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Introduction

Fear is a normative, adaptive emotional response to

perceived threats in our lives. Fear responses include
physiological manifestations such as increased heart

rate and fast breathing, as well as behavioural

manifestations such as fearful expressions or crying.

These responses serve as important adaptive functions
to promote “fight or flight” responses and protective
behaviours towards threats. Normative fear follows a
well-defined developmental trajectory that is preserved
across cultures: stranger anxiety emerges at around nine
months old, while separation anxiety occurs in the first

year or two in life.

Anxiety disorders can be distinguished from normal fear
and anxiety based on high levels of distress and
functional impairment."? Children may exhibit different
presentations from adults. Preschoolers may present
with crying, anger, avoidance, freezing, clinging, or even
tantrums. Impairment can take several forms including
high levels of distress, avoidance of important activities
such as school or peer interactions, and disruption of
family functioning. A variety of somatic symptoms such
as headaches and gastrointestinal disorders may also

be observed.

Prevalence

Anxiety disorders are regarded as the most prevalent
psychiatric illnesses during the preschool period and
across the lifespan. The prevalence of anxiety disorders
in preschool children is reported to be around 10-20%.3-°
Such a wide variation may be associated with
geographical location and demographic differences
between study samples. A local questionnaire conducted
by the City University of Hong Kong between 2013 and
2014 showed that 16% of children in Hong Kong have
anxiety levels above the normal cut-off.”® The median
age of onset from retrospective studies is reported to be

around six years old.”12

DSM-5 defines anxiety disorders as “disorders that share
features of excessive fear and anxiety and related
behavioural disorders”.'®* Diagnostic criteria in DSM-5
are available for 11 anxiety disorders, one with eight
subcategories.” Among them, the four most common
anxiety disorders experienced in the preschool period
are separation anxiety disorder, social anxiety disorder,
generalised anxiety disorder, and specific phobia.™
Studies have shown that anxiety symptoms in
preschoolers tend to cluster into specific categories as
described above, which supports the use of different
diagnoses rather than a single non-specific diagnosis of

“anxiety disorder” 3415



From 2013 to 2022, 4,191 children were diagnosed with
anxiety problems or disorders in our service. The data for
each year was rather stable and consistent throughout
the years. Most of the referrals (around 65%) were from
Maternal and Child Health Centres, whereas the
remaining were from Hospital Authority or the private
sector. Their ages ranged from 2 to 12; 74% of them
were aged four to seven when their anxieties were
assessed. The ratio of boys and girls was 51:49. The
results closely resembled the results of the questionnaire
survey in a study conducted by the City University of
Hong Kong in 2014 with a slightly higher percentage in
boys (17.3%) than in girls (16.2%).

Assessment and diagnosis of clinical disorders involves
the use of structural screening instruments, checklists,
and questionnaires as well as clinical and psychiatric
evaluation. General social-emotional  screening
instruments may include the Strengths and Difficulties
questionnaire’® and the Child Behaviour Checklist."”
Meanwhile, screening tools for anxiety may include the
Spence Children’s Anxiety Scales, the Preschool Anxiety

Scale, and the Selective Mutism Questionnaire.

Clinical and psychological evaluation focuses on the
frequency, severity, onset, duration of physical signs and
symptoms; as well as the degree of associated distress,
functional impairment and developmental deviations.
Special attention should be given to distinguish clinically
significant anxiety from everyday worries and fears,
which are common to human experience and normative
in specific developmental stages. Diagnostic interviews
can be conducted, which include parents, guardians,
and teachers, not to mention the use of multiple
age-appropriate assessment techniques may also be
used, such as direct and indirect questioning, interactive
techniques, symptom rating scales and behavioural

approach tests.

Comorbidities are common among children with anxiety
disorders. Children with anxiety disorder are more likely
to have other psychiatric disorders. Research findings
revealed that up to 30-50% have comorbid non-anxiety
psychiatric disorders, including depression, Attention
Deficit Hyperactive Disorder (ADHD), and Oppositional
Defiant Disorder (ODD)."® According to our data as
shown in Table 1, childhood anxiety also commonly
co-occurs with language problems, attention-related
problems, and Autism

word-learning  problems,

Spectrum Disorder features.

Table 1 Developmental Problems Comorbid with Anxiety

2013-2022 2022

4,191 cases 328 cases
Language problem 36% 40%
Attention-related problem 36% 36%
Word-learning problem/dyslexia 22% 24%
Autistic features/autism spectrum disorder 18% 22%
Borderline intelligence/intellectual disability 19% 18%
Motor problem 14% 16%
Negative mood/depressed mood problem 2% 2%
Family issues 16% 19%

Out of the 328 newly diagnosed anxiety cases in 2022
(Table 2), 84% of these children had at least one another
developmental or psychiatric problem. 34% had one,
30% had two, and the remaining 20% even had three or
above. Although only 2% of them were simultaneously
noted to have negative mood or depression during the
assessment, clinicians should bear in mind the
heterotypic continuity between childhood anxiety and

early adolescent depression.'®

Table 2 Number of Comorbid Problems among Cases
Assessed in 2022

Anxiety problem/disorder only 16%
1 other developmental problem 34%
2 other developmental problems 30%
3 other developmental problems 16%
4 other developmental problems 4%

