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Abstract 

Students with generalized anxiety disorder (GAD) present a unique and intensifying 

challenge and learning opportunity for practitioners in educational settings. Many 

educators and community partners feel ill-equipped to handle the increasing demand to 

support these students’ unique mental health needs. Therefore, the purpose of this project 

was threefold: a) to augment practitioner knowledge regarding generalized anxiety; b) to 

enhance practitioner ability and confidence to identify anxiety symptomatology; and c) to 

develop a practical resource that provides evidence-based strategies and lesson plans for 

practitioners to support school-age children with generalized anxiety. Five practitioners 

with experience working in educational settings voluntarily participated in a need 

assessment. Based on practitioner identified gaps and a literature review, A Handbook for 

Generalized Anxiety Disorder: Best Practices for Educators and Community Partners 

was created. The theoretical framework examined for this project was based on social-

cognitive theory, specifically Bandura's (1986) theory of triadic reciprocity and reciprocal 

determinism. This theory places emphasis on the complex interplay of personal, 

environmental and behavioural factors which contribute to the development of anxiety 

disorders. Once the handbook was complete, an Evaluative Questionnaire was circulated 

among the same practitioners to determine its efficacy, relevance and practicality. 

Implications for future research were considered and the limitations of this study were 

examined. 
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CHAPTER ONE: INTRODUCTION TO THE PROBLEM 

Anxiety is a common emotional experience for children and adults (Pelletier, 

O’Donnell, McRae, & Grenier, 2017). In fact, anxiety can be a useful trait that has been 

chosen for through natural selection as it serves to protect us from danger. From birth, 

infants fear things like loud noises and strangers because these anxieties provide survival 

value (Kaufman & Landrum, 2018). General anxiety evolved to respond to general 

threats in the environment, and each of the subtypes of anxiety produce more selective 

responses to particular types of common danger (Marks & Nesse, 1994). For example, if 

a bear was attacking, fearful flight and avoidance may protect an individual from being 

physically injured. Similarly, if peers or coworkers are being highly critical, social 

anxiety and social withdrawal may protect an individual from being emotionally injured 

from undue humiliation.  

Anxiety is a multifaceted emotional experience that includes physical, behavioural 

and cognitive components (Spence, 2018). Feelings of anxiety are meant to increase 

one’s ability to cope with perceived threats and danger (Bergstrom & Meacham, 2015). 

For example, physiological reactions to heightened states of anxiety include increased 

heart rate, increased galvanic (sweat) response, hyperventilation, and heightened blood 

pressure (Spence, 2018). Physiological responses are meant to prepare the body to defend 

itself against dangers and activate the ensuing behavioural and cognitive responses. 

However, chronically heightened physiological arousal, especially when there is no 

immediate threat, can negatively impact one’s physical health (Gianaros & Wager, 2015). 

Behavioural components of anxiety include actions associated with the fight or flight 

response including freezing, avoiding, escaping or confronting behaviours (Marks & 
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Nesse, 1994). Each of these behavioural responses are used with varying degrees, 

independently or simultaneously, according to their utility for alleviating the specific 

anxiety. For example, if a building was on fire, humans may experience fear-driven 

anxiety and attempt to escape the building. However, if they found themselves on the 

roof of a tall building that was on fire, they may freeze to avoid the more imminent 

danger of falling from the rooftop. Finally, the cognitive component, also known as 

worry, is characterized by invasive, uncontrollable and future-oriented negative thoughts 

(Sibrava & Borkovec, 2006; Spence, 2018). Evolutionarily, worries enable humans to 

enhance their chances of survival by taking precautionary measures to prevent common 

threats. For example, individuals with GAD often worry about the uncertainty of future 

events in a variety of settings and ruminate over the possible negative outcomes (Dar & 

Ikbal, 2015). Whereas many organisms have demonstrated the ability to detect and avoid 

threats, only humans have evolved to predict and circumvent danger in the distant future 

(Miloyan, Bulley & Suddendorf, 2016).  

The physical, behavioural and cognitive defenses associated with anxiety only 

enhance chances of survival when they are appropriate to the degree and type of threat. 

When anxiety is chronic and pathological, it becomes disabling (Kaufman & Landrum, 

2018). For example, many anxiety disorders are exacerbated by avoidance or escaping 

behaviours that place distance between the individual and the anxiety-producing stimuli 

(Dymond, 2019). Students with anxiety disorders related to their academic performance 

often escape from school settings and avoid academic-related tasks to evade situations 

that may possibly lead to their discomfort before they occur (Hughes, Lourea-Waddell, & 

Kendall, 2008). As a result, these students have fewer positive academic experiences due 
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to poor school attendance and less practice with the academic concepts (Hughes et al., 

2008). In turn, their anxieties are reinforced with each of the subsequent poor grades that 

they receive.  

Marks and Nesse (1994) describe the optimal anxiety levels using the example of a 

grazing deer. If the grazing deer lifts its head too often to check for predators, it will not 

have time to eat, mate, care for offspring and live; however, if the grazing deer never lifts 

its head to scan for predators, it will be at a much greater risk of being eaten. Since the 

hazards of erring on the side of caution are much less than those associated with risk-

taking, it is understandable that anxiety disorders are so prevalent. When the cost of 

continued fear outweighs the protection that it affords, then the levels of anxiety are no 

longer considered healthy (Marks & Nesse, 1994). In other words, anxiety becomes 

challenging when it no longer serves a developmental, adaptive function and instead 

becomes maladaptive and debilitating. It is at this point that dysregulated anxiety 

becomes a clinical disorder that requires intervention (Marks & Nesse, 1994). 

Background of the Problem 

Anxiety disorders have gone through many changes regarding their clinical criteria, 

symptoms and even their status as a recognized mental disorder through history. Across 

all five editions of the Diagnostic and Statistical Manual for Mental Disorders, the 

definition, clinical criteria and symptoms associated with anxiety disorders has changed 

significantly (American Psychological Association (APA), 2013). In each edition, the 

criteria for anxiety disorders and each of the subtypes of anxiety disorders have been 

further elaborated upon and defined (APA, 2013). Anxiety disorders, comprising of panic 

disorder, social anxiety, specific phobia and generalized anxiety, are among the most 
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persistent and most common disorders in psychiatric practice (Tempesta et al., 2013). 

Generalized anxiety disorder (GAD) is the most comprehensive anxiety disorder, broadly 

characterized by patients having excessive, uncontrollable worry about several events or 

activities which affect their daily functioning (APA, 2013). Individuals with GAD often 

present with symptoms of muscle tension, sleep disturbance, irritability, restlessness or 

somatic symptoms and uncontrollable worries; however, these symptoms vary based on 

comorbid exceptionalities and developmental levels (APA, 2013). 

Anxiety disorders are the most common mental health condition among children 

and adolescents, representing 32% of all reported mental health problems (Merikangas et 

al., 2010). Currently, anxiety disorders among children and youth have lifetime 

prevalence rates ranging from 2% - 17% (Tempesta et al., 2013). Using the most recent 

diagnostic criteria, Bosley, Fischer and Taylor (2016) estimates that 5% of the general 

population will be diagnosed with GAD in their lifetime. The prevalence of GAD is 

further compounded by the highest rates of comorbidity with depression, bipolar and 

other types of anxiety disorders (i.e. social anxiety, OCD, PTSD; Bosley et al., 2016). As 

mental illness awareness and de-stigmatization are increasing in society, it is 

understandable that more individuals are aware of the symptoms and are motivated to 

seek diagnosis and support.  

Gunnell, Kidger and Elvidge (2018) acknowledge that post-secondary institutions are 

experiencing a fivefold increase in disclosed mental health conditions in the past decade 

despite only marginal increases in enrollment. With the increasing deterioration of mental 

health in young people, there is an increasing demand on teachers and community 

practitioners to identify and prevent mental illness from an early age (Whitley, Smith & 
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Vaillancourt, 2013). Anxiety disorders are persistent and often affect the quality of life of 

individuals into adulthood, especially if left undetected and untreated (Tempesta et al., 

2013). Students with anxiety disorders are more likely to experience lower academic 

achievement, less school engagement, poorer peer relationships and are more likely to 

drop-out prior to graduation (Whitley et al., 2013). In the long-term, these negative 

school experiences contribute to poorer post-secondary education and employment 

outcomes (Ginsberg et al., 2018). 

Statement of the Problem 

According to the Ontario Coalition for Children and Youth Mental Health, mental 

illness among students is the number one issue facing our schools today (Ontario 

Ministry of Health and Long-Term Care, 2011). Merikangas et al. (2010) identify the 

median age of onset for anxiety disorders as 11 years old – the lowest of all mental health 

issues. Given the early onset, practitioners who work with school-age children need to be 

able to recognize the signs of anxiety disorders to provide appropriate accommodations 

and external referrals. Papandrea and Winefield (2011) suggest that teacher referral is the 

most common pathway to successful treatment for mental health disorders. 

Unfortunately, many administrators and policymakers view the school as a site strictly 

for academics and continue to prioritize academic outcomes, even at the expense of 

student wellbeing (Waters, Groth, Sanders, O’Brien & Zimmer-Gembeck, 2015). Thus, 

practitioners receive little to no mandatory training in children’s psychopathology as a 

part of their preservice education (Gowers, Thomas & Deeley, 2004).  

Werner-Seidler, Perry, Calear, Newby and Christensen (2017) argue that early 

detection and prevention of anxiety disorders are in the best interest of the economy by 
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reducing the mental health burden on our society and advancing public health outcomes. 

Consistently, societal costs are twenty times higher for families with clinically anxious 

children compared to healthy controls (Bodden, Dirksen & Bogels, 2008). With the 

neuroplasticity of young brains, intervening as early as possible in anxious symptoms has 

the power to alter the students’ developmental trajectory towards a later anxiety disorder 

and improve educational and the ensuing occupational outcomes (Antich et al., 2012).  

Purpose of the Handbook 

Despite the obvious need for timely mental health services, only one in five 

children with mental illnesses receive treatment (UNICEF Canada, 2007). With the 

increased demand for services in Canada, mental health professionals are experiencing 

long wait lists producing deleterious effects on the wellbeing of children. Kowalewski, 

McLennan and McGrath (2011) demonstrated that waiting lists for Child and Adolescent 

Mental Health Services (CAMHS) in Canada extend up to 449 clients, with an average of 

70.3 clients waiting for assessment and regular treatment at each of the 116 service 

providers reviewed. The longest wait times consist of appointments for assessment, 

especially among low to moderate priority clients, otherwise labelled as those with 

internalizing mental health concerns without suicidal intentions (Kowalewski et al., 

2011). Without an assessment, and the formal diagnosis that accompanies the evaluation, 

students will not qualify for any targeted interventions or treatment plans at schools or 

specialized clinics (Reynolds & Shaywitz, 2009). This data establishes that many school-

age children exhibiting symptoms of generalized anxiety will go unassessed, undiagnosed 

and untreated for several years while they wait for clinician availability.  
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At the individual level, prolonged wait times for mental health services can result 

in persistence of physical and emotional distress and social dysfunction associated with 

anxiety disorders (Werner-Seidler et al., 2017). Early intervention is central to successful 

treatment of anxiety disorders (Antich et al., 2012). Unfortunately, even the most 

successful intervention program is inconsequential without first being able to identify 

individuals who will benefit from it. Educators are often the first to recognize abnormally 

anxious behaviour in students with anxiety disorders due to prolonged and direct 

observation time, thus it seems logical to inform teachers on the criteria needed to 

warrant a clinical diagnosis (Headley & Campbell, 2013). This way, teachers can help in 

identifying children with anxiety disorders accurately and begin the intervention process 

as early as possible. Currently, there is a disparity that exists between the demands being 

placed on educators and their capability to address anxiety disorders (Whitley et al., 

2013). Teachers and community partners, although not certified therapists, can and 

should be trained in mental health literacy to be able to provide necessary and timely 

supports for vulnerable students that increase their quality of life.  

Although many school boards in Canada are beginning to recognize the vital role 

that they play in the socio-emotional wellbeing of students through policy change, 

funding for mental health services and educator mental health training have not seen 

compatible changes. In a decade where mental health diagnoses are increasing 

exponentially, the motivation of this project is substantiated by the lack of mental health 

support available and an absence of guidelines for practitioners who are dealing with 

school-age children that present with diagnosed or suspected anxiety disorders. The 

purpose of this handbook is three-fold to: a) augment knowledge regarding generalized 
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anxiety; b) enhance practitioner ability and confidence to identify anxiety 

symptomatology; and c) develop a practical resource that provides evidence-based 

strategies and lesson plans to support school-age children with generalized anxiety. 

The goal of this handbook was to develop an instrument that can provide 

information, lesson plans, strategies, and resources to help practitioners understand and 

respond to children with generalized anxiety. The content of the handbook is not intended 

to suggest that educators should act as therapists for students with complex mental 

illnesses. The researcher of the present project recognizes that educators have a 

significant role in the development of the whole child and the numerous links between 

academic and psychosocial development. As a result, the handbook, developed in the 

present project, was designed to be a resource of current knowledge and resources to be 

used by practitioners in universal educational settings with school-age children to help 

Canadian students reach their full potential. In doing so, each student can develop 

resiliency and coping skills to reduce their vulnerability for mental illness. Besides the 

benefit of reaching all children, universal preventions align with inclusive education 

practices, are easily integrated into pre-existing curriculum and avoid further 

stigmatization from withdrawal programs (Fazel, Hoagwood, Stephan & Ford, 2014). By 

administering these lesson plans comprehensively, an educator can hope to equip children 

struggling with anxiety with some understanding of basic coping strategies while at the 

same time heightening awareness and creating empathy within their larger classroom 

culture. 
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Objectives of the Handbook 

The handbook was shaped primarily based on the needs of current practitioners 

but it will broadly include: (1) a definition and overview of the characteristics of GAD; 

(2) empirical research relating to best practices and intervention strategies for individuals 

with GAD; (3) a set of pedagogical strategies that practitioners can implement for 

children with GAD; (4) a sample of lesson plans that practitioners can implement to 

support resiliency among students with GAD; and (5) a comprehensive list of resources 

in order to foster further independent learning as well as general information regarding 

anxiety disorder prevention, identification and intervention. 

There were four main issues that this project sought to explore. The research 

questions included: (1) What are the features of a handbook for GAD that provide current 

practitioners with the most beneficial information regarding diagnosis and intervention 

strategies? (2) What information and resources would be most beneficial for practitioners 

who interact with children with GAD? (3) What resources are most beneficial to 

practitioners to promote cognitive and behavioural change for children with anxiety in 

their classroom? and (4) Does this handbook empower educators and community partners 

in their practice? If so, how? And if not, why not?  

From these research questions, specific objectives of the handbook were created 

to assist with the collection, organization and analysis of data. The following objectives 

will be revisited in the methodology and evaluation of the handbook: 

• Practitioners will become familiar with the components and characteristics of the 

GAD diagnosis; 
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• Practitioners will identify components of the handbook that maximize the 

potential for success within community programs and classrooms; 

• Practitioners will familiarize themselves with intervention strategies best suited 

for school-aged children with diagnosed or suspected GAD; 

• Practitioners will be equipped with easy-to-implement, universal lesson plans and 

valuable resources to use within their learning environments; 

• Practitioners will evaluate the effectiveness of the handbook for better supporting 

students with GAD in educational settings. 

Rationale 

Many serious medical disorders, with poor prognoses among children, have been 

reduced based on better early detection and intervention. The World Health Organization 

(WHO) measures the impact of medical disorders on quality of life by calculating 

disability adjusted life years (DALYs) to determine what exactly is lost in terms of 

disability and functioning. Ranking first among very serious medical conditions, 

including heart disease, stroke and cancer, is mental illness (Kassebaum et al., 2016) As 

such, mental illnesses – including anxiety (at 32%) – are measured to be the most 

debilitating medical conditions in North America.  

In classrooms, individuals with anxiety disorders are often stuck suffering without 

support because frontline staff do not receive adequate mental health training. Sixty-eight 

percent of Canadian educator’s state that they received minimal, if any, mental health 

training prior to beginning their career (Whitley et al., 2013). Furthermore, Canadian 

schools estimate that mental illnesses affected between 13 – 30 % of their students as of 

2013 but that prevalence is projected to increase by 50% by next year (Whitely et al., 
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2013). When left untreated, children with anxiety disorders tend to develop other social, 

physical and psychological impairments. For example, children with anxiety also 

experience issues pertaining to peer relationships (Grills & Ollendick, 2002); health 

(Hughes et al., 2008); and depression and suicidality (Cote et al., 2009). In addition to 

poor psychosocial functioning, students with anxiety disorders often experience impaired 

academic functioning because anxiety interferes with important cognitive processes such 

as attention, impulse control, planning and working memory (Jones, West & Suveg, 

2019). At the classroom level, anxious students may exhibit disruptive behaviours as an 

avoidance technique, which interferes with their learning and the learning of their 

classmates (Jones et al., 2019).  

Antich et al. (2012) argue that the school environment is the optimal context for 

addressing childhood anxiety concerns because it overcomes many of the barriers to 

accessing mental health services, including transportation, time and costs. Additionally, 

normalizing positive coping skills and providing a social context to practice coping skills 

in a safe place is essential for students with a vulnerability for anxiety but good practice 

for all students. Furthermore, evidence suggests that negative stigma associated with 

seeing a therapist often leads students and their caregivers to approach the classroom 

teacher first when they are concerned about mental illnesses (Cunningham & Suldo, 

2014). Since anxiety in childhood is a growing concern and schools are uniquely suited to 

provide universal supports, a research-based handbook for current practitioners will 

enhance their preparedness, assist with identifying anxiety disorders and provide practical 

strategies for combatting anxiety from an early age.  
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Anxiety disorders are classified as internalizing disorders, which are characterized 

by quiet and withdrawn distress (Kaufman & Landrum, 2018). This makes anxiety 

disorders significantly more difficult for teachers to identify and support than their 

externalizing counterparts, which often blatantly interfere with classroom expectations 

and challenge the teacher’s authority (Papandrea & Winefield, 2011).  Although most 

teachers report feeling an obligation to identify symptoms of anxiety disorders, they do 

not feel sufficiently capable to do so given their lack of training (Papandrea & Winefield, 

2011; Rothi, Leavey & Best, 2008; Walters, Gouze & Lim, 2006). Consistent with these 

reports, Cunningham and Suldo (2014) found that American elementary educators were 

only accurate in their nominations of students with anxiety disorders 50% of the time. In 

other cases, these students were overlooked or misdiagnosed with an anxiety disorder due 

to a lack of understanding about what symptoms classify a clinical anxiety disorder. 

Recent studies have found that even when teachers are able to accurately identify 

students struggling with anxiety, they are far more concerned about ensuring that their 

students with disruptive and aggressive behaviours receive support (Papandrea & 

Winefield, 2011; Cunningham & Suldo, 2014). Given the high and increasing prevalence 

of anxiety disorders, these findings may indicate that teachers have difficulty 

conceptualizing what anxiety disorders are, the negative consequences that they have on 

the students’ academic and life outcomes and/or how to proceed in providing classroom 

level interventions and accommodations to support these students (Rothi et al., 2008).  

Scope and Limitations 

The development and evaluation of this handbook may have implications for 

improving early detection, identification and intervention for children who are struggling 
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with generalized anxiety in elementary schools, which is crucial for better academic and 

life outcomes. Additionally, this handbook sought to address a current gap in educator 

training by providing on-the-job support for current practitioners to increase their 

knowledge about anxiety disorders, their comfortability with detecting the symptoms in 

school-age children and their ability to accommodate and intervene as early as possible.  

The handbook was created as a pedagogical tool for practitioners in educational 

settings. The handbook is not therapeutic in nature, as it is intended for use in universal 

settings rather than as a targeted intervention for students with anxiety disorders.  This 

handbook was not designed to encourage practitioners to diagnose and treat anxiety 

disorders, as we recognize that this is outside of the scope of practice for educators and 

community program personnel.  Instead, this handbook was developed to recognize the 

growing number of children struggling with issues of generalized anxiety, to begin to 

recognize some of the symptoms that may indicate this struggle, and to equip 

practitioners with a basic set of lesson plans and resources that can be administered for 

the benefit of many, rather than specifically those struggling with anxiety. 

There are a few limitations to the handbook created for this project worth noting. 

First, this project is limited by sample size and characteristics within the sample of 

practitioners. Specifically, only five practitioners contributed to the development and 

evaluation of the handbook and their age, levels of experience and educational 

background varied significantly. Secondly, the scope of this handbook covers school-age 

children primarily in the junior and intermediate elementary grades. Consistently, 

research demonstrates that the symptoms associated with generalized anxiety are more 

prevalent among older children (ages 12-19) than younger children (ages 5-11; Strauss, 
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Lease, Last & Francis, 1998; Jarrett, Black, Rapport, Grills-Taquechel & Ollendick, 

2015). Finally, many studies cite a lack of statistical significance for the long-term impact 

of universal mental health interventions in comparison with targeted programs 

(Johnstone, Rooney, Hassan & Kane, 2014; Spence, Sheffield & Donovan, 2005). 

However, universal design programs are vulnerable from high levels of attrition (Ahlen et 

al., 2019). Jones et al. (2019) explain that students with high mental health burden 

experience higher rates school refusal and school mobility, which means that individuals 

with less mental illness burden, and thus less opportunity to demonstrate improvement, 

contribute to more of the complete datasets in the evaluations of universal intervention 

programs. Although statistically significant results are not often found for universal 

programs, trends consistently demonstrate that individuals who do not participate have 

higher depressive and anxious symptoms at follow-up indicating the potential positive 

impact of universal programs for fostering coping skills (Ahlen et al., 2019).  

Outline of Remainder of Document 

Chapter Two consists of an in-depth review of the historical, theoretical and 

empirical literature of the GAD diagnosis and its characteristics. Next, a theoretical 

framework based on social-cognitive theory, specifically Bandura's (1986) theory of 

triadic reciprocal determinism and how it relates directly to the proposed causes, 

diagnosis and intervention of GAD is discussed. Finally, the current treatment and 

intervention strategies for GAD are examined. 

Chapter Three provides a detailed description of the methodology and 

procedures used to develop the handbook. More specifically, this chapter delineates the 

sample of participants, research methodology, procedures and the results of the Needs 
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Assessment questionnaire are outlined. 

Chapter Four is A Handbook for Generalized Anxiety Disorder: Best Practices for 

Educators and Community Partners. The handbook contains background information on 

generalized anxiety with various lesson plans, pedagogical strategies and resources to 

support school-age children with generalized anxiety in educational settings.  

Chapter Five provides a summary of the findings from the study. More 

specifically, the results from the evaluative questionnaire are outlined to assess the 

efficacy of the handbook. The chapter concludes by providing implications for theory and 

practice and advancing recommendations for further research. 
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CHAPTER TWO: REVIEW OF LITERATURE 

Anxiety is a normal and adaptive reaction to stress (Kaufman & Landrum, 2018). 

From birth, infants fear things like loud noises and strangers because these anxieties 

provide survival value. However, these worries subside as infants mature, develop and 

learn to trust (Kaufmann & Landrum, 2018). Anxiety becomes challenging when it no 

longer serves a developmental, adaptive function and instead becomes maladaptive and 

debilitating. It is at this point that anxiety becomes a clinical disorder (Kaufman & 

Landrum, 2018).  

