure present. The symptoms
must persist for at least 4 weeks, and onset
must be before age 18 (American Psychi-
atric Association, 1994). The prevalence
rate for children with SAD ranges from 3-to
5% in children, and may be a little less in
adolescents. One-third of children with
SAD have comorbid GAD secondary to
SAD, and another third are diagnosed with
a comorbid depressive disorder (Last,
Strauss, & Francis, 1987).

The focus of SAD is fear associated with
separation from home or an attached figure.
It is important to remember when assessing
for SAD that anxiety about being away
from home and family members is a normal
part of development from the age of ap-
proximately 7 months to 6 years (Bernstein
& Borchardt, 1991). However, children
with SAD differ from typical children in
that they often experience fear of losing
loved ones through catastrophic events.
Children with SAD tend to demonstrate ex-
treme avoidance behaviors and complain of
somatic symptoms, including panic attacks.
A key feature of the disorder that distin-
gulshes children with SAD from children ex-
periencing normal developmental anxiety is
that SAD interferes with a child’s daily func-
tioning, such as friendships, participation in
groups, and academics.

Specific Phobias

Specific phobias are characterized by
marked and persistent fear or anxtety when
exposed to, or when anticipating exposure
to, a particular object or situation. Expo-
sure to the feared stimulus results in an im-
mediate anxiety response, which may in-
clude a panic attack. In children the anxiety
response may take the form of crying,
tantrums, freezing, or clinging. Adults must
recognize the fear as excessive or unreason-
able in order for a diagnosis to be made, but
this recognition is not required for children
(American Psychiatric Association, 1994).
The most important factor in differential-
ly diagnosing specific phobias in children is

identifying true phobias versus normal de-
velopmental fears. Common childhood
fears include heights, darkness, thunder, in-
jections, insects, and dogs (Albano et al.,
1996). One feature that distinguishes pho-
bias from typical fears is the degree to
which the fear is maladaptlve

School phobia is a unique specific phobia
because school phobia may look similar to
SAD, social phobia, or truancy. While tru-
ancy may be an indication of oppositional
behavior, the school phobic child’s avoid-
ance of school is involuntary. Anxiety about
going to school may not even be in"the
child’s conscious awareness, as symptoms
frequently manifest through somatic. com-
plaints before or during the school day. The
fear is typically associated with specific oc-
currences at school rather than with separa-
tion from home or attached figures (Blagg
& Yule, 1994). To diagnose a specific pho-
bia of school, social phobia, which centers
around a fear of embarrassment or humilia-
tion, must also be ruled out as a possible di-
agnosis. School phobia tends to surface
shortly after beginning school for the first
time (ages 5-6), following a transition from
elementary to middle/high school (ages
11-13), and after age 14. However, school
phobias experienced by older children and
adolescents may be suggestive of a more se-
vere developing pathology (Blagg & Yule
1994):

Social Phobia '

Social phobia is characterized by marked
and persistent fear in social and perfor-
mance situations. In children the anxiety
must be present in peer situations, not just
during interactions with adults, and chil-

‘dren must demonstrate the capacity to form

age-appropriate relationships with others.
Exposure to feared situations provokes an
anxiety response, which may include panic
attacks, and in children, may also include

‘crying, tantrums, and shying away from so-

cial situations. Adults must recognize ‘that
the fear is unreasonable or excessive in or-
der to be diagnosed, whereas in children
this criterion does not have to be met.
Symptoms must be present for at least 6
months in order for social phobia to be di-
agnosed in individuals under the age of 18
(American Psychiatric Association, 1994).
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Social phobia is rarely diagnosable under
the age of 10, and has been diagnosed
equally in males and females (Albano et al.,
1996). Unlike SAD, social phobia is not a
disorder specific to children. Therefore,
much of the research examining the disor-
der has been taken from the adult literature.

The primary focus of fear in social pho-
bia is fear of embarrassment. Children and
adults with the disorder become excessively
concerned about rejection, humiliation, and
negative evaluation. Not surprisingly, chil-
dren with social phobia tend to be shy and
have few friends. Cognitions are over-
whelmingly negative and self-deprecating
(Albano et al., 1996). Symptoms of social
phobia may include somatic complaints and
obsessing about visible signs of embarrass-
ment, such as blushing, shaking, and sweat-
ing. Although anyone in embarrassing situ-
ations may have these same worries, the
difference between children with social
phobia and typical children is the degree of
worry. However, an apparent ability to per-
form during these social activities does not
necessarily mean that the disorder is absent.
Although social phobic individuals attempt
to avoid situations in which they may be-
come embarrassed, they will often endure
these situations rather than draw attention
to themselves. Despite an apparent ability
to perform, they may experience an ex-
treme degree of internal distress during
these times (Albano et al., 1996). School re-
fusal is not an uncommon feature of the
disorder, and one must be careful to dif-
ferentially diagnose social phobia, school
phobia, and SAD by keeping in mind that
the anxiety focus of social phobia involves
fear of embarrassment in social situa-
tions rather than fear of more specific oc-
currences at school, or a separation from
home.

Generalized Anxiety Disorder

GAD is diagnosed when an individual expe-
riences excessive worry or anxiety more
days than not, about a number of situa-
tions, and the worry is difficult to control.
Anxiety symptoms may include restlessness,
fatigue, difficulty concentrating, irritability,
muscle tension, and disturbances in sleep.
Children must demonstrate only one of
these symptoms, whereas adults must expe-

rience three or more symptoms in order for
a diagnosis to be made (American Psychi-
atric Association, 1994). Although GAD
may begin any time during the school-age
years, the mean age of onset appears to be
between age 10 and 13 (Last et al., 1987).
GAD is highly comorbid with depressive
disorder and other anxiety disorders.

The presentation of GAD in children ap-
pears similar to that of adults except that
children are more likely than adults to have
somatic complaints. According to DSM-1V,
a diagnosis of GAD is warranted in a child
only if at least one physiological symptom is
present. The focus of GAD is excessive wor-
ry about a number of life events, which may
include past behavior, competence in sports,
academics, peer relationships, or future
events. Frequently children with GAD
demonstrate perfectionist approaches in
performing tasks and set exceedingly high
standards for themselves. They are also
quite hard on themselves when they do not
achieve their goals or when they perceive
that they have failed in somé way (Albano
etal., 1996). .

