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Praise for

START HERE

“I believe mental health in children is more important than dental health. I’d much rather my child have no problems coping than no cavities. This book shows parents what they can do to help their kids.”

Howie Mandel, comedian, actor, and Bell Let’s Talk ambassador

“As a parent who watched and supported my child, who experienced bullying and the emotional struggles that came with it, I’m grateful for Start Here—a resource for parents to understand mental health concerns and how to recognize them early, with strategies to support mental health within the home.”

Katherine Hay, president and CEO of Kids Help Phone

“Having watched several friends navigate various mental health concerns with their children, I know that Start Here is such an important resource not only for parents but also anyone who has a close relationship with a child in their lives. By showing us what signs of potential mental illness to watch for—and what we can do to help—this book is a step towards a healthier future for us all.”

Cynthia Loyst, cohost of CTV’s The Social and author of Find Your Pleasure

“When you’re desperate to find support for your child, navigating the mental health landscape can be challenging and overwhelming. Start Here is a thoughtful, evidence-based, and highly readable guide to both understanding mental health challenges and finding the strategies and resources to help—a game changer for parents.”

Sandra Hanington and Eric Windeler, cofounders of Jack.org

“A front door to understanding the uncertain, bewildering, and sometimes frightening challenges that our children face in terms of mental health. The authors, both seasoned child psychiatrists, provide helpful and hopeful plain-language explanations of common and less common mental disorders and the types of treatment that can make a significant difference, while reminding parents to trust their instincts if they are worried, to focus on understanding and help rather than blame, and to realize that they are not alone.”

David S. Goldbloom, OC, MD, FRCPC, senior medical advisor at CAMH and bestselling coauthor of How Can I Help?: A Week in My Life as a Psychiatrist

“This concise, welcoming, and approachable book helps all of us develop a better understanding of mental disorders that occur in young people. It should be a must-read for parents and all those who care about our children.”

The Honorable Stanley Kutcher, MD, former director of the World Health Organization Collaborating Centre at Dalhousie University

“For any parent who has concerns about the mental health of a child (and, at one time or another, who hasn’t?), this is a must-have book. Easy to read and informed by both practical experience and solid research, Start Here is written in a clear and respectful way, respectful of the child in crisis and respectful of his or her parents. And best of all, it puts the family at the center, conveying accurately that a suffering child needs strong family support to surmount his or her difficulties and families need to know how to understand what is happening and how to be there to help.”

Landon Pearson, OC, former Canadian senator and children’s rights advocate

“This book provides direction for parents and caregivers, and instills a sense of hope and optimism that if a child has a mental illness, there is treatment available to help the child and family manage successfully.”

Jana Davidson, MD, FRCPC, psychiatrist-in-chief at BC Children’s Hospital and head of the Child and Adolescent Psychiatry program at the University of British Columbia

“As a psychologist, I regularly consult with parents who are feeling overwhelmed and concerned about what to do and where to go to properly assess and treat their children’s mental health needs. In Start Here, Doctors Bryden and Szatmari share their knowledge with empathy and compassion—not only as psychiatrists at one of the world’s leading hospitals for children but as parents themselves. I’ll be recommending this book to parents.”

Sara Dimerman, psychologist and bestselling author

“An excellent and much-needed resource for parents. Written in clear and accessible language with clinical vignettes as the focus, this book provides answers and practical advice to assist parents in recognizing when their child needs help and learning how and where to find it. A must-read for any parent grappling with mental health issues in their children.”

Harriet MacMillan, CM, MD, MSc, FRCPC, founding director of the Child Advocacy and Assessment Program at McMaster Children’s Hospital
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To our families, patients, and their families… who have taught us to be better doctors






Introduction

As parents ourselves, we know in every fiber of our beings that becoming a mother or father is a transformative experience, and one that almost always brings with it multiple red-letter days of unprecedented joy. However, we also know in every fiber of our beings that becoming a mother or father is to commit to a life of worry about your child—about his or her health, friends, behavior, and grades—and, of course, about your own parenting. We’ve been there too. We have five children between us, and, yes, even child psychiatrists question their parenting techniques. The constant stream of worries can be exhausting: How serious is this drop in marks in grade nine? Should I be concerned that she goes to her room as soon as she gets home? Is he hanging out with the right friends? Am I doing the right thing?

While physical ailments such as broken bones and fevers can be frightening in the short term, it’s usually quite clear what to do. In contrast, how to handle your child’s mental health is often much less clear, and even contradictory. If a child is skipping school, not eating or sleeping well, or isolating themselves from friends and family, some parents are advised to write it off as “just a phase.” Others may be concerned that these behaviors indicate a serious issue that requires early treatment to prevent long-term problems. It’s not surprising that today’s parents feel uncertain if their child is “normal” or if their mental state is something to worry about.

And the truth is that child and adolescent mental illnesses (also known as psychiatric disorders) are common, with somewhere between 10 percent and 20 percent of children and teenagers globally suffering from a mental health disorder. Half of all mental illnesses in adulthood begin by age fourteen, and three-quarters by the midtwenties.1 Despite the progress we’ve made as a society to destigmatize mental illness, many children and teens continue to hide their distress from their families and peers because of the shame associated with psychiatric disorders, and parents are left to wonder how they will know if their child is a part of these sobering statistics.

Now more than ever before, parents need help. We suggest you start here. This book is our attempt to address the confusion, helplessness, and isolation that parents too often experience when a child exhibits signs of mental health challenges or illness. We wrote it to provide you with the information and help you need to support your children. After a collective six decades working in children’s mental health, we feel uniquely equipped to share the wisdom and practical strategies we have learned from our patients (and their families), colleagues, and scientific research, as well as our own experiences as parents.