The purpose of this chapter is to critically examine theoretical and empirical 

research on the diagnosis and intervention for Generalized Anxiety Disorder (GAD).  

Initially, an examination of the historical background regarding anxiety disorders is 

reviewed. Subsequently the theoretical framework, underlying this project and its 

connection to interventions for GAD, is delineated. Current, empirical research was 

explored and explicated, to provide an in-depth analysis of the characteristics, prevalence 

and proposed causes of GAD. Further, empirical studies on treatment approaches and 

intervention programs are discussed, in terms of their impact on the prognosis for 

individuals with GAD. The critical review and evaluation of literature served as a basis 

for the information and strategies included in the handbook, developed for this current 

project. 

History of Anxiety Disorders 

Today, anxiety disorders are among the most commonly diagnosed mental illnesses, 

with increasing prevalence over the 21st century (Merikangas et al., 2010). However, 

anxiety disorders have gone through many changes regarding their clinical criteria, 
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symptoms and even their status as a recognized mental disorder through history. Prior to 

the 19th century, there was no mention of anxiety disorders – or any mental illnesses for 

that matter (Silverman & Field, 2011). Likely, many physicians during this period treated 

the somatic symptoms associated with anxiety disorders, like nausea/vomiting, vertigo, 

and heart palpitations, as separate physical conditions (Crocq, 2017). During this era, all 

mental illnesses were treated as “acts of the Devil” and individuals suffering with mental 

illness were often sent to the Church for spiritual healing (Crocq, 2017). In the early 19th 

century, as the field of psychology was beginning to emerge, anxiety was not seen as a 

psychopathology itself but instead viewed as a predisposing factor for other psychiatric 

illnesses (i.e., depression, bipolar, etc.). As such mental disorders were thought to have a 

very low prevalence in children, as anxiety was seen simply as a vulnerability factor and 

the true psychopathology would need more time to develop and express itself (Crocq, 

2017).  

As the 19th century progressed, so did the field of psychology. Child and adolescent 

anxiety disorders were first recognized as pantophobia, which directly translates to “fear 

of everything” (Bandelow & Michaelis, 2015). From here, Freud (1894) proposed that 

anxiety was caused by pent up sexual excitation. While Freud’s (1894) etiological theory 

for anxiety neurosis has been refuted by many scholars on the sexual basis, his clinical 

criteria of apprehensive expectations coupled with physical symptoms appear to be 

enlightened for his era. Eventually, these founding criteria were used to diagnose anxiety 

in the first two editions of the Diagnostic and Statistical Manual for Mental Disorders 

(DSM-I, APA, 1952; DSM-II, APA, 1968). In DSM-I and DSM-II, a diagnosis known as 
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“anxiety reaction” was implemented, in which individuals diagnosed responded diffusely 

with anxiety to various situations or objects.  

Through clinical practice in the 20th century, clinicians and researchers noticed 

subtypes of anxiety disorders that required their own diagnostic criteria and treatment. 

Kahn et al. (1964) were the first to differentiate anxiety disorders from panic disorders 

due to varied treatment responses to different classes of psychoactive drugs. Furthermore, 

Anderson, Noyes and Crowe (1984) found that patients with panic disorders had more 

autonomic symptoms, including heart palpitations, shortness of breath and 

nausea/vomiting, as well as a more sudden onset compared to general anxiety disorders. 

As such, the DSM-III split anxiety neurosis into GAD, then known as over-anxious 

disorder, and panic disorders (APA, 1980). By the mid-1980s, the most important 

evolution in the development and recognition of GAD as a mental disorder had occurred. 

The emphasis on apprehensive thoughts or worry as the core, defining characteristic 

placed the emphasis back on the cognitive foundation of the disorder (Bandelow & 

Michaelis, 2015). Thus, a disorder that started out as an over-anxious condition – 

produced and perpetuated by disturbances in one’s physiology – was now grounded in 

distorted apprehensive cognitions in one’s mental state.  

Even as recently as the DSM-III (APA, 1980), anxiety disorders were reported to 

have a very low prevalence and low level of impairment. Since 1980, GAD went from 

rarely diagnosed to occurring in approximately 5% of the global population over the 

course of their lifetime (Lahey et al., 2004). Further, starting with DSM-IV (APA, 1994), 

it was imperative that anxiety disorders cause significant distress and impairment to 

warrant a diagnosis, as signified by their inclusion in a diagnostic manual for mental 
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disorders (Lahey et al., 2004). Contrary to prior beliefs, among all the mental disorders in 

the DSM-IV, Silverman and Field (2011) found individuals with anxiety disorders to be 

most severely impacted in daily functioning by their level of distress.  

Theoretical Framework 

From the beginning of the 19th century, theorists have favoured frameworks that 

explain human behaviour with simple, one-directional causation. By limiting human 

development and adaptation to solely cognitive factors or environmental influences, early 

theorists were simplifying the human experience drastically in order to make complex 

phenomenon seem manageable with clear and explicit solutions. First, Freud’s (1894) 

psychoanalytic theory exerted that human behaviour is primarily driven by uncontrollable 

impulses within the individual. In response to Freud’s complete disregard for context, 

behaviourists came out strongly against Freud’s belief by articulating that human actions 

were more likely shaped and controlled by environmental influences (Watson, 1913). 

Aligned with the nature versus nurture debate, early theories attempting to conceptualize 

mental illness took a narrow view at only one side of the etiology by drawing on these 

theorists. What we have now come to understand about human behaviour, is that 

embracing complexity and having more information about an individual’s life 

circumstances can lead to a better, simpler solution (Hastings, 2015). 

In response to the earlier models, Bandura (1986a) proposed the social cognitive 

theory to emphasize multi-directional causation and the role of human agency. Social 

cognitive theory affirms that behaviours must be considered in the context of normal 

development (Kaufman & Landrum, 2018). In this theory, self-development, adaptation 

and change happens as a result of the interplay between personal, environmental and 
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behavioural factors (see Figure 1). This component of the social-cognitive theory is 

known as triadic reciprocal determinism (Bandura, 1986a). The present project drew 

upon the theory of triadic reciprocal determinism, as depicted in Figure 2, as the 

framework for the study. Triadic reciprocal determinism refers to the complex interplay 

between the personal (P), environmental (E) and behavioural (B) factors. At the center of 

this model, you will find the original triangle of multidirectional causation, which is 

depicted in Figure 1. In the peripheral, each of the factors is considered as one of the 

overlapping circles to depict the variety of influences that may interact to produce any 

one given effect.  

It is important to note that determinism is not aligned with inevitability in this 

model, but simply denotes the consequences created by the interplay of key factors 

(Bandura, 1986a). The term reciprocal, as denoted by the two-way arrows in the figures, 

indicates that there is mutual action between each of the three causal factors. 

Additionally, as Figure 2 illustrates, reciprocal processes can occur within each of the 

individual components. For example, within the personal realm of affect and cognition, 

an individual with anxiety may experience fearful thoughts which are exacerbated further 

by their internal turmoil (Bandura, 1986a). However, this reciprocity between 

components does not always occur simultaneously (Bandura, 1986a). To contextualize, 

imagine a patient undergoing a cognitive-behavioural therapy program for GAD. The 

patient does not immediately change their anxious thought patterns and behaviours upon 

completing the first session, nor does the therapist immediately adapt their program upon 

meeting the client. However, over time and experience, interacting factors will exert their 

co-dependent influences on the client and the program alike. 
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Figure 1. Multidirectional causation from three key factors in triadic reciprocal 

determinism (Bandura, 1986). 
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Figure 2. Model for Bandura’s (1986) Triadic Reciprocal Determinism (adapted from 

Kaufman & Landrum, 2017). 
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The theory of triadic reciprocal determinism demonstrates how important each of 

the three interacting factors, and their influence on each other, is to the etiology and 

treatment of GAD. The personal (P) factors comprehensively includes the person’s 

biological composition, cognitions and emotions. The behavioural (B) factors constitutes 

our actions and the environmental (E) factors constitutes experiential influences – 

including social learning as well as the context of social situations. In this multi-

directional approach, personal and environmental realms interact to determine how our 

internal emotions and cognitions coincide with external stimulus to mitigate or intensify 

our behavioural responses (Bandura, 1986a). Most external influences affect behaviours 

via cognitive processes as cognitive factors partly determine how an environment is 

perceived and remembered (Bandura, 1986a). For instance, if the environment is 

perceived as threatening, then our emotional reactions and subsequent behaviours will be 

heightened when compared to more calm and welcoming environments. 

This social-cognitive theory joins the influences of cognitive and affective factors 

from biological and psychological models with the environmental factors from social and 

cultural models to generate a stronger and more well-rounded explanation of human 

development. In addition to the interdisciplinary approach, Bandura (1986b) includes the 

behavioural realm to convey the importance of human agency. Early theorists not only 

fail to acknowledge the complexity of human experiences, but they also leave out the 

vital role of personal agency in decision-making. Bandura (1986a) argues that “humans 

are producers of their life circumstances, not just products of them” (p. 623). Since 

judgement and actions are in part determined through agency, individuals can effect 

change in their situations through their own efforts. In the social cognitive theory, self-
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generated influences via self-regulation, self-motivation and self-efficacy can act as a 

deterministic factor in the same manner as one’s biology or one’s environment (Bandura, 

1986b). In theory, Bandura (1986b) would argue that if two people were subjected to the 

same personal and environmental factors, they may still develop differently based on 

skills for regulating one’s own behaviour and motivation.  

Social cognitive theory goes beyond the traditional nature versus nurture debate to 

explore how nature and nurture interact and influence each other within the constraints of 

human agency. Triadic reciprocal determinism provides a more complex and accurate 

explanation of how human adaptations are expressed and perpetuated, which can be 

readily applied to mental illnesses within the context of this study. In recent years, 

research attention has shifted from a medical model to a biopsychosocial approach for 

understanding mental health issues (Hastings, 2015). In terms of anxiety, there are strong 

cognitive, environment, and behavioural components to this mental illness that are 

independently and co-dependently connected (Burg, 2018). It is of the utmost importance 

that the handbook developed in this project considers the whole child with sets of 

interacting environments, personal variables and behaviours that are specific to them and 

constantly changing through their interplay. As a result, Bandura’s (1986a) social 

cognitive theory of triadic reciprocal determinism is used in the present study as a 

framework to conceptualize the etiology of anxiety disorders and develop a balanced 

handbook that comprehensively addresses the personal, environmental and behavioural 

factors that contribute to anxiety disorders.  
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Etiology of Anxiety Disorders 

The term anxiety refers to both the shared affective experience among all humans and 

the clinical pathology that affects a fragment of the population (Kaufman & Landrum, 

2018). As such, this makes it difficult to understand how some individuals can find 

anxiety adaptive, while others are completely debilitated. Yerkes and Dodson (1908) 

elucidated a curve that related arousal level to performance. This model articulated that 

anxiety will assist individuals with achieving optimal performance at a moderate level; 

however, if the arousal provided by anxiety gets too high, then performance deteriorates 

(Yerkes & Dodson, 1908). More recent studies have corroborated the implications of this 

model in terms of anxiety. For example, Demeter and Davis (2013) found that students 

who procrastinate to manage test anxiety from high arousal to moderate arousal go on to 

achieve high levels of academic success. Furthermore, Mellifont, Smith-Merry and 

Scanian (2016) found that appropriate workplace accommodations for adults with anxiety 

disorders lowered their anxiety to a manageable level and improved their productivity. 

While moderate levels of anxiety are helpful and adaptive, individuals with anxiety 

disorders are in a constant and chronic state of high anxiety that is detrimental to their 

occupational, academic and social performance. 

All humans experience anxiety, yet not all humans develop anxiety disorders 

(Kaufman & Landrum, 2013). The etiology of this mental health concern is highly 

complex and multifaceted with its roots in biology and environmental influences used to 

explain individual susceptibility. Understanding the proposed factors that precede, sustain 

or aggravate anxiety disorders is fundamental in understanding the pathology and 

developing effective, empirically based intervention programs. While there is no single 
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cause of anxiety disorders, a social-cognitive analysis of anxiety disorders considers three 

interdependent controlling influences: personal factors, environmental factors and the 

behaviour itself.  

Bandura’s Social-Cognitive Theory: Intrapersonal Factors—Cognitive and 

Affective 

 Bandura’s social cognitive theory explicates the psychosocial functioning in terms 

of the triadic reciprocal causation (Bandura, 1986).  In this transactional view of self and 

society, intrapersonal factors in the form of cognitive, affective, and biological events; 

behavioral patterns; and environmental events, all operate as interacting determinants that 

impact each other bidirectionally (Bandura, 1986).  This is based on the premise that 

individuals are self-perspective, proactive, self-regulating, and self-reflecting, not just 

reactive organisms, shaped by environmental events or inner forces.  Human self-

development, adaption, and change are embedded in social systems. Thus, personal 

agency operates within a broad network of sociostructurally influences (Bandura, 1986). 

In these agentic transactions, individuals are producers of social systems, not just product 

of them.  Personal agency and social structures operate as co-determinants in an 

integrated causal structure rather than as a disembodied duality (Bandura, 1986). 

Personal factors that influence the development of anxiety disorders include 

genetics, neurology, temperament and information-processing biases often examined in 

the biological or psychological explanations of anxiety disorders (Bandura, 1968a). 

Family heredity studies indicate that anxiety tends to run in families (Bandelow & 

Michaelis, 2015; Eley, Gregory, Clarke and Ehlers, 2007). Micco et al. (2009) conclude 

that the children of anxious parents are four times as likely to develop an anxiety disorder 
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compared to peers with parents who do not have any psychiatric conditions. Further, 

Hettema, Neale and Kendler (2001) estimate that the hereditability of GAD is 

approximately 32%. Family aggregate studies confirm the hereditability of anxiety 

disorders; however, they do little to explain whether this hereditability is due to genetic 

or environmental factors (i.e., anxious parenting styles and behaviours). Twin studies that 

explore outcomes for identical, monozygotic (MZ) and non-identical, dizygotic (DZ) 

twins can assist with separating environmental and genetic influences in heritability 

estimates. Eley et al. (2007) compared a sample of 300 8-year-old MZ and DZ twin pairs 

and found modest genetic contributions to somatic symptoms of anxiety (15%), as well as 

moderate genetic influences on anxiety sensitivity (37%). Despite research that validates 

genetic influences (Eley et al., 2007; Hettema et al., 2001) relatively little is known about 

specific genes which are responsible for anxiety expression. Silverman and Field (2011) 

identify candidate genes that are demonstrating promise including polymorphisms related 

to faulty neurotransmission, corticotropin-releasing hormone and brain-derived 

neurotrophic factor. As with most complex neurological difficulties, it is probable that 

anxiety is controlled by several genes that account for very little variance independently. 

Most likely, the genes which affect parental anxiety and offspring anxiety also influence 

anxious parenting styles, leading to a confounding effect of genetic and environmental 

influences which together contribute to the child’s likelihood of developing an anxiety 

disorder (Eley et al., 2015). 

In addition to genetics, accumulating data suggest structural and functional 

abnormalities in the brains of individuals with anxiety disorders (Strawn et al., 2018; 

Silverman & Field, 2011). Brain damage or dysfunction can occur due to numerous 
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events before, during or after birth including, but not limited to, genetic mutation, 

physical insult, infection or substance abuse (Kaufman & Landrum, 2018). Most notably, 

research indicates the potential for abnormalities in the fear-processing circuitry of the 

brain (Coplan, Webler, Gopinath, Abdallah, & Mathew, 2018; Machade-de-Sousa et al., 

2014; Strawn et al., 2018; Swartz et al. 2014). Strawn et al. (2018) discuss the 

dysregulation in fear circuitry of patients with anxiety disorders to be due to connection 

issues between their amygdala, prefrontal cortex (PFC) and anterior cingulate cortex 

(ACC) in the anterior limbic network. 

The amygdala resides deep within the limbic system and is responsible for 

generating the fear response (Strawn et al., 2018). Machade-de-Sousa et al. (2014) found 

significantly enlarged amygdalar volume among patients with anxiety disorders 

compared to controls, such that participants with more severe anxiety symptoms had 

larger amygdalae. It is unknown whether this correlation is due to genetic influences on 

the development of brain structures, neuroplasticity from increased fear processing or a 

combination of both (Machade-de-Sousa et al., 2014). The prefrontal cortex is 

responsible for regulatory functions including emotional control and extinguishing fear 

responses produced by the amygdala (Strawn et al., 2018). In clinical populations, 

patients with GAD demonstrate higher levels of activity in their PFC as a compensatory 

approach to the hyperactivation of the amygdalae (Coplan et al., 2018).  The ACC is 

responsible for integrating information from the emotional brain (amygdala) and the 

rational brain (PFC) for decision-making (Strawn et al., 2018). Interestingly, a common 

characteristic of GAD is an inability to tolerate uncertainty or indecision. Strawn et al. 

(2018) found a strong correlation between high trait inability-to-tolerate-uncertainty and 



 

 

 

29 

heightened brain activity in the ACC for individuals with GAD; indicating that it is 

working very hard to try to interpret the opposing messages being sent by the limbic 

regions and the frontal cortex.  

Swartz et al. (2014) provide further evidence of amygdala-PFC dysfunction 

during emotion processing in children and adolescents with anxiety disorders. Fifty-three 

children and adolescents (7-19 years old) were presented with fearful images while in 

functional magnetic resonance imaging (fMRI) scanner to measure brain activity. The 

results demonstrated that children and adolescents with anxiety disorders were 

characterized by initially heightened amygdala activation relative to controls when 

presented with fearful stimuli. Though, control groups demonstrated significantly higher 

prefrontal cortex activity during the beginning of the session compared to peers with 

anxiety (Swartz et al., 2014). Since cognitive apprehensions are a main component of 

GAD, scholars believe that the PFC is preoccupied with worries, so it is not able to 

inhibit responses from the amygdala as it does in healthy controls (Strawn et al., 2018). 

Similarly, Coplan et al. (2018) found that although the PFC and amygdala are both 

overactive in anxious pathologies, the connection between them is significantly 

underactive resulting in poor communication. The overactive neurophysiology and poor 

connectivity in anxious brains leaves individuals in a chronic state of distress. Not only 

are these individuals fearful and anxious based on aversive stimuli, but they are also 

constantly apprehensive about what threats may arise, even in the absence of an authentic 

threat.  

Information-processing models explain that individuals with anxiety perceive 

more aversive stimuli in their environment due to visual processing biases. A large body 
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of research considers attentional bias, where individuals with anxiety disorders 

selectively attend to threat, to be at the core of disrupted fear-processing. Dudeney, 

Sharpe & Hunt (2015) discovered that all young children appear to have an attention bias 

towards threatening stimuli compared to neutral stimuli; however, as children age the 

bias faded in typically developing children yet endured among clinically anxious 

populations. In a study of 92 seven- to seventeen-year-olds, Gamble and Rapee (2009) 

found that children and adolescents with anxiety disorders engage in an initial vigilant-

avoidant attentional bias. While engaged in an eye movement tracking study with 

emotional and neutral facial expressions, anxious children and adolescents demonstrated 

significantly heightened responses towards both negative and neutral emotional faces 

when presented quickly (500 ms) compared to healthy controls. Although it is adaptive 

for humans to detect threats quickly to be able to respond, anxious individuals are primed 

by higher levels of apprehension than their peers, resulting in seeing and attending to 

threats that are not genuine.   

The fourth and final personal factor to consider in the etiology of anxiety 

disorders is derived from a psychological model of personality development. 

Temperament is a personality construct that refers to stable and natural differences in 

one’s disposition present from the early years through the lifespan (Kagan, 2008). One 

dimension of temperament that has been extensively researched in relation to anxiety 

disorders is behavioural inhibition (BI).  Kagan (2008) defines BI as a temperamental 

construct that leads to heightened autonomic response to novel situations, being reserved 

in social settings and being withdrawn even in high-reward circumstances. Similar to BI, 

negative affect (NA) is another temperamental factor that is highly correlated with 
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anxious pathology. NA refers to a stable predisposition to experience frequent negative 

affect or emotions (i.e., anxiety, fear, sadness, anger). While NA and BI both show strong 

correlations with anxiety disorders, they are different constructs as evidenced by their 

weak correlations with each other (Viana, Kiel, Alfano, Dixon, & Palmer, 2017). 

Individuals with high NA are more likely to experience anxiety and fear than their 

average peers in both aversive and non-aversive circumstances (Viana et al., 2017). 

Individuals with high BI are more likely to withdraw from scenarios and avoid stimuli 

that make them anxious (Viana et al., 2017). Taken together, high NA and high BI 

temperament profiles lead individuals to experience high rates of negative emotions (i.e., 

anxiety and fear) without effective regulation systems to habituate and process those 

emotions, which in turn fosters anxiety disorders.  

Environmental Factors 

 While genetics appear to account for approximately 30% of the variance in 

anxiety disorder etiology, there is still much of the variance left up to environmental 

influences (Eley et al., 2007). As anxiety may have genetic links, children of parents with 

anxiety are more likely to have anxious tendencies but many children with undiagnosed 

parents still develop an anxiety disorder due to influences from their environment 

(Chorpita & Barlow, 1998; Ollendick & Grills, 2016). Anxiety disorders do not 

necessarily develop from the result of one single experience, much like their genetic 

contribution, it is much more likely that a multitude of experiences build up over time 

and account for very little weight independently. Environmental factors in the 

development and persistence of anxiety disorders include the conditioning of fear 

pathways, observational or vicarious learning, parenting behaviours, attachment styles 
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and peer relations (Beidel & Alfanco, 2011; Blair et al., 2016; Ginsburg, Schindler, Tein 

& Drake, 2018) 

 Fear is a basic and normative human response to situations or stimuli that threaten 

physical or emotional wellbeing (Beidel & Alfano, 2011). Muris and Field (2011) 

reviewed the common developmental fears for each age group: infants typically fear loud 

noises and strangers; school-age children fear monsters, animals and injury; and 

adolescents fear social evaluation. As discussed in the personal factors, the fear-

processing circuitry of the brain appears to dysfunction in individuals with anxiety 

disorders. In addition to impaired fear-processing circuitry, individuals with anxiety 

disorders may acquire fears and anxiety through a few environmental pathways. First, 

and most commonly assumed, is that children with anxiety disorders must have had 

direct, frightening exposures with the feared stimuli or situation. Cooper, Grillon and 

Lissek (2018) conducted a conditioned learning exercise with individuals with panic 

disorder (PD) and generalized anxiety (GAD). Individuals with anxiety disorders often 

display reduced affective discrimination between danger and safety, meaning that they 

respond fearfully to both threatening and neutral cues in their environment. Using 

classical fear conditioning, Cooper et al. (2018) trained 67 adults on a fear conditioning 

paradigm where participants received an uncomfortable electric shock (unconditioned 

stimuli) when they responded fearfully to the safety cues, but they were not administered 

a shock for responding fearfully to danger cues. Cooper et al. (2018) found that 

participants with GAD did not benefit from additional trials and had persistent 

discrimination difficulties between safe and danger cues compared to controls. Cooper et 

al. (2018) demonstrated that individuals with anxiety disorders have a difficult time 
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interpreting safe versus dangerous conditions accurately in their environments, leading to 

maladaptive anxiety learning for cues that are not threatening.  