Panic Disorder

Panic disorder is marked by recurrent and
unexpected panic attacks followed by 1
month or more of worry about the future
occurrence of attacks or the implications of
attacks. Panic disorder may also include
agoraphobia, which is anxiety about being
in situations in which escape would be diffi-
cult or help unavailable if a panic attack
should occur, such as in public places. Indi-
viduals with agoraphobia avoid these situa-
tions, likely resorting to extreme behavior in
order to do so (e.g, refusing to leave the
house) (American Psychiatric Association,
1994).

Panic disorder has gone largely undiag-
nosed in children until fairly recently, and
as such there is a paucity of literature in re-
gard to specific epidemiological informa-
tion such as age of onset and gender pre-
dominance. However, the disorder appears
to be more common in females than in
males, and there may be a link between pu-
bertal onset and panic attacks (Kearney &
Allan, 1995). Cognitive and language limi-
tations may make it difficult for children to
adequately describe the physical sensations
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that accompany panic attacks, making the
disorder difficult to diagnose. Furthermore,
children often lack the specific detail that
adults use in describing these sensations.
For example, children frequently use vague
terms to describe panic attacks. They may
express a fear of getting sick, whereas
adults tend to describe fears of dying, going
crazy, or losing control. As children reach
adolescence, their fears become more spe-
cific, as they can describe feeling a sense of
breathlessness, rapid heartbeat, and dizzi-
ness and feeling as if they are not in their
own body, and some describe a fear of dy-
ing. Differential diagnostic concerns are re-
lated to the similarity in appearance be-
tween panic disorder and separation
anxiety disorder, as many children and ado-
lescents cope with their panic attacks by
staying close to a family member or friend
who makes them feel safe. The focus of the
anxiety should be used to differentiate be-
tween the diagnoses (Albano, Chorpita, &
Barlow, 1996).

Obsessive-Compulsive Disorder

For a diagnosis of OCD to be made, a per-
son must experience either obsessions or
compulsions. Adults must realize that the
obsessions or compulsions are excessive or
unreasonable in order to be diagnosed, but
children do not have to meet this criteria.
The obsessions or compulsions must con-
sume 1 hour or more per day, cause the in-
dividual extreme distress, and interfere with
normal functioning (American Psychiatric
Association, 1994). OCD is commonly co-
morbid with depression, Tourette syn-
drome, and other anxiety disorders (Albano
et al., 1996).

The expression of OCD in children is
similar to that of adults. However, the con-
tent of children’s obsessions and compul-
sions most often changes over time (Albano
et al., 1996). Common themes include cont-
amination, sexual themes, religiosity, ag-
gressive or violent images, recurring songs
or rhymes, and fear of illness. Children’s
compulsive behavior tends to involve hand-
washing, checking, and arranging items in
particular orders, with washing being the
most common ritual (Last & Strauss, 1989).
However, children frequently engage in de-
velopmentally appropriate rituals that are

not compulsions, such as arranging toys or
dolls and saying goodnight to family mem-
bers. These rituals do not seem excessive
and are typically different in content than
compulsions. Typical childhood rituals tend
to dissipate at about 10 years of age and are
not paired with obsessive thoughts (Swedo,
Rapoport, Leonard, Lenane, & Cheslow,
1989). Again, the degree of distress a child
experiences, particularly when unable to

érform the ritual, is a useful indicator of
pathology (Albano et al., 1996).

Postraumatic Stress Disorder

For an individual to be diagnosed with
PTSD, he or she must have been exposed to
a traumatic event, during which a serious
threat to the safety of self or others was pre-
sent. The individual’s response to the expe-
rience must have been one of fear, helpless-
ness, or horror or in children, disorganized
or agitated behavior. Reexperiencing of the
event must also take place and may take the
form of repetitive play, dreams, flashbacks,
distress when exposed to reminders of the
event, and physiological symptoms upon
exposure to internal or external cues of the
event. A number of avoidance or numbing
behaviors and increased arousal must also
be identified, and the duration of the symp-
toms must be at least 1 month (American
Psychiatric Association, 1994). The symp-
toms of PTSD usually, but not always, arise
within 3 months of the traumatic event. Bad
dreams are particularly common in young
children and may take the form of general
nightmares about monsters, etc., rather
than about the traumatic event. Children do
not tend to reexperience the event in the
same way that adults do, instead reliving
the event through play. Children may not be
able to report many of their symptoms, so
observations by parents and teachers are
crucial to evaluate hopelessness and loss of
interest in previously enjoyed activities.
Children may demonstrate a sense of fore-
shortened future by believing that they will
not be around to perform adult activities.
Physical symptoms, such as aches and pains,
irritability, and angry outbursts, are also
common features. PTSD may also be linked
to the development of other anxiety disor-
ders (American Psychiatric Association,
1994).
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Acute Stress Disorder

Acute stress disorder is diagnosed when a
person has been exposed to a traumatic
event in which physical harm was threat-
ened and the individual’s response included
fear, hopelessness, or horror and is followed
by several dissociative symptoms. The
symptoms last at least 2 days but do not
linger beyond 4 weeks. A primary feature of
the disorder is a lack of emotional respon-
siveness and a loss of ability to experience
pleasure. The person with acute stress disor-
der may experience amnesia related to the
traumatic event (American Psychiatric Asso-
ciation, 1994).

DIAGNOSTIC PROCEDURES

Each of the anxiety disorders just described
is based on a categorical diagnostic system,
DSM-IV. DSM provides discrete categories
based on a symptom checklist. If a person
has the requisite symptoms listed in the man-
ual, a disorder can be diagnosed. No consid-
eration is given to individuals who fall short
of the criteria by only one symptom. Al-
though the criteria are general and allow for
some variation in symptoms, individual dif-
ferences that cause the presentation of the
disorder to look different from one person to
the next are not included in DSM descrip-
tions. Another drawback of DSM and other
categorical systems of diagnosis is that nei-
ther the singular presentation of childhood
symptoms nor developmental issues are giv-
en special consideration. The criteria for
adults and children are virtually identical.
Due to these factors, overlapping symptoms
across diagnoses and the heterogeneity of
symptom manifestation, the usefulness of
categorical systems for diagnosing children
has been called into question.