In our evaluation, we also take into account family-based
factors that play an important role in determining risk for

childhood anxiety, likely through a combination of genetic



and environmental influences. Parental history of
internalising disorders may be hereditary and manifested
in parenting styles which may in turn influence the
child’s vulnerability to develop anxiety. Furthermore,
socioeconomic status, family structure, and life stressors
play a part in the environmental risk factors for childhood
anxiety disorder.' Children in single-parent families were
found to report significantly more anxiety symptoms than

children in intact families.°

In our clinical interviews with the parents, 16—19% of the
children were noted to have family members with
developmental or psychosocial problems. A number of
their siblings have other developmental or psychiatric
disorders, including Attention Deficit Hyperactivity
Disorder, Autism Spectrum Disorder (ASD), Dyslexia, or
Oppositional Defiant Disorder. Some parents have
anxiety, depression, substance abuse, or other problems.
In addition, the families may be facing marital discord,

financial difficulties, or psychosocial hardships.

A body of research from 2021 shows that the prevalence
of depression and anxiety symptoms during the
COVID-19 pandemic doubled.” Yet, our number of
referrals for anxiety remains low, and this has been the
situation throughout all these years. Thus, we
investigated the 32 cases assessed to have anxiety
problems or disorders in 2022 in one of our seven
centres, Pamela Youde Child Assessment Centre (Kwun
Tong). Findings revealed that only six referrers
suspected the child to have anxiety, and another two
referrers gave some description of anxiety symptoms,
making up a total of merely 25% of the referrals. Worse
still, 41% of referrers did not even mention anything
about emotion. On the other hand, upon our nurses’
enquiries, most parents (81%) gave vivid descriptions of
the children’s emotions, behaviours, and social problems.
Although the parents did not acknowledge these
emotions or term these behaviours as “anxiety”, they
remarked that their children were shy, passive, and slow
to warm up, and that they would not speak up in front of

teachers or strangers and would cry easily. They also

noted their children as having excessive worries over

separating from or losing their parents.

Another reason for low number of referrals for anxiety
may be due to the fact that some developmental and
psychiatric conditions may give rise to symptoms similar
to those of anxiety. Among the above 32 mentioned
cases, seven were referred to our service as they were
suspected to have ASD. Assessment revealed four
cases were impressed with anxiety problems or other
disorders and not ASD, highlighting the importance of

diligent differential diagnosis.

Anxiety may have a long-lasting negative impact on
children and influence their cognitive, behavioural, and
social functions. Early assessment of anxiety, and
determining the prevalence and patterns of comorbidities,
is necessary to limit its adverse effect in later life.? The
current review of our data in the past ten years not only
provides findings that are consistent with existing
literature, but also offers valuable insights for our future

assessment and advocacy work.

Firstly, the issue of anxiety may sometimes be
overlooked by many referring clinicians and parents.
Advocacy work is needed to raise the awareness of
clinicians, and more public education of parents is
essential to distinguish between anxiety-related

disorders.

Secondly, our data shows consistent findings with the
growing evidence suggesting that anxiety is related to
other developmental disorders which may lead to
homotypic and heterotypic continuity in anxieties as the
child progresses to adulthood. Comorbidities may
heighten distress and functional impairment, and may
worsen treatment outcomes. As such, careful
assessment is essential, and at times, a review
assessment may be needed to make distinctions

between anxiety constructs.



Thirdly, certain presentations of anxiety symptoms may
be easily confused with those of other psychiatric
disorders, such as ASD. Both children with anxiety and
ASD may exhibit similar behaviours such as refusal to
greet or perform as instructed, or avoid play with others,
and are thus misunderstood as stubborn and rigid.
However the underlying reasons are different. This
reminds us the utmost importance of differential

diagnosis.?

In our data, a number of our families were noted to be
facing family problems. It is known that a child with
special needs can impose a significant amount of stress
on parents, and even on the entire family.?' Therefore,
assessment of childhood anxiety is not only an individual
assessment issue. Through collaboration with parents,
clinicians can acknowledge the families’ contextual and
socio-economic background, and explore their strengths

and difficulties with the parents.

Last but not least, only a small percentage of children
was noted to have mood problems or depression. While
knowing that anxiety disorders are more prevalent in
childhood and have an earlier age of onset than
depression, we have to be aware that the comorbidity
rates for anxiety and depression heighten in
adolescence,?*? resulting in rates of comorbidity ranges
from 10-15%. Indeed, the United States Preventive
Services Task Force recommends screening for anxiety
and depression in children as young as 8 years and 12

years old, respectively.?