While the above pathway is the most direct form of conditioning, it is just as 

common that individuals with anxiety disorders have acquired fears vicariously through 

learning from others. Bandura (1978) developed social learning theory from the 

principles of operant conditioning. This theory attempts to explain how humans can 

quickly learn specific acts through observing the act being modelled and reinforced in 

their environment and imitating it in their own behaviour (Bandura, 1978). Blair et al. 

(2016) demonstrated an intersection between personal and environmental factors in their 

study regarding amygdala activation and vicarious fear learning. Using fMRI scans, Blair 

et al. (2016) examined the brain activation patterns of 32 patients with anxiety and 22 

healthy controls when engaged in a computerized social referencing paradigm. The 

participants began by looking at a neutral face on the computer screen before two objects 

appeared on either side of the face. When the participant’s gaze moved to an object, the 

neutral face changed to either a negative or positive facial expression based on the object 

selected (Blair et al., 2016). Thus, participants learned vicariously to associate four 

objects with three facial expressions: fearful, happy, neutral. In the next part of the study, 

participants had to choose to approach or avoid the same objects presented in the social 

reference trials. Blair et al. (2016) found that individuals with anxiety disorders 

demonstrated greater amygdala activation and avoidance for objects that were associated 

with fearful reactions by the computer program and decreased amygdala activation to the 

object-neutral and object-happy conditions. 
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In addition to impaired conditioning, anxiety disorders can be acquired from 

child-rearing environments. Hereditability estimates of anxiety disorders that attempt to 

explain the genetic influences passed from parent to child are further compounded by 

parenting styles and behaviours that impact the child’s environment during their 

development. Mellon and Moutavelis (2011) found that parental use of aversive control 

and non-responsiveness were both related to child anxiety levels, especially in panic 

disorder and GAD. Chorpita and Barlow’s (1998) model of anxiety elucidated the role of 

perceived lack of control over external and internal threats in the etiology and expression 

of anxiety disorders. Family environments characterized by high levels of control over 

the child at a young age restricted the child’s ability to develop coping skills and 

undermined the child’s sense of self-efficacy, which lead to weaker sense of perceived 

control in later life decisions (Ginsburg et al., 2018).  

Children with anxiety disorders often have parents with their own 

psychopathology (Allen, Sandberg, Chhoa, Fearn & Rapee, 2017). Hser, Lanza, Li, 

Kahn, Evans and Schulte (2013) found parental psychopathology was related to higher 

levels of parental stress, which became evident in subsequent parental behaviours. 

Consistently, Eley et al. (2015) found strong positive correlations between parental 

anxiety and the development of anxiety disorders in children, whereby the child learned 

to be fearful and worried about daily encounters because of vicarious learning from their 

parents’ fears and worries. Consistent with social learning theory, children who were 

raised by anxious parents have more opportunity to learn anxious behaviours and 

cognitions from their parents’ modeling of distress and ineffective coping skills 

(Ginsburg et al., 2018). Similarly, Ginsburg et al. (2018) found that a child’s perceived 
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peer victimization predicted severity of anxiety symptoms one year later only for children 

with anxious parents.  

Bowlby (1973) developed attachment theory to explain the need for a close, 

consistent and continuous relationship with a primary caregiver to develop a social bond 

for the child to thrive emotionally. Bowlby (1973) further theorized that when parents are 

inconsistently responsive or non-responsive to a child’s distress, children will develop an 

insecure attachment that acts as a precursor to later psychological impairments. Neuman, 

Shin and Zuelig (2016) demonstrated that adult patients with panic disorder and/or GAD 

had more difficulty recalling positive childhood memories of caregiver relationships than 

healthy controls, suggesting that adult anxiety disorders were associated with early 

insecure attachments. Insecure attachments include avoidant (distant), anxious-

ambivalent (dependent) and disorganized (inconsistent) attachment styles (Bowlby, 

1973). Dallaire and Weinraub (2007) studied the attachment styles and symptoms of 

anxiety among young children. Consistently, children at 5 years old with insecure 

childhood attachments exhibited more anxious symptoms after stressful life events than 

their securely attached peers. Furthermore, as insecurely attached children mature into 

adolescence, they report significantly more interpersonal conflicts and symptoms of 

psychopathology than securely attached peers (Brown & Wright, 2003).  

Behavioural Factors 

Behavioural factors comprise of human responses to stimuli from personal and 

environmental factors to achieve goals. Individuals with anxiety disorders use 

behavioural factors in attempts to downregulate unpleasant experiences through 

avoidance, escape, distraction and/or control (Kirk, Meyer, Whisman, Deacon & Arch, 
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2019). The behavioural realm of the etiology is where human agency, prompted by self-

generated influences, plays a large role (Bandura, 1986b). Behavioural factors in the 

development and persistence of anxiety disorders include experiential avoidance, 

perceived control and emotional self-regulation.  

Experiential avoidance is defined as an unwillingness to confront unpleasant 

thoughts or emotions while attempting to evade or escape any situation that may elicit 

them across a variety of contexts (Kirk et al. 2019). Avoidance amplifies arousal for 

feared events, exacerbating an anxiety disorder via negative reinforcement. Individuals 

with anxiety disorders are negatively reinforced when they avoid threatening stimuli or 

events, which makes them more likely to engage in avoidance behaviours in the future 

(Chorpita, Brown, & Barlow, 2016). For example, if a student is feeling anxious about a 

test at school and they skip school, they do not have to confront the fear imposed by the 

test and their avoidance has allowed them to remove the unwanted anxious feeling for the 

time being. Unfortunately, avoidance tactics simply amplify anxiety because individuals 

are not given the chance to confront and disprove their cognitive distortions. High levels 

of avoidance are related to reduced goal-directed behaviour, less resiliency and fewer 

chances to confront unhelpful cognitive distortions, leading to maintained or increased 

anxiety in the long-term (Kirk et al., 2019). 

Avoidance behaviours are further influenced by a lack of control over the 

environment (Kirk et al., 2019). In the study of perceived control among anxiety patients, 

self-report measures of a behaviour construct, known as locus of control, helps to clarify 

the development and persistence of anxiety-related behaviours. Locus of control is 

described as the degree to which an occurrence and its consequences are perceived to be 
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under the control of internal or external forces. Children with clinical anxiety 

demonstrate higher reports for external locus of control, meaning that they often attribute 

situations in their life to luck, fate or chance rather than their own effort and ability 

(Chorpita et al., 2016). Ollendick and Grills (2016) propose that individuals with anxiety 

experience perceived lack of control over their internal physiological responses to anxiety 

(i.e. increased heart rate, perspiring, shortness of breath) and the external fear-producing 

stimuli (i.e., overactive threat detection). Chorpita et al. (2016) demonstrate that higher 

levels of externality are associated with less perceived control over their environment 

resulting in heightened anxiety and avoidance.  

The relationship between mental illnesses and maladaptive emotional regulation 

techniques is apparent in their avoidance tendencies. Emotional regulation is the process 

by which individuals decide which emotions they have, when they have them and how 

they express said emotions (Newman & Llera, 2011). Emotional regulation can be 

adaptive or maladaptive. Often, individuals with GAD will use worrying as a maladaptive 

coping technique to avoid processing their negative emotions (Mennin, Heimberg, Turk 

& Fresco, 2002). However, maladaptive emotional regulation worsens the underlying 

causes of the pathology by suppressing emotional experiences and in turn only intensifies 

the anxious feeling. Mennin et al. (2002) found that individuals with GAD were found to 

report higher levels of emotional intensity. Moreover, GAD patients were also less likely 

to accept their emotional state, as they demonstrated difficulty identifying and justifying 

their emotions, and believed they could not do much to remedy their mood compared to 

controls (Mennin et al., 2002). 
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Worry, the hallmark trait of GAD, places individuals in a constant state of 

negative affect due to their unrelenting apprehensive cognitions. Newman and Llera 

(2011) provide the contrast-avoidance model to explain that individuals with GAD 

behave in ways to reduce the negative-nonnegative affect switch. By preparing for the 

worst through worrying, these individuals avoid positive affect and upregulate their 

negative affect so that they are protected from disappointment (Bosley et al., 2016). 

Consistently, Roemer et al. (2005) found that individuals with GAD try to exert control 

over their emotional experiences by remaining in a negative mood to avoid the eventual 

decline of their positive mood. Interestingly, individuals with GAD find the shift from 

positive mood to negative mood to be more distressing than a chronic negative mood 

(Bosley et al., 2016). 

Risk and Protective Factors 

Ollendick and Grills (2016) describe the etiology of anxiety disorders using the 

term “equifinality”, meaning that there are multiple pathways to any one outcome. The 

most likely explanation for the cause of anxiety at this time is that a biological 

predisposition based on personal factors is triggered by environmental or behavioural 

factors to influence the expression of a clinical anxiety disorder. These personal, 

environmental and/or behavioural elements that predispose anxiety are known as risk 

factors. However, just as factors may increase risk, they may instead act to mitigate risk 

and reduce a person’s likelihood of developing an anxiety disorder. These dynamics are 

called protective factors. Buchegger-Traxler and Sirsch (2012) found that family 

connectedness, parental monitoring, school connectedness and peer support are among 

the most influential protective factors for adolescent wellbeing. The balance of risk and 
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protective factors is the best explanation for how, given similar circumstances, some 

individuals develop anxiety disorders and others do not.  

Epidemiology of Anxiety Disorders 

 Anxiety is one of the most widely diagnosed disorders with 12-month prevalence 

ranging from 2% - 17% (Tempesta et al., 2013). One of the largest prevalence studies to 

date demonstrates that anxiety disorders affect 32% of adolescents with a median age of 

onset at merely 6 years old – the lowest of all mental disorders (Merikangas et al., 2010). 

While these numbers are staggering, they are much lower than the reality. We know that 

many children and adolescents experience anxiety symptoms that do not meet the 

threshold for a formal diagnosis, yet still bear significant impairment. The DSM-V 

further classifies anxiety disorders into seven subcategories: separation anxiety, selective 

mutism, specific phobia, social phobia, panic disorder, agoraphobia and GAD (APA, 

2013).  

Canals, Voltas, Hernandez-Martinez, Cosi and Arija (2018) explored the prevalence 

rates of the subtypes of anxiety disorders as defined by the DSM-5. Canals et al. (2018) 

examined 2023 school-age children between the ages of 9-12 years old. Among school-

age children, the most prevalent subtypes of anxiety disorders were specific phobias and 

GAD, whereas panic disorders and agoraphobia were rarely diagnosed among this age 

group (Canals et al., 2018). Consistent with Merikangas et al. (2010), prevalence rates 

less than 1% are common for panic disorders and agoraphobia as they are often 

diagnosed later in adolescence or adulthood. However, the second highest prevalence 

among school-children of GAD (6.9%) was unexpected. Past research suggests that GAD 

often has first onset in late adolescence (Beesdo, Knappe & Pine, 2009; Ormel et al., 
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2015). This inconsistency may be due to changes to the clinical criteria for diagnosing 

GAD (criteria loosened from over-anxious disorder in DSM-III) in the DSM-5 or due to 

increased prevalence among younger populations. Nonetheless, this finding suggests that 

more attention should be paid to the pathology and prevention of GAD in school-age 

children and early adolescence. Social anxiety was third highest (4.0%) among this 

population of children, which is consistent with other research that social anxiety tends to 

peak in adolescence when children become more invested in their social status and peer 

groups (Costello, Egger & Angold, 2005). Further, separation anxiety disorder (SAD) 

was fourth highest (3.4%), which is also consistent with past literature that SAD often 

occurs in younger populations of preschool children (Costello et al., 2005).  

Anxiety is classified as an internalizing disorder, meaning that it is characterized by 

high levels of internal distress as opposed to outward expression of the pathology 

(Papandrea & Winefield, 2011). Many people believe that internalizing disorders are less 

impairing than their externalizing counterparts because they do not physically interfere 

with daily routines and social interactions. However, Howell and Watson (2009) 

demonstrated that overall dysfunction ratings were higher among individuals with 

internalizing symptoms on both self-report questionnaires and clinician judgements. 

Disability-adjusted life years (DALY) is a global estimate of disease burden based on the 

number of years lost due to illness, disability and premature death (World Health 

Organization, 2015). The DALY for anxiety disorders cumulatively is 390 years lost per 

100,000 people (Baxter, Vos, Scott & Ferrari, 2014). While this is less than the DALY 

for depression, dementia and alcohol abuse, it is higher than the DALY for serious 

medical conditions including multiple sclerosis and Parkinson’s disease. Altogether 
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indicating that anxiety disorders are chronic and disabling conditions that cause 

significant burden on global healthcare systems.  

More concerning is the fact that most individuals with anxiety disorders do not seek 

early support. Only one fifth (20.6%) of Canadian patients with anxiety disorders sought 

support from health care services for their symptoms (Bandelow & Michaelis, 2015). 

While they do not seek support for their anxiety, they consume health care resources at a 

high rate due to disproportionately high number of health care visits for somatic 

symptoms of anxiety (i.e., fatigue, trouble sleeping, headaches, etc.) or comorbid 

psychiatric diagnoses that have developed from untreated anxiety (i.e., depression, 

bipolar, etc.). When symptoms of depression or other psychiatric illnesses arise from 

untreated anxiety, the percentage of individuals who seek health care support jumps from 

20% to 75% (Bandelow & Michaelis, 2015).  

Despite the high prevalence and impairment of anxiety disorders, relatively little 

research has been done in a Canadian context. Pelletier, O’Donnel, McRae and Grenier 

(2017) examined current reports of GAD from results of the Canadian Community 

Health Survey—Mental Health (CCHS-MH, 2012) which surveyed a nationally 

representative sample of individuals over 15 years of age. In 2012, approximately 2.4 

million Canadians (8.7%) reported symptoms compatible with a diagnosis of GAD in 

their lifetime. Results from the CCHS-MH (2012) put Canadian prevalence rates for 

GAD slightly above prevalence rates from the United States (5.7%) and Australia (6.1%) 

despite being similar in living conditions and prevalence of other mental health 

conditions (Pelletier et al., 2017). Over the course of a year, Canadian women are 1.6 

times as likely to be diagnosed with GAD than Canadian men, indicating gender 
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differences in the pathology (Pelletier et al., 2017). Finally, participants born in Canada 

were two times as likely to be diagnosed with GAD compared to immigrants, indicating 

cultural considerations as well (Pelletier et al., 2017). 

Bandelow and Michaelis (2015) indicate that anxiety disorders are chronic, meaning 

that individuals often suffer from symptoms associated with GAD over the course of their 

lifetime. In most cases, anxiety disorders start in childhood or early adolescence and 

continue throughout adulthood until they hit a peak in middle-age and decrease with 

older-age (Bandelow & Michaelis, 2015). Last, Perrin, Hersen and Kazdin (1996) suggest 

that while most anxiety disorders lessen over time, it is very common for one anxiety 

disorder to replace another. For example, a child diagnosed with separation anxiety 

disorder at 6 years old may no longer meet the diagnostic criteria for separation anxiety at 

14 years old, but their anxious pathology may alter to fit a GAD diagnosis. Unrecognized 

and untreated anxiety disorders lead to an increased prevalence of comorbid anxiety 

disorders and other psychiatric illnesses (Canals et al., 2018). Homotypic comorbidities 

occur in 35.6% of cases, indicating that individuals with one type of anxiety disorder are 

more likely to develop multiple anxiety disorders (Canals et al., 2018). Subtypes of 

anxiety disorders are comorbid with GAD in 25-50% of cases, contributing to more 

significant impairment and persistence of anxious symptoms over the lifetime (Last et al., 

1996). In addition, heterotypic comorbidities occur in 40.7% of school-age onset anxiety 

disorders, indicating that children diagnosed with an anxiety disorder were almost twice 

as likely to develop other emotional or behavioural disorders concurrently (i.e. 

depression, attention or conduct disorders; Canals et al., 2018).  
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Generalized Anxiety Disorder (GAD): Prevalence and Characteristics 

Anxiety disorders, including panic disorder, social anxiety, specific phobia and 

generalized anxiety, are among the most persistent and most common disorders in 

psychiatric practice (Tempesta et al., 2013). Generalized anxiety disorder (GAD) is the 

most comprehensive anxiety disorder, broadly characterized by patients having 

excessive, uncontrollable worry about several events or activities which affect their daily 

functioning (APA, 2013). Bosley, Fischer and Taylor (2016) estimates that 5% of the 

general population will be diagnosed with GAD in their lifetime. The prevalence of GAD 

is further compounded by high rates of comorbidity with depression, bipolar and other 

types of anxiety disorders (i.e. social anxiety, OCD, PTSD; Bosley et al., 2016).  

Individuals with GAD often present with symptoms of muscle tension, sleep 

disturbance, irritability, restlessness or somatic symptoms (APA, 2013). The 

physiological, cognitive and behavioural symptoms of anxiety disorders differ based on 

the age of the individual. For example, the most universal symptoms of excessive worries 

and uncontrollable anxiety are not typically visible, and children have difficulties 

expressing these complex emotions and cognitions. As such, they often present in 

children as somatic complaints regarding frequent headaches and stomach aches. Since 

the symptoms are hidden in many childhood cases of anxiety disorders, it is important 

that educators are aware of the components of anxiety disorders as per the DSM-V but 

also aware of some of the common indicators in practice.  

The most discernable factor associated with GAD is uncontrollable worry. Worry 

is a cognitive process characterized by negative thoughts or images related to threats and 

danger. Sibrava and Borkovec (2006) define worry as “a chain of thoughts and images, 
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negatively affect-ladden and relatively uncontrollable, which represent an attempt to 

engage in mental problem-solving on an issue whose outcome is uncertain but may result 

in one or more negative results” (p. 239). Since worry is cognitively based, it is heavily 

dependent on level of cognitive development and so it looks different in children 

compared to adults. Specifically, worry in childhood is primarily catastrophic and self-

referential (Vasey, 1993). By 7 to 8 years old, children have the cognitive potential to 

drastically increase the complexity and elaboration of the worry process; such that, 

children 8-12 years old reported twice the amount of worries compared to 4-to-6-year 

olds (Vasey, 1993). Worries are common among children. Henker, Whalen and O’Neil 

(1995) demonstrated that among nonclinical students in Grades 4-8, 88% indicated at 

least one area of worry with the average being four areas of worry. While worry itself is a 

commonly experienced phenomenon among children, the frequency and intensity can 

distinguish clinical and nonclinical cases when diagnosing anxiety disorders.  

Diagnosing Generalized Anxiety Disorder 

Assessment for anxiety disorders typically employs a multi-informant approach, 

collecting information from several individuals using diverse modalities allowing for a 

comprehensive picture of the clinical symptomatology and functional impairment in a 

variety of contexts (Spence, 2018). Assessment measures often include a diverse range of 

standardized interview protocols, psychometrically sound self-report questionnaires and 

parent/teacher rating scales which present an initial assessment of symptom severity 

(Beidel & Alfano, 2011). Where possible, clinicians will use direct observation or 

psychophysiological recordings to assist with making an accurate diagnosis (Silverman & 

Field, 2011).  
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The DSM-V is the current version of the manual used by clinicians and 

researchers to diagnose and classify mental disorders. Within this manual, anxiety 

disorders are further broken down into seven categories: separation anxiety, selective 

mutism, specific phobia, social anxiety, panic disorder, agoraphobia and generalized 

anxiety (APA, 2013). Anxiety-related disorders, including obsessive-compulsive disorder 

and post-traumatic stress disorder, became separate categories in the most recent edition 

of the DSM. The DSM-V diagnostic criteria for GAD outlines that patients must 

experience: a) excessive, persistent and chronic anxiety and worry about several events or 

activities; b) difficulty exerting control over the worry; c) restlessness, fatigue, poor 

concentration, irritability, muscle tension and/or sleep disturbance associated with their 

worries; d) clinically significant levels of distress or impairment in daily functioning and 

e) the anxiousness or worry is not better explained by another medical disorder or 

substance abuse (APA, 2013). As the first step in an assessment, clinicians use 

standardized interview protocols to assess how well clients meet the diagnostic criteria. 

The most commonly employed clinical interviews include Anxiety Disorders Interview 

Schedule for Children/Parents (ADIS-C/P; Silverman & Albano, 1996), the Schedule for 

Affective Disorders and Schizophrenia for School Aged Children (K-SADS, Kaufman et 

al., 2016) and the Diagnostic Interview Schedule for Children-IV (NIHM DISC-IV, 

Schaffer, Fisher, Lucas, Dulcan & Schwab-Stone, 2000).  

Diagnostic decisions made by standardized clinical interviews are recommended 

as the gold standard against which the validity of other measures is tested. However, 

multiple informants and multiple measures should inform proper diagnoses. Hence, many 

clinicians will use self-report questionnaires and rating scales to supplement the 
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interviews (Spence, 2018). There are numerous questionnaires and self-report scales that 

have been implemented for three broad purposes: 1) measuring the construct of anxiety 

broadly; 2) measuring multidimensional constructs of anxiety that include subscales for 

possible comorbidities and 3) identifying specific anxiety disorders (Spence, 2018). 

Despite different scales with different levels of validity and reliability, parent and child 

concordance rates are often low to moderate on all anxiety scales (Grills & Ollendick, 

2002). Agreement regarding experienced symptoms of anxiety tends to increase in 

adolescence, however children often have a difficult time relating to the abstract nature of 

the questionnaires and quantifying or explaining their emotional experiences (Grills & 

Ollendick, 2002).   

Where possible, direct observation and psychophysiological measures can be 

useful to support clinical interviews when questionnaires and rating scales prove 

inconclusive. In addition, direct observations are usually more insightful for developing 

treatment plans than responses to questionnaires. The Behavioural Approach Task (BAT; 

Ollendick, Allen, Benoit, & Cowart, 2011) is often used in research settings to assess an 

individual’s level of approach, distress and avoidance associated with real or simulated 

threats. Results from the behavioural observation can help clinicians to develop more 

appropriate client-centered exposure therapy from an individualized baseline (Spence, 

2018). Direct observations record antecedent-behaviour-consequence relationships that 

happen in the home or classroom setting, which provide more information to the clinician 

on the anxious pathology than simply indicating areas of fear on a questionnaire (i.e. 

antecedents only; Silverman & Field, 2011). Psychophysiological measures, like skin 

conductance, heart rate and electromyography, are used almost exclusively in research 
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settings, however physiological measures may prove beneficial in differential diagnoses 

for anxiety (Spence, 2018). For example, Beidel and Alfano (2011) demonstrate that 

children with GAD had higher resting pulse rates than children with social anxiety. 

Although the evidence base is still growing in this area, assessment of child and 

adolescent GAD requires triangulation of multiple data points to arrive at an accurate 

diagnosis and develop an effective intervention plan.  

Interventions for Generalized Anxiety Disorder 

The ultimate therapeutic goal of GAD is remission, in which state the individual 

does not experience any anxious symptoms and can return to their full quality of life 

(Reinhold & Rickels, 2015). The two most common treatment plans for anxiety disorders 

include pharmacotherapy and psychotherapy. Quide, Witteveen, El-Hage, Veltman and 

Olff (2012) found that both types of treatments help to normalize brain function but 

operate in reverse. Pharmacotherapy seems to engage a bottom-up effect by decreasing 

the overactivity of the limbic structures, including the amygdalae, which are primitive 

areas of the brain responsible for overactive fear responses in patients with anxiety 

disorders. Conversely, psychotherapy exerts top-down control by increasing prefrontal 

control over the limbic system. Nonetheless, both treatments have been found to reduce 

anxiety symptoms and lead to better quality of life (Quide et al., 2012). 