Dimensional systems, developed by clus-
tering symptoms that commonly occur to-
gether, are used with increasing frequency.
Rating scales are the primary means of mea-
surement in dimensional systems, as they
produce profiles of an individual’s symp-
toms across a broad spectrum. For example,
a child may score high on one scale (e.g.,
anxiety) and low on another scale (e.g., ag-
gression), providing a more complete pic-
ture of the child’s functioning. In addition

to allowing for individual differences in
symptom expression, developmental vari-
ables may be accounted for in dimensional
systems (Albano et al., 1996).

Despite dimensional systems’ growing
popularity, DSM is the most widely used and
recognized classification system among men-
tal health professionals and allows for ease
of discussion about general psychiatric dis-
orders. Therefore, future diagnostic systems
appear to be moving toward a combined ap-
proach that ties together assessment and
treatment goals (Albano et al., 1996).

Rating Scales

Rating scales are used for a variety of pur-
poses, such as to aid in diagnosis, screen for
possible pathology, -gather information
about behavior across settings, uncover per-
sonality traits, and ~measure treatment
progress. Rating scales are also used by
many types of professionals in schools, hos-
pitals, and clinical settings. To determine
which scale to use in a particular situation,
it is important to consider the goal of ob-
taining information and the setting in which
the information will be used. Self-report rat-
ing scales are the most common method
used to assess anxiety and depression in
children in clinical and research settings (Sil-
verman & Rabian, 1999). Whereas children
and adolescents are thought to be the most
accurate reporters of their own feelings and
internal states, parents and teachers are bet-
ter recorders of observable behaviors (Sil-
verman & Rabian, 1999).

Rating scales are popular because they
are inexpensive and easy to use. One of
their many purposes is to screen and/or di-
agnose groups of children, in which case the
instrument must differentiate children with
clinical levels of anxiety from those who are
asymptomatic. One factor that may affect
the validity of rating scales is the tendency
for individuals to answer items in such a
way as to make themselves appear in the
most positive light. To.limit this effect, ad-
ministration of directions should be careful-
ly worded to encourage honest responding,
such as telling children that there are no
right or wrong answers. When screening
children using rating scales, the clinician
must be mindful that a scale may reveal
more false-positive responses than true-
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positive responses, meaning that children
may appear more anxious than they really
are (Costello & Angold, 1988). Therefore,
once a rating scale has identified a child as
having clinical levels of anxiety, further in-
vestigation into the child’s cognitive and so-
cioemotional functioning, by way of inter-
views or other diagnostic procedures, must
be conducted to support or disconfirm the
results of the rating scale.

Diagnosing anxiety disorders should be
accomplished through diagnostic inter-
views, with rating scales used as a means of
obtaining severity of symptoms. Rating
scales may be used to identify and quantify
symptoms and behaviors once the presence
of an anxiety disorder has been established
(Silverman & Rabian, 1999).

A potential problem with using rating
scales to measure anxiety is that rating
scales do a relatively poor job of differenti-
ating anxiety and depression, which is fur-
ther complicated by the disorders’ high co-
morbidity rates. However, it may be
beneficial to look for patterns of responses
that point more to worry than to depressive
symptoms, such as loss of interest in plea-
surable activities, lack of motivation, and
low self-esteem.

Behaviors that mediate anxiety may be
identified through rating scales. For exam-
ple, a child’s responses may indicate that he
or she avoids situations that lead to anxiety.
It may also be possible to use rating scales
to assess other variables that are secondarily
affected by anxiety, such as peer or familial
relationships (Silverman & Rabian, 1999).
However, the validity of using rating scales
to assess treatment progress is questionable,
as improved scores may not represent a re-
duction in anxiety but rather reduced re-
porting of symptoms, or normal fluctua-
tions in anxious thoughts and feelings
(Silverman & Rabian, 1999).

Interviews

The most common method used to assess
child psychopathology is the interview.
There are structured, semistructured, and
unstructured interviews with structured in-
terviews requiring the least training and di-
agnostic experience to administer. In most
cases, interviews are designed to detect
symptoms consistent with DSM criteria.

Many interviews include both child and
parent versions. Interviews are crucial in di-
agnosing anxiety disorders because the
more information a clinician has to make a
diagnostic decision, the more reliable the
decision should be. However, inherent prob-
lems with interviewing children can lower
the reliability of diagnosis. Perhaps the
biggest problem with using interviews to as-
sess children is the reliance of the interviews
on DSM structure. As stated previously,
DSM criteria do not adequately detect de-
velopmental differences in the expression of
symptoms, and most DSM criteria are based
on adult symptomatology. Consequently,
wide variation in children’s answers to in-
terview questions may occur, which clini-
cians may interpret differently (Kearney &
Wadiak, 1999). Another DSM-related issue
affecting the reliability of interviews is that
child anxiety disorders and their criteria
change with each new publication of DSM
(Kearney & Wadiak, 1999). Furthermore,
diagnosing specific types of anxiety disor-
ders is less reliable than diagnosing the pres-
ence of an anxiety disorder, generally.

Behavioral Observations

Behavioral observations are critical in the
assessment of anxiety for several reasons.
First, assessment through the use of rating
scales and interviews is limited by the desire
of respondents to appear in a positive light
or to please the administrator. In addition,
anxiety symiptoms are often expressed dif-
ferently across settings, with some symp-
toms only appearing in certain environ-
ments or situations. A critical component of
diagnosing anxiety disorders is determining
the pervasiveness and severity of symptoms.
Therefore, functional behavioral analyses
should be conducted and antecedent and
consequent events to the anxiety explored.
Behavioral observations may also be helpful
in developing appropriate and practical
treatment geals for the anxious child.