If you are concerned about a change in your child’s development or behavior, this book will help you ascertain whether he or she is simply “going through a phase” or is in real trouble. (When referencing children, we’ve alternated the use of male and female pronouns throughout, but we recognize that some children identify as gender neutral and prefer “they/them” and we support this use.) Each chapter focuses on a different mental health issue and opens with a vignette about a parent whose child is in distress, then describes the family’s path to understanding what led to the moment of crisis, and how they learned to help their child. As you read, you will accompany these parents and children to meetings with mental health professionals and learn not only about various psychiatric disorders, risk factors, and warning signs, but also what you can do to intervene early to ensure that your child gets the treatment he needs should he develop such a disorder. You will get an inside look into the mental health system, see how a psychiatric diagnosis is reached, what the treatments for different types of psychiatric disorders entail, and what parents of children with mental health challenges can expect for their children’s future well-being.

As the title suggests, this book is meant to be a starting point. It would be impossible to provide an exhaustive guide to each and every mental health disorder experienced by children and adolescents, though we have included a detailed list of resources for you at the end of the book so that you can find out more about specific psychiatric illnesses, and, of course, your child’s physician or mental health provider is an invaluable resource for any questions we haven’t touched on here. Our goal is to help you figure out if your child is struggling with a mental health disorder and provide you with a road map to help her get the treatment she needs.

The most important piece of advice we can give you is this: don’t look away. We know that the fear that your child has a mental disorder can be paralyzing. Parents tell us that merely considering the possibility that their child may be undergoing mental challenges evokes self-recrimination, fear of isolation, and the worry that other people—family, friends, neighbors, teachers—won’t understand. But if your instinct is telling you that something is not right, trust yourself. There is more harm done by ignoring the signs than by looking deeper.

Some parents have told us that, looking back, they believe they avoided what was in front of them because of an unacknowledged fear that they were somehow responsible for their child’s distress. Don’t waste your time and energy on misdirected guilt and self-doubt. Focus on your own well-being and nurturing supportive relationships. Doing so will allow you to better sustain your child and family during what is likely to be a challenging time for everybody.

Lastly, whether you are a parent of a child with a diagnosed mental illness or are concerned that your child is at risk, we want to reassure you that you are not alone. The road ahead isn’t always easy or straightforward, and relief may be a ways off, but help is there for you. There is a lot you can do to help your child back to a place of safety.

We hope this book will empower you to do so.






Anxiety Disorders

A Child in Distress

Ellie can hear her son’s cries over the sound of the tap running in the bathroom sink. She tries the door, but it’s locked.

“Jack! Let me in,” she pleads. “You don’t have any germs left on you. You’ve washed twenty times already.”

“I’m not clean!” he yells.

“Trust me, honey, you are. Please unlock the door.”

But he doesn’t.

At a loss, Ellie takes a deep breath and reaches for the phone to call her ex-husband.

“Just tell him he’s being ridiculous,” Dan advises. “You can’t give in to him.”

“Dan, I’ve tried that already. I can’t get him to come out.”

She can hear her ex’s frustration.

“This is the third night this week you’ve called me for help with Jack. Maggie and I are in the middle of dinner. I can’t manage him all the time.”

Ellie blinks back tears. Dan and his new wife, Maggie, seem to handle Jack better than she does. And they’re better with her younger son, Ethan, who is nine. Ellie feels pangs of inadequacy when Jack and Ethan tell her about Maggie taking them to a climbing gym or helping with challenging homework. Isn’t Ellie supposed to be doing those things? It’s been eight years since Ellie and Dan’s divorce, and Ellie stills feels a sense of failure, but she knows the divorce isn’t what caused Jack’s anxiety.

Even as a toddler, Jack had difficulty with new people and places, and he resisted changes to his routine. She remembers him hiding under furniture when the babysitter came. Dan would insist they go out regardless. “Let’s go. We’re just rewarding this behavior by staying.” But Ellie felt pierced by Jack’s tear-stained cheeks, dripping nose, and trembling lips.

It was the same when he started kindergarten. Jack would refuse to go. He’d sit in a corner by himself, twirling his hair incessantly while staring out the window. Ethan, on the other hand, seemed to sail through life, engaging strangers with smiles and questions. People are drawn to Ethan, and wary of Jack’s reserve and apparent lack of interest.

In first grade, Jack peed himself in school because he was afraid to tell a supply teacher he needed to go to the bathroom. He suffered his classmates’ teasing for months afterwards. What followed were years of constipation, stomachaches, and stained underwear because Jack would wait until the end of the day to use the bathroom at home.

Now that Jack is older, his anxiety manifests in different ways. He won’t speak up in class, and he rips up all his work if he makes a single mistake. The school principal talked to Ellie and Dan about possible anxiety problems. It was only then that Ellie realized she had never given Jack’s struggles a label because she hoped he would grow out of them. But when Jack’s grandfather passed away a few months ago, their son took his death hard.

There’s a pause on the line, and Ellie can hear Maggie’s voice in the background.

“Listen, Ellie,” Dan begins, “Jack needs help coping. It’s time to get professional help.”

They’ve been through this before, but now Ellie is certain he’s right. “I’ll call Dr. Khan tomorrow. Please tell Maggie I’m sorry for interrupting your evening.”

After she hangs up, Jack emerges from the bathroom. His hands are cracked and bleeding. She opens her arms to give him a hug, and he moves towards her, then pauses.

“Mama, did you wash your hands after you cooked the chicken for dinner?”

Part of her wants to explode, to tell him to just stop being ridiculous, and the other part just wants to hold him.

“I’m going to get into my pajamas,” she says, “then let’s snuggle and watch some TV together before you go to bed, okay? And let’s put some cream on your hands.”

Jack nods, and Ellie watches him walk towards his room. What will the pediatrician say about Jack? And how will they all cope with whatever comes next?

What is an anxiety disorder?

We all feel anxious at times, and for most children, anxiety is a normal and necessary experience that helps them develop the skills to manage stress. Jack, for instance, clearly underwent separation anxiety—a child’s reluctance to be apart from his or her parents—which is to be expected in children between ages three and four. But as Jack grew up, his anxiety only increased, and Ellie and Dan now realize it is interfering with his ability to achieve important milestones. When anxiety prevents a child from attaining important developmental tasks, such as sleeping alone at an appropriate age, attending school, and participating in social relationships outside the home, and causes them extraordinary distress, it becomes a disorder.