The Advisory Committee on Mental Health from the
Health Bureau was established in 2017 to advise the
Government on mental health policies. It also assists the
Government in further enhancing the work of
strengthening mental health services for children and
adolescents, encompassing prevention, awareness,

early identification, school and parental empowerment,

timely interventions and treatments, and rehabilitation.
The long waiting time at our service and child and
adolescent psychiatric service of the Hospital Authority
(HA) was addressed in their first work report back in
January 2020. Besides the strengthening of manpower
of the Department of Health and HA, the Government
increased the allocation of recurrent resources to
increase the number of educational psychologists (EPSs)
and improve the EPs-to-schools ratio at those schools
with more students with special education needs (SEN).
Further expansions were also noted in the number of
places under “on-site preschool rehabilitation services”.
Coverage of Integrated Community Centres for Mental
Wellness (ICCMWs) to secondary school students with
mental health needs was expanded. To facilitate efficient
communication across various stakeholders to best
support child and adolescent mental health, the Expert
Group on New Service Protocol for Child and Adolescent
Mental Health Services was set up under the Advisory
Committee to revamp the service provision model. In
addition, the Student Mental Health Support Scheme
(SMHSS) was launched in collaboration with the
Education Bureau, HA, and Social Welfare Department
(SWD) during the 2016—17 school year. It was based on
a medical-educational-social collaboration model, to
provide support to students with mental health needs in
the school setting.?> HA's existing Child and Adolescent
Mental Health Community Support Project (CAMcom),
that facilitated early identification and intervention for
students with mental health problems, has been
integrated into SMHSS since the 2018—19 school year.
SMHSS expanded its coverage from 17 participating
schools in the 2017—18 school year to 210 schools in the
2021-22 school year. As a medical-educational-social
collaboration platform, it provides more comprehensive
and timely mental health support to students. It also
empowers schools to handle the mental health issues of

students with professional support and training.?



10.

1.

12.

13.

Gullone E. The development of normal
of research. Clin Psychol Rev.
doi:10.1016/s0272-7358(99)00034-3.

fear: a century
2000;20(4):429-451.

Beesdo K, Knappe S, Pine DS. Anxiety and anxiety disorders in
children and adolescents: developmental issues and implications
for DSM-V. Psychiatr Clin North Am. 2009;32(3):483-524.
doi:10.1016/j.psc.2009.06.002.

Egger HL, Angold A. Common emotional and behavioral
disorders in preschool children: presentation, nosology, and
epidemiology. J Child Psychol Psychiatry. 2006;47(3-4):313-337.
doi:10.1111/j.1469-7610.2006.01618.x.

Lavigne JV, Lebailly SA, Hopkins J, Gouze KR, Binns HJ.
The prevalence of ADHD, ODD, depression, and anxiety in a
community sample of 4-year-olds. J Clin Child Adolesc Psychol.
2009;38(3):315-328. doi:10.1080/15374410902851382.

Bufferd SJ, Dougherty LR, Carlson GA, Klein DN.
Parent-reported mental health in preschoolers: findings using
a diagnostic interview. Compr Psychiatry. 2011;52(4):359-369.
doi:10.1016/j.comppsych.2010.08.006.

Franz L, Angold A, Copeland W, Costello EJ, Towe-Goodman N,
Egger H. Preschool anxiety disorders in pediatric primary care:
prevalence and comorbidity. J Am Acad Child Adolesc Psychiatry.
2013;52(12):1294-1303.e1. doi:10.1016/j.jaac.2013.09.008.

Petresco S, Anselmi L, Santos IS, et al. Prevalence and comorbidity
of psychiatric disorders among 6-year-old children: 2004 Pelotas Birth
Cohort. Soc Psychiatry Psychiatr Epidemiol. 2014;49(6):975-983.
doi:10.1007/s00127-014-0826-z.

Lavigne JV, Gibbons RD, Christoffel KK, et al. Prevalence rates
and correlates of psychiatric disorders among preschool children.
J Am Acad Child Adolesc Psychiatry. 1996;35(2):204-214.
doi:10.1097/00004583-199602000-00014.

Paulus FW, Backes A, Sander CS, Weber M, von Gontard
A. Anxiety disorders and behavioral inhibition in preschool
children: a population-based study. Child Psychiatry Hum Dev.
2015;46(1):150-157. doi:10.1007/s10578-014-0460-8.

City University of Hong Kong. (2014, January 18). Parenting style
affects kids’ anxiety levels: CityU study. [Press release]. Available from
https://www.cityu.edu.hk/media/press-release/2014/01/18/parenting-s
tyle-affects-kids-anxiety-levels-cityu-study. (Accessed 5 Dec 2023).

Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE.
Lifetime prevalence and age-of-onset distributions of DSM-IV disorders
in the National Comorbidity Survey Replication [published correction
appears in Arch Gen Psychiatry. 2005 Jul;62(7):768. Merikangas,
Kathleen R [added]. Arch Gen Psychiatry. 2005;62(6):593-602.
doi:10.1001/archpsyc.62.6.593.

Merikangas KR, He JP, Burstein M, et al. Lifetime prevalence of
mental disorders in U.S. adolescents: results from the National
Comorbidity Survey Replication—Adolescent Supplement (NCS-A).
J Am Acad Child Adolesc Psychiatry. 2010;49(10):980-989.
doi:10.1016/j.jaac.2010.05.017.