Most pharmacotherapy plans for GAD use selective serotonin reuptake inhibitors 

(SSRIs) or selective serotonin-norepinephrine reuptake inhibitors (SNRIs) to achieve 

remission (Wu et al., 2016). Pharmacological interventions have proven effective at 

alleviating the debilitating symptoms of GAD and allowing adult patients to return to the 

demands of their daily life (Tempesta et al, 2013; Wu et al., 2016). However, when 
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individuals with GAD elect to withdraw from their medication, they often start re-

experiencing GAD symptoms, frequently at an increased rate and severity than prior to 

their medication use (Gupta, Gersing, Erkanil & Burt, 2015; Gomez et al, 2018). Most 

importantly, regulatory agencies warn against the use of antidepressant medications in 

populations of children and adolescents due to fatal side effects including increased risk 

of self-harm, suicidal ideation and suicidal behaviour (Gupta et al., 2015). Moreover, 

pharmacology alone does not combat the underlying issues in GAD regarding excessive 

worry or apprehensive cognition. Many clinicians feel that GAD treatments should target 

the root cause of the disorder rather than the symptoms (Latas et al., 2018). Cognitive-

behavioural therapy (CBT) uses principles of social learning to resolve the excessive or 

irrational worries that are at the root of GAD (Kauffman & Landrum, 2018). CBT relies 

on changing thought patterns, or cognitive distortions, to enhance prosocial thinking, 

coping skills and behaviour. Thus, strategies in this handbook utilized the principles of 

cognitive behavioural therapy to support effective strategies and accommodations for 

classroom-level intervention. 

Current Empirical Research on Interventions for GAD 

When reviewing the literature on GAD with the purpose of designing an 

empirically driven handbook for educators, it is critical to examine and borrow from 

effective treatments already being implemented. The following is a review of four 

current, empirical studies on prominent GAD interventions.  

Pharmacological Interventions for GAD 

Most pharmacological treatment plans for GAD use selective serotonin reuptake 

inhibitors (SSRIs) or selective serotonin-norepinephrine reuptake inhibitors (SNRIs), two 
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classes of antidepressants (ADs), to achieve remission (Wu et al., 2016). ADs are 

prescribed as the first-line pharmacological interventions in North America and 

internationally, despite the high efficacy of benzodiazepines (BZs) in treating anxiety 

symptoms (Gomez, Barthel & Hofmann, 2018).). BZs demonstrate superior tolerability 

and larger effect sizes compared to AD therapies but many psychiatrists hesitate in 

prescribing BZs due to their risk of dependency (Gomez et al., 2018).  

Wu et al. (2016) explore the effects of combining AD and BZ drug therapies with 

repetitive transcranial magnetic stimulation (rTMS) on adults with GAD.  rTMS is an 

emerging technology that manipulates electromagnetic fields to influence the electrical 

activity of brain tissue. rTMS has been used as a combined-drug treatment option for 

other mental health disorders including schizophrenia, depression and bi-polar 

(Mantovani et al., 2010; Liu et al, 2008). An animal study found that rTMS can have 

anxiolytic and antidepressant effects on rats (Wu et al., 2016). The present study inquired 

into the clinical efficacy and safety of the combination of AD and BZ drug therapy with 

rTMS in the management of GAD among human patients.  

Wu et al. (2016) recruited 70 male participants, between the ages of 20-50, who 

were diagnosed with GAD without any comorbidities. Participants in the study also had 

to meet inclusion criteria including a minimum middle school education and minimum 

scores on both anxiety measures used in the study at pre-test (Wu et al., 2016). 

Participants included individuals in out patient and in-patient care by a ratio of about 3:2 

(Wu et al., 2016). Participants were randomly divided into two groups: the first, rTMS-

drug combined therapy, and the second, drug monotherapy (Wu et al., 2016). Both 

groups received 75mg of venlafaxine (AD) and 1mg of lorazepam (BZ) orally twice per 
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day. This type of pharmacological intervention is consistent with research findings that 

prescribing BZs as an adjunctive therapy to ADs can help to reduce the adverse side 

effects of ADs experienced by patients that often lead to medication termination (Gomez 

et al., 2018). The rTMS group received 20 minutes per day, five days per week, of 

electromagnetic stimulation at 90% MT intensity to their dorsolateral right frontal cortex 

(Wu et al., 2016). The drug-only group received placebo rTMS in which the procedures 

were the same as the combined group but excluded the electromagnetic signal (Wu et al., 

2016).  

After six weeks of intervention, Wu et al. (2016) administered the Hamilton 

Anxiety Scale (HAM-A; Hamilton, 1959) and Clinical Global Impression Scale (CGI-SI; 

Busner & Targum, 2007) to evaluate the intervention program. Furthermore, the 

Treatment Emergent Symptoms Scale (TESS; Guy, 1976) was implemented to measure 

side effects encountered by participants. Using a quantitative research design, Wu et al. 

(2016) collected the HAMA and TESS scores prior to the intervention, at Week 2, Week 

4 and the end of the intervention. Wu et al. (2016) used these multiple time points to 

compare results using sequence variance analysis and linear regressions. The CGI-SI was 

implemented pre- and post-intervention to analyze the clinical features of both groups 

using a paired sample t-test (p < 0.05; Wu et al., 2016). 

Wu et al. (2016) found significant improvements for both treatment and control 

groups, indicating that patients can experience alleviated clinical symptoms of GAD both 

on rTMS-drug combined therapy and on drug monotherapy. More specifically, Wu et al. 

(2016) found reduced scores on HAM-A and CGI-SI for both groups after treatment 

compared to pre-test scores. However, the efficacy of rTMS-drug groups was 
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significantly better than drug-only treatments by a margin of 16% (Wu et al., 2016). Wu 

et al. (2016) found that HAM-A scores of the rTMS-drug group were significantly lower 

than the drug-only group. It is hypothesized that rTMS refines the process of attention 

and emotion in the right anterior frontal lobe; thus, reducing anxious symptoms by 

allowing the patient to better maintain attention and regulate emotions. The rate of 

reduction on HAM-A scores increased with prolonged treatment timelines suggesting that 

longer, more intensive treatment plans support alleviated anxiety symptoms in GAD (Wu 

et al., 2016). Finally, TESS scores demonstrated that there were no significant results to 

report regarding adverse symptoms for either group. However, the side effect reactions in 

both groups appeared more in the early stages of the treatment (Wu et al., 2016). This 

finding is consistent with literature regarding severe adverse reactions to ADs during the 

first few weeks of intervention (Gupta, Gersing, Erkanli, & Burt, 2016). This study had 

no attrition following the introduction of drug therapy, indicating that the adverse 

symptoms were manageable for the participants. This study has important implications 

for prescribing patterns of clinical professionals, even without access to rTMS 

technologies, such that BZs appear to assist with the tolerability and efficacy of ADs and 

should be considered as a viable, first-line treatment option. 

Similar to Wu et al. (2016), Tempesta et al. (2013) examined the effects of 

pharmacotherapy on patients with GAD. However, Tempesta et al. (2013) further 

assessed the effects of ADs on the cognitive functioning of young adults with GAD. 

While this study examines adult populations, understanding the effects of ADs on 

cognitive functioning has profound influences on children and adolescent populations as 

well. The most common pharmaceutical treatment method for anxiety remains SSRIs or 
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SNRIs (Tempesta et al., 2013). Although they are effective anxiolytic agents, little 

research has been done to understand the cognitive changes that complement the clinical 

ones (Tempesta et al., 2013). Tempesta et al. (2013) carried out a neuropsychological 

evaluation of young adults with GAD with and without pharmacotherapy to identify any 

cognitive changes because of the anxiety medications. It was hypothesized that because 

worries occupy cognitive resources, individuals with an anxiety disorder will perform 

worse on neurological evaluations than healthy controls. Moreover, Tempesta et al. 

(2013) further deduced that individuals with GAD who are being treated with SSRIs will 

have worse performance on neurological evaluations than healthy controls and 

individuals with GAD who are not receiving pharmacotherapy because SSRIs have been 

linked to poor executive functioning (Butters et al., 2011).  

Tempesta et al.’s (2013) study included 71 participants between the ages of 20 and 35 

years old. Thirty-one of these participants represented the healthy controls. The healthy 

controls included 21 females and 10 males with a mean age of 32. All healthy controls 

underwent a clinical interview to ensure that they did not suffer from any neurological or 

psychiatric conditions (Tempesta et al., 2013). The remaining forty participants were 

diagnosed with GAD (Tempesta et al., 2013). Participants in the study were diagnosed 

with GAD based on DSM-IV criteria and recruited from an outpatient psychiatric facility 

in Teramo, Italy. Participants did not have any diagnosed comorbidities and did not 

display current or past depression, mania, schizophrenia, drug or alcohol dependence or 

other psychiatric illness (Tempesta et al., 2013). There were 24 female and 16 male 

participants in the GAD group, also with a mean age of 32. The GAD group was further 

divided into 18 participants with GAD that were using pharmacological interventions and 
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22 participants with GAD that were drug naïve (Tempesta et al., 2013). The 

pharmacotherapy interventions that the 18 participants were using to treat their anxiety 

included escitalopram (SNRI; mean dose of 14mg/day) or venlafaxine (SSRI; mean dose 

of 178 mg/day). This is consistent with the literature that states that ADs are the first-line 

therapeutic option for anxiety (Tempesta et al., 2013; Gupta et al., 2016). The groups in 

this study were not randomized. The GAD groups were created based on a convenience 

sample of out-patients from the facility, whereas the healthy controls were volunteers 

comprising mostly of university students and young adults in the workforce (Tempesta et 

al., 2013).  

Tempesta et al. (2013) conducted a battery of clinical and neuropsychological tests on 

all the participants. To begin, one psychologist conducted a clinical evaluation for each 

participant to measure their clinical anxiety behaviours, including the State-Trait Anxiety 

Inventory (STAI; Speilberger & Vagg, 1984), to measure predisposition to anxiety and 

anxious behaviours; the Beck Depression Inventory (BDI; Beck, Steer & Brown, 1996) to 

measure depressive characteristics; the Pittsburgh Sleep Quality Index (PSQI; Buysse et 

al., 1989), to measure sleep disturbances; and the Toronto Alexithymia Scale (TAS-20, 

Bagby et al., 1984), to measure one’s emotional awareness (Tempesta et al., 2013).  

Next, participants underwent a 90-minute battery of standardized neuropsychological 

tests with a different psychologist who was blind to the diagnoses (Tempesta et al., 

2013). The first test administered was a Digit Span (Weschler, 1981) task to assess 

working memory. The participant was orally presented with a list of numbers and they 

had to recall them in order and in reverse order back to the psychologist. With each 

successful attempt, the psychologist adds a digit; however, when the participant makes an 
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error the task is over. Next, Tempesta et al. (2013) used the Corsi Block Tapping Test 

(Berch et al., 1998) to assess participants visuospatial short-term memory. Participants 

were required to reproduce a tapping pattern that the psychologist demonstrated on a 

board with nine black blocks. Participants’ attention was measured using the Letter 

Cancellation Task (Casagrande et al., 1997), where subjects were given five minutes to 

find and mark three target letters in a matrix of 1800 letters (Tempesta et al., 2013). 

Tempesta et al. (2013) also had participants complete the Cognitive Map Test (Ferrara et 

al., 2008) to assess their ability to orient themselves within a virtual environment based 

on a mental representation of that environment. The Wisconsin Card Sorting Test 

(Heaton, 1981) was used as a measure of the participants’ executive functioning skills. 

Tempesta et al. (2013) had participants match target cards to categories (i.e., number, 

shape, colour) with positive feedback from the psychologists. After a few successful 

attempts, the psychologist changes the sorting rule and the participant is required to infer 

a new sorting rule. Tempesta et al. (2013) used this task to reflect the participants 

tendency to make perseverative errors, make non-perseverative errors, make errors in 

total, complete categories and use successful strategies. Finally, the last task consisted of 

the Rey-Osterrieth Complex Figure Test (Osterrieth, 1994) to measure nonverbal short- 

and long-term memory by having participants draw a complex model immediately after 

being shown and again after fifteen minutes of verbal tasks (Tempesta et al., 2013).  

Tempesta et al. (2013) investigated the effects of AD pharmacotherapy on the 

cognitive ability of individuals with GAD using ANCOVAs. The ANCOVA was used 

due to a pre-test difference between groups reflected in their scores on the clinical 

depression scale (BDI). Therefore, depression was used as a covariate to control for its 
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possible effect on the relationship between anxiety medications and cognitive functioning 

(Tempesta et al., 2013). The ANCOVAs were performed for each neuropsychological 

test and gender was used as an independent factor. Furthermore, Bonferroni corrections 

were applied to each of the analyses to control for any variance because of multiple 

comparisons (Tempesta et al., 2013).  

Three cognitive domains presented significant differences between the three groups, 

indicating that pharmacotherapy for anxiety may lead to cognitive changes (Tempesta et 

al., 2013). The initial hypothesis that individuals with GAD would have poorer 

performance on the neurological battery of tests due to the cognitive weight of their 

worries was found to be accurate (Tempesta et al., 2013). Both GAD groups tested 

significantly below healthy controls on all measures. When comparing results between all 

three groups, Tempesta et el. (2013) found a marked difference between individuals with 

GAD that were using pharmacotherapy and those that were treatment naïve. Specifically, 

significant differences were found on the Letter Cancellation Task, the Wisconsin Card 

Sorting Task and the Rey-Osterrieth Complex Figure Test indicating that there were 

differences in participants’ measures of attention, executive functioning and visuospatial 

memory. For example, the GAD group using pharmacotherapy showed a much lower 

number of hits on the Letter Cancellation Task demonstrating impairments in global 

attention among AD users. Furthermore, these participants continued to use the same 

rule, even after being told that it was wrong, during the Wisconsin Card Sorting Task 

demonstrating that individuals on SSRIs make more perseverative errors (Tempesta et al., 

2013). Finally, GAD pharmacotherapy groups also demonstrated poorer results on 

immediate and delayed recall of a model during the Rey-Osterrieth Complex Figure Test. 
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Overall, Tempesta et al. (2013) found that reduced global attention, greater mental 

rigidity and memory impairment all seem to be a consequence of taking AD medications 

to treat GAD.  Tempesta et al. (2013) explained that SSRIs affect areas of the brain with 

high serotonin levels, such as the medial frontal areas that are involved with executive 

functions and therefore SSRIs may interfere with some of these cognitive functions. 

Secondary results demonstrated that individuals with GAD scored higher on the TAS-

20. The TAS-20 was a measure included to rule out alexithymia among healthy controls, 

and while no participants met the criteria for the diagnosis, the results indicate that there 

is a positive relationship between anxiety disorders and a greater difficulty understanding 

and reacting to one’s emotions (Tempesta et al., 2013). Further, individuals in the GAD 

groups scored higher on the PSQI indicating that they experience more difficulties with 

sleep disturbances than healthy controls. This is consistent with the DSM-IV criteria for 

anxiety disorders, which lists sleep disturbances as one of the six core symptoms (APA, 

2013). Expectedly, individuals with GAD who were on SSRIs did not suffer from sleep 

disturbances any more than healthy controls, indicating that the SSRIs were able to 

improve their sleep quality (Tempesta et al., 2013).  

Cognitive-Behavioural Therapy (CBT) Interventions for GAD 

Pharmacological interventions have proven effective at alleviating the debilitating 

symptoms of GAD and allowing patients to return to the demands of their daily life 

(Tempesta et al, 2013; Wu et al., 2016). However, when individuals with GAD elect to 

withdraw from their medication, they often start re-experiencing GAD symptoms, 

frequently at an increased rate and severity than prior to their medication use (Gupta et 

al., 2016; Gomez et al, 2018). Additionally, many patients with GAD are unable to 
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tolerate the initial adverse side effects of ADs long enough for the medication to take 

effect (Gomez et al., 2018). Further, children and adolescents are at increased risk of 

serious and possibly fatal side effects from anxiolytic pharmaceuticals. Most importantly, 

pharmacology alone does not combat the underlying issues in GAD regarding the stimuli 

leading to excessive worry. Many clinicians feel that GAD treatments should target the 

root cause of the disorder rather than the symptoms (Latas et al., 2018). Cognitive-

behavioural therapy (CBT) uses principles of social learning to resolve the excessive or 

irrational anxieties or fears that are at the root of GAD (Kauffman & Landrum, 2018).  

Bosley et al. (2016) examine the impact of CBT interventions on alleviating 

excessive worry in GAD patients. However, Bosley et al. (2016) are also concerned with 

how CBT treatment response affects individual trajectories of negative affect (NA) and 

positive affect (PA). Individuals with GAD often experience greater intensity of emotion 

and emotional awareness, but employ fewer healthy emotion regulation strategies 

(Barrett, Gross, Christensen & Benvenuto, 2001). Patients with GAD are often 

considered to suffer from very high NA, such that individuals with GAD have an 

increased tendency to experience negative emotions (i.e., anger, guilt, fear, nervousness) 

and poor self-concept which, in turn, contribute to their anxiety disorder (Mennin et al., 

2008). However, Bosley et al. (2016) believe it is plausible that PA dysfunction may also 

play a prominent role in GAD. For example, individuals with GAD are consistently 

rehearsing negative outcomes by “preparing for the worst”, which promotes a state of NA 

and an avoidance of PA (Bosley et al, 2016).  Roemer et al. (2005) found that GAD is 

associated with a tendency to avoid emotional shifts from PA to NA by remaining in a 

constant state of NA. Bosley et al. (2016) conducted a person-specific analysis of 
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emotional functioning in GAD patients undergoing CBT to determine if worry-related 

CBT is optimally effective at addressing worry, negative affect (NA) and positive affect 

(PA).  

Bosley et al. (2016) examined seven participants with a primary diagnosis of 

GAD. Participants were recruited via electronic and paper advertisements posted 

throughout the community. Inclusion criteria, decided via a brief telephone screening 

interview, required an absence of current psychosocial therapy, CBT, medical conditions 

that could contribute to their anxiety symptoms and an absence of mania or psychosis 

(Bosely et al., 2016). Participants included four females and three males, between the 

ages of 20-70 years old (Bosley et al., 2016). Accompanying a wide range of ages, 

participants also had a wide range of education levels from some high school to master’s 

degrees and a correspondingly wide range of income levels from below $20,000 to above 

$100,000 (Bosley et al., 2016). Interestingly, most of the participants had diagnosed 

comorbidities such as major depressive disorder (MDD), social anxiety disorder (SAD), 

specific phobias or panic disorders (Bosley et al., 2016).   

The telephone screening interview included the administration of the Generalized 

Anxiety Disorder Questionnaire-IV (GAD-IV; Newman et al., 2002) and the Anxiety 

Disorders Interview Schedule for DSM-IV (ADIS-IV; Brown, Barlow & DiNardo, 1994) 

to ensure suitability for the study (Bosley et al., 2016). All seven participants who were 

deemed eligible were scheduled for a pre-test session in-person at the laboratory where 

they completed self-report measures and a semi-structured clinical interview. These 

assessments included the Clinical Global Impressions Scale (CGI; Guy, 1976), to 

measure anxiety severity; the Hamilton Anxiety Rating Scale (HAM-A; Hamilton, 1959), 



 

 

 

59 

to assess clinical anxiety symptomology; the Hamilton Depression Rating Scale (HAM-

D; Hamilton, 1960), to assess clinical depressive symptomology (Bosley et al., 2016). 

The same tests were used post-treatment to determine the efficacy of the intervention 

(Bosley et al., 2016).  Participants received 10 to 12 weeks of CBT intervention, 

delivered at no cost to the participants, between the pre- and post-treatment assessments 

(Bosley et al., 2016). Additionally, survey items where participants were able to rate their 

experience of anxiety symptoms were completed daily for sixty days preceding their CBT 

intervention and for the duration of the CBT intervention (Bosley et al., 2016). 

Bosley et al. (2016) ran person-specific ordinary least squares regression to test 

response trajectories for each item. Linear regressions tested the relationship between 

time (in days) and changes in the dependent variables for each participant. Effect sizes 

(Cohen’s d) were computed for each participant and each item (Bosley et al., 2016). 

Finally, Bosley et al. (2016) applied hierarchal linear modelling to get estimates of fixed 

treatment effects across participants. Bosley et al. (2016) also found that traditional 

worry-focused CBT is very effective at controlling excessive worry. However, this study 

suggested that CBT does not lead to any increases in PA, which has important clinical 

implications since PA has recently been suggested as a concomitant to GAD pathology. 

Stein and Heimberg (2004) articulate that PA promotes wellbeing, satisfaction with life 

and quality of life, which are all diminished in individuals with GAD. Further, PA may 

be particularly important in terms of relapse prevention for anxiety symptomology 

(Fredrickson, Mancuso, Branigan & Tugade, 2000).  In fact, PA demonstrated the poorest 

treatment response of all variables, improving only among two participants and 

significantly decreasing among the other five. Furthermore, even among patients who had 
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highly correlated NA and PA, decreases in NA did not generalize to increases in PA 

(Bosley et al., 2016). Interestingly, it seems that PA did not automatically improve as 

other symptoms of anxiety were alleviated. However, across all participants, no 

improvements in PA were observed without improvements to NA; suggesting that 

improvements in NA are essential but inadequate for improvement in PA (Bosley et al., 

2016). Consistent with prior research, Bosley et al. (2016) suggest that in anxious 

populations NA and PA may be highly negatively correlated prior to treatment and begin 

to become more independent as treatment progresses (Williams, Peeters and Zautra, 

2004).  

Bosley et al. (2016) were able to further their discussion of the results by 

outlining some of the patterns that emerged in the data. First, the two participants who 

experienced increases in PA also experienced increases across all domains. Bosley et al. 

(2016) attribute this to the efficacy of the treatment and its short-lived impact on 

participant affect.  Since these two patients experienced significant improvements in 

worry and NA, they may have also experienced temporary positive feelings due to the 

success of the treatment rather than actual increases in positive emotionality. Especially 

since Participant 2, who did not improve on any of the symptom domains, also showed a 

marked decrease in PA over the course of the CBT intervention (Bosley et al., 2016). 

Although preliminary and lacking statistical power, the results of this idiosyncratic study 

highlights the importance of including measures of PA in the understanding, assessment 

and treatment of GAD (Bosley et al., 2016).  

Similar to Bosley et al. (2016), Kodal et al. (2018) examined the efficacy of CBT 

as a treatment for anxiety disorders. Bosley et al. (2013) determined that CBT was 
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effective at controlling excessive worry for adults in a clinical setting. However, Kodal et 

al. (2018) was interested to examine the long-term efficacy of individual and group CBT 

delivered in a community setting to a sample of adolescents. Kodal et al. (2018) state that 

many efficacy studies on CBT exist and demonstrate support for the approach. However, 

with the high methodological rigour inherent in a clinical setting, it was yet to be 

determined if the efficacy of CBT is transferable to the community settings where it is 

most often realized. The purpose of the study was to investigate the lasting effects of 

CBT for youth with anxiety disorders treated in community mental health clinics.  Kodal 

et al. (2018) hypothesized that the immediate outcomes would be maintained in the 

community setting at follow-up. As a secondary hypothesis, Kodal et al. (2018) expected 

that effects of group-CBT and individual-CBT would be equivalent. Lastly, it was 

expected that disorder-specific effects would occur; such that, outcomes would be more 

beneficial for youth with a primary diagnosis of GAD in comparison with other anxiety 

disorders.  