In addition to functional behavior analy-
ses, behavioral observations may take the
form of behavioral approach tests (BATS),
observational ratings, role-play tests, and
self-monitoring. BATs are more frequently
employed when specific phobia, social pho-
bia, or generalized anxiety is suspected. A
typical BAT includes brief stages, during
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which the child is exposed to a feared stimu-
lus, and response measurements are taken.
An example of a five-stage BAT includes an
initial adaptation stage, during which the
child is placed in an environment and per-
mitted time to adapt to the setting. Next,
during the baseline stage, the clinician
records the child’s level of fear (e.g., by mea-
suring heart rate), then the same procedure
is conducted while the child is walking and
moving during the walking baseline stage.
The child is then exposed to a feared stimu-
lus for a brief period, or until the fear sub-
sides. Finally, the child is placed in the origi-
nal setting with the feared stimulus absent,
and the length of time to reach baseline lev-
els is measured. The stages of a BAT may be
conducted in simulated or natural settings.
Natural settings are preferred, although ex-
ternal validity in either setting has not been
well established.

Observational rating systems primarily
measure motor behaviors that are consistent
with anxious responding, such as verbaliza-
tions, trembling, avoiding, poor eye contact,
and body rigidity. The Behavior Assessment
System for Children (BASC)—Student Ob-
servation System is one example of an ob-
servational rating system. However, further
research regarding reliability and validity of
these measures is required.

Role-play tests are typically used with
children diagnosed with social phobia and
are administered by asking the child to re-
spond during role plays as if they were in
anxiety arousing situations. The test may in-
clude videotaping so that the child’s re-
sponses may be analyzed. However, reliabil-
ity and validity of role-playing tests have
not been demonstrated.

Self-monitoring requires the child to
record his or her own anxious responses by
keeping diaries of antecedents, anxiety-pro-
ducing events, and consequences or by
recording thoughts that are associated with
the anxiety. However, self-monitoring ap-
proaches may be limited by the child’s lan-
guage and cognitive capabilities and his or
her willingness to comply with the proce-
dure (Kearney & Wadiak, 1999).

Physiological Assessment

Due to the increase of physiological arousal
in individuals with anxiety disorders, physt-

ological assessment may be a particularly
informative and useful tool. This relatively
new area of study involves the measurement
of bodily responses and vital functions in
the assessment of anxiety, such as measur-
ing heart rate, blood pressure, respiration,
blood volume, skin temperature, and elec-
trical activity in tense muscles (Kearney &
Wadiak, 1999). However, to date, method-
ology regarding the use of physiological as-
sessment of anxiety has not been well estab-
lished. Normative, reliability, and validity
data on physiological assessment have not
been established.

INSTRUMENTS

The following section discusses a number of
instruments commonly used to measure
symptoms of anxiety. Although not a com-
prehensive list, this section provides exam-
ples of general behavior rating scales, anxi-
ety scales, and interviews. The instruments
listed vary with respect to format and re-
spondent, and psychometric properties of
each are reviewed. ‘

Behavior Assessment System for Children

The Behavior Assessment System for Chil-
dren (BASC; Reynolds & Kamphaus, 1992)
is a comprehensive diagnostic system for use
with 4- to 18-year-olds, which includes a
Structured Developmental History, Student
Observation System, Teacher Rating Scales
(TRS), Parent Rating Scales (PRS), and Self-
Reports of Personality (SRP). The SDH and
SOS do not have norms and cannot be read-
ily integrated- with information gathered
from the rating scales but are an important
inclusion in making differential diagnosis of
emotional and behavioral disorders based
on multiple sources of information. The
TRS, PRS, and SRP provide scores based on
national norms, gender within the norm
group, or in comparison to a group of seri-
ously emotionally disturbed children. In ad-
dition to clinical scales and composite
scores for Internalizing and Externalizing
behaviors, an "Adaptive Scale is provided.
The Adaptive Scale was constructed using
items in concordance with current literature
and is beneficial in assessing the mentally
retarded. Use of the scale in its entirety is
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helpful in profiling strengths as well as
weaknesses.

The BASC was developed using excep-
tional standardization procedures, as item
analyses were carefully conducted to ensure
adequate discrimination and assessed for
discrepancies in performance by gender or
ethnicity. Where the sample did not match
the population on ethnicity, maternal educa-
tion, geographical region, and special edu-
cation placement, weighting was used to
create unbiased norms. While the BASC
also includes a’clinical sample, the largest
component of which included behavior dis-
orders and attention-deficit/hyperactivity
disorder, this sample was not adjusted, and
white males were overrepresented.

Internal consistency estimates were good
for all scales with alphas ranging in the .80s
and .90s, and the clinical sample has similar
internal consistencies. However, alphas for
individual scales were lower than for com-
posites. For example, the PRS revealed aver-
age coefficients in the mid to upper .70s
(Jones & Witt,.1994). Test—retest reliabili-
ties, with a 1-month interval between ad-
ministrations, were also in the mid-.80s to
mid-.90s with the exception of some in the
.70s for the PRS for adolescents. Interrater
reliabilities for the TRS were somewhat low
for the preschool form of the BASC, but
composite correlations ranged from .69 to
.89. Moderate correlations were found be-
tween the PRSs for all age groups. Latent
trait analyses and factor analyses were con-
ducted to establish the scales and compos-
ites ensuring good construct validity, and
the three-factor- structure of Internalizing,
Externalizing, and Adaptive Skills was sup-
ported. Correlations between the TRS and
several other teacher rating scales were
high. The PRS was also correlated highly
with the Child Behavior Checklist and mod-
erately with the Personality Inventory for
Children—Revised and the Conners Parent
Rating Scales. The SRP correlations with
other self-report inventories varied and indi-
cate that the BASC-SRP may measure some-
thing different than some of the other
scales. Validity of the BASC was also sup-
ported by the performance of many groups
of children with previously acquired djag-
noses of conduct disorder, behavior
disorder, depression, emotional disturb-
ance, attention-deficit/hyperactivity disor-

der, learning disability, mild mental retarda-
tion, and autism. Convergent and discrimi-
nant validity was demonstrated. While the
correlations were relatively high between
the TRS and PRS, with the exception of
those at the preschool level, they were only
low to moderate between the SRP and PRS
and between the SRP and TRS. In summary,
the BASC’s easy-to-use format, well-con-
structed manual, and sound psychometric
properties make it an excellent choice in as-
sessing a child’s behavioral and emotional
functioning. While the reliability and validi-
ty of the TRS and PRS are highest, the SRP
is adequate, but the reading level required
of 8- to 11-year-olds may limit its use with
this age group (Sandoval, 1998).