American Psychiatric Association, APA. Diagnostic and statistical
manual of mental disorders: fifth edition. Washington D.C.: American
Psychiatric Association; 2013.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

Whalen DJ, Sylvester CM, Luby JL. Depression and anxiety in
preschoolers: a review of the past 7 years. Child Adolesc Psychiatr
Clin N Am. 2017;26(3):503-522. doi:10.1016/j.chc.2017.02.006.

Strickland J, Keller J, Lavigne JV, Gouze K, Hopkins J, LeBailly
S. The structure of psychopathology in a community sample
of preschoolers. J Abnorm Child Psychol. 2011;39(4):601-610.
doi:10.1007/s10802-011-9487-5.

Goodman R. The strengths and difficulties questionnaire: a
research note. J Child Psychol Psychiatry. 1997;38(5):581-586.
doi:10.1111/j.1469-7610.1997.tb01545 ..

Achenbach TM & Rescorla LA. Manual for the ASEBA preschool forms
& profiles: An integrated system of multi-informant assessment; child
behavior checklist for ages 1 1/2-5; language development survey;
caregiver-teacher report form. Burlington: University of Vermont; 2000.

Finsaas MC, Bufferd SJ, Dougherty LR, Carlson GA, Klein DN.
Preschool psychiatric disorders: homotypic and heterotypic continuity
through middle childhood and early adolescence. Psychol Med.
2018;48(13):2159-2168. doi:10.1017/S0033291717003646.

Racine N, McArthur BA, Cooke JE, Eirich R, Zhu J, Madigan S.
Global Prevalence of depressive and anxiety symptoms in children
and adolescents during COVID-19: A Meta-analysis. JAMA Pediatr.
2021;175(11):1142-1150. doi: 10.1001/jamapediatrics.2021.2482.

Steinsbekk S, Ranum B, Wichstrem L. Prevalence and course of
anxiety disorders and symptoms from preschool to adolescence:
a 6-wave community study. J Child Psychol Psychiatry.
2022;63(5):527-534. doi:10.1111/jcpp.13487.

Spratt EG, Saylor CF, Macias MM. Assessing parenting stress in
multiple samples of children with special needs. J Fam Syst Health
2007;25(4):435-449. doi:10.1037/1091-7527.25.4.435.

Fichter MM, Quadflieg N, Fischer UC, Kohlboeck G. Twenty-five-year
course and outcome in anxiety and depression in the Upper
Bavarian Longitudinal Community Study. Acta Psychiatr Scand.
2010;122(1):75-85. doi:10.1111/1.1600-0447.2009.01512 x.

O'Neil KA, Podell JL, Benjamin CL, Kendall PC. Comorbid depressive
disorders in anxiety-disordered youth: demographic, clinical, and
family characteristics. Child Psychiatry Hum Dev. 2010;41(3):330-341.
doi:10.1007/s10578-009-0170-9.

Walter HJ, Bukstein OG, Abright AR, et al. Clinical practice guideline
for the assessment and treatment of children and adolescents
with anxiety disorders. J Am Acad Child Adolesc Psychiatry.
2020;59(10):1107-1124. doi: 10.1016/j.jaac.2020.05.005.

Advisory Committee on Mental Health, Health Bureau,
Government of HKSAR. (January 2020). Work
Report of the Advisory Committee on mental health (1

December 2017 — 30 November 2019). Available from:
https://www.healthbureau.gov.hk/download/committees/acmh/work_r
eport_of ACMH_201_2019_e.pdf (Accessed 5 Dec 2023).

Advisory Committee on Mental Health, Health Bureau,
Government of HKSAR. (January 2020). Work
report of the Advisory Committee on mental health (1

December 2019 — 30 November 2021). Available from:
https://www.healthbureau.gov.hk/download/committees/acmh/work_r
eport_of ACMH_2020 2021_e.pdf (Accessed 5 Dec 2023).



Chan WM Lilian?
" Medical & Health Officer

Childhood anxiety disorders include disorders that share
features of irrational and excessive fear with related
behavioural disturbances that are developmentally
inappropriate and significantly affect achievement in
school and daily functioning." The onset of various
anxiety disorders is usually observed over different
developmental phases; for example, separation anxiety
and selective mutism usually first occur during preschool
or early school years. Overlapping of symptomatology
between anxiety disorders and comorbidity between
anxiety and other psychiatric disorders are frequently

observed.

The Diagnostic and Statistical Manual of Mental
Disorders (DSM) and the International Classification of
Diseases (ICD) are two major classification systems
widely used by mental health professionals
internationally in diagnosing anxiety disorders. Both
classification systems adopted a categorical approach to
define mental disorders based on specific features. They

have undergone review, and new editions were made.