One hundred and thirty-nine participants between the ages of 8 to 15 years were 

selected to participate in the trial (Kodal et al., 2018). The participants were recruited 

from 179 participants who previously joined a randomized control trial of the effects 

between group and individual CBT (Wergeland et al., 2014). Among those who 

completed the entirety of the trial (n = 154), fifteen elected not to participate in the 

current study leaving only 139 participants. Participants in Kodal et al.’s (2018) follow—

up study were primarily female (57%), middle to high socioeconomic status (81%) and 

pre-adolescent (68%). Participants were included if they had a primary diagnosis of 

separation anxiety disorder, social anxiety disorder and/or GAD. Kodal et al. (2018) used 
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the Anxiety Disorder Interview Schedule – Child and Parent Version (ADIS–C/P; 

Silverman & Albano, 1996) to assess inclusion diagnoses. The only justifications for 

exclusion from the study included pervasive developmental disorders, psychotic 

disorders, severe conduct disorders or intellectual disabilities (Kodal et al., 2018). 

Participants were assessed on average 3.9 years after their treatment for follow-up, 

making the sample range between 11-21 years old at the follow-up measures. 

The randomized control trials used a treatment manual known as FRIENDS for 

life (Barrett, 2005), which was adapted from the original childhood CBT protocol, 

Coping Cat (Kendall, 1990). Participants aged 8-12 years old were administered the child 

version, whereas those aged 13-15 received the adolescent version (Wergeland et al., 

2014). The individual CBT sessions took place over ten 60-minute sessions. The group 

protocol used the same manual but was administered over ten 90-minute sessions (Kodal 

et al., 2018). The CBT sessions were conducted at seven public mental health clinics in 

Norway under the supervision of seventeen certified therapists who each administered 

both individual and group sessions (Wergeland et al., 2014). 

The same measures used in Wergeland et al.’s (2014) study were implemented in 

Kodal et al.’s (2018) follow-up study to ensure comparable results across assessment 

points. The ADIS-C/P was used to assess DSM-IV criteria for anxiety disorders in 

participants who were under 17 at the time of follow-up and their parent. Kodal et al. 

(2018) conducted the child and parent interviews separately. In individuals who were 18 

years of age or older at the time of follow-up, the Anxiety Disorder Interview Schedule 

for the DSM-IV (ADIS-IV-L; Brown et al., 1994) was used for participants only. To 

complete the follow-up measures, Kodal et al. (2018) conducted two questionnaires: The 
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Spence Child Anxiety Scale – Child and Parent Version (Spence, 1998) to assess anxiety 

symptoms and The Short Moods and Feelings Questionnaire – Child and Parent Version 

to assess depressive symptoms (Angold, Costello, Messer & Pickles, 1995).  

Most of the long-term follow-up interview sessions were conducted face-to-face 

in the community mental health clinics by one of three certified psychologists. However, 

fourteen interviews were conducted over the phone due to relocation of the participants 

since the end of their treatment (Kodal et al., 2018). All psychologists remained blind to 

the participants principal diagnosis, treatment format and outcomes (Kodal et al., 2018). 

Kodal et al. (2018) compensated the parents and youth who participated in the follow-up 

study with a $60 gift card.  

Kodal et al. (2018) ran multiple data analysis measures to determine the long-term 

efficacy of CBT on adolescents. At long term follow-up, 27% of participants indicated 

that they had received additional treatment since their treatment completion (Kodal et al., 

2018). Kodal et al. (2018) ran all analyses with and without this group of participants and 

found that inclusion of these participants did not alter the results. First, Kodal et al. 

(2018) used structural equation modelling (SEM) with maximum likelihood analyses and 

robust standard errors to account for nonnormality in the data set. The Holm-Bonferroni 

correction was implemented across analyses to account for experiment-related errors due 

to multiple testing effects. Kodal et al. (2018) identified primary outcomes as loss of all 

inclusion anxiety diagnoses (GAD, social anxiety and separation anxiety) and loss of 

principal diagnosis whereas secondary outcomes were any changes in youth or parent 

rated anxiety or depression, or changes in clinical presentation. Piecewise latent growth 

curve modelling was used to analyze all long-term treatment outcomes (Kodal et al., 
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2018). Logistic regression analyses were used to compare outcomes of individual-CBT 

and group-CBT. Finally, logistic regression analyses were used to estimate the odds ratio 

for loss of principal diagnosis for each of the principal diagnoses to assess the impact of 

principal anxiety diagnosis on treatment outcomes (Kodal et al., 2018), 

Kodal et al.’s (2018) fundamental research question centered on whether CBT 

protocols are effective for adolescents in community settings. The findings from the 

follow-up study confirm their hypothesis such that significant improvements in clinical 

presentation and anxiety symptom ratings were noted. Fifty-three percent of participants 

confirmed loss of all anxiety diagnoses and 63% of participants confirmed loss of their 

principal anxiety diagnosis. Furthermore, improvements were noted on anxiety symptom 

measures for both child and parent ratings. Kodal et al. (2018) suggest that the continued 

improvement after treatment may be attributable to delayed treatment effects, such that 

youth and their parents were able to practice and consolidate skills learned in the CBT 

protocol in the years after treatment resulting in improved diagnostic criteria.  

Additionally, the secondary hypotheses were confirmed. Kodal et al. (2018) 

hypothesized that individual and group CBT would present with equivalent outcomes. 

Congruently, the study found no statistically significant differences in diagnosis or 

symptom outcomes between individual and group treatment formats. Importantly, most 

therapists who administered the CBT sessions in the community setting had little to no 

experience in CBT prior to the study (Kodal et al., 2018). However, the study still 

obtained significant results and the participants still made significant gains which has 

implications for educators. Although many educators report a lack of mental health 
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literacy, with training they can implement components of CBT in their classroom to assist 

their students in reducing anxiety symptoms.   

Finally, Kodal et al. (2018) correctly hypothesized that CBT would yield stronger 

results for individuals with GAD compared to other anxiety disorders. Compared to 

GAD, the odds ratios for loss of principal diagnosis was significantly lower for 

adolescents with a principal diagnosis of social or separation anxiety (Kodal et al., 2018). 

Since the study lacked a control group, Kodal et al. (2018) are not able to make any 

causal claims. More importantly, they are not able to exclude spontaneous remission or 

maturational effects as possible contributing factors to the continued improvement of 

participants post-treatment. Nevertheless, Kodal et al. (2018) demonstrate positive and 

optimistic trends for the long-term efficacy of CBT in populations of youth in group 

settings in naturalistic environments. 

Chapter Summary 

This chapter provided an in-depth review of the history, characteristics, etiology, 

and epidemiology for GAD. In addition to the comprehensive literature review, this 

chapter elaborated on the implications of Bandura’s Social Cognitive Theory as the 

framework for the current study. With the ever-increasing rates of anxiety among 

children and adolescents, it is more important than ever to ensure that educators are 

aware of interventions to combat GAD. This chapter provided a meticulous background 

of the prominent treatment plans for individuals with GAD and examined recent, 

empirical studies conducted on their efficacy to inform the development of the handbook. 

Aligned with the rationale for the development of this handbook, this chapter 

summarized the existing literature to increase knowledge and understanding of GAD.  
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CHAPTER THREE: METHODOLOGY 

This chapter delineates the research methodology and the results from the Needs 

Assessment Questionnaire (see Appendix A) for A Handbook for Generalized Anxiety 

Disorders: Best Practices for Educators and Community Partners. The handbook was 

directly informed by gaps in professional knowledge and development by current 

practitioners in educational settings with school-age children. A description of the 

participants in the Needs Assessment is provided. Furthermore, the data collected from 

the Needs Assessment is outlined and summarized to determine the priorities that guide 

the development of the handbook.  

Need for the Handbook 

There is a salient need for the development of a handbook on generalized anxiety 

in school-age children in the field of education. Antich et al. (2012) demonstrate that 

early intervention is central to successful treatment of anxiety disorders. Educators are 

often the first to recognize abnormally anxious behaviour in students with anxiety 

disorders due to prolonged and direct observation time, thus it seems logical to inform 

teachers on the criteria needed to warrant a clinical diagnosis (Headley & Campbell, 

2013). This way, teachers can help in identifying children with anxiety disorders 

accurately and begin the intervention process as early as possible. Once identified, 

educators and practitioners typically refer children to specialized mental health support 

services. Despite the obvious need for timely mental health services, only one in five 

children with mental illnesses receive treatment (UNICEF Canada, 2007). With the 

increased demand for services in Canada, mental health professionals are experiencing 

long wait lists producing deleterious effects on the wellbeing of children in the meantime.  
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Given the significant incidence and prevalence mental health psychopathologies 

and disorders, and concerns among school-age children, A Handbook for Generalized 

Anxiety Disorders: Best Practices for Educators and Community Partners provides 

practitioners with a valuable and comprehensive resource of research-based information 

and strategies to begin universal interventions for anxiety within their educational setting. 

Educators can gain knowledge and use resources with the intention of providing much 

needed support to students who wait for professional mental health services while also 

increasing positive mental health and resiliency among all students. Currently, there is a 

disparity that exists between the demands being placed on educators and their capability 

to address anxiety disorders (Whitley et al., 2013). Sixty-eight percent of Canadian 

educators express that they received minimal, if any, mental health training prior to 

beginning their career (Whitley et al., 2013). Teachers and community partners, although 

not certified therapists, can and should be trained in mental health literacy to be able to 

provide necessary and timely supports for vulnerable students that increase their quality 

of life. The goal of the proposed handbook was to develop an instrument that can provide 

information, lesson plans, strategies, and resources to help practitioners confidently 

identify and manage children with generalized anxiety in their educational setting. 

Research Design 

This study used a basic qualitative approach with semi-structured questionnaires. 

This approach was selected to ensure that various practitioner perspectives were explored 

in detail and utilized in the development of the handbook (Piano Clark & Creswell, 

2015). The primary researcher collected qualitative data, analyzed the data to develop 

themes and used the general thematic conclusions to contribute to the handbook 
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development. Once the handbook was developed, the researcher collected qualitative data 

pertaining to the relevance, usefulness, practicality and overall perceived efficacy of A 

Handbook for Generalized Anxiety Disorders: Best Practices for Educators and 

Community Partners. 

Research Ethics 

The present project was submitted for thorough Human Ethics Review and 

received ethical clearance by the Research Ethics Board at Brock University [REB File 

Number #19-078]. The site that the data was collected in did not have a Research Ethics 

Board. Rather, the Executive Director of the community agency carefully reviewed the 

Brock research ethics application and provided ethical clearance for the study to begin at 

the community educational resource center. This study presented minimal risk to 

participants with maximum benefit. The study did not pose any risks beyond what was 

expected from the participants daily encounters and participants were able to voice their 

needs and receive a useful product that aims to address their self-identified gaps when 

supporting students with anxiety. Nevertheless, the study has taken every precaution to 

ensure the participants are not exposed to any harms. To begin, the researcher will use 

numerical codes to track questionnaire packages and pseudonyms to protect the 

confidentiality of participants that were involved in the collection of data.  

Each participant implied informed consent and received a letter of invitation fully 

explaining the purpose of the research; the completion instructions and returning 

protocols; the possibility to leave questions blank if uncomfortable; and the right to 

withdrawal from the study at any time. Participants were also reminded in the 

questionnaire instructions to omit any identifying remarks (i.e., names of staff, students, 
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schools, etc.) in their open-ended responses. Any identifying remarks that were missed 

were withdrawn or replaced with pseudonyms by the researcher and kept in confidence. 

All participants received thank you cards at the conclusion of the study with $5.00 gift 

cards enclosed. Participants also received a copy of the final handbook for their own 

professional use.  

Needs Assessment Questionnaire 

This section of the research project discusses the Needs Assessment 

Questionnaire (see Appendix A) in detail. The Needs Assessment questionnaire 

discussion will include a brief description about the participants demographic data, the 

duration of the Needs Assessment, as well as subsequent findings that shaped the 

development of the handbook.  

Participants in the Needs Assessment 

A total of five practitioners took part in this study. All five participants worked 

with school-age students in educational settings in the formal schooling system and/or in 

community-based organizations. Participants were recruited via an educational resource 

center in the community that offers intervention programs in academics and social skills 

for exceptional students. All five participants who elected to participate in the study were 

female with a mean age of 30 years old. Participants varied greatly in their educational 

background and years of experience, with an average of six years of experience working 

with school-age youth. The results accumulated through the Needs Assessment 

questionnaire were utilized in the development of A Handbook for Generalized Anxiety 

Disorders: Best Practices for Educators and Community Partners. Confidentiality and 

anonymity were established in the process of collecting data by random number 
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assignment for each mailed consent form and questionnaire package. Please note that all 

names are pseudonyms that have been changed to protect confidentiality. Additionally, 

the current occupational role of each participant has been described, rather than labelled, 

to increase participant confidentiality within small communities. 

The pseudonym for Participant 1 is Jessica. Jessica has been working in the field 

of education for four years as an elementary school teacher in international contexts. 

Participant 2 was assigned the pseudonym of Molly and she has been employed in the 

public and non-profit education sectors for five years as an Ontario Certified Teacher 

(OCT). Participant 3 was referred to as Emma; Emma has been working with school-age 

youth in a variety of community-based educational settings that target academic and 

social interventions among exceptional pupils for four years. Participant 4 was given the 

pseudonym Sophia. Sophia has been employed in the field of education for 12 years 

supporting typical and exceptional pupils as a designated registered early childhood 

educator (RECE) in formal schooling systems and the non-for-profit education sector. 

Finally, the fifth and final participant in this study is referred to as Kelly. Kelly has been 

employed as a school-based mentoring coordinator, providing assessment, training and 

resources to volunteers, families, and at-risk students for just over three years. A 

description of the five practitioners, including their current role in supporting school-age 

students in educational settings, is listed in Table 1. 
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Table 1 

Demographics of the Sample [Needs Assessment] 

Participan

t Number 

Participant 

Pseudonym 

Highest Level 

of Education 

Years of 

Experience 

Job Description 

1 Jessica Bachelor of 

Education 

(United States) 

4 Permanent primary teacher in 

international contexts (United 

States and England) 

2 Molly Bachelor of 

Education 

(Canada) 

5 Occasional teacher with 

southern Ontario public school 

board and after-school literacy 

program instructor for 

community agency. 

3 Emma Bachelor of 

Arts 

(Sociology) 

4 Works for organization that 

provides academic and social 

skills intervention programs for 

exceptional students 

4 Sophia Bachelor of 

Arts (Early 

Childhood 

Studies) with 

RECE 

designation 

12 Registered Early Childhood 

Educator (RECE) in public 

school board in southern 

Ontario and non-profit 

community organizations for 

typical and exceptional children. 

5 Kelly Bachelor of 

Arts 

(Sociology) 

with Advanced 

Diploma in 

Child and 

Youth Care 

5 School-based mentoring 

coordinator providing 

assessment, training and 

resources to mentors, families 

and at-risk students. 
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Duration of the Needs Assessment 

         Participants had a package delivered to their personal workplace mailboxes 

containing the Needs Assessment questionnaire (See Appendix A), the Letter of 

Invitation, the Informed Consent Form, and a self-addressed, prepaid, and stamped return 

envelope. The Letter of Invitation outlined the purpose of the research, duration of the 

study, benefits of participation, as well as strategies taken to ensure anonymity and 

confidentiality. The initial questionnaire took approximately 15-20 minutes to complete. 

Participants had two weeks upon receipt to complete the package and mail it back to the 

faculty investigator at Brock University. The primary student investigator then arranged 

to collect the anonymous data and developed the handbook from the data collected in the 

Needs Assessment questionnaire.  

Approximately two to three months after completing the Needs Assessment, the 

researcher placed the draft handbook, the Evaluative questionnaire, and another self-

addressed, prepaid, and stamped return envelope in the work mailboxes of the five, 

original participants. The participants then had another two weeks to review the 

handbook, complete the Evaluative questionnaire, and mail it back using the prepaid 

envelope. At this time, participants had the opportunity to offer comments and feedback 

which served as a member-checking procedure to validate whether the handbook 

successfully met the practitioners’ stated needs. Participants received a copy of the 

completed handbook and an Executive Summary upon completion of the project. The 

small sample size in this project allowed for the generation of a handbook that met 

specific practitioner needs by mobilizing current research in the area of generalized 
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anxiety. However, the small sample size is disadvantageous to the validity of the study 

due to the lack of variability in sample characteristics.  

Findings from the Needs Assessment 

Inductive thematic analysis was used to identify, code and analyze themes that 

arose from the open-ended responses in the semi-structured questionnaires to develop 

rich detail regarding practitioner needs for the handbook. Frequency rates were calculated 

by examining whether themes were apparent in more than one response and how 

frequently and intensely participants rated certain components as necessary for the 

development of the handbook. The importance of calculating and reporting frequency 

rates in qualitative research is open to question (Piano Clark & Creswell, 2015). 

However, in this study it helped to identify which themes were most (and least) 

commonly reported, which should provide insight into which components of the 

handbook to prioritize based on participant knowledge and self-identified gaps. The 

researcher conducted the data analysis; however, participants had the opportunity to offer 

comments and feedback on the Evaluative Questionnaire. 

The following section provides a list of the questions asked in the Needs 

Assessment and provides a compilation of the answers given by participants: 

Question #1: Do you feel comfortable with your ability to recognize and manage students 

with generalized anxiety in your educational setting? Briefly offer any comments that 

provide insight to your level of confidence (i.e. prior experience, training, etc.). 

 The objective of this question was to assess practitioner overall familiarity and 

comfortability with generalized anxiety disorder. Participant 1 (Jessica) was the least 

confident in her abilities stating that there is a lack of consistency between different 
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school boards and teacher’s college programs. She felt as though her pre-service 

education in the United States did not prepare her for identifying or coping with mental 

illness in students. However, she gained familiarity with recognizing and managing the 

signs of anxiety from conversing with colleagues about their personal experiences. 

Participant 2 (Molly) accredited her confidence and familiarity with her experience as a 

general classroom educator. Since Molly did not attribute any comfortability to her 

Canadian teacher education program, we can assume that like Jessica, Molly was 

underwhelmed with the pre-service education on mental well-being.  

Participant 3 (Emma) felt comfortable with her own ability to recognize GAD in 

educational settings due to her practical experience working with students with various 

exceptionalities, that often had comorbid anxiety disorders. On the same note, Participant 

4 (Sophia) also gave credit to her practical experiences working with students with 

anxiety. Interestingly, Sophia was the first participant to accredit any of her 

comfortability with her education. In her early childhood education program, Sophia 

learned the signs of maladaptive anxious behaviour for children and youth at various 

timepoints in the developmental continuum. Sophia stressed the importance of having 

both theoretical and practical knowledge of generalized anxiety to feel most comfortable 

working with these students. Similarly, Participant 5 (Kelly) felt that her education in 

child and youth care provided many opportunities to explore the prevalence, symptoms, 

causes and treatment options for generalized anxiety. In her role as an in-school mentor 

with at-risk children, she was provided with many opportunities to use new strategies to 

support children with emotional and behavioural disorders. Feeling equipped with 

background information from her education and practical strategies from her employer, 
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Kelly felt very confident with recognizing and managing students with anxiety in her 

setting. All participants noted that, despite their comfortability, there was always an 

opportunity to learn more about generalized anxiety in educational settings.  

Question #2: What professional development opportunities are available to you through 

your employer relating to school-age children with GAD? What does your employer offer 

in terms of resources for supporting children with anxiety? 

The purpose of this question was to ascertain what types of support, if any, are 

already available to practitioners from their employers in the area of generalized anxiety 

to ensure that this handbook helps to fill gaps in professional development opportunities. 

Participant 1 (Jessica) expressed that she did not know of any resources or professional 

development opportunities specific to anxiety offered by her employer. In her educational 

setting, Jessica has access to colleagues that are social workers and youth counsellors, or 

she can refer students to external experts in the community. However, she feels at a loss 

with directly assisting them within her setting due to the lack of support. Similarly, 

Participant 2 (Molly) stated that she did not know of any opportunities that relate 

specifically to generalized anxiety. While there are some professional development 

sessions focused on students’ mental wellbeing, Molly finds that they are very broad and 

rarely provide information on specific disorders. In addition, she highlights that her 

employer uses a universal, preventative approach to support effective emotional 

regulation in younger students known as the Zones of Regulation program. 

On a more encouraging note, Participant 3 (Emma) can seek out her own 

professional development opportunities that would benefit her role in after-school 

programming and submit them to her employer for reimbursement. Emma is appreciative 
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of the self-directed approach that her employer takes but still finds it difficult to find any 

opportunities or resources that are specific to working with students with generalized 

anxiety. Similarly, Participant 4 (Sophia) also expressed a very self-directed approach to 

professional learning. Sophia also noted that she has not attended any GAD professional 

development, although she would like to, due to a lack of workshops and resources that 

address this topic with school-age youth.  

Lastly, Participant 5 (Kelly) noted that there are very limited opportunities for 

development through her employer. Kelly expressed that most professional development 

and resources are very costly and all professional learning that she seeks out is self-

funded out of curiosity and passion for her work. Due to this, Kelly often searches for 

free or low-cost options for professional learning but has been unable to find any that 

focus on generalized anxiety in youth. Overall, all participants reported that their 

employer did not provide any professional development opportunities on the topic of 

generalized anxiety. Some participants were afforded an opportunity to seek external 

professional learning opportunities, however, Participant 3, 4 and 5 still reported 

difficulty finding topics that directly address GAD. 

Question #3: What aspects do you find the most challenging working with children/youth 

with GAD? 

This question was meant to highlight the areas in which practitioners feel that 

they need the most support when working with students who display generalized anxiety 

symptoms. The most common point of difficulty was supporting students with anxiety in 

an inclusive setting. Participant 1 (Jessica), Participant 2 (Molly) and Participant 4 

(Sophia) all reported that their greatest challenge was figuring out how to best support 
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children with GAD in an inclusive setting with both typical and exceptional students. 

Jessica responded that it is difficult to motivate students with anxiety to join in on small 

or large group learning activities and to engage them in the classroom learning 

environment. Molly and Sophia furthered this idea by emphasizing the difficulty of 

supporting individuals with generalized anxiety in a group setting while supporting others 

diverse needs as well – especially when some students needs are more behavioural and 

disruptive than students with anxiety.  

Participant 3 (Emma) and Participant 5 (Kelly) found the most challenging aspect 

of working with students with GAD to be the varying presentation of anxiety in school-

age children. Emma noted that it is difficult to understand that feelings and triggers 

associated with anxiety are different for individual cases. When anxiety does not always 

present in the same way, Emma found that diagnosis, identification and simply 

explaining anxiety can be very difficult. Similarly, Kelly found that working with and 

advocating for children who are struggling with anxiety, but not presenting with typical 

or obvious symptoms, to be the most challenging part of her work. Furthermore, she 

noted that many children with anxiety present with other exceptionalities and the 

comorbidity presents unique cases with unique challenges. 

Question #4: What do you feel would be most beneficial to include in a handbook for 

educators working with children with GAD? Please rank the following topics in order of 

importance for inclusion in the handbook. 