Personality Inventory for Children—
Revised

This rating scale, to be completed by the
child’s guardian, preferably the biological
mother, is to be used for children ages 3-16
(PIC; Wirt, Lachar, Klinedinst, & Seat,
1984). The test was designed in the late
1970s to elicit 33 scaled scores, 16 profile
scores, and 17 experimental scores describ-
ing a child’s behavior, emotional and cogni-
tive processes, and family characteristics.
While the entire Personality Inventory for
Children (PIC) contains 600 true/false
items, it is possible to administer only cer-
tain sections of the test (e.g., eliminating the
supplemental experimental scales). The for-
mat of the test is easy to understand and fol-
low, and only a sixth- to seventh-grade
reading level is required of the respondent.

As the PIC was normed using biological
mothers, validity may be affected if some-
one other than the biological mother com-
pletes the scale. Also, the form should be
completed in one sitting, if possible, so that
answers are not contaminated if the respon-
dent talks to someone else about the items
between test sessions. Despite the length of
the PIC, clinicians should not be discour-
aged from administering additional instru-
ments to other family members or to those
individuals familiar with the child in order
to obtain a comprehensive picture of the
child’s functioning.

The area of primary concern in adminis-
tering the PIC relates to the test’s outdated
norms. The original test was normed be-
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tween 1958 and 1962 in a relatively small
geographical area. Although new scale
items were developed in the 1970s, the old
norms were applied. Furthermore, the man-
ual lacks specific age and gender norm dif-
ferences, which do not coincide with the ef-
fects of development on the characteristics
that the scales purport to measure. The re-
vised manual lists studies from the 1977
manual to support reliabilities for each
scale, which ranged from .46 to .94 for a
psychiatric outpatient sample, from .50 to
.89 for a sample of normal children, and
from .68 to .97 with another sample of nor-
mal children. One internal consistency
study conducted with a heterogeneous clinic
sample estimated alpha between .57 and .86
for the scales. A vast array of validity stud-
ies conducted on the PIC indicated excellent
results. However, a national restandardiza-
tion of the PIC is needed to determine its
current diagnostic utility (Knoff, 1989).

Piers-Harris Children’s Self-Concept Scale

The Piers—Harris Children’s Self-Concept
Scale (CSCS; Piers & Harris, 1969) was
originally designed to measure children and
adolescents’ self-concepts. The scale, which
can be used with children in grades 4-12,
and requires a third-grade reading level, in-
cludes 80 yes-or-no questions about how
the child feels about him or herself in a self-
report format. The Piers—Harris produces
six cluster scores (Behavior, Intellectual and
School Status, Physical Appearance and At-
tributes, Anxiety, Popularity, and Happiness
and Satisfaction), an overall self-concept
scale, a Response Bias Index, and an Incon-
sistency Index. The comprehensive manual,
revised in 1984, is easy to follow and does a
good job of cautioning the user against in-
terpreting the scale without support from
other instruments and in listing its weak-
nesses.

Although the Piers-Harris has not been
renormed since the original standardization
sample, which included 1,183 students in
Pennsylvania, several recent reliability and
validity studies have supported its contin-
ued use. Internal consistency estimates for
the Total Score ranged from .73 to .81, and
test—retest reliabilities ranged from .42 to
.96. Validity studies comparing the
Piers-Harris with other measures of self-

concept, personality, and behavior revealed
moderate relationships. Factorial validity
studies have resulted in conflicting results.
Some studies supported the six-factor struc-
ture, but others found additional factors or
indicated factor instability. Therefore, inter-
pretation of cluster scores may not be valid.

The ease of use, brevity, and sound relia-
bility and validity make the Piers-Harris an
attractive option for assessing self-concept
and provide a base for the further investiga-
tion of anxiety related issues. However, the
outdated norms and the limited geographi-
cal region in which the test was originally
normed are areas that require future investi-
gation (Epstein, 1985).

State-Trait Anxiety Inventory

The State—Trait Anxiety Inventory (STAI,
Spielberger, Gorsuch, & Lushene, 1969),
for ages 9-16 and adults, assess anxiety on
two levels, state and trait anxiety. State anx-
iety is represented by the authors as an im-
mediate sense of how one is feeling, whereas
trait anxiety is a more permanent condition.
Each level is measured by 20 items in coun-
terbalanced order. The theory behind the
state and trait anxiety distinction is well-
outlined in the manual, which is also easy to
read and interpret.

The STAI was normed on 377 high
school juniors, 982 college freshman, 484
introductory ~ psychology course students,
461 male neuropsychiatric patients, 161
general medical and surgical patients, and
212 state prisoners. Separate norms are pro-
vided for males and females. Normative
means and standard deviations are provided
for particular psychiatric diagnoses, medical
patients, and prisoners.

Internal consistency coefficients range
from .83 to .92 for high school and college
students’ state scores and from .86 to .92
for trait scores. Test-retest reliabilities were
reported as follows: State Anxiety with a 1-
hour interval between test administrations
was .33-for males and .16 for females, with
a 20-day interval was .54 for males and .27
for females, and with a 104-day interval
was .33 for males and .31 for females. Trait
anxiety was .84 for males and .76 for fe-
males after 1 hour, .86 for males and .76 for
fernales after 20 days, and .73 for males and
.77 for females after 104 days. Criterion-
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related validity studies indicated. that the
STAI college women were highly correlated
with other measures. Factor analyses gener-
ally supported the distinction between state
and trait anxiety (Dreger, 1978).