Major Changes in t

The Diagnostic and Statistical Manual of Mental
Disorders Fifth Edition (DSM-5) was released in 2013,
and DSM-5-TR was released in 2022. Separation
anxiety disorder and selective mutism were categorised
under “Other Disorders of Infancy, Childhood or
Adolescence” in DSM-IV, and were reclassified under
“Anxiety Disorders” in DSM-5. Previously, selective
mutism was conceptualised as an oppositional
behavioural problem; the term “elective mutism” implied

that children chose to remain silent intentionally with

he Classification
of Anxiety Disorder in DSM-5

certain people or in certain situations. The current term
“selective” is more neutral and acknowledges children’s
fear and apprehension that occurs in specific situations
and is regarded as a pathology? In DSM-5,
obsessive-compulsive disorder, post-traumatic stress
disorder, and acute stress are no longer listed under the
nomenclature of Anxiety Disorder. Agoraphobia is a
standalone diagnosis and is no longer required to be in
the presence or absence of panic disorder in DSM-5.% In
the recent update of DSM-5-TR, the parenthetical of
“social phobia” was amended and only “Social Anxiety

Disorder” is used.

Major Changes in t
of Anxiety Disorder in ICD-11

The World Health Organization (WHO) and the
American Psychiatric Association harmonised the
structure of ICD-11 and DSM-5, as reflected in the
chapter structure of ICD-11. ICD-11 was implemented in
2022. The “Mental and Behavioural Disorders” chapter in
ICD-10 was changed to “Mental, Behavioural or
Neurodevelopmental Disorders” (MBND) in ICD-11.

Selective mutism was previously named “elective
mutism” and classified under “Disorders of social
functioning with onset specific in childhood and
adolescence” in ICD-10. Consistent with the lifespan
approach of ICD-11, selective mutism, separation
anxiety disorder, and other emotional disorders with
onset specific to childhood were also reclassified under

“Anxiety or fear-related disorder”.

In ICD-10, obsessive-compulsive disorder (OCD) was
grouped under “Neurotic, stress-related and somatoform
disorders”. In ICD-11, OCD has been placed into its own

grouping of “Obsessive-compulsive or related disorders”.

ICD-11 emphasises the apprehension of others in social
anxiety disorder as the basis for diagnostic differentiation
among anxiety disorders. For agoraphobia, social

anxiety disorder, specific phobia, and generalised



anxiety disorder, a specification duration of at least
several months was added. In ICD-11, the persistent
concerns and attempts to avoid the recurrence of panic
attacks are considered important and impairing features

of panic disorder.

It is important to distinguish normal, developmentally
appropriate fear and worries from anxiety disorder. The
ICD-11 describes features of normal variation and the
duration, intensity, distress, and impairment of disorders

in order to prevent pathologising normal behaviours.*5

In 2008, the National Institute of Mental Health (NIH)
proposed a Research Domain Criteria (RDoC) which
aims to understand complex mechanisms of linkage
between brain-behaviour association and the time
course of mental health disorders, including anxiety
disorder. It provides a research-classification approach
based on neurobiology and observable behaviour
(positive valance systems, negative valence systems,
cognitive systems, social processes, arousal and
regulatory systems) and integrates different levels of
information (including genomics, molecules, cells,
circuits, and behaviour) to explore basic dimensions of
functioning in the full range of human behaviour from

normal to abnormal.®

The prefrontal cortex, amygdala, hippocampus, and
hypothalamus are responsible for regulating fear-related
learning and memory processes. The neurotrophic
factors such as brain-derived neurotrophic factor (BDNF)
together with neuronal projections and neurotransmitters,
such as dopamine, serotonin, glutamate, and
gamma-aminobutyric acid (GABA), are implicated in
anxiety.” The onset and course of anxiety disorder are
multifactorial involving genetic, epigenetic® and

person-environment interactions.

Parallel developments in the Research Domain Criteria

(RDoC) for understanding anxiety, alongside revised
conceptualisations of DSM-ICD diagnostic classification
systems, may further guide the understanding of the
neurobiological basis of psychopathologies, and help in
diagnosing, preventing, and devising treatment. The
onset of anxiety features may be present in early
childhood and can persist throughout the lifespan.
Anxiety disorders are highly comorbid among each other,
as well as with mood disorders, externalising behaviours,
and other non-anxiety psychiatric conditions. Early
identification and intervention are important to ameliorate
the long-term impact on brain development and
impairments in social, educational, and occupational

functioning.
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Depression is one of the most common and prevalent
mental disorders, and symptoms can be present during
preschool years (ages three to five)."* Preschool
depression is a familial disorder which poses significant
risks for subsequent depressive episodes, anxiety
disorder, attention deficit hyperactivity disorder (ADHD),
and suicidality in later life, with studies demonstrating its
stability and progression throughout adolescence and
adulthood.>® Preschool children with depression
experience impairments in multiple domains of their lives,
but the condition seems to be under-recognised in the
clinical setting as the children affected are often not
disruptive and they do not spontaneously report
distress.® Therefore, it is crucial for clinicians to become
aware of the symptoms of early-onset depression so as
to enable early identification and implement preventive
interventions to interrupt the disease trajectory and

ameliorate negative outcomes.