• Anxiety symptomatology 

• Empirical research on background information (prevalence, causes, 

characteristics) 



 

 

 

78 

• Empirical research on GAD treatments (medication, therapy, psychoeducation) 

• Informal anxiety assessments 

• Instructional strategies 

• Effective accommodations 

• Anxiety reduction techniques 

• Lessons plans for coping skill development 

• Lesson plans for emotional regulation  

• Reproducible materials 

• Online resources 

• Additional training or professional development opportunities 

• Other: _______________ 

Question four had participants rank order areas of information, pedagogical 

strategies and resources in order from most important to least important for inclusion in 

the handbook. The aim of this question was to develop some agreement among 

practitioners about which topics should receive priority inclusion in the handbook and 

which topics should be omitted or only included briefly. The summary of data for Jessica 

(Participant 1) was as follows: 

1. Anxiety symptomatology  

2. Instructional strategies 

3. Informal assessments 

4. Empirical research on background information (causes, prevalence, 

characteristics) 

5. Anxiety reduction techniques 
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6. Lesson plans for coping skills 

7. Effective accommodations 

8. Empirical research on treatments (medication, therapy, psychoeducation) 

9. Additional training or PD opportunities 

10. Online resources 

11. Reproducible materials 

12. Lesson plans for emotional regulation 

The summary of the data for Molly (Participant 2) for this question was as follows: 

1. Anxiety symptomatology 

2. Online resources 

3. Empirical research on background information (causes, prevalence, 

characteristics) 

4. Empirical research on treatments (medication, therapy, psychoeducation) 

5. Informal assessments 

6. Instructional strategies 

7. Effective accommodations 

8. Anxiety reduction techniques 

9. Lesson plans for coping skills 

10. Lesson plans for emotional regulation 

11. Additional training or PD opportunities 

12. Reproducible materials 

The summary of the data for Emma (Participant 3) for this question was as follows: 
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1. Anxiety symptomatology, empirical research on background, empirical research 

on treatment 

2. Informal assessments 

3. Effective accommodations 

4. Anxiety reduction techniques 

5. Reproducible materials 

6. Online resources 

7. Additional training or PD 

8. Instructional strategies 

9. Lesson plans for coping skills 

10. Lesson plans for emotional regulation 

Emma noted that she felt the first three topics of anxiety symptomatology, empirical 

research on background and empirical research on treatments were equally important. As 

such, she assigned each the rank order of 1 (most important) to all of them. The summary 

of the data for Sophia (Participant 4) for this question was as follows: 

1. Instructional strategies 

2. Effective accommodations 

3. Anxiety reduction techniques 

4. Lesson plans for emotional regulation 

5. Lesson plans for coping skills 

6. Anxiety symptomatology 

7. Informal assessments 

8. Empirical research on background information 
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9. Empirical research on treatments 

10. Reproducible materials 

11. Online resources 

12. Additional training or PD opportunities 

Lastly, the summary of data for Kelly (Participant 5) for Question 3 was as follows: 

1. Anxiety symptomatology 

2. Empirical research on background information 

3. Empirical research on treatments 

4. Lesson plans for emotional regulation 

5. Lesson plans for coping skills 

6. Online resources 

7. Instructional strategies 

8. Effective accommodations 

9. Anxiety reduction techniques 

10. Reproducible materials 

11. Informal assessments 

12. Additional training or professional development opportunities 

Anxiety Symptomatology was ranked as the highest priority for all participants except 

for Participant 4 (Sophia). Sophia ranked Anxiety Symptomatology as sixth most 

important on her list. From the answer to her first question, it can be deduced that Sophia 

already possesses a strong knowledge of anxiety symptoms in children which could 

account for why it was ranked much lower on her list. With much variety through the rest 

of the topics from participant to participant, the rank order scores from each participant 
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were combined to provide a composite score for each subtopic. From here, composite 

scores were ranked from 1-12 in order from lowest (most important) to highest (least 

important) composite score. The composite scores provided a clearer picture of the most 

important topics to prioritize and disperse throughout the handbook. The rank order of all 

topics is summarized in Table 2.  
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Table 2 

Rank Order of Importance for Inclusion in Handbook [Composite Scores] 

Rank Order 

(Most to least 

important) 

Topic 

1 Anxiety symptomatology 

2 Empirical research on background information (causes, 

prevalence, characteristics) 

3 Instructional strategies 

4 Empirical research on GAD treatments (i.e. medications, 

therapy, psychoeducation) 

5 Effective accommodations 

6 Informal anxiety assessments 

7 Anxiety reduction techniques 

8 Lesson plans for coping skills 

9 Lesson plans for emotional regulation 

10 Online resources 

11 Reproducible materials 

12 Additional training or professional development 

opportunities 
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Following Anxiety Symptomatology, participants ranked Empirical Research on 

Background Information, Instructional Strategies, Empirical Research on Treatments and 

Effective Accommodations as the most important topics for inclusion. These topics 

appeared in the top half of each participant’s rankings suggesting agreement among 

practitioners that these topics should receive the most attention. Informal Anxiety 

Assessments, Anxiety Reduction Techniques and Lessons Plans received varying scores 

among participants suggesting some disaccord among practitioners about their relevance. 

Participant 3 (Emma) ranked lesson plans as the least important items on her list, whereas 

Participant 5 (Kelly) ranked lesson plans as the third and fourth most important. With the 

controversy in participant opinion, lesson plans will be included that provide some 

informal assessments, anxiety reduction techniques and reinforce important information 

from higher-ranked topics (i.e. instructional strategies, anxiety symptoms, empirical 

research).   

Additional training or professional development opportunities was ranked as the least 

important topic for inclusion by Participant 5 (Sophia) and 6 (Kelly). This topic appeared 

in the bottom half of all participants rankings, receiving the lowest composite score, and 

as such it was not included in the handbook. Similarly, Reproducible Materials was 

ranked as the least important topic by Participant 2 (Molly) and appeared in the bottom 

half of all other participant rankings, earning the second highest composite score, and 

receiving less attention in the development of the handbook. Participant 1 (Jessica) and 

Participant 4 (Sophia) ranked Online Resources as the tenth item on their lists, however 

Participant 2 (Molly) ranked the same topic as second most important. Due to the large 
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discrepancy, online resources will be dispersed throughout the handbook in relation to 

other applicable subtopics to appease all participants.  

Question #5: What type of empirical background information (i.e. symptoms, prevalence, 

causes, treatment options, etc.) on generalized anxiety would be useful to you as a 

practitioner to enhance your content knowledge? 

The objective of this question was to gain a deeper understanding of the 

theoretical components that practitioners need more information about to better 

understand and explain generalized anxiety. Participant 1 (Jessica) expressed interest in 

knowing about the developmental progression of anxiety, including when symptoms of 

anxiety can start and the symptoms for each age group. Participant 2 (Molly), Participant 

3 (Emma) and Participant 4 (Sophia) all reiterated the need for information regarding 

symptoms, prevalence and causes of GAD that was corroborated with recent, empirical 

research. Molly works as a general classroom teacher so she contributed that knowledge 

of additional supports and community referrals would support her content knowledge in 

the domain of GAD. Whereas Sophia was interested in having background information 

about treatment options and their efficacy. Participant 5 (Kelly) echoed Sophia’s interest 

in effective approaches to treating GAD. Furthermore, Kelly sought more information 

about the underlying causes of generalized anxiety from multiple perspectives including 

developmental, environmental and social lenses.  

Question #6: What specific lesson plans or activities do you feel would be most beneficial 

for you to support the social, cognitive and behavioural education of children with 

anxiety in your educational setting? 
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 The objective of this question was to gain a deeper understanding of the practical 

resources that practitioners would benefit from having access to in a handbook on 

generalized anxiety. Although lesson plans ranked relatively low on the rating scales in 

Question 4, Participant 1 (Jessica), Participant 2 (Molly) and Participant 3 (Emma) noted 

that lesson plans and activities to address coping skills and promote relaxation would be 

beneficial to their practice. Jessica and Molly noted that it was important that the lesson 

plans were inclusive for all of their students, both typical and exceptional. Jessica 

requested that the lesson plans include hands-on, engaging activities so that her younger 

learners could maintain their focus. Molly thought that lessons plans or activities which 

included information about anxiety symptoms and indicators would be mutually 

beneficial as a learning opportunity for educators and their students. Emma advocated for 

the inclusion of mindfulness-based lessons and activities, or other evidence-based 

strategies proven to assist students with GAD in areas of social and coping skills.  

 Participant 4 (Sophia) stated that lists of effective accommodations and 

instructional strategies would be more beneficial than lesson plans in her setting. With a 

set curriculum in her after-school programs, Sophia does not have much time to 

implement entire lessons geared towards social and coping skills for anxiety. As such, 

instructional strategies and accommodations that she can use to modify pre-existing 

lessons would best support the students that she works with. Moreover, Participant 5 

(Kelly) requested lesson plans or activities on the topics of anxiety and worries, feelings 

and emotions, calming and coping strategies, emotional self-regulation and stress 

management.  
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Question #7: Is there any other information you would like to see included in a handbook 

on GAD that has not been discussed above? 

 The objective of this question was to provide practitioners with a voice to express 

any other areas of concern related to generalized anxiety that should be addressed in a 

well-rounded handbook. Interestingly, Participant 1 (Jessica) and Participant 2 (Molly) 

echoed a need for guidelines around parent communication. Jessica requested that the 

handbook include a summarized information sheet for caregivers, while Molly asked for 

tips for practitioners to raise concerns and communicate effectively with caregivers. 

Participant 3 (Emma) introduced the idea of comorbidity that Participant 5 (Kelly) raised 

in Question 3 regarding her workplace challenges. Emma thought that more information 

on the types of exceptionalities that often co-occur with anxiety disorders and how to 

support students with common comorbidities would be beneficial information for 

practitioners. Participant 4 (Sophia) invited more information about the difference 

between normative and maladaptive anxiety for specific age groups. Sophia noted that a 

chart that summarized normative and excessive anxiety symptoms at each grade or age 

level would be a suitable reference tool. Finally, Kelly thought that a well-rounded 

handbook on generalized anxiety should provide practical applications of relevant 

theories that could be used to manage anxious behaviours from a strength-based 

approach.  

Summary of the Needs Assessment Data 

Even with diverse educational backgrounds, all practitioners felt comfortable, to 

varying degrees, with recognizing and managing students with generalized anxiety in 

their setting. This is consistent with much of the research that indicates educators claim to 
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understand what anxiety is but cannot consistently distinguish normal levels of anxiety 

from excessive levels (Headley & Campbell, 2013; Cunningham & Suldo, 2014). All 

participants noted that, despite their comfortability, there was always an opportunity to 

learn more about generalized anxiety in educational settings. Participant 1 (Jessica) and 2 

(Molly) were both underwhelmed by the education and support for mental wellbeing in 

their formal teacher preparation courses. Consistently, the Canadian Teacher Federation 

(CTF) conducted a survey of more than 4,000 teachers across the country and found that 

68% of practitioners reported that they received little to no training in mental health 

literacy (CTF, 2012). Further, all five participants indicated a lack of professional 

development opportunities that specifically addressed generalized anxiety, whether 

provided by their employer or an external source. Therefore, the Needs Assessment 

Questionnaire confirmed that A Handbook for Generalized Anxiety Disorders: Best 

Practices for Educators and Community Partners filled a significant gap in the resources 

and professional learning experiences that are currently available.  

Commonly, participants reported that their greatest challenge in supporting 

students with generalized anxiety was their inclusive setting and time constraints. 

Participant 1 (Jessica), Participant 2 (Molly) and Participant 4 (Sophia) noted that their 

educational setting consisted of a diverse, large group of exceptional and typical children 

that made it difficult to provide individualized mental health support. Consistent with 

Molly’s experience, educators often prioritize externalizing behavioural concerns that are 

disruptive to the learning environment and challenge the teacher’s authority 

(Cunningham & Suldo, 2014; Papandrea & Winefield, 2011). Honestly, Molly reported 

she felt this discrepancy was in part due to the disruptive nature of the behavioural 
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disorders but also due to the obvious signs for referral that made the identification 

process easier. This is of great concern because behavioural disorders are easily 

recognized, and thus disproportionately referred for formal diagnosis and treatment. 

Leading educators to believe that externalizing behaviours are more common, when in 

fact such problems are much less prevalent among their students than internalizing 

disorders, like anxiety and depression (Papandrea & Winefield, 2011).  

Similarly, Participant 3 (Emma) and Participant 5 (Kelly) noted that the varying 

presentation of anxiety in school-age children is the most challenging part of their role. 

Cunningham and Suldo (2014) explain that if educators are going to be expected to deal 

with mental health concerns in the classroom, then they need to be adequately trained and 

prepared in mental health literacy. In response, the proposed handbook provided lists of 

symptoms and indicators of GAD for various age groups to ensure that practitioners have 

as much knowledge to identify and manage the symptoms of GAD as they do for 

externalizing behavioural disorders. In addition, the handbook included lesson plans and 

activities that can be used in universal and inclusive settings. The topics presented to 

support emotional regulation, social skills, decision making, and stress management will 

be essential for students with a vulnerability for anxiety but good practice for all students 

to enhance positive mental health.  

Even though all practitioners labeled themselves as comfortable to identify 

anxiety among school-age children in Question 1, Anxiety Symptomatology was 

unanimously ranked as the most important topic to include in the handbook in Question 

4. Consistently, Trudgen and Lawn (2011) demonstrated that teachers' recognition of 

mental health problems in students and the threshold for reporting their concerns was 
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intuitive, subjective and not based on any formal knowledge of how to identify anxiety 

risk factors in students. From a theoretical perspective, practitioners requested 

information on the developmental progression of anxiety and information regarding 

symptoms, prevalence, causes and treatment of GAD that were corroborated with recent, 

empirical research. From a practical perspective, participants agreed that lesson plans and 

activities to address coping skills and promote relaxation would be beneficial to their 

practice. Suggestions for the lessons and activities included that they were practical for a 

large-group universal setting, that they were engaging and hands-on to support younger 

learners and that they included mindfulness.  

Participant 4 (Sophia) stated that effective accommodations and instructional 

strategies would be more beneficial than lesson plans in her setting. With an intense 

amount of curriculum to cover, many practitioners do not feel as though they have time to 

implement entire lessons geared solely towards social and coping skills for anxiety 

(Powers, 2007). As such, lists of effective instructional strategies and accommodations 

were included for practitioners to modify their existing lessons and curriculum. The 

proposed handbook will also include curricular connections for specific lessons and 

activities, where applicable.  

Interestingly, Participant 1 (Jessica) and Participant 2 (Molly) introduced a need 

for guidelines around parent communication when asked about other areas of attention. 

Jones et al. (2019) encourages all school based mental health supports to have caregiver 

involvement to make sure that strategies being used in school are being transferred to the 

home environment as well. The consistency between the settings will provide the 

students with the most evidence-based approach to achieve generalization to all settings. 
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Participant 3 (Emma) and Participant 5 (Kelly) thought that more information on the 

types of exceptionalities that often co-occur with anxiety disorders and how to support 

students with common comorbidities would be beneficial information for practitioners. 

Spence (2018) emphasizes that comorbidity between the various anxiety disorders and 

with other internalizing disorders (i.e. depression) and externalizing disorders (i.e. 

conduct disorders, substance abuse) is very common and tends to increase with age. As 

such, I took the practitioners’ contributions into consideration and the proposed handbook 

included information and resources on parent communication and GAD comorbidities.  

Overall, all participants in the current study expressed clear areas that they could 

use further information or resources to support them when working with GAD in their 

educational settings. Practitioners expressed need for a greater understanding of the 

theoretical nature of generalized anxiety in school-age youth, as well as practical 

strategies to deal with the difficulties that their students encounter. Consequently, the 

handbook included empirical research on the background and treatment of GAD, 

universal lessons plans and activities to promote positive mental health and pedagogical 

strategies for teaching and accommodating learners with GAD. All in all, the handbook 

was designed for practitioners to enhance their preparedness, assist with recognizing 

anxiety symptoms and provide practical strategies for managing anxiety during school-

age years.  

Proposed Handbook 

Upon completion of the Needs Assessment, the handbook developed in the 

present project was created to incorporate the needs and ideas of all participants involved 

in the preliminary questionnaire. Upon completion of the handbook, the handbook was 
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delivered to the original five participants’ work site with a copy of the Evaluative 

Questionnaire (Appendix B). Participants were asked to look over the completed 

handbook and provide feedback on the usefulness and quality of the handbook in respect 

to their role as an educator or community partner. Upon receipt of the completed 

feedback questionnaires, any necessary changes were made to the handbook to increase 

its convenience and overall benefit to practitioners. A thorough summary of the 

Evaluative Questionnaire data is included in Chapter Five. A copy of the handbook was 

then offered to all participants interested in having a copy for their personal use.  

Chapter Summary 

Chapter Three discussed the value and significance of A Handbook for 

Generalized Anxiety Disorders: Best Practices for Educators and Community Partners. 

Chapter Three elaborated on the research design and how ethical clearance was achieved. 

Most notably, this chapter illustrated the findings from the Needs Assessment 

questionnaire from all five participants, including participant demographic data, 

comfortability with GAD, and the theoretical and practical elements to be prioritized in a 

well-rounded handbook for practitioners. The handbook was developed using the 

information and ideas provided by participants currently employed in the field, combined 

with information assembled from the comprehensive review of literature in Chapter Two. 

To conclude, Chapter Three briefly discussed the process for developing the proposed 

handbook and the procedures for administering the Evaluative Questionnaire. Chapter 

Four includes A Handbook for Generalized Anxiety Disorders: Best Practices for 

Educators and Community Partners in its entirety.  
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Gunnell, Kidger and Elvidge (2018) recognize that post-secondary institutions are 

experiencing a fivefold increase in disclosed mental health conditions since 2007 despite only 

marginal increases in enrollment. With the increasing deterioration of mental health in young 

people, there is an increasing demand on teachers and school staff to identify and prevent mental 

illness (Whitley, Smith and Vaillancourt, 2013). Merikangas et al. (2010) identify the median age 

of onset for anxiety disorders as 6 years old – the lowest of all mental health issues. Anxiety 

disorders are classified as internalizing disorders, which are characterized by quiet and withdrawn 

distress. This makes anxiety disorders significantly more difficult for teachers to identify than their 

externalizing counterparts, which often blatantly interfere with classroom expectations and 

challenge the teacher’s authority (Papandrea & Winefield, 2011).  However, when left untreated, 

children with anxiety disorders also tend to develop other social, physical and psychological 

impairments. For example, children with anxiety also experience issues pertaining to peer 

relationships and academic achievement (Grills & Ollendick, 2002); health (Hughes, Lourea-

Waddel & Kendall, 2008); and depression and suicidality (Cote et al., 2009).  

Given these statistics, educators need to be able to recognize the signs of anxiety disorders in 

their students to provide appropriate classroom accommodations and external referrals. 

Papandrea and Winefield (2011) suggest that teacher referral is the most common pathway to 

treatment for mental health disorders. However, teachers receive little to no education or training 

in children’s psychopathology as a part of their preservice education (Papandrea & Winefield, 

2011). As a result, research findings suggest that educators are only accurate in identifying anxiety 

symptoms half of the time and often have a difficult time distinguishing between normal levels of 

NEED FOR THE HANDBOOK 
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anxiety and the excessive levels of anxiety that classify an anxiety disorder (Cunningham & Suldo, 

2014). 

The purpose of this handbook is three-fold to: a) augment knowledge regarding generalized 

anxiety; b) enhance practitioner ability and confidence to identify anxiety symptomatology; and 

c) develop a practical resource that provides evidence-based strategies and lesson plans to 

support school-age children with generalized anxiety. This handbook was not designed to 

encourage practitioners to diagnose and treat anxiety disorders, as we recognize that this is 

outside of the scope of practice for educators and community program personnel.  Instead, this 

handbook was developed to recognize the growing number of children struggling with issues of 

generalized anxiety, to begin to recognize some of the symptoms that may indicate this struggle, 

and to equip practitioners with a basic set of lesson plans and resources that can be administered 

for the benefit of the many, rather than specifically those struggling with anxiety. 

 

This handbook is NOT a replacement for professional treatment. It is NOT intended as a sole 

resource for anyone experiencing significant symptoms of anxiety. If you believe you, or the 

students you assist, may meet the criteria for a clinical anxiety disorder, you should seek 

professional assistance. 
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Understanding Anxiety and Worry 
 

The term anxiety refers to both the shared emotional experience among all humans and the 

clinical pathology that affects a fragment of the population (Kaufman & Landrum, 2018). As 

such, this makes it difficult to understand how some individuals can find anxiety adaptive, while 

others are completely debilitated. Anxiety is a multifaceted emotional experience that includes 

physical, behavioural and cognitive components (Reardon et al., 2018). The five-factor model, 

depicted below, helps to demonstrate the complicated interplay between the individual’s 

thoughts, physical state, mood, behaviour and environmental triggers. By using interventions 

that target each of the five factors, you can develop healthy coping strategies that will reduce 

anxiety and improve overall functioning. 

 

ANXIETY AND WORRY 

Five Factor Model 

 

 

 

 

 

 

 

 

 

 
 

This handbook uses essential strategies and concepts derived from Cognitive-Behavioural 
Therapy (CBT); a short-term treatment shown to be effective for individuals with anxiety. One 
of the most central components of CBT is the interplay and relationship between our thoughts, 
physical state, behaviour and mood in response to situations and triggers in our environment. 
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Feelings of anxiety are meant to increase one’s ability to cope with perceived threats and 

danger (Bergstrom & Meacham, 2016). For example, bodily reactions to heightened states of 

anxiety include increased heart rate, increased sweat response, hyperventilation, and 

heightened blood pressure (Reardon et al., 2018). These responses are meant to prepare the 

body to defend itself against dangers and activate behavioural and cognitive responses. 

Behavioural components of anxiety include actions associated with the fight or flight response 

including freezing, avoiding, escaping or confronting behaviours (Nesse, 1994). The brain 

responses to anxiety, the 4Fs: Fight, Flight, Freeze and Fawn, are summarized in the image 

below. Each of these autonomic behavioural responses are used with varying degrees, 

independently or simultaneously, according to their utility for alleviating the specific anxiety. For 

example, if a building was on fire, humans may experience fear-driven anxiety and attempt to 

escape the building. However, if they found themselves on the roof of a tall building that was on 

fire, they may freeze to avoid the more imminent danger of falling from the rooftop.  

 

 

 

 

 

 

 

 

 

 

 

 

Brain Responses to Anxiety 

Goal 
 

Minimize, end 
or avoid the 

danger of the 
threat and 
return to a 

state of calm 
and control. 

•Confront the threat

•Body prepares for danger (i.e. intense 
anger, clentched fists, aggression) 

Fight

•Escape the threatening situation by 
whatever means necessary Flight

•Unable to flee or act against the threat

•Stuck in the momentFreeze

•Complying with the threat for self-
preservation

•Adapting and pleasing to avoid 
confrontation

Fawn
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Finally, the cognitive component of anxiety, also known as worry, is characterized by 

invasive, uncontrollable and future-oriented negative thoughts (Sibrava & Borkovec, 2006; 

Reardon et al., 2018). Evolutionarily, worries enabled humans to enhance their chances of 

survival by taking precautionary measures to prevent danger. For example, individuals with GAD 

often worry about the uncertainty of future events in a variety of settings and ruminate over the 

possible negative outcomes (Dar & Ikbal, 2015). Whereas many organisms have demonstrated 

the ability to detect and avoid threats, only humans have evolved to predict and circumvent 

danger in the distant future (Miloyan, Bulley & Suddendorf, 2016).  