Anxiety is an experience of intense unease, fear, and, often, physical discomfort, usually triggered by exposure to some sort of perceived threat in our environment that alerts our body’s arousal response. In other words, it tells us when we’re in danger. Anxiety has three components: (1) worried thoughts (a cognitive response), (2) bodily reactions (physiological), and (3) emotional reactions.1 Sufferers of an anxiety disorder are unable to distinguish between real, immediate dangers and fears that are unrealistic; instead, they respond with full arousal to situations that most people would view as safe.2 We saw this with Jack’s compulsive hand washing despite Ellie’s accurate reassurances that he was in no danger of becoming unwell.

If you are concerned about your child developing an anxiety disorder, you are far from alone. There is persuasive scientific evidence suggesting that anxiety disorders are likely the most common mental health issue experienced by children and adolescents.3 Research shows a worrying rise in rates of childhood emotional problems (which include depression and anxiety) in developed countries, particularly in adolescents.4 Some commentators have cited the impact of economic uncertainty on families, an increase in academic pressures, and the rise of a consumerist culture as potential causes. But it may also be that parents and children are more educated regarding mental health and so are bringing issues to clinicians more readily than in the past, allowing for more extensive diagnoses. Whatever the reason for the increase, the good news is that we have highly effective treatments for children and teenagers suffering from anxiety disorders.


What are the different types of anxiety disorders and their warning signs?

Anxiety disorders are sometimes invisible to parents—and even health care professionals—because children rarely articulate their anxiety. Instead, they often present with physical symptoms such as stomachaches, headaches, and dizziness, or they refuse to engage in academic, extracurricular, or social activities, complaining they don’t feel well. If you notice these warning signs, we recommend having your child’s medical symptoms assessed. If your pediatrician or family physician can’t find a physiological cause, your child may be suffering from an anxiety disorder. In older children, parents may focus on more obviously concerning behaviors such as drinking and drug use or what appears to be oppositional and defiant behavior, all of which can point to an underlying anxiety disorder. Apart from these symptoms, there are also other, subtle behaviors that suggest different types of anxiety disorders, and it’s important to remember that children can have more than one kind of anxiety disorder at a time. Below we’ve outlined the various disorders in more detail. Again, we cannot emphasize too strongly: if you are observing some of these behaviors in your child, talk to their primary care doctor as soon as possible and ask if your child should be referred to a mental health professional experienced in diagnosing and treating children and adolescents.

Separation Anxiety

As we’ve discussed above, separation anxiety tends to emerge first among the other anxiety symptoms because it relates to an early developmental milestone: being away from a parent or caregiver. It is entirely expected that a baby or infant may cry when left with strangers for the first time. With practice being apart from parents and increased familiarity with new people, this behavior generally disappears. Some toddlers, however, like Jack, adamantly resist being left alone with even familiar babysitters or relatives and don’t settle with soothing and distraction. These children are described as having a separation anxiety disorder. For these kids, starting day care or kindergarten can mean tortured months of crying, tantrums at the entrance, and clinging to parents. Older children can experience separation anxiety, too. For example, a ten-year-old may not be able to cope with sleeping over at a friend’s house, an overnight school trip, or summer camp, and if his parents go out for an evening, he may call them multiple times. Separation anxiety can also reemerge in adolescence, manifesting in physical symptoms such as chronic headaches, fatigue, stomachaches, dizziness, and poor school attendance. The longer that anxious children are away from school, the harder it is to help them return. So, if your child is absent from school on a regular basis, he should be seen by a health professional as soon as possible to rule out both a physiological cause for his symptoms and an anxiety disorder.

Social Anxiety

Many children—and adults!—are shy and take a while getting comfortable with new people. With time, shy children will relax and enjoy the company of others. In contrast, socially anxious children find the prospect of others’ judgement horrifying and consistently avoid situations where they believe they may experience criticism or embarrassment. A child with social anxiety will generally experience giving a class presentation as nerve-racking, ordering food in a restaurant or approaching a salesperson for help as excruciating, and meeting new people as agony. They may spend hours wondering what to wear the next day to school or rehearsing comments to peers because they are afraid of being mocked. As children get older, untreated social anxiety may contribute to missed days from school, isolation from other children, and an unhealthy desire to stay as close to home as possible.

Generalized Anxiety Disorder (GAD)

Generalized anxiety disorder describes children who worry about their day-to-day activities and events during many of their waking hours. GAD typically emerges in preschool children, but it can also develop in school-age kids and adolescents. Children with GAD feel physically keyed up and tense. They stress about all the things that could go wrong in their day, in the future, and in the wider world. In some cases, their worries may overlap with separation anxiety and focus on loved ones being in danger. Younger children are sometimes unable to name what they are feeling, but as mentioned, they may complain of frequent stomachaches and headaches that have no physiological cause. Other children become convinced that they have a terrible illness and that every bodily twinge is a harbinger of doom.

Panic Attacks

When adolescents become overwhelmed by their anxiety, they experience panic attacks. They have heart palpitations, shortness of breath, dizziness, light-headedness, numbness, tingling sensations, and an intense fear that something terrible is happening to them. In extreme versions, children can faint or vomit. Over time, specific situations can trigger these panic attacks and, like social anxiety, lead to a fear of leaving the house and avoidance of public spaces and crowds, also known as agoraphobia. While young children can have panic attacks, it’s typically in adolescence that they manifest as a panic disorder that interferes with their social and educational milestones.


Post-Traumatic Stress Disorder (PTSD)


While post-traumatic stress disorder isn’t considered an anxiety disorder but rather a response to a terrifying life event or experience, we want to mention it here because in recent decades, many parents have expressed their concern about the extent to which children are exposed to traumatic events through the Internet and social media and have wondered what they can do to minimize their child’s risk. There is also some overlap between treatments for PTSD and certain anxiety disorders.