m!\ l\‘f;“% .I Z’; ons and Features

Depression in preschool children is characterised
predominantly by the core typical symptoms of major
depressive disorder (MDD) as listed in the Diagnostic
and Statistical Manual of Mental Disorders (DSM)."
Irritability can be the primary mood state for the diagnosis
of childhood depressive disorders.™ The absence of joy,
as well as the preoccupation with negative play themes,
may be a key marker of depression in preschool
children.”? Unlike depressed adults, a depressed
preschooler may not appear morbidly or obviously sad or

withdrawn, and may have periods of brightening or

seemingly normal functioning during any given day.
While sadness and irritability are observed in depressed
preschoolers, the most sensitive and specific markers
that distinguish depression from other early-onset
disorders are sad or irritable mood, anhedonia,
excessive guilt, eating and sleeping problems, a
decrease in activity level, extreme fatigue, low
self-esteem, negativity, and diminished cognitive
abilities.®>'*'* High levels of shame and maladaptive guilt
are also related to preschool-onset depression.
Depression severity predicts a unique and significant
proportion of the variance in preschoolers’ experiences
of shame based on blind ratings of story stem completion.
Parent reports of children’s guilty feelings and guilt
reparation behaviours show that increasing depression
severity is associated with more frequent experiences of
guilty feelings and less frequent attempts at guilt
reparation.’ Anger rather than sadness is a more
predominant feature among depressed and at-risk
preschool boys, whereas sadness is a more
predominant feature of depressed and at-risk girls.™
Depression symptoms in children and adolescents
vary;"s in children, physical discomfort (for example,
epigastric pain, and headache), irritability, negative
cognitions, oppositional or disruptive behaviours, and
fights are observed, while in adolescents, physical
discomfort, fatigue, weight gain or loss, irritability,
depressive mood, hopelessness, low self-esteem, poor
confidence, negative cognitions, social withdrawal,
deterioration in academic performance, school refusal,
deliberate self-harm behaviours or suicide attempts are

noted.

On the Anxiety & Depression Association of America
website, Dr. Pievsky gave a more detailed breakdown of
the clinical features of childhood depression across

different ages:'®



1.5 to 4 years old 4 to 7 years old 81to 11 years old
« Clinginess * Toileting accidents « Frequent worrying
« Difficulty falling or in the daytime thoughts

staying asleep + Difficulty separating - Difficulty separating

Changes in appetite
Big tantrums that

occur multiple times
a day, lasting a long

from parent, for from parents, for
example, clinging,
crying often, for

example, more than half

example, clinging,
crying, tantrums that
last for a while or

time occur multiple times of the days for at least
» Being physically a week two weeks
aggressive « Difficulty falling « Difficulty falling or

Crying multiple times
a day for a long
stretch of time

asleep alone or
waking up in the

staying asleep
Changes in appetite
middle of the night Physical aggression
Self-harm, for » Change in appetite towards people or
example, hitting * Crying multiple property
head against the times a day for a
wall, pulling hair out, long stretch of time or thinks nobody likes
or scratching self + Aggression, for them
example, hitting,
kicking, or biting
siblings
+ Saying they wish
they were dead or
could just disappear
» Self-harm, for
example, hitting
head against the
wall, pulling hair out,
or scratching self

Does not have friends

Having new difficulties
in school

Explosive anger and
moodiness or tantrums

on most days

Weight loss

Talking negatively about
self, for example, “I'm
stupid”, “I'm ugly”, or “I
can’'t do anything right”
Self-harm, for example,
hitting self, cutting self,
and saying they wish
they were dead or could
just disappear

\

| Comorbidities

Preschool depression is often comorbid with anxiety,
ADHD, autism spectrum disorder (ASD), subsequent
substance use, and disruptive behaviour disorders.®®
Meanwhile, high rates of comorbidity with ADHD and
oppositional defiant disorder (ODD) are observed in
preschool depression, ranging from 40-60%.'""
Depression is highly comorbid with and anxiety disorders,
possibly explained by irritability as a transdiagnostic
symptom shared among the three disorders." It has also
been documented that nearly three in four children with
depression have concurrent anxiety,’® and that
comorbidity of depressive and anxiety disorders is
associated with a more traumatic childhood. In 57% of
the comorbid cases, anxiety precedes depression, and

in 18%, depression precedes anxiety.?

on Children’s

Many preschoolers are in structured preschool and
daycare settings, and adaptive functioning within those
settings can provide good markers of impairment.
Impairment can be measured in several different
domains, such as social and emotional functioning, as
well as across contexts such as school and home.™
Children with high scores on self-assessed symptoms of
depression are more likely to have high clinical
maladjustment, school maladjustment, emotional
symptoms, internalising and externalising behaviours,
high emotional reactivity, and high childhood stress.?!
Depressed children are also more likely to experience
health and adaptation problems.? In a longitudinal study
with a community sample of 516 participants, Silver et
al.5 shows that children with depression between the
ages of three and six have significantly higher rates of
threshold/subthreshold suicidal ideation or behaviour,
and poorer global and interpersonal functioning at age
15 compared to children without depression at age three

and six.

impications on Our Work at GAS.