Revised Children’s Manifest Anxiety Scale

The Revised Children’s Manifest Anxiety
Scale (RCMAS; Reynolds & Richmond,
1985) was designed to assess the level of
children’s anxiety across five scales; Physio-
logical Anxiety, Worry/Oversensitivity, So-
cial Concerns/Concentration, Total Anxiety,
and Lie. The test can be used with children
and adolescents from the ages of 6-19, re-
quires a third-grade reading level, and is
formatted into a 37-item self-report. The
extremely well-organized manual- contains
information regarding the theory of anxiety
on which the test is based and several case
studies that demonstrate how the test was
used as part of a larger psychoeducational
battery. The RCMAS manual is easy to use
and contains the necessary information for
interpretation of each of the five scores;
however, the authors caution against using
the three individual anxiety scaled scores for
more than hypothesis generation due to
their low reliability. They do recommend
using the separate norms provided accord-
ing to age, sex, and ethnicity (Gresham,
1989). The large standardization sample of
4,972 included 44% white males, 44%
white females, 5.8% African American
males, and 6% African American females
and covered a variety of geographic regions
throughout the United States.

‘Internal consistency studies revealed al-
pha levels for Caucasian and African Amer-
ican males and females for each age level for
the Total Anxiety Score in addition to stan-
dard errors of measurement for the Total
Anxiety Score. Coefficient alphas ranged
from .42 to .84, so interpretation for groups
with lower reliability estimates should be
made cautiously. Internal consistency for
each of the anxiety subscales was lower
than optimal for direct interpretation.
Test—retest reliability estimates were report-
ed for the Total Anxiety Score at .68 and for
the Lie Scale Score at .58 with an interval of
9 months, but when the interval was™3
weeks, test-retest reliability was reported at
.98. No test-retest coefficients were provid-

ed for groups older than the seventh grade.
The authors’ claim that the RCMAS is a
measure of trait, as opposed to state, anxi-
ety was supported by a validity study that
indicates that the Total Anxiety Score is
more highly correlated with a measure of
trait anxiety than state anxiety on the STA-
IC (Revised Children’s Manifest Anxiety
Scale; Stewart, 1989). The factor analysis
produced a five factor solution, but theoret-
ically invalid rotation procedures reported
in the manual may render the five-factor
structure uninterpretable (Grisham, 1989).

Child Anxiety Scale

The Child Anxiety Scale (CAS; Gillis, 1980)
is a self-report questionnaire that was de-
rived from the Early School Personality
Questionnaire (ESPQ) developed by Coan
and Cattell in 1959. The 20-item scale can
be administered to children from ages 5-12
and is easy for young children to under-
stand due to its dichotomous response
method of choosing either a red or blue cir-
cle in response to pictorial and audiotaped
items. Young children may still have diffi-
culty understanding the nature of the task,
arid neither a lie nor social desirability scale
is provided. However, the bright and color-
ful nature of the scale, in addition to its
brevity, make it an appealing choice for use
with children.

The author gives separate age and grade
norms but does not separate norms by gen-
der, claiming that the tendency for females
to score higher than males was not strong
enough to warrant separate norms. The
2,105 children sample is described in the
manual according to geographic region and
ethnicity. The one area of concern regarding
the norming sample relates to the small
number of children from urban areas that
were included in the norming sample. Sev-
enty-five percent of the children were sam-
pled from areas with populations less than
50,000, indicating that use of the instru-
ment with children from urban settings
should be interpreted cautiously. Test—retest
and internal consistency coefficients were
good. Test-retest coefficients for first-
through third-graders ranged from .82 to
.92, and a Kuder—Richardson 20 coefficient
for internal consistency was .81. However,
validity studies are severely lacking, as the
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manual reports no correlations between the
CAS and other measures of anxiety. Howev-
er, factorial validity is supported by factor
analyses conducted on the ESPQ (Maxwell,
1985). .

Multidimensional Anxiety Scale
for Children

The Multidimensional Anxiety Scalé for
Children (MASC; March, 1997) is a self-re-
port measure that can be used to assess anx-
iety in children and adolescents ages 8-19.

The MASC is a brief measure consisting of-
items rated on a 0- (never true about me) to.

4-point (always true about me) Likert scale,

with 4 indicating the most severe emotional’

problems. The MASC produces a total of
four factor scales, a total scale, and a validi-

ty scale, which amount to 13 subscales, in-’
cluding Physical Symptoms (Tense Symp-

toms Subscale, Somatic Symptoms Subscale,
Total), Harm Avoidance (Perfectionism Sub-
scale, Anxious Coping Subscale, Total), So-
cial Anxiety (Humiliation Fears Subscale,
Performance Fears Subscale, Total), Separa-
tion/Panic, Total Anxiety, Anxiety Disorders
Index, and an Inconsistency Index. Total
testing time is 15 minutes (Caruso, 2001).

Although reliability and validity of the-

scale were generally acceptable, the reliabili-
ty of some specific subscales were question-

able. For example, the Perfectionism and:

Anxious Coping Subscales of the Harm
Avoidance Scale, the Performance Fears
Subscale, and the Anxiety Disorders Index
all had internal consistency reliability coeffi-
cients of less than .65 in the normative sam-
ple. However, the Anxiety Disorders Tndex
consists of items tapping several types of
anxiety disorders, which may account for
the heterogeneity of test items. Validity was
demonstrated through confirmatory factor
analysis, which supported the four factor
structure. The four general scores and the
Anxiety Disorders Index effectively discrim-
inated between a random subset from the
normative sample and a separate group of
children with DSM-IV diagnosed anxiety
disorders. Caution should be used in diag:
nosing OCD, however, because children
with OCD were not included in the group
used to develop the Anxiety Disorder Index
Scale. Further validity studies are warranted
to determine if the scale can differentiate be-

tween different types of anxiety disorders
(Christopher, 2001).