PTSD is caused by a child’s having direct involvement with, or simply witnessing or learning about, a potentially life-threatening event such as serious car accidents, house fires, terrorist attacks, mass shootings, natural catastrophes, and emotional, physical, or sexual abuse. Children with PTSD will experience nightmares, intense memories (so-called flashbacks, where they feel as though they are reliving the event), and a hypersensitive arousal response characterized by irritability, outbursts, recklessness, disturbed sleep, and problems concentrating. They may also experience memory problems and express negative, exaggerated beliefs about themselves, other people, and the future—for example, saying things such as “What happened was all my fault,” “I can never trust anyone,” or “I’ll never be free of this and achieve anything in my life.” Sounds or visual cues or smells that evoke the traumatic event startle them, and they frequently go to extreme lengths to avoid any reminders of the trauma. They may isolate themselves and disengage from activities they enjoyed previously. Younger children may repetitively re-create the traumatic event in their play.


Obsessive-Compulsive Disorder (OCD)


Obsessive-compulsive disorder describes children who experience intrusive and repetitive thoughts—obsessions—that they are unable to get rid of even though they know the thought does not make sense and is causing them great distress. Many, but not all, sufferers try to deal with these thoughts through repetitive ritualized behaviors—compulsions—that initially soothe them: for example, Jack’s excessive washing. But when these compulsions inevitably fail to continue to alleviate the distress caused by the obsessions, they become part of a torturous cycle of ever-increasing and desperate repetition.

Like PTSD, OCD has recently been reclassified as its own category of disorder, but we have included it in this chapter because it continues to be referred to and treated by many mental health professionals as an anxiety disorder. What’s more, therapy and medications used to treat anxiety disorders can also be effective for treating OCD, with some modifications.

Other Anxiety Disorders



	Disorder

	Description

	Examples




	Phobias

	While many children have fears, if they are unable to overcome their fear after reaching an age when they would be expected to outgrow it, then their fear may have become a specific phobia.

	
• needles

• the dark

• heights

• storms

• clowns

• dogs

• snakes

• insects





	Body-focused repetitive behaviors (BFRBs)

	These occur when children with anxiety or OCD, and sometimes other diagnoses, habitually “groom” a part of their body to soothe themselves to an extent that becomes harmful. You may think that most people have these types of habits, but children with these diagnoses exhibit behaviors that cause distress or impairment and that prevent them from enjoying and participating in their day-to-day activities. In severe cases, these behaviors can lead to baldness, a lack of eyelashes and eyebrows, or skin wounds that require medical intervention.

	
• hair pulling (trichotillomania)

• skin picking (excoriation)

• nose picking

• nail biting

• lip biting

• cheek biting







What are the risk factors for developing an anxiety disorder?

Risk factors for psychiatric disorders, including anxiety disorders, can be environmental, biological (including genetic), and psychological.

Environmental Factors

Earlier, we mentioned some possible explanations for why anxiety disorders appear to be on the rise among children and young adults. Social media and electronic devices are also a big part of that conversation. Some clinicians believe that alarming news about terrorism, climate change, violence, economic instability, and global unrest—now accessible to children through their phones, tablets, and computers—combined with the adverse impact of those same devices on their sleep and physical activity patterns, have contributed to real increases in childhood anxiety. In the past decade, these devices have disrupted our day-to-day routines by allowing work to intrude into what has historically been family time. Social media has exposed children not just to cyber bullying but also to a mentality of comparison, whether that’s between peers or with celebrities.

The last thing we want to do is make parents think that they are the cause of their children’s anxiety, but we would be remiss not to mention the popular belief that some parenting styles, colloquially referred to as “helicopter” and “snow-plough” parenting, shield children from danger and disappointment at the expense of developing independent coping skills, something that becomes apparent when the child leaves home for the first time or goes off to college or university. While parenting styles are notoriously difficult to generalize about, given the impact of culture, environment, and one’s own parenting experience, we do have concrete evidence that parental attitudes and behaviors can have a direct impact on reducing a child’s anxiety.

This is good news, because it means there’s a lot you can do to exert a positive influence on your child’s mental health. For a study of an online family-based intervention targeting parents of children who had an increased risk of developing an anxiety disorder based on their temperament, researchers encouraged the parents to help their children to problem solve by exposing them to whatever made them anxious—thus fostering independence instead of encouraging avoidance. The study found that the children of parents engaged in the program were significantly less anxious than those who were not offered the intervention.5

Most parents know this from experience. A nervous child looks to us for validation that a new activity or experience is safe. If we demonstrate confidence in our child’s ability to succeed at a pursuit, often our faith ensures his participation. If, on the other hand, we look nervous and encourage our child to “be careful” or let him avoid an experience, we have sent two messages: one, that the new experience is potentially dangerous; and two, that we don’t trust him to manage it safely. Inevitably, we will waver occasionally when our child is distressed and begs to be allowed to stop whatever is causing anxiety, but if, for the most part, we encourage our kids to face their fears, then we are doing our job as parents.

Biological and Psychological Factors

Research suggests that our genetic background plays a part in whether our children will develop an anxiety disorder. How we respond to fear—and our likelihood of having an unhealthy response—runs in families. For example, people with first-degree relatives (a parent, child, or sibling) with OCD have an increased risk of developing the disorder themselves, particularly if their relative developed it as a child.6 In addition, studies of biological twins show that anxiety disorders run in families because of the shared genetic background rather than some form of learning.7, 8

Additional research suggests that anxiety disorders are more common among young children with certain types of temperaments; for example, boys and girls whom mental health professionals describe as “slow to warm up” or behaviorally inhibited. These children are cautious in new environments; hesitant to approach and respond to strangers; rarely initiate social contact on their own, even when they know the person; and frequently reject social overtures from other children. Like children with overt anxiety disorders, children with these behavioral inhibitions have heightened levels of a hormone called cortisol, which is part of our stress response system and plays a significant role in activating and suppressing specific physiological functions that allow us to mount an optimal fight or flight response. When facing new situations, children with behavior inhibition exhibit greater physiological arousal—marked by increased heart rates, dilated pupils, and muscle tension, among other effects.9 Interestingly, not every child with behavioral inhibition or a “slow to warm up temperament” will develop an anxiety disorder. This points to the complex relationship between genes, temperament, and environment that produces these disorders, and reinforces how parents engage with their child can have a positive impact. We’ve outlined below what parents can do to prevent risk from becoming reality.