In our assessment setting when coming across cases
with suspected childhood depression, it is important to
provide parents with psychoeducation on symptoms and
warning signs to look out for, as well as contacts of
community providers and information on where to
access emergency support. Professional help should be
sought if: (a) depression does not lift after two to three
weeks, (b) there is significant interference with daily life,
(c) there is a severe disturbance of sleep and eating
patterns, and (d) suicidal thoughts or wishes are
expressed.? |t is also advisable for parents to work on
improving partner communication, as it has been shown
to reduce tension in relationships, leading to improved
parenting  competencies and reduced  child
maladjustment.?* Clinicians may advise parents to listen

to children with an open and attentive heart. Imagine the



child’s distress by relating it to periods of distress in the

parent's own life; remember how that felt, and think

about how a child’s experience may be similar, or

different, to their own’s. Do not belittle the child’s

unhappiness.? Lastly, it is also crucial to establish and

maintain a support system for both child and parent for

emotional and social support.?®
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Introduction

Studies in recent decades suggest that anxiety disorders

and depression can occur eatrlier in life than previously
thought. In Hong Kong, although we do not have
statistics on the prevalence rates of childhood anxiety
and depressive disorders or problems, it is believed that
there is a possibility of underdiagnosis, probably related
to the internalising nature of the disorders and the low
rate of identification." Nevertheless, the impact of these
mood disorders or problems, even in young children, is
extensive in terms of emotional, social, and economic
costs. Moreover, if these anxiety and depressive
symptoms presented at a young age remain unidentified
and untreated, they may develop into some emotional
disorders in adults. Thus, early identification, intervention,
and prevention of childhood anxiety and depression is
very and the

community as a whole. The objective of the present

important for individuals, families,
paper is to review the parental factors associated with
childhood anxiety and depressive disorders or
symptoms so as to shed light on the design of effective

prevention programmes.

The Role of Parents in Children’s
Emotional Development

Parents play a very important role in children’s emotional

development.  Parents’ responses, behaviours,
teachings, or even their mere presence have impact on
young children’s emotional health. Their nurturing, love,
and care build a strong foundation for children to develop
the social and emotional skills essential for a happy,
healthy, and fulfilled life. Meanwhile, some parental

factors are associated with children’s mental health
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problems. Understanding these parental factors would
give us insight into the prevention of childhood anxiety

and depression.

Transmission of Anxiety and

Depressive Disorders from Parents
to Offspring

Many systematic reviews and meta-analyses, and

retrospective and longitudinal prospective studies
showed that the offspring of parents with mood disorders
were at higher risk for both anxiety and depressive
disorders. In their meta-analysis study, Lawrence et al.?
found that children of parents with anxiety disorders were
significantly more likely to have anxiety and depressive
disorders than children of parents without anxiety
disorders. The study on Hong Kong Chinese children
also confirmed that children of parents with anxiety or
mood disorders would show high levels of depressive
symptoms.® With the data from adolescents with parental
health

revealed that these

mental illness receiving specialised mental

services, Heradstveit et al.*
adolescents had a higher level of psychopathology, more
psychiatric diagnoses, more psychiatric comorbidity, and
mood, ADHD,

behavioural-, and trauma-related disorders, and they

a higher prevalence of anxiety,
received mental health services for a longer duration,
compared to adolescents without parental mental illness
in a child and adolescent mental health service setting.
The prospective cohort study by Havinga et al.® even
found that two-thirds of the offspring of depressed or
anxious patients developed a similar condition at 35

years of age.

Parental Factors Associated with

Anxiety and Depression

The transmission of mood disorders from parents to
offspring is closely related to genetic factors. However,
apart from genetic transmission, as with other mental
disorders, environmental factors are also involved in the
etiology of anxiety and depression. Eley et al.® found that

the transmission of anxiety from parents to offspring



appeared to be predominantly environmentally mediated.
Indeed, some theories have proposed that the interplay
of genetic and environmental factors is of more
importance in the development of mood disorders. To
develop preventive intervention programmes, it is also
more crucial to identify and target those modifiable
factors which are potentially within a parent’s capacity to

change.
Parenting approach and involvement

In the systematic review and meta-analysis which
included studies with participants aged 5 to 11, Yap and
Jorm” found that several parental factors including
aversiveness (i.e., high level of hostility, criticism, and
punishment reflecting a lack of parental acceptance),
abusive parenting (i.e., severe physical punishment,
neglect, and/or sexual abuse), and over-involvement (i.e.,
parents interfering with age-appropriate autonomy
leading to excessive dependence) had a sound
evidence of association with the development of
childhood internalising problems. Emerging evidence for
the parental factor of inconsistent discipline (i.e., failure
to consistently enforce rules and consequences) was
also identified as a contributing factor for the
development of childhood internalising symptoms. In the
prospective longitudinal study with parents of Chinese
children aged 7 to 12 years old, it was found that parental
anxiety and maternal psychological control were critical
risk factors in the development of anxiety among
Chinese children.® The findings gave support to the
hypothesis that the mothers’ psychologically controlling
behaviour limits their children’s autonomy and
diminishes their sense of control and abilities to cope