 

 

 

 

 

 

 

 

 

Fear is a basic and normative human response to situations or stimuli that threaten physical 

or emotional wellbeing (Beidel & Alfano, 2011). Common triggers for young children with 

anxiety disorders are the same developmental fears that are experienced by all children. 

However, the fear-processing circuitry of the brain appears to dysfunction in individuals with 

anxiety disorders, such that their developmental fears do not fade over time as they do in 

normal populations (Coplan, Webler, Gopinath, Abdallah, & Mathew, 2018). Cooper, Grillon and 

Lissek (2018) found that participants with GAD have a difficult time interpreting safe versus 

Common Fears by Age 
 

 

Ages 2-4

•Dark

•Loud noises

•Separation from 
parents

•Strangers

Ages 5-7

•Dark

•Monsters

•Loud noises

•Insects and 
animals

Ages 8-11

•"Bad" people

•Ghosts

•Getting sick or 
hurt

•Losing a loved 
one

•Disappointing 
one's  parents

Ages 12-18

•Personal safety

•Presentations

•School 
performance

•Future

•Peer rejection

•Word events and 
natural disasters

•Death
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dangerous conditions accurately in their environments, leading to maladaptive anxiety learning 

for cues that are not actually threatening. In addition, humans can quickly learn through 

observing acts being modelled and reinforced in their environment and then imitating it in 

their own behaviour (Bandura, 1978). If children are exposed to anxious parents, teachers or 

peers, they often internalize the same fears, worries and coping strategies that are modelled. 

The Worry Cycle 

The physical, behavioural and cognitive defenses associated with anxiety are only healthy 

when they are appropriate to the degree and type of threat. When anxiety is chronic and 

pathological, it becomes disabling (Kaufman & Landrum, 2018). For example, many anxiety 

disorders are exacerbated by avoidance or escaping behaviours that place distance between the 

individual and the anxiety-producing event (Dymond, 2019). Students with anxiety triggers 

related to their academic performance often escape from school settings and avoid academic-

related tasks to evade situations that may possibly lead to their discomfort before they occur 

(Hughes et al., 2008). As a result, these students have 

fewer positive academic experiences due to poor 

school attendance and less practice with the academic 

concepts (Hughes et al., 2008). The avoidance of 

school-related performance provides immediate relief 

from stress and when they do engage in academic 

tasks, they perform poorly due to lack of instruction and practice. In turn, their worries are 

reinforced with each of the subsequent poor grades that they receive. 

Worrying can greatly benefit the individual because of its preparatory, avoidant and 

inhibitory function. Worrying can support motivation to complete tasks and help with problem-

solving (Sweeny & Dooley, 2017). If you have ever gotten a flashlight or candle out before a big 

Worry

Avoid

Relief

(McCorriston, 2020) 
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storm or purchased a first aid kit prior to having an accident, then you have reaped the benefits 

of using worry as a motivator. The worry cycle is only beneficial when students can use their 

worries adaptively. For example, a student who worries about grades may use their anxieties 

productively by starting their tasks early and asking for teacher support to do well. Avoiding the 

assignment, or school altogether, would be an adverse example of how individuals with anxiety 

disorders find relief and get stuck in the worry cycle.  

Nesse (1994) describe the optimal anxiety levels using the example of a grazing deer. If the 

grazing deer lifts its head too often to check for predators, it will not have time to eat, mate, 

care for offspring and live; however, if the grazing deer never lifts its head to scan for predators, 

it will be at a much greater risk of being eaten. Since the hazards of erring on the side of caution 

are much less than those associated with risk-taking, it 

is understandable that anxiety disorders are so 

prevalent in our society. When the cost of continued 

fear outweighs the protection that it affords, then 

the levels of anxiety are no longer considered healthy 

(Nesse, 1994). In other words, anxiety becomes 

challenging when it no longer serves a developmental, adaptive function and instead becomes 

maladaptive and debilitating. It is at this point that dysregulated anxiety becomes a clinical 

disorder that requires intervention. 

Free Stock Image of Grazing Deer. Digital 

Image. Pexels. 5 Feb 2020, pexels.com. 
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“How Do I Know If Anxiety Is A Problem?” 

You are in a unique position to recognize when a child needs help because you have almost 
daily contact with them. You are more likely to notice a change in their behaviour or pick up 

on new trends. Watch for changes in student behaviour and performance at school, then 
consider the 4Ds: 

If any of the 4Ds are present, professional 
support should be sought for diagnosis and 

treatment of an anxiety disorder. 
 

1. Disproportion 
The intensity and frequency of 
anxious thoughts and behaviours 
do not match the level of threat 

 
2. Duration 

Fears and anxiety do not fade 
over time as expected (i.e. 
persist over 6 months) 

 
3. Dysfunction 

Anxiety interferes with daily 
encounters and activities (i.e. 
school and home life) 
 

4. Distress 
Unexpected level of upset 

 

 

 

When is anxiety a problem? 
 

 

Disporpotion Duration

Dysfunction Distress

(McCorriston, 2020) 
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Anxiety is a normal and adaptive reaction to stress (Kaufman & Landrun, 2018). From 

birth, infants fear things like loud noises and strangers because these anxieties provide survival 

value. However, these worries should subside as infants mature, develop and learn to trust 

(Kaufmann & Landrum, 2018). Anxiety becomes troublesome when it no longer serves a 

developmental, adaptive function and instead becomes maladaptive and debilitating. It is at this 

point that anxiety becomes a clinical disorder (Kauffman & Landrum, 2018). One of the largest 

prevalence studies to date demonstrates that anxiety disorders affect 32% of adolescents with a 

median age of onset at merely 6 years old – the lowest of all mental disorders (Merikangas et al., 

2010).  

Generalized anxiety disorder (GAD) is the most comprehensive anxiety disorder, broadly 

characterized by patients having excessive, uncontrollable worry about several events or 

activities which affect their daily functioning (American Psychological Association (APA), 2013). 

Bosley, Fischer and Taylor (2016) estimates that 5% of the population will be diagnosed with 

GAD in their lifetime. The prevalence of GAD is further compounded by high rates of 

comorbidity with depression, bipolar and other types of anxiety disorders (i.e. social anxiety, 

OCD, PTSD; Bosley et al., 2016). Individuals with GAD present with symptoms of extreme worry, 

muscle tension, sleep disturbance, irritability, restlessness or somatic symptoms (APA, 2013). 

 

 

 

 

 

GENERALIZED ANXIETY DISORDER  

Affects 5% 

of the 

population 

Twice as 

common among 

females than 

males 

Overactive 

worry and 

fear centers 

in the brain 
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The Diagnostic and Statistical Manual for Mental Disorders, 5th edition (DSM-V) is the 

current version of the guide used by clinicians and researchers to diagnose and classify mental 

disorders. The DSM-V diagnostic criteria for GAD outlines that individuals must experience the 

following symptoms, more days than not, for a duration of at least six months:  

a. excessive, persistent and chronic anxiety and worry about several events or 

activities; 

b. difficulty exerting control over the worry;  

c. restlessness, fatigue, poor concentration, irritability, muscle tension and/or 

sleep disturbance associated with worries;  

d. clinically significant levels of distress or impairment in daily functioning and  

e. the anxiousness or worry is not better explained by another medical disorder or 

substance abuse 

 

 

 

 

 

 

 

 

 

SYMPTOMS AND INDICATORS OF GENERALIZED ANXIETY  

The Iceberg of Childhood Anxiety 
 

 

 

Icebergs are deceiving because what you can see on the surface is usually only a small 
portion of what lies beneath. In adults, we often say that the anxiety is the tip of the 
iceberg and the experiences and emotions related to anxiety lie beneath. However, with 
children, the observable behaviours do not always look like anxiety! Anxiety is a 
complicated feeling that is difficult for children to explain and express.  
 
In this iceberg for children, the observable behaviours might look like anger, defiance, 
negative mood, avoidance, somatic complaints and overplanning… to name a few! These 
behaviours float above the surface and there are layers of emotions and experiences, 
including anxiety, that lie below the surface, out of sight.  
 

Childhood anxiety is not uniform. Remember what you can see is only the tip of the 
iceberg! 
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Common Indicators 

The physiological, cognitive and behavioural symptoms of generalized anxiety differ 

based on the age of the individual. For example, the most universal symptoms of excessive 

worries and uncontrollable anxiety are not typically visible, and children have difficulties 

expressing these complex emotions and cognitions. As such, school-age children often present 

with somatic complaints like frequent headaches and stomach-aches (Muris, Hoeve, Meesters & 

Mayer, 2004). Since the symptoms are hidden in many childhood cases of anxiety disorders, it is 

important that educators are aware of the components of anxiety disorders as per the DSM-V 

but also aware of some of the common indicators in practice.  

What Does Anxiety Feel Like in The Body? 

Often school-age children who are not able to recognize anxiety, will make frequent 

somatic complaints, seemingly without cause. This table helps to clarify some of the physical 

symptoms of anxiety that your students may experience and may help to explain their 

nonspecific complaints of simply “not feeling well” (Larson, Booth-Kewley, Merrill & Stander, 

2001). In addition, the final column of the table has been included for your professional 

knowledge to help you and your students understand why feelings of anxiety can make them 

feel physically unwell. 
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Physical Symptom What Does It Feel Like? Why? 

Heart rate increases Chest pounding, heart racing Pumping oxygen and blood to 
muscles and the brain to react 
quickly 

Increase in blood 
pressure 

Chest pounding Blood vessels narrow and heart 
pumps more blood to muscles and 
the brain to react quickly 

Breathing speed 
increases 

Rapid, shallow breathing 
Hyperventilation 

Increasing available oxygen supply 

Pupils dilate Sensitivity to light and 
environment 
Leads to or worsens headaches 

Take in more sensory information 
about a threat 

Mind racing Rapid thoughts, difficult to 
concentrate 

Able to respond quickly to 
immediate threatening event 

Headaches Tension headaches  
Migraines 

Secondary symptom caused by lack 
of sleep, prolonged muscle tension 
and increased serotonin levels 

Fatigue Physical and/or mental exhaustion Sympathetic nervous system in 
overdrive (increased heart rate, 
blood pressure, muscle tension) 

Muscles tense Tight muscles 
Sore limbs (if persistent) 
Goosebumps, raised body hair 

Increase ability to fight off threats 
or flee situation 

Sweating Body heat, sweating Cools down body temperature 
naturally 

Shaking Shaking hands Response to high levels of stress 
hormones 

Slow immune system Get sick or stay sick longer Energy is given to other areas of 
the body to protect against 
immediate threat 

Upset stomach Loss of appetite, nausea & diarrhea Energy is given to other areas of 
the body to protect against 
immediate threat 

Eating junk foods Intense cravings for foods high in 
fat/sugar 

Quick foods with lots of sugar 
provide immediate energy supply 

Information in this table adapted from a variety of sources: Larson, Booth-Kewley, Merrill & Stander, 
2001; Muris, Hoeve, Meesters & Mayer, 2004; APA, 2013. 
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What Does Anxiety Look Like in the Classroom? 

Educators have a very important supportive role in the accurate and timely diagnosis of 

anxiety disorders because as they can observe student behaviour in the school setting that may 

not be evident to the caregivers. The following table provides a list of signs and symptoms of 

anxiety disorders that might be observed in the classroom for elementary and secondary school-

age children. It is important to remember, however, that mental health problems in students 

are often complex and overlapping. Many types of behaviour or symptoms that educators 

observe in the classroom may be associated with a variety of mental health problems or 

disorders that can co-occur. As a result, this table provides some examples of worrisome 

behaviours that may warrant referral, but they are not comprehensive and should not be used 

for diagnostic purposes (Ontario Ministry of Education, 2013). 

 

Elementary Students (Ages 8-13) Secondary Students (Ages 14-18) 

• Separation difficulty past kindergarten 

• Attendance issues 

• Reoccurring physical symptoms with no 
medical explanation 

• Social issues with peers 

• Extreme shyness 

• Frequent crying 

• Difficulty speaking in large groups or using 
a loud voice 

• Poses many “What if…?” questions 
without being reassured by the answer 

• Refusal and avoidance behaviours towards 
individual anxiety-producing triggers 

• Exaggerated need to be perfect 
 

• Attendance issues 

• Performance does not meet expectations 

• Declining grades 

• Social or relational concerns 

• Reoccurring physical symptoms with no 
medical explanation 

• Easily frustrated and irritated 

• Panic attacks 

• Avoids school functions or parties 

• Withdrawal from previously enjoyed 
activities 

• Refusal and avoidance behaviours towards 
individual anxiety-producing triggers 

• Exaggerated need to be perfect 
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What Else Can Anxiety Look Like? 

1. Intense Threat Judgment 

Individuals with anxiety perceive more threatening objects and events in their 

environment due to visual processing biases. A large body of research considers attentional 

bias, where individuals with anxiety disorders selectively attend to threat, to be at the core 

of disrupted fear-processing. Dudeney, Sharpe & Hunt (2015) discovered that all young 

children appear to have an attention bias towards threatening stimuli compared to neutral 

stimuli; however, as children age the bias faded in typically developing children when they 

learned to trust yet endured among clinically anxious populations. While engaged in an eye 

movement tracking study with emotional and neutral facial expressions, anxious children 

and adolescents demonstrated significantly heightened responses towards both negative 

and neutral emotional faces when presented quickly (500 ms) compared to healthy controls. 

Although it is adaptive for humans to detect threats quickly to be able to respond quickly, 

anxious individuals are primed by higher levels of apprehension than their peers, resulting in 

seeing and attending to threats that are not genuine. 

What to Look For? 

 Difficulty Focusing & Sleeping 

Individuals with generalized anxiety often exhibit difficulties focusing 

at school and sleeping at night because their minds are over-run with 

worries and threats that feel urgent.  

 Chandeliering 

Individuals with generalized anxiety will exhibit signs of chandeliering. 

Chandeliering is a term for when someone seemingly calm loses 

control over their emotions very quickly and often disproportionately 
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(Brown, 2017). Chandeliering occurs because students have been 

suppressing their anxiety, either intentionally or subconsciously, for 

too long. Suddenly, they will reach a point where they can no longer 

hide their feelings and demonstrate their anxiety by overreacting to a 

trigger in the environment. 

 Anger 

Individuals with generalized anxiety often display fits of intense anger. 

Anxiety and anger influence similar bodily reactions, so the fight or 

flight response to threats can feel like anger to young children. Since 

students often do not recognize feelings of anxiety as easily as they 

can recognize and express anger, anger is often displayed towards any 

anxiety-provoking triggers in their environment. The combination of 

chandeliering and anger can often make anxiety look like an 

externalizing exceptionality, such as oppositional defiant disorder 

(ODD).  

 

2. Intolerance of Uncertainty 

Intolerance of uncertainty (IU) is defined as a personality trait that reflects a fear of the 

unknown and a set of negative beliefs about uncertainty and its implications (Carlton, 2016). 

Carlton (2016) suggests that IU is a core feature of the cause and maintenance of an anxiety 

disorder. Laposa and Fracalanza (2019) found that targeted interventions to improve 

tolerance of uncertainty successfully mediated improvements in anger and anxiety 

symptoms for adult GAD patients. Many scholars currently believe that intolerance of 

uncertainty is a strong potential transdiagnostic factor for a host of emotional and 
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behavioural disorders (Carlton, 2016; Laposa & Fracalanza, 2019). For example, when a child 

is worrying about or avoiding an event, it may reflect that individual’s attempt to regain 

control over an unpredictable, new or ambiguous situation, driven by their IU.  

What to Look For?  

 Difficulty with Change in Routine 

Individuals with GAD benefit from consistent routines with 

predictable structure to feel safe and comfortable in their 

environment. You may notice that, coupled with other symptoms, 

your student(s) with GAD have a difficult time coping with 

spontaneous changes to their daily schedule. With every change to 

their daily plan, students with GAD have uncontrollable worries about 

the new, ambiguous or uncertain consequences that may come of it 

which make it very difficult to attend to and be present for other 

assigned tasks.  

 

 Safety Behaviours 

When you feel threatened, it’s a normal human reaction to try to 

protect yourself. The actions and behaviours that individuals with 

GAD engage in to try to feel less anxious or prevent negative 

outcomes are called safety behaviours (Mahoney et al., 2018). For 

example, if an individual with GAD is made anxious by the thought of 

being trapped in an elevator, they may choose to take the stairs 

instead. Safety behaviours seem helpful on the surface but consider 

this example: A student with GAD is afraid of taking a test at school so 
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they ensure to miss school when there are tests or fake an 

illness/emergency to leave the room. Safety behaviours help 

individuals with GAD to exert control and regain certainty in their 

environment, but they also reinforce their negative thoughts and 

fears by preventing that student from confronting them. If that 

student took the test that they prepared for, they would achieve a 

good grade and their anxiety around tests would be reduced. 

However, they avoided the test and they remain just as terrified that 

they will do poorly on the next one. Common safety behaviours in 

GAD include any behaviours to reduce or avoid uncertainty, including 

excessive reassurance seeking, double-checking, excessive list making, 

refusing to delegate tasks to others, avoidance, procrastination 

and/or impulsive decision-making (Mahoney et al., 2018).  

 

3. Negative Problem Orientation 

Individuals with anxiety disorders appear to differ in the way that they approach and 

engage in problem solving. Negative problem orientation refers to a set of beliefs that 

reflect doubt concerning one’s problem-solving ability and the tendency to be pessimistic 

about the outcome. Related to intolerance of uncertainty, individuals with GAD are often 

triggered by problem solving because of the ambiguity and experience high levels of worry 

and self-doubt in these scenarios. Problem orientation, or how one approaches a problem, 

has been found to be a better predictor of stress level than problem solving skills, such that 

individuals with a negative outlook experience more stress than those with poor problem-

solving skills that maintain a positive outlook (Lee & Woodruff-Borden, 2018). Students with 
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GAD have significantly higher levels of negative problem orientation than non-anxious 

students (Donovan, Holmes & Farrell, 2016; Kertz & Woodruff-Borden, 2013).  

What to Look For? 

 Negativity  

Students with GAD will experience more negative feelings and 

attitudes than their peers. For example, you may see self-doubt in 

ability to solve problems on their own, immediate anger and 

frustration when first attempts to solve problems fail; difficulty 

conceptualizing the size of problems and appropriate size of reactions; 

beliefs that problems are unfair obstacles to their day.  

 

 

4. Experiential Avoidance 

Experiential avoidance is defined as an unwillingness to confront unpleasant thoughts or 

emotions while attempting to evade or escape any situation that may provoke them (Kirk et 

al., 2019). Individuals with anxiety disorders are negatively reinforced when they avoid 

threatening stimuli or events, which makes them more likely to engage in avoidance 

behaviours in the future (Chorpita, Brown, & Barlow, 2016). High levels of avoidance are 

related to reduced goal-directed behaviour, less resiliency and fewer chances to confront 

unhelpful cognitive distortions, leading to maintained or increased anxiety in the long-term 

(Kirk et al., 2019). 
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What to Look For? 

 Avoidance 

In the classroom, students may exhibit task avoidance or school 

avoidance, depending on their triggers. Specific behaviours may 

include selective forgetting (i.e. “forget” how to do a task or that 

homework was assigned), procrastination, somatic complaints and/or 

disruptive behaviours to leave the classroom. 

 Defiance 

Individuals with anxiety may appear to be defiant or oppositional 

specifically when asked to do something that is anxiety-producing for 

them. This stems from their experiential avoidance because they want 

to escape the trigger and avoid feeling anxiety at all costs, either by 

winning the battle or being sent out of the environment. 

SIGNS  
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AND SY 

 
 

 
 

 
Personal 

Family heredity studies indicate that anxiety tends to run in families (Bandelow & 

Michaelis, 2015; Eley, Gregory, Clarke and Ehlers, 2007). Micco et al. (2009) conclude that the 

children of anxious parents are four times as likely to develop an anxiety disorder compared to 

peers with parents who do not have any psychiatric conditions. The hereditability of GAD is 

approximately 32% (Hettema, Neale & Kendler, 2001). Twin studies that explore outcomes for 

identical, monozygotic (MZ) and non-identical, dizygotic (DZ) twins can assist with separating 

environmental and genetic influences in heritability estimates. Eley et al. (2007) compared a 

sample of 300 8-year-old MZ and DZ twin pairs and found modest genetic contributions to 

somatic symptoms of anxiety (15%), as well as moderate genetic influences on anxiety 

sensitivity (37%). As with most complex neurological difficulties, it is probable that anxiety is 

controlled by several genes that account for very little variance independently. Most likely, the 

Personal

EnvironmentalBehavioural

PROPOSED CAUSES OF GENERALIZED ANXIETY  

Genetics Brain Differences 

Temperament 

Avoidance 

Control 

Emotional Regulation 

Information Processing 

Attachment 

Conditioning of fears 

Observational learning 

Peer relationships 

GAD 

(McCorriston, 2020) 
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genes which affect parental anxiety and offspring anxiety also influence anxious parenting 

styles, leading to a confounding effect of genetic and environmental influences which together 

contribute to the child’s likelihood of developing an anxiety disorder (Eley et al., 2015). 

 

Accumulating data suggest structural and functional abnormalities in the brains of 

individuals with anxiety disorders (Strawn et al., 2018; Silverman & Field, 2011). Brain damage 

or dysfunction can occur due to numerous events before, during or after birth including, but not 

limited to, genetic mutation, physical insult, infection or substance abuse (Kaufman & Landrum, 

2018). Most notably, research indicates the potential for abnormalities in the fear-processing 

circuitry of the brain (Coplan et al., 2018; Machade-de-Sousa et al., 2014; Strawn et al., 2018; 

Swartz et al. 2014). Strawn et al. (2018) discuss the dysregulation in fear circuitry of patients 

with anxiety disorders to be due to connection issues between their amygdala, prefrontal cortex 

(PFC) and anterior cingulate cortex (ACC) in the anterior limbic network. The amygdala resides 

deep within the limbic system and is responsible for generating the fear response (Strawn et 

The Anxious Brain 
 
 
For individuals with GAD, you’ll notice that many 
areas of the brain are on heightened alert.  

 
Towards the front of the brain, you’ll see an 
overactive prefrontal cortex (where worries 
originate). 
 
In the center of the brain, you’ll see an overactive 
limbic system (where we process emotion, fear and 
threats).  

SPECT Scan of the brain of an 

individual with GAD 

Areas of the brain depicted in blue represent the areas working at a normal level of activity. Areas in red are 
slightly more active than normal and areas in white are much more active than a typical scan. 
SPECT Gallery – Anxiety and Depression. Digital Image. Amen Clinics. 28 Nov 2019, amenclinics.com 
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al., 2018). Machade-de-Sousa et al. (2014) found significantly enlarged amygdalar volume 

among patients with anxiety disorders compared to controls, such that participants with more 

severe anxiety symptoms had larger amygdalae.  