What can parents do to prevent anxiety disorders?

Ellie’s and Dan’s different approaches towards Jack illustrate what many parents of children with anxiety grapple with. While Ellie wants to comfort Jack when he gets stuck in his compulsions, Dan prefers to draw a hard line. The answer lies somewhere in the middle. We recommend that moms and dads teach children to problem solve and to ask for help when faced with anxiety rather than allowing them to avoid stress. In this way, parents offer empathy and concrete support but also show their children that their anxiety can be overcome. While OCD symptoms may not be completely preventable, given their strong heritability, we know that parents who challenge their child to disengage from compulsive behaviors are more likely to help decrease the frequency and intensity of his or her symptoms.

Below are some strategies that you can employ to minimize the risk of your child’s anxiety snowballing into a disorder. Since multiple factors contribute to your child’s symptoms, you may implement all these strategies and still have a child with significant residual anxiety—and that is by no means your fault as a parent. Regardless, useful interventions will help you and your child to manage whatever level of anxiety you are both dealing with.


	Convey confidence in your child’s ability to overcome her anxiety.

	Encourage her to problem solve and address her fears.

	Teach her that avoiding anxiety-provoking triggers doesn’t eliminate the fear of them. Remind her that facing her anxiety head-on is usually better than experiencing constant fear—and that anticipatory anxiety is always worse than facing the anxious situation itself.

	Talk to your doctor if your child is on a medication that may be contributing to anxiety, such as some asthma puffers and medicines for a condition that we will talk about later in the book, attention deficit/hyperactivity disorder (ADHD).

	Make sure your child gets daily physical activity and a good night’s sleep and also avoids caffeine, which can contribute to anxiety.

	Minimize your child’s exposure to social media and the news. Separating a child completely from her social group can increase anxiety, so monitor both the quantity and quality of your child’s Internet use.

	Ensure that your child has good loving relationships within your family and feels comfortable asking you for help.

	Don’t shame your child for feeling anxious; normalize it and emphasize that anxiety shouldn’t prevent her from experiencing activities.

	Try not to get emotional when your child resists facing her anxiety. We know this is easier said than done, but if your child is already agitated, the calmer you can be, the better.



If you are concerned about your child’s level of anxiety, we encourage you to seek professional help. Early and effective treatment can help minimize some of the negative outcomes associated with persistent childhood anxiety disorders in later life, such as chronic anxiety; depression; substance use disorders; interpersonal, financial, and educational difficulties; and, worst of all, an increased risk of suicide.10 It is also true that it is never too late to intervene. Below we return to Ellie, Dan, and Jack, and walk you through what is involved in getting a professional assessment for a child who, despite your best efforts, suffers from debilitating anxiety. Then we describe the effective treatments available for your family.

Reaching a Diagnosis

At the appointment with their pediatrician, Ellie, Dan, and Jack are handed simple questionnaires for each of them to fill out and others to give to Jack’s teachers. Next, they are referred to Dr. Monique Tremblay, a child and adolescent psychiatrist at their local hospital, for an assessment. After a four-month wait, they meet with Dr. Tremblay and Dr. Azad Singh, a senior psychiatry resident working with her. After introductions, some small talk, and general questions about Jack’s symptoms, through which Jack has remained silent or responded, “I don’t know,” Dr. Tremblay explains that the plan is for Jack to go with Dr. Singh to answer some questions on his own.

Jack looks over at Ellie pleadingly. “I don’t want to.”

Ellie wants to console him, but before she can respond, Dan says, “Off you go, Jack. We’ll be right here.”

When Jack doesn’t move, Dr. Tremblay says, “Jack, as we’ve been discussing, your pediatrician has noted that you are struggling with a lot of worries. I know it’s hard to do things apart from your parents, but we want to talk to both of you privately to get a better sense of what may be causing you to worry and what may help. After you and Dr. Singh have finished talking, he’ll bring you back here to join us.”

Jack looks to Ellie. The angry expression on his face cuts her deeply, but he turns and follows Dr. Singh out of the room.

“Tell me,” Dr. Tremblay begins. “How long Jack has been struggling with these behaviors?”

“Jack has always had little quirks and challenges, especially at school, but they’ve gotten a lot worse in the last year.” Ellie looks over at Dan as she speaks, hoping he agrees with her description.

“Do you have any idea if anything might have triggered that?”

Dan speaks, his voice measured and calm. “We think it really started when Ellie’s dad, Chris, was hospitalized for pneumonia. The underlying issue was lung disease from heavy smoking, but Jack heard a lot about his grandad having an infection that made it hard to breathe, and when Ellie took him to the hospital to see him, Jack had to put on a mask, gloves, and gown just to go into his room. It was after Chris’s death that Jack started to obsess about germs. It’s so bad now that Ellie can’t get him to school on time in the mornings—which, as you can imagine, is pretty disruptive to her work. We’ve just been lucky her boss is as accommodating as he is.”

Ellie appreciates his use of the word we. Whatever challenges she and Dan encountered in their marriage, he has always done his best to support her.

“It doesn’t sound as though you have the same degree of difficulty getting Jack to school on time, Mr. Fulton.” Ellie’s face falls, and Dr. Tremblay turns to her. “It’s not at all unusual for a child with anxiety to have more symptoms in certain environments than others or to exhibit more distress with one parent than another,” she says gently. “And I hope you will forgive me if this sounds like stereotyping, but we often see that children share more of their anxiety with mothers than with fathers.”