with challenges, thereby promoting children’s anxiety.
Parent-child interactions

The association between positive parent-child interaction
and children’s emotional well-being is well established. In
their meta-analysis study, Yap and Jorm’ found that less

warmth from parents was associated with more
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internalising behaviours in children. A study by Liu and
Merritt® also identified that children with depressive
symptoms reported lower parental warmth and higher
parental rejection. Poor parent-child relationships
combined with childhood maltreatment by age 11 was
found to predict the onset of major depressive disorder
(MDD) among offspring in a community sample.” The
findings of a systematic review and meta-analysis with
adults by Kidd et al." suggested that poor-quality
parental bonding in early life may pose adults at a

greater risk for anxiety and mood disorders.
Family environment

Exposure to a stressful family environment and adverse
life events is associated with a higher risk of developing
mood disorders. It was found that higher levels of
inter-parental conflicts, hostility between partners, and
marital dissatisfaction were linked to increased risk for
anxiety and depression in both children and
adolescents.”'? Family conflict was also related to higher
levels of anxiety and depressive symptoms in children of
a very young age range.” Findings from a 14-year
prospective high-risk study suggested that exposure to
traumatic events was more frequently reported in
children of parents with mood disorders compared to the
control group, and more importantly, it was found to be
significantly associated with the subsequent risk of
developing MDD in these children.™ Similar findings from
the Swedish National Registry study suggested that both
parental MDD and a disruptive family environment in
terms of parental death or divorce had a meaningful
impact on the risk of MDD in offspring.’> On the other
hand, balanced family functioning was found to be a
protective factor against offspring risk for mood

disorders.?

A comprehensive prevention programme focuses on
both identifying children at higher risk and providing

timely monitoring and effective intervention. It has been



advocated that these programmes should commence at
an early age' and be delivered universally to young
children or their parents."” Some promising parenting
intervention programmes and strategies to help reduce
the risk of developing anxiety and depression are

reviewed in the following section.
Intervention programmes for parents

Two parenting intervention programmes, namely the
Cool Little Kids programme developed by Rapee et al.'®
and the Tuning Into Kids (TIK) programme developed by
Havighurst and Harley'® were found to be effective in
helping young children to manage their anxiety and/or
emotions. The Cool Little Kids programme aims to
prevent the development of anxiety in preschool children
while the TIK programme aims to help parents enhance
their children’s behaviour and emotion knowledge.
Studies showed that the Cool Little Kids programme
helped reduce the anxiety symptoms in children, while
the TIK programme was effective in enhancing parents’
self-reported emotional competence and emotional
knowledge on children.”” In the local context, we also
have studies evaluating the effectiveness of these two
programmes. The preliminary findings of 15 parents
attending all six sessions of the Cool Little Kids
programme in Child Assessment Service showed that
there was a trend of improvement in the reported anxiety
symptoms of their children, although the pre- and
post-treatment  differences were not statistically
significant.?® The randomised controlled study by Chan
et al?® on the TIK programme reported significant
reductions in punitive parenting and parenting stress,
and such positive effects were maintained six weeks
after the intervention. The results are indeed
encouraging, supporting further application and work of

these programmes in Hong Kong.
Parenting strategies

Following up on their study on identifying the modifiable
parental factors that are associated with childhood mood

disorders, Yap et al.?? employed the Delphi methodology
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to establish expert consensus on parenting strategies
that are important for preventing depression or anxiety
disorders in children aged 5-11 years. A total of 171
strategies were endorsed and organised into 11 sections.
The parenting guidelines document can be accessed

online: https://www.parentingstrategies.net.?®

The present article reviews the important role of parents
in children’s overall emotional well-being. The research
findings gave us insights into the importance of parental
emotions and behaviours as contributing factors to
children’s development of anxiety or depression. In view
of these findings, in addition to individual child-based
interventions, early family-based interventions are
considered effective in the prevention or treatment of
childhood emotional problems.®?* Some efficacious
prevention or early intervention programmes have been
designed for parents. In Hong Kong, we can draw upon
these evidence-based programmes or strategies in
designing public education to better children’s mental
health. Further research, such as surveys of local
experts, may be conducted before these parenting
strategies are applied, to prevent childhood anxiety and

depression disorders or problems in the local context.
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Wai-man, Lilian.

Special learning needs education course in children
with autism spectrum disorder on 4 May 2023 at HKU
SPACE by LAM Ling, Lorinda.

Use of the terminology framework for child language
disorders across settings on 16 March 2023 at The
Hong Kong Association of Speech Therapists by NG
Kwok-hang, Ashley.

Assessment and management of client with
Acquired Cognitive Impairment in Child Assessment
Service (CAS) on 21 February 2023 at Institute of
Advanced Allied Health Studies, Hospital Authority by
FONG Kin-han, Anita.

Assessment and management of client with
Acquired Cognitive Impairment in Child Assessment
Service (CAS) on 21 February 2023 at Institute of
Advanced Allied Health Studies, Hospital Authority by
TAM Ka-yan, Brenda.
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