The norming sample consisted of 2,698
children and adolescents but lacked an ade-
quate representation of minorities, particu--
larly Hispanic children, in relation to census
proportions. The racial distribution of the
sample was as follows: 53.3 % Caucasians,
39.2 % African Americans, 7% Hispanic/
Latin Americans, 1.4 % Asian Americans,
7.4% Native Americans, and 3 % other. -
Separate norms are provided for males and
females in 4-year intervals but not for racial
groups. The test has a fourth-grade reading
level, and items may be read to young test
takers, but no validity data regarding the
ability of nonnative English speakers to re-
spond to test items is provided (Caruso,
2001).

The MASC-10 is a short version of the
original test providing a single score to be
used for screening purposes. The validity of
this measure was less than optimal, and in-
ternal consistency coefficients were also
questionable. Overall, the MASC appears to
be a useful screening tool. However, further
validity studies are required to support its.
diagnostic value (Caruso, 2001).

Anxiety Scales for Children and Adults

The Anxiety Scales for Children and Adults
(ASCA; Battle, 1993) was developed to
measure the presence and level of anxiety in
individuals via a self-report form. There are
two forms, form Q for children and form M
for adults. Both forms list items that, ac-
cording to the authors, correspond to com-
mon symptoms of anxiety. The child form
contains 25 dichotomously scored items,
while the adult form contains 40 items from
1 (never) to S (always).

No mention of item analysis, internal
consistency analysis, or factor analysis is
made in the manual. Due to a lack of infor-
mation that one would expect in the manual
in regard to development of the test items,
the basis on which the items were chosen
(e.g., according to DSM criteria) is not ap-
parent (Merenda, 1995). According to a re-
view by Oehler-Stinnett (1995), no distinc-
tion is made by the authors between real or
imagined anxiety-producing stimuli, state or
trait anxiety symptoms, and fear, worry, of
panic. Test-retest reliability is reported at
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.82 to .96, but time between testing was 1
week for the child’s form and 2 weeks for
the adult form. Furthermore, the manual is
lacking in empirical evidence for construct
validity so it is unclear how closely the test
measutres anxiety and if there are any specif-

- ic types of anxiety that the test measures

better than others. Predictive validity is not
discussed in detail. Studies of concurrent va-
lidity. revealed that the ASCA Form Q was
correlated with the State~Trait Anxiety In-
ventory for Children at 7 = .64 and the Ner-

vous Symptoms subtest of the California

Test of Personality at » = .66. Form M was
correlated with the Taylor Anxiety Scale for
Adults at » = .75 and the Nervous Symp-
toms. subtest of the California Test of Per-
sonality at r = .63 (Oehler-Stinnett, 1995).
However, the ASCA was also highly corre-
lated with several depression inventories,
calling into question interpretability of the

scores as used to measure anxiety. The man- .

ual also lacks studies regarding performance
on the ASCA by age, socioeconomic status,

race, or clinical populations. In summary, .

one should use caution in using this form
for diagnostic or treatment decisions due to
the lack of empirical support for the test’s
validity (Merenda, 1995).

Social Phobia and Anxiety Inventory

The Social Phobia and Anxiety Inventory
(SPAI; Turner, Beidel, & Dancu, 1996) is a
self-report rating scale that assesses the
presence of social phobia characteristics in
individuals 14 and over. The test produces
three scores, a Social Phobia Score (SP),
Agoraphobia Score (Ag), and a Difference
score (SP minus Ag), from a 6-point Likert
scale assessing how frequently the test taker
experiences anxiety in response to given cir-
cumstances. A sixth-grade reading level is
required to take the test without assistance.

Although the SPAl is easy to scoré, the ra-
tionale for scoring methods is not fully ex-
plained in the manual. Furthermore, the au-
thors endorse the use of clinical judgment in
interpreting the pattern of responses given
by examinees. For example, the test does
not delineate a separate score for anxiety in
particular situations, such as with strangers,
but a trained clinician may glean this infor-
mation by reviewing the pattern of item
scotes. :

Of the 308 college students used in test
development, 182 were used to calculate
test-retest reliability, which resulted in the
following scores: 7(173) = .85 for SP, r(173)
= .74 for Ag, and r(173) = .86 for Difference
scores, suggesting adequate stability across
test administrations. Internal consistency
scores were also high, as Cronbach’s alpha
was estimated at .96 for SP and .85 for Ag
scores. Validity studies supported the use of
the SPAI for identifying social phobia in in-
dividuals. Although factor analysis was per-
formed, factor structures varied from group
to group. However, confirmatory factor
analyses performed by the authors support-
ed the two-factor (SP and Ag) solution
(Walcott, 2001). Furthermore, the authors’
claim that the Difference score produces a
purer measure of social phobia has been de-
bated. The apparent redundancy of test
items may cause concern over the validity of
interpreting scores based on these items.
The authors do provide information regard-
ing interpretation of the SPAI for different
genders, ages, and races, although sample
sizes on which this information was based
were relatively small (Engelhard, 2001). Al-
though the SPAI has primarily been used
with adults, a newer version for children,
the SPAI-C, has been developed (Walcott,
2001).

Test Anxiety Profile

The Test Anxiety Profile (TAP; Oetting &
Deffenbacher, 1980) provides a measure of
test anxiety in a variety of different testing
situations for individuals in grades nine
through college. Two components of anxi-
ety are assessed across six different testing
situations, (multiple choice test, time-limit
test, “pop” quiz, essay test, giving talk, and
math test) providing 12 scores. In addition,
two anxiety scores may be used to assess a
student’s anxiety feelings and thoughts in
unique testing situations. The Feeling Anxi-
ety (FA) score purports to measure self-per-
ceived emotions and physiological responses
to particular testing situations, and the
Thought Interference (TI) score was con-
structed to measure a person’s cognitions
that may interfere with thought processes
required to perform efficiently on an exam.