“I’m glad Jack feels able to talk to me about how scared he is. But I find it incredibly frustrating that I can’t get him to do a lot of the things that Dan and Maggie are able to. It makes me feel I must be doing a terrible job.”

“You’re not, Ms. Johnson. Jack needs you both,” Dr. Tremblay says. “An essential part of Jack’s treatment will be the two of you working together to provide Jack with empathy and expectation—regardless of whose house he is in. But I am jumping to the finish line. Why don’t you tell me about Jack’s behavior as a younger child with other children and in new situations?”

Ellie talks about Jack’s difficulties starting in kindergarten. He had never gone to day care as she had been home pregnant with Ethan. She did take both boys to activities in the neighborhood, but Jack always wanted to stay close to her rather than join the other children sitting on the mat or playing a game. “Ethan was different, right from the beginning: friendly, outgoing, loved kindergarten from day one. It’s hard to believe they’re brothers sometimes.”

Dr. Tremblay nods and makes a few notes. “Anxiety has high ‘heritability.’ In other words, it runs in families because of genetic factors. Is there anyone in your family who struggles with anxiety or has been diagnosed with an anxiety disorder?”

“I struggle with anxiety,” Dan says.

Ellie is shocked. Her ex-husband has always been cautious, but she would never have said he had an anxiety disorder.

“I was a lot like Jack as a kid,” Dan continues. “But having three older brothers, I was forced to get over my fears. I had to eat what they ate, meet all their friends, play sports on their teams. I grew out of my shyness by second or third grade. There’s a lot of things that still make me anxious, though.”

Dan goes on to describe some of his behaviors: long lists of tasks pinned around the house; a clean, organized workroom; a habit of incessantly counting syllables and steps. As he talks, Ellie thinks back to how many of the arguments in their marriage revolved around her irritation at his extreme attention to detail and his annoyance about her impulsiveness. She realizes now that Ethan is much more like her, and Jack like Dan. No wonder he is able to manage their son’s anxiety so much better.

“Have you ever had treatment, Mr. Fulton?” Dr. Tremblay asks.

“Yes, my wife, Maggie, made me see a psychiatrist a couple of years after we got married. I started medication and did some therapy, both of which have helped a lot.”

Ellie feels a stab of remorse at not being more aware of Dan’s struggles when they were married but then reflects that with two children under five, they had both been in survival mode, with not enough energy left over for each other.

She smiles at her ex-husband now. “Thank you for sharing this. It makes me hopeful for Jack.”

Next, Dr. Tremblay walks Dan and Ellie through the results of the various questionnaires they, Jack, and his teachers had completed prior to the appointment. Jack’s responses suggest that he may have both social anxiety and obsessive-compulsive disorders, which Dr. Tremblay and Dr. Singh will confirm or dismiss in their assessment today. The good news is that Jack did not score highly for depression or attention problems.

“You both noted that he exhibits oppositional behaviors, but his teachers did not,” Dr. Tremblay says. “You both described his oppositional behavior manifesting as a compulsion to complete the rituals he believes will calm him.”

She tells them that the fact that Jack’s teachers don’t see this behavior is a good sign, explaining, “It means he has enough self-control outside your homes, which is a sign of strength. It also means he has a good understanding of expectations at school and enough self-esteem that he doesn’t want to embarrass himself in front of his classmates and teachers. But he’s likely exhausted when he gets home, which is why he lets loose then.”

“So you’re saying that home is his release valve,” Ellie says. “But we need to find other ways to help him relax that don’t involve his rituals.”

“Exactly.” Dr. Tremblay nods. “Once Dr. Singh returns, we’ll know more, but I think it’s safe to say that Jack is suffering from OCD.”

As serious as the diagnosis is, Ellie feels hopeful that they’re closer to getting their son the help he needs. “What can we do?”

“A lot. I’m going to refer Jack to our OCD team, which uses a cognitive behavior program that has been adapted for his age group and has proven to be quite effective.” She hands each of them a pamphlet. “There is also a parents’ group where you can learn strategies to help teach Jack how to resist his compulsions.”

“Should Maggie join, too?” Ellie asks.

“It sounds like Maggie has been a big support for Jack,” says Dr. Tremblay.

Dan smiles at Ellie. “She’ll want to come. She hates seeing Jack in distress. And my brother can look after Ethan during the sessions.”

Ellie feels a wave of gratitude. Dr. Tremblay is right. Having Dan and Maggie to help is a huge boost.

“What about medication?” Dan asks. “It’s been a life changer for me.”

“Good question. Generally, unless the OCD symptoms are severe, we try cognitive therapy on its own first. We can absolutely add a medication if we get a sense the therapy won’t be enough on its own, but given that every medication has potential side effects, and Jack is still pretty young, it is entirely reasonable to first see what therapy can do.”

Dan nods.

“And remember, as parents, you need to take care of yourself, too. Maintaining your own health is one of the most important things you can do to support your child.”11

At that moment, Dr. Singh returns with Jack. He passes his notes to Dr. Tremblay.

“How was that, Jack?” Dan asks.

“It was okay. The questions weren’t hard.”

After Dr. Tremblay flips through Dr. Singh’s assessment, she smiles at the family. “It looks like Jack is in good health. His pediatrician already ruled out potential medical causes for his anxiety. There’s no need for more blood work.” Dr. Tremblay explains that since there is no family history of heart disease, and Jack hasn’t reported feeling faint or experiencing his heart racing or skipping beats when he is anxious, he does not require an electrocardiogram.

Jack is relieved. “I hate needles and tests. I’m glad I don’t have to do any.”

“I am, too.” Dr. Tremblay looks at Jack as she continues. “Jack, I’ve been talking with your parents about you coming back to our clinic to learn how to manage your anxiety—you in a group with other children who struggle with similar issues, and your parents with other parents. Your parents have said they are all in. What about you?”

Jack tenses when the psychiatrist mentions the other children. But then he says, “I can do that. Dr. Singh said that’s probably what we would do. He said it will help me.”

The small flicker of hope that Ellie felt earlier is growing into a flame.

What are the treatments for anxiety disorders?

As the vignette above shows, treatment for anxiety disorders is multifaceted, involving therapy and sometimes medication, but it always begins with educating parents and their children about anxiety. Treatment also includes behavioral interventions such as working with children and families to ensure that the child’s sleep, nutrition, and level of physical activity support rather than hamper mental health. Dr. Tremblay’s recommendation of cognitive behavior therapy for Jack, accompanied by education and support for his parents, is the most commonly recommended treatment for all kinds of childhood anxiety disorders, and the one with the most evidence to support it. It generally forms the core of a treatment plan for anxiety and OCD.12, 13


Cognitive Behavior Therapy (CBT)


Cognitive behavior therapy is a type of psychotherapy that helps children look at the links between their thoughts, feelings, and behaviors. A typical CBT session might involve asking the child to identify what makes him anxious—“germs”—and explain why he thinks that. Then the therapist helps the child look at how that specific thought makes him feel—“scared”—and how it affects his behavior: “I wash my hands constantly, which means I’m late for school and slow getting my homework done, which means I get into trouble and feel more anxious.” Through education, skill building, and “homework” tasks, CBT helps parents and their child understand what their anxiety is and teaches them coping strategies such as relaxation training and diaphragmatic breathing to manage some of the physical manifestations of anxiety.

For children like Jack who suffer from OCD, CBT treatment would encourage him to face triggers for his anxiety or compulsions through an approach called progressive desensitization, or gradual exposure to his fears. This is obviously a frightening concept at first, so therapists recommend starting small, by (1) simply imagining the trigger, then over time (2) working up to seeing a picture of the trigger, then (3) acting out a pretend scenario, and, finally, (4), undergoing the actual challenge. For example, a child like Jack, who is convinced that he will become contaminated with germs if he doesn’t wash his hands every ten or fifteen minutes, will be educated about how the body needs certain types of germs. Then he will be encouraged to touch what he considers “germophobic” items—from a plate to a doorknob to something truly terrifying to him, such as a toilet handle—without washing his hands, all while practicing anxiety reduction strategies. In our experience, we find progressing gradually like this helps both children and their parents build confidence and create realistic plans for managing anxiety during exposure. It also allows them to accept setbacks and frustrations along the way and to keep trying, so that they stay with therapy and don’t relapse fully.14

The key to effective treatment is ensuring that both children and parents understand the dangers of avoiding the things that make the child anxious: not going to school, not sitting for tests, not taking swimming classes. For a child with OCD, the danger lies in what is called accommodating obsessive-compulsive rituals, where parents allow their children to organize their lives around their rituals, rather than encouraging them to resist their compulsions. This core tenet of CBT for OCD is called “exposure and response prevention,” or ERP. While ERP may be used as a component of CBT for other anxiety disorders such as specific phobias, it is an essential part of treatment for OCD, where accommodating a child’s rituals only exacerbates the problem.15 This is especially important for parents like Ellie, who struggle to resist their child’s panicked pleas, to understand.

Many treatment programs for childhood anxiety disorders incorporate group therapy so that children can be with and receive support from other kids who struggle with similar issues. And the same goes for parents. In our experience, group programs for parents of children with anxiety disorders encourage collaborative problem solving between parents and provide them with extra support and assurance that they are not alone. Parents have told us that it is often helpful for these groups to have a professional facilitator who can provide factual, accurate information in addition to ensuring that all participants find the emotional support they need.

CBT can be modified for children of different ages, and in some instances, a therapist will work with parents and younger children together; in others, children and parents are seen separately. For older children, figuring out the appropriate amount of parental involvement in therapy can be challenging. Children may have an unrealistic sense of their ability to cope on their own or may resent parental support and see it as pressure. Negotiating parental involvement with the help of a therapist is essential, as is respecting the confidentiality of the therapist-patient relationship. Years of working with parents and their children have taught us that if your teen doesn’t want you to be involved in his treatment, the most successful strategy is usually to offer him independence initially—if safe to do so—with the agreement that if he finds himself unable to overcome the disorder on his own, you will then be invited to participate.

We don’t yet have definitive research about exactly how many sessions of CBT therapy are required to support recovery, but the average treatment is twelve sessions. We do know that anxiety disorders tend to have a waxing and waning course, so we recommend that children and their parents think of treatment in episodic terms, and to include booster therapy sessions at times of increased stress. Naturally, there is no guarantee that your child will never again experience anxiety after treatment. But his and your continuing to practice CBT at home significantly reduces the risk of his anxiety impairing his ability to function.16

Acceptance and Commitment Therapy (ACT)

Some therapists are exploring the effectiveness of mindfulness therapies for anxiety, including a variant called acceptance and commitment therapy.17 Mindfulness therapies focus on the child learning to accept his or her present experience rather than becoming anxious about being anxious and to move beyond those challenging circumstances. Studies on the effectiveness of mindfulness and ACT are relatively new, but both are worth considering as supplemental therapy or if your child finds CBT doesn’t work for her.

Medications

Despite research that the most effective treatment for generalized anxiety, separation anxiety, and social phobia is a combination of CBT with medication,18 most patients and their parents opt to try therapy before progressing to medication. For children, particularly older kids, who don’t respond to therapy alone, we recommend trying medication sooner rather than later, given what we know about the risks to a child’s development and mental health from an untreated or partially treated anxiety disorder.

Because anxiety is a response triggered by our brains, there has been a lot of research into which medications can help manage the body’s natural stress response by altering the balance of the brain’s chemical messengers that mediate our emotional responses, including our perceptions of and responses to fear. Note that when health care professionals refer to medications, we try to use their generic names to avoid influencing patients to buy brand or trade name drugs that may be more expensive. For example, acetaminophen is the generic name for the pain reliever Tylenol.