Although the authors have studied test
anxiety extensively, and the TAP appears to
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have adequate psychometric properties, the
manual does not describe in detail the
norming sample and the procedures used to
construct individual items. It appears that
the sample consisted of 600 Colorado State
University students with reliability and va-
lidity studies based on this sample and a
sample of 61 high school students. Howev-
er, the internal consistency estimates report-
ed for the college student sample ranged
from .88 to .96. Furthermore, a test—retest
reliability study with a 7- to 10-week inter-
val between tests revealed coefficients rang-
ing from .66 to .81. Criterion validity stud-
ies resulted in correlations from .28 to .59.
Discriminant validity studies appeared to
conform to patterns of perceived thoughts
and emotions before and after test taking in
the anxiety literature; however, no evidence
was provided to support that the FA and TI
scales measure what they are intended to
measure (Brown, 1985). In summary, the
TAP appears to have adequate psychometric
properties to be a useful diagnostic tool, but
other factors, such as study skills and test-
taking strategies should be examined as pos-
sibly influencing scores on this measure. '

Schedule for Affective Disorders and
Schizophrenia, Third Edition

The SADS (Endicott & Spitzer, 1978) is a
semistructured interview developed in the
mid-1970s primarily as a research tool, to
identify groups of patients with the same
psychiatric symptoms. The SADS was de-
signed to decrease the unreliability of diag-
nostic practices by providing questions ina
sequential format based on the Research Di-
agnostic Criteria, a forerunner to DSM-HI
(RDC; Spitzer, Endicott, & Robins, 1975).
The SADS takes approximately 1% to 2
hours to administer and is divided into two
parts, focusing on the current episode and
past history, respectively. However, not all
DSM diagnoses can be obtained by using
the SADS, most notably PTSD. The inter-
view results in a total of 24 scales including
a Global Assessment Scale. The SADS .has
been reliable in diagnosing many disorders,
but the reliability depends on the validity of
measurement with each specific disorder.
Concurrent validity studies comparing. the
diagnoses of the SADS with those of the Di-
agnostic Interview Schedule were weak, in-

dicating that using the SADS for diagnostic
purposes rather than as it was intended, as a
research instrument, may not be useful. In-
tensive training and practice is recommend-
ed to use the SADS, as the format is some-
what confusing and assumes a certain level
of knowledge of the subject area. Further-
more, the terminology may be outdated and
translation into current symptom terminol-
ogy may be necessary.

The Kiddie-Schedule for Affective Disor-
ders (K-SADS; Kaufman, Birmaher, Brent,
Ryan, & Rap, 2000) has been modified
from the SADS to be used with school-age
children (Carmer, 1995). The K-SADS ad-
dresses most anxiety disorders through par-
ent and child interviews, and like the SADS,
continues to focus on past and present
episodes of psychopathology. Due to the un-
reliability of diagnosing the specific anxiety
disorders, several different versions of the
K-SADS have also been developed in at-
tempts to address structural inadequacies of
the interviews {Silverman, 1994).

Anxiety Disorders Interview Schedule for
DSM-IV: Child Version

The Anxiety Disorders Interview Schedule
for DSM-IV: Child Version (ADIS for DSM-
IV:C) was revised from the ADIS-C in 1996,
which was revised from the original 1983
version of the ADIS (Silverman & Albano,
1996). The interview can be used with chil-
dren ages 7-17, who are suspected of hav-
ing any of the anxiety disorders listed in
DSM-IV. The semistructured interviews
were developed to be consistent with DSM-
IV criteria, and include a child version as
well as a detailed parent version. In addition
to sections devoted to the anxiety disorders,
separate sections that assess mood and ex-
ternalizing disorders, school refusal behav-
jor, and screening sections for substance
abuse, psychosis, selective mutism, eating
disorders, somatoform disorders, and learn-
ing disorders are included. According to the
authors, the ADIS for DSM-IV:C is an effec-
tive instrument for use with research and
clinical populations. It is recommended that
both the child and parent interviews be ad-
ministered to obtain a comprehensive diag-
nosis. All diagnostic questions can by an-
swered dichotomously (e.g., yes/no), and
interference scores that rate the degree to
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which symptoms interfere with the child’s
life may be given on a 0-8 scale. The child
interview begins with an explanation of the
“Feelings Thermometer,” which allows the
child to visually rank his or her feelings of
anxiety by choosing the appropriately filled
thermometer.

The manual reports internal reliability es-
timates of between .64 to 1.00 for each of
the specific anxiety disorders with an over-
all kappa of .75. Test—retest reliability coef-
ficients obtained from a sample of 50 out-
patients with a 10-14-day interval between
test administrations ranged from .64 to .84
for individual anxiety disorders and .75
overall. The authors report that criterion
validity for symptom scale scores and for
symptom summary scores is good for both
the parent and child interviews (Albano &
Silverman, 1996.)

CONCLUSION

To more fully understand the way in which
children and adolescents experience anxiety,
further research must investigate the nature
of worry in typically developing children
versus children who develop symptoms at
clinically significant levels. Thus far, most of
the literature regarding the assessment of
anxiety has been developed through investi-
gations of adult symptoms. Even the preva-
lence of specific anxiety disorders and the
frequency of occurrence of anxiety symp-
toms in children are largely unknown, and
to date, extensive investigation into the pro-
gression of anxiety symptoms from child-
hood into adolescence and adulthood is
lacking (Albano et al., 1996). Consistent
with these future studies are continued ex-
plorations into optimal diagnostic methods
for children and adolescents, which may in-
clude alternatives to categorical systems.

In addition to further inquiry into anxiety
assessment, advances in treatment methods,
including pharmacological developments,
will follow new research. Currently, adren-
ergic, seratonergic, and GABA{(4-aminobu-
tyrate)ergic neurotransmitter systems have
been explored in regard to anxiety (Bern-
stein, 1994). Yet once again, a paucity of lit-
erature exists that focuses on the use of anx-
iety medications with children and
adolescents. The effectiveness .of medica-

tions used to treat different childhood anxi-
ety disorders has also not been well studied.
These issues are particularly important giv-
en the increasingly high rate of anxiety dis-
orders detected in school children. White at-
tention and behavior problems were once
thought to be the most serious childhood
disturbances in school, recent research has
uncovered that internalizing problems, such
as anxiety disorders, may be even more
prevalent. Thus, school-based approaches
will be new areas of practice and research in
psychology, and new advances in assess-
ment, as well as treatment, will surely fol-
low. '
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