–> Serotonin-Selective Reuptake Inhibitors

You’ve likely heard of selective serotonin reuptake inhibitors, or SSRIs, of which fluoxetine (Prozac) and sertraline (Zoloft) are the most well known as treatments for depression in adults, children, and adolescents. In children and adolescents, SSRIs are actually more effective for treating anxiety.

Serotonin is a natural chemical involved in regulating mood, appetite, memory, and learning, among other physiological functions, and a neurotransmitter, which means that as it is released and absorbed in our bodies, it helps different cells within our central nervous system communicate with one another. SSRIs block this neurotransmitter from being reabsorbed by cells, which in turn leads to more serotonin circulating in the brain, central nervous system, and other parts of the body. SSRIs generally take a few weeks to build up to their full effect, and we tend to keep children who have had a good response to SSRIs on them for at least nine to twelve months after they feel better, as studies have shown that there is a greater chance of relapse when children are taken off them earlier. We also recommend tapering off during the summer months, when children are often less stressed by the academic and social pressures of school.

There are other SSRIs—citalopram (Celexa), escitalopram (Lexapro), and fluvoxamine (Luvox)—but fluoxetine and sertraline have the longest track records and have the most research supporting their use in children and adolescents. No SSRIs have been formally approved by Health Canada for use in children—likely because the available research on SSRI use in children lags behind adult research—but their careful use has been endorsed by both the Canadian Paediatric Society and the Canadian Academy of Child and Adolescent Psychiatry.19, 20 In the United States, escitalopram, fluoxetine, fluvoxamine, sertraline, and an older medication called clomipramine (Anafranil), which is from a different class of medications known as tricyclic antidepressants, have been approved for pediatric depression or OCD by the US Food and Drug Administration, or FDA.

As Dr. Tremblay mentioned above, SSRIs do have potential side effects, including nausea, headache, diarrhea, either sleepiness or trouble falling asleep, dry mouth, dizziness, blurred vision, and, importantly for some older adolescents, difficulty becoming sexually aroused. While these symptoms tend to improve on their own, children and adolescents appear to be more sensitive than adults to side effects, so make sure you discuss them with your doctor.

More significantly, some children and adolescents are more likely to experience what is called an activation syndrome, where they feel on edge, agitated, and extremely anxious on the medication—some have described this sensation as wanting to jump out of their skin. In some patients under twenty-five, SSRIs have been associated with new thoughts of self-harm and suicide, although there are no reported cases where a suicide attempt has actually occurred as a result of a child or adolescent taking an SSRI. While these unwanted side effects are obviously disturbing to read about, they are no more common or unsettling than the risks associated with a number of over-the-counter or commonly prescribed medications that we take without much thought. Adverse events can be minimized by starting with low doses, increasing them very slowly, and scheduling a doctor’s appointment every one to two weeks while the dose is being increased to ensure that your child is tolerating the medication. Having said that, the use of psychiatric medicine is always a risk-versus-benefit discussion. For example, does the potential harm to the child’s health and happiness if the disorder goes untreated outweigh the possible risks of using the medication? In general, we don’t propose medications as first-line treatments unless by the time we meet a child and her family other educational, behavioral, and psychotherapeutic interventions have been tried with insufficient positive effect or the child’s symptoms pose an emergency.

–> Benzodiazepines

The names diazepam (Valium), lorazepam (Ativan), and alprazolam (Xanax) will likely sound familiar. They belong to a class of medication called benzodiazepines, which can provide immediate relief for anxiety disorder symptoms, but we recommend against their use in anxious children and adolescents because they can lead to physical dependence, are likely to interfere with children’s cognitive and motor skills that are essential for success in school and sports, and may cause disinhibition and mood swings. Outside of an emergency or surgical setting, there is rarely a reason for them to be used.


After Treatment

It’s been ten months since Jack’s diagnosis. Ellie leans back in her lounge chair, her hat low on her forehead, watching Jack and Ethan play in the shallows of the warm August lake water.

“You look relaxed,” Ellie’s friend Sheila says. “Last summer, Jack wouldn’t go in the water. Remember? He said it was dirty.”

Ellie smiles at Sheila, who has provided so much support over the past few years.

“Jack’s been such a star,” she reflects. “Honestly, I think I’ve had a harder time using the CBT strategies than he has. One night a few weeks ago, Jack reminded me that he didn’t need me to wash my own hands before touching him anymore. ‘Mom, I can confront my fear,’ he said. The psychiatrist is pretty sure he doesn’t need medication—at least not at this point, given how well he’s responding to therapy. We have therapy sessions scheduled until the end of the month, but after that it’s on an as-needed basis only. And if the obsessive-compulsive symptoms reoccur, at least now we’ll know what to do.”

Jack comes out of the water, dripping, and approaches Ellie to grab his towel. He wears a familiar worried expression. “Mama, Ethan says sometimes people pee or even poo in the lake. Do you think that’s true?”

“Peeing, yes, but it’s not an issue. I doubt anyone poos, but even if they do, it’s a big lake, and there’s lots of rain up here. There’s no need to worry that the lake isn’t clean.” Ellie looks at him seriously. “Jack, I think OCD is bothering you. Am I right?”

He looks down. “A little.”

Before, Ellie would cradle him in her arms and not force him to go back into the lake, but now she knows better.

“Should we tell OCD to be quiet so you can enjoy your holiday?”

Jack pauses, clearly wavering.

“You’ve got this, Jack. Off you go. And once you’ve squeezed OCD back into shape, we’ll go into town and get ice cream.”

Her son smiles at her. “You’re right, Mama.” He runs back towards the lake, yelling, “Ethan, you’re a wuss! No one cares about pee in the lake! Race you to the end of the dock!”

Sheila pats Ellie’s hand. “Well done, my friend.”

“He’s come a long way, hasn’t he?” Ellie says.

“You both have.”
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