The prefrontal cortex is responsible for regulatory functions including emotional 

control and terminating fear responses produced by the amygdala (Strawn et al., 2018). The 

anterior cingulate cortex (ACC) is responsible for integrating information from the emotional 

brain (amygdala) and the rational brain (PFC) for decision-making (Strawn et al., 2018). Since 

cognitive apprehensions are a main component of GAD, scholars believe that the PFC is 

preoccupied with worries, so it is not able to inhibit responses from the amygdala as it does in 

healthy controls (Strawn et al., 2018). Although the PFC and amygdala are both overactive in 

anxious pathologies, the connection between them is significantly underactive resulting in poor 

communication (Coplan et al., 2018). The overactive neurophysiology and poor connectivity in 

anxious brains leaves individuals in a chronic state of distress. Not only are these individuals 

fearful and anxious based on environmental triggers, but they are also constantly apprehensive 

about what threats may arise, even in the absence of an authentic threat.  

Behavioural 

Behavioural factors comprise of human responses to stimuli from personal and 

environmental factors to achieve goals. Individuals with anxiety disorders use behavioural 

factors in attempts to downregulate unpleasant experiences through avoidance, escape, 

distraction and/or control (Kirk et al., 2019). Experiential avoidance is defined as actively 

attempting to evade or escape any situation that may elicit unpleasant thoughts or emotions 

across a variety of contexts (Kirk et al., 2019). Individuals with anxiety disorders are negatively 

reinforced when they avoid threatening stimuli or events, which makes them more likely to 

engage in avoidance behaviours in the future (Chorpita et al., 2016). For example, if a student is 
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feeling anxious about a test at school and they skip school, they do not have to confront the fear 

imposed by the test and their avoidance has allowed them to remove the unwanted anxious 

feeling for the time being. Unfortunately, avoidance tactics simply amplify anxiety because 

individuals are not given the chance to confront and disprove their biases. High levels of 

avoidance are related to reduced goal-directed behaviour, less resiliency and fewer chances to 

confront unhelpful cognitive distortions, leading to maintained or increased anxiety in the long-

term (Kirk et al., 2019). 

Avoidance behaviours are further influenced by a lack of control over the environment 

(Kirk et al., 2019). Locus of control is described as the degree to which an event and its 

consequences are perceived to be under the control of internal or external forces. Children with 

clinical anxiety demonstrate higher reports for external locus of control, meaning that they 

often attribute situations in their life to luck, fate or chance rather than their own effort and 

ability (Chorpita et al., 2016). Higher levels of externality are associated with less perceived 

control over their environment resulting in heightened anxiety and avoidance. Emotional 

regulation is the process by which individuals decide which emotions they have, when they have 

them and how they express said emotions (Newman & Llera, 2011). Often, individuals with GAD 

will use worrying as a coping technique to avoid processing their negative emotions (Mennin, 

Heimberg, Turk & Fresco, 2002). However, poor emotional regulation worsens the underlying 

causes of the pathology by suppressing emotional experiences and in turn only intensifies the 

anxious feeling. Moreover, GAD patients were also less likely to accept their emotional state, as 

they demonstrated difficulty identifying and justifying their emotions, and believed they could 

not do much to remedy their mood compared to controls (Mennin et al., 2002). 

Worry, the hallmark trait of GAD, places individuals in a constant state of negative affect 

due to their unrelenting apprehensive cognitions. Newman and Llera (2011) provide the 
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contrast-avoidance model to explain that individuals with GAD behave in ways to reduce the 

negative-nonnegative affect switch. By preparing for the worst, these individuals avoid feeling 

positive so that they are protected from disappointment (Bosley et al., 2016). Interestingly, 

individuals with GAD find the shift from positive mood to negative mood to be more distressing 

than a chronic negative mood (Bosley et al., 2016). 

Environmental 

Environmental factors in the development and persistence of anxiety disorders include 

the conditioning of fear pathways, parenting behaviours, attachment styles and peer relations 

(Beidel & Alfanco, 2011; Blair et al., 2016; Ginsburg et al., 2018) For example, anxiety disorders 

can be acquired from child-rearing environments. Mellon and Moutavelis (2011) found that 

parental use of aversive control and non-responsiveness were both related to child anxiety 

levels, especially in panic disorder and GAD. Family environments characterized by high levels of 

control over the child at a young age restrict the child’s ability to develop coping skills and 

undermine the child’s sense of self-efficacy, which lead to a weaker sense of perceived control 

Anxiety Proneness 
 
Anxiety disorders do not develop from the result of one single experience, it is much more 

likely that a host of factors, genetic and environmental, build up over time and account for 
very little weight independently.  

 
Research suggests that about 30% of an individual’s susceptibility to developing anxiety is 

accounted for by genetics, whereas their environment accounts for about 70%.  

 
 

 

 

Variance of Genetic vs. Environmental Factors on Development of 
Anxiety Disorders

Environment Genetics
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in later life decisions (Ginsburg et al., 2018). Children with anxiety disorders often have parents 

with their own psychopathology (Allen, Sandberg, Chhoa, Fearn & Rapee, 2017). Parental 

psychopathology is related to higher levels of parental stress, which become evident in 

subsequent parental behaviours. Consistently, Eley et al. (2015) found strong positive 

correlations between parental anxiety and the development of anxiety disorders in children, 

whereby the child learned to be fearful and worried about daily encounters because of vicarious 

learning from their parents’ fears and worries. Similarly, Ginsburg et al. (2018) found that a 

child’s perceived peer victimization predicted severity of anxiety symptoms one year later only 

for children with anxious parents.  Bowlby (1973) developed attachment theory to explain the 

need for a close, consistent and continuous relationship with a primary caregiver  to develop a 

social bond for the child to thrive emotionally. Bowlby (1973) further theorized that when 

parents are inconsistently responsive or non-responsive to a child’s distress, children will 

develop an insecure attachment that acts as a precursor to later psychological impairments. 

Neuman, Shin and Zuelig (2016) demonstrated that adult patients with panic disorder and/or 

GAD had more difficulty recalling positive childhood memories of caregiver relationships than 

healthy controls, suggesting that adult anxiety disorders were associated with early insecure 

attachment. 

 

 

 

 

 

 
 
 
 

A note about risk and protective factors… 
 
The most likely explanation for the cause of anxiety at this time is that a biological issue is triggered 
by environmental or behavioural factors to influence the expression of a clinical anxiety disorder. 
These personal, environmental and/or behavioural elements that predispose anxiety are known as 
risk factors.  
 
However, just as factors may increase risk, they may instead act to lessen risk and reduce a person’s 
likelihood of developing an anxiety disorder. These dynamics are called protective factors. 
Buchegger-Traxler and Sirsch (2012) found that family connectedness, parental monitoring, school 
connectedness and peer support are among the most influential protective factors for adolescent 
wellbeing.  
 

The balance of risk and protective factors is the best explanation for how, given similar 
circumstances, some individuals develop anxiety disorders and others do not. 
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Assessment for anxiety disorders typically employs a multi-informant approach, 

collecting information from several people using diverse tools allowing for a 

comprehensive picture of the symptoms and impairment in a variety of contexts 

(Reardon et al., 2018). Assessment measures often include a diverse range of 

standardized interview protocols, psychometrically sound self-report questionnaires and 

parent/teacher rating scales which present an initial assessment of symptom severity 

(Beidel & Alfano, 2011). Where possible, clinicians will use direct observation or 

psychophysiological recordings to assist with making an accurate diagnosis (Silverman & 

Field, 2011).  

ASSESSMENT OF GAD 

Worry Continuum 
 
Anxiety and worry are seldom completely present or completely absent. In most cases, anxiety 
and worry are experienced on a scale from little or no worry to excessive or debilitating worry. 
Everyone can place themselves somewhere on the worry continuum! 

 

 
In terms of a formal diagnosis, the DSM-V draws an imaginary line on that continuum and 
classifies individuals past the line as having an anxiety disorder.  However, there are many 
individuals who still experience moderate anxiety on the other side of the line. A diagnosis of 
GAD is not about the presence or absence of anxiety, but rather the severity and degree to 
which individuals experience it. 

 
Therefore, the goal of this handbook is not to “cure” students of their anxiety, but to lessen 

their symptoms to support them in their daily life.  
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Formal Diagnosis 

As the first step in an assessment, clinicians use standardized interview protocols 

to assess how well clients meet the diagnostic criteria. The most commonly employed 

clinical interviews include Anxiety Disorders Interview Schedule for Children/Parents 

(ADIS-C/P; Silverman & Albano, 1996), the Schedule for Affective Disorders and 

Schizophrenia for School Aged Children (K-SADS, Kaufman et al., 2016) and the 

Diagnostic Interview Schedule for Children-IV (NIHM DISC-IV, Schaffer, Fisher, Lucas, 

Dulcan & Schwab-Stone, 2000). Diagnostic decisions made by standardized clinical 

interviews are recommended as the gold standard against which the validity of other 

measures is tested. However, multiple informants and multiple measures should inform 

proper diagnoses.  

Many clinicians will use self-report questionnaires and rating scales to 

supplement the clinical interviews (Reardon et al., 2018). Despite different scales with 

different levels of validity and reliability, parent/teacher and child concordance rates are 

often low to moderate on all anxiety scales (Grills & Ollendick, 2002). Agreement 

regarding experienced symptoms of anxiety tends to increase in adolescence, however 

children often have a difficult time relating to the abstract nature of the questionnaires 

and quantifying or explaining their emotional experiences (Grills & Ollendick, 2002).   
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Informal Anxiety Scale 
 

Here is an example of a rating scale commonly used by teachers in multi-informant 
diagnostic approaches. If you are concerned about one of your students, consider filling one 
out to get a sense of whether you should begin documentation and seeking additional 
supports. 
 
For each of the 16 items, score the student 0 (Never), 1 (Sometimes), 2 (Often) or 3 
(Always). Record the score in the clear column.  
 
Sum the columns to establish the subscale scores. Finally sum the two subscale scores 
to obtain a total score. 
 

School Anxiety Scale – Teacher Report 

 Teacher’s name:  Date:  

Child’s name:  Grade:  
 

 Social 
Anxiety 

Generalized 
Anxiety 

1. This child is afraid of asking questions in class   
2. This child speaks only when someone asks a question of them.   
3. This child worries what other people think of him/her   
4. This child does not volunteer answers or comments during class   
5. This child is afraid of making mistakes   
6. This child hates being the center of attention   
7. This child hesitates in starting tasks or asks whether they 
understood the task before starting 

  

8. This child worries about things   
9. This child worries that (s)he will do badly at school   
10. This child worries that something bad will happen to him/her   
11. This child seems very shy   
12. This child complains of headaches, stomach aches or feeling sick.   
13. This child feels afraid when (s)he has to talk in front of the class.   
14. This child hesitates to speak when in group situations   
15. When this child has a problem, (s)he feels shaky   
16. This child appears nervous when approached by other children 
or adults.  

  

Subscale Total   
TOTAL  

 
This scale is adapted from the School Anxiety Scale – Teacher Report (Lyneham, Street, Abbott & Rapee, 2008). 
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Where possible, direct observation can be useful to support clinical interviews when 

questionnaires and rating scales prove inconclusive. In addition, direct observations are usually 

more insightful for developing treatment plans than responses to questionnaires. Direct 

observations record antecedent-behaviour-consequence relationships that happen in the home 

or classroom setting, which provide more information to the clinician on the anxious pathology 

than simply indicating areas of fear on a questionnaire (i.e. antecedents only; Silverman & Field, 

2011). 

 

 

 

 

 

 

 

“How Can We Help?” 

Educators and community partners need to avoid jumping to conclusions either about 
whether a student has a mental health disorder or about the type of disorder. In Ontario, 
only physicians and psychologists can formally diagnose mental illness. You play a very 
important supportive role to the diagnosis team. 

To begin, record observations as objectively as possible and note if the symptoms 
impact performance or social relationships. It is best to share these observations with 
caregivers and the school support team or principal. 

Teacher nomination and referral is the most common pathway to successful treatment 
for anxiety disorders (Papandrea & Winefield, 2011). 
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Unrecognized and untreated anxiety disorders lead to an increased prevalence of comorbid 

anxiety disorders and other psychiatric illnesses (Canals et al., 2018). Homotypic comorbidities 

occur in 25% of cases, indicating that individuals with one type of anxiety disorder are more 

likely to develop multiple anxiety disorders (Canals et al., 2018). Subtypes of anxiety disorders, 

including separation anxiety and social anxiety, are comorbid with GAD in 25-50% of cases, 

contributing to more significant impairment and persistence of anxious symptoms over one’s 

lifetime (Last et al., 1996). Heterotypic comorbidities occur in 28% of school-age onset anxiety 

disorders, indicating that children diagnosed with an anxiety disorder were much more likely to 

develop other emotional or behavioural disorders at the same time (i.e. depression, attention or 

conduct disorders; Canals et al., 2018).  

 

 

 

 

 

 

 

 

 

 

 

COMORBID CONDITIONS 

47% 28%
25%53%

COMORBIDITY RATES OF GAD

GAD alone

Comorbid with Other
Emotional/Behavioural Disorders

Comobid with Other Anxiety
Disorders
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Why Is There So Much Overlap? 

Noyes (2001) explains that GAD is highly comorbid for three main reasons. The first reason 

is that GAD shares many of its diagnostic symptoms with other disorders. For example, fatigue, 

poor concentration and negative affect are all symptoms of GAD and major depressive disorder 

(MDD). Further, anxiety disorders are often diagnosed together because they appear to be a risk 

factor for one another. If a young child develops separation anxiety from their primary caregiver, 

they are much more likely to be diagnosed with generalized anxiety later in their life. Finally, 

Noyes (2011) explains that the faulty brain circuitry that results in being overanxious can also 

interrupt the regulation of other emotions, like sadness, resulting in comorbid depression. 

Generalized anxiety co-occurs most often with depression, bipolar disorder, substance abuse 

and disruptive behaviour disorders (i.e. ADHD).   

Strategies for Anxiety Comorbidities 

There is not much research that focuses on interventions for individuals with comorbid 

disorders because comorbidity can include the combination of any two or more diagnoses, 

which can make participants look very different from each other. Students with multiple 

exceptionalities require individualized support plans that take each of their unique learning and 

behavioural challenges into consideration. When students display comorbid mood disorders, 

they also display a significant increase in their level of distress and dysfunction (Judd et al., 

2007).  

The best form of treatment at this time for multiple exceptionalities is to use the most 

effective treatments for each disorder. Luckily, CBT is a front-line treatment used for various 

mental health challenges. As such, the strategies presented in this handbook, along with any 

other psychosocial interventions, should support the development of coping skills for students 

with or without comorbid conditions in your educational setting. Some psychosocial 



 

 

 

126 

intervention strategies to support students with anxiety that have other comorbid challenges 

may include emotional regulation strategies (i.e. anger/stress management, relaxation 

exercises), social skills instruction (i.e. handling interpersonal conflict, developing healthy 

relationships), motivational interventions (i.e. incentives, reward programs) and adequate 

physical activity and nutrition (Riosa, McArthur & Preyde, 2011). 
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The ultimate therapeutic goal of GAD is remission, in which state the individual does not 

experience any anxious symptoms and can return to their full quality of life (Reinhold & Rickels, 

2015). The two most common treatment plans for anxiety disorders include pharmacotherapy 

and psychotherapy. Quide, Witteveen, El-Hage, Veltman and Olff (2012) found that both types 

of treatments help to normalize brain function but operate differently, resulting in different side 

effects and long-term impacts to be considered. Nonetheless, both treatments have been found 

to reduce anxiety symptoms and lead to better quality of life (Quide et al., 2012). 

Pharmacological Treatment 

 Most pharmacological treatment plans for GAD use selective serotonin reuptake 

inhibitors (SSRIs) to achieve remission (Wu et al., 2016). Pharmacological interventions have 

proven effective at alleviating the debilitating symptoms of GAD and allowing adult patients to 

return to the demands of their daily life (Tempesta et al, 2013; Wu et al., 2016). However, when 

individuals with GAD elect to withdraw from their medication, they often start re-experiencing 

GAD symptoms, frequently at an increased rate and severity than 

prior to their medication use (Gupta, Gersing, Erkanil & Burt, 2015; 

Gomez et al, 2018). Most importantly, pharmacology alone does not 

combat the underlying issues in GAD regarding excessive worry or 

apprehensive cognitions. Anti-depressants are prescribed as the 

first-line pharmacological interventions in North America and 

internationally, despite the high efficacy of benzodiazepines (BZs) in treating anxiety symptoms 

(Gomez et al., 2018). Benzodiazepines demonstrate superior tolerability and larger effect sizes 

TREATMENT FOR GENERALIZED ANXIETY DISORDER 
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128 

compared to antidepressant therapies, but many psychiatrists hesitate in prescribing them due 

to their risk of dependency (Gomez et al., 2018).  

 

How does it work? 

Anti-anxiety drugs seem to engage a bottom-up effect by altering activity in the limbic 

system in the brain, including the amygdala, which is a primitive area of the brain responsible 

for fear responses (Quide et al., 2012). Anti-anxiety drugs act upon brain chemicals, specifically 

serotonin and gamma-aminobutyric acid (GABA), to exert control over the way that the brain 

communicates.  

Serotonin is the brain chemical that, when levels are within the normal range, is known 

as the natural mood stabilizer (Den Boer, Bosker & Slaap, 2000). Individuals with anxiety 

typically have low levels of serotonin leading to more anxiety and depressive symptoms and less 

control over one’s emotions (Wrase, Reimold, Puls, Kienast & Heinz, 2006). Antidepressant 

medications, like SSRIs and tricyclic antidepressants, work by increasing serotonin levels in the 

brain to stabilize mood. However, to reach a stabilized mood often takes an extended period of 

time – anywhere from weeks to months (Artigas, 2013). In addition to the long wait-time for 

symptom relief, individuals on antidepressants often experience intolerable side effects 

The Black Box Warning 

Regulatory agencies warn against the use of antidepressant medications in populations of 

children and adolescents due to fatal side effects including increased risk of self-harm, 

suicidal ideation and suicidal behaviour (Gupta et al., 2015). Children and adolescents are 

at the highest risk when they start new medications or change their dosage. If you are 

aware that your students are taking antidepressants, ensure to observe and check-in on 

their mental health regularly. 
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including dry mouth, constipation, blurry vision, difficulty urinating, dizziness, low blood 

pressure, and moderate weight gain (Zoberi & Pollard, 2010). 

GABA is a brain chemical that is responsible for reducing activity in the brain with 

important mental health functions including increasing relaxation, reducing stress, regulating 

mood, alleviating pain, and boosting sleep quality (Lydiard, 2003). Since anxiety is influenced by 

overactive threat responses in the brain, benzodiazepines work by facilitating GABA 

transmissions to reduce brain activity (Mohler, 2012). Individuals who take benzodiazepines 

often feel relief from anxiety symptoms almost immediately, however there is some risk of 

increasing tolerance and becoming dependent on these types of anti-anxiety drugs (Lydiard, 

2003). Physicians and psychologists may elect to prescribe both antidepressants and 

benzodiazepines for a short period of time at the beginning of treatment until the 

antidepressants have started to work (Canadian Agency for Drugs and Technology in Health, 

2014).  
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Anti-Anxiety Medications 

 
Drug Class Brand 

Name 
Generic Name How it 

works? 
Benefits Drawbacks 

Benzodiazepines Ativan 
Klonopin 
Halcion 
Librium 
Paxipam 
Restoril 
Serax 
Valium 
Xanax 

Lorazepam 
Clonazepam 
Triazolam 
Chlordiazepoxide 
Halazepam 
Temazepam 
Oxazepam 
Diazepam 
Alprazolam 

Improves 
function of 
GABA 

Fast 
acting 

Potentially 
habit forming; 
withdrawal can 
occur – 
discontinuation 
needs to be 
done slowly 
under medical 
supervision 

Selective 
Serotonin 
Reuptake 
Inhibitors 
(SSRIs) 

Celexa 
Luvox 
Paxil 
Prozac 
Zoloft 

Citalopram 
Fluvoxamine 
Paroxetine 
Fluoxetine 
Sertraline 

Regulates 
serotonin 
levels 

High 
efficacy 
if side 
effects 
can be 
tolerated 

Slow acting – 
may be 2-6 
weeks before 
improvements 
occur; side 
effects will 
begin 
immediately. 
 

*BLACK BOX 
WARNING* 

 
May cause dry 
mouth; 
constipation; 
blurry vision; 
difficulty 
urinating; 
dizziness; low 
blood 
pressure; and 
moderate 
weight gain. 

Tricyclic 
Antidepressants 

Adapin 
Anafranil 
Aventyl 
Elavil 
Janimine 
Ludiomil 
Norpramin 
Pamelor 
Pertofrane 
Sinequan 
Surmontil 
Tofranil 
Vivactil 

Doxepin  
Clomiprimine 
Nortriptyline 
Amitriptyline 
Imipramine 
Maprotiline 
Desipramine 
Nortriptyline 
Desipramine 
Doxepin 
Trimipramine 
Imipramine 
Protriptyline 

Regulates 
serotonin 
and/or 
noradrenaline 
levels 

High 
efficacy 
if side 
effects 
can be 
tolerated 

 
This information is for educational purposes only to increase the mental health literacy of 
practitioners and ensure that they can relay important observations. Seek professional medical 
advice from a doctor for more details regarding anti-anxiety medication. 

 
Compiled from various sources: Mohler (2012); López-Muñoz, Álamo, & García-García (2011); 
Brick & Erickson (2013); Kolb & Whishaw (2015). 
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Research Findings 
 

Pharmacological interventions have proven effective at alleviating the debilitating 

symptoms of GAD and allowing adult patients to return to the demands of their daily life 

(Tempesta et al, 2013; Wu et al., 2016). However, in 2004, the US Food and Drug Administration 

(FDA) released a black box warning label on SSRIs in the treatment of mental illness among 

children and adolescence because of their heightened risk of experiencing suicidal ideation and 

behaviours (Gupta et al., 2015). Nevertheless, many children and youth are still prescribed anti-

anxiety medications as a treatment for their anxiety disorders. 

 In the past 25 years, adolescent anti-depressant use has increased 160% with 3.5% of 

all adolescents reporting that they’ve used an antidepressant in the past month (Whiteside et 

al., 2019). Among the few studies available on young people in the past decade, medical studies 

recommend time-limited pharmacological treatment in combination with on-going cognitive-

behavioural therapy (Wang et al., 2017). Most randomized control studies demonstrate 

symptom reduction and remission after 12 weeks of anti-anxiety medication (Ginsburg et al., 

2018; Skarphedinsson et al., 2015). Current prescription guidelines for medical professionals 

recommend continuing SSRI treatment for one year after remission and discontinuing the 

medication under medical supervision at a time of low stress (Dobson & Strawn, 2016). Based 

on these findings, children should not be on SSRI medication for more than a year and a half. 

However, when individuals with GAD withdraw from their medication, they often start re-

experiencing GAD symptoms, frequently at an increased rate and severity than prior to their 

medication use (Gupta et al., 2015; Gomez et al, 2018). Therefore, in reality, children and 

adolescent patients are being prescribed anti-anxiety medication for much longer terms, on 

average at least five years, without the necessary information about efficacy, safety or adverse 

effects (Whiteside et al., 2019).  
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Overall, anti-anxiety medications, both antidepressants and benzodiazepines, are heavy 

narcotics with significant side effects. Moreover, pharmacology alone will not combat the 

underlying issues in GAD regarding excessive worry or apprehensive cognition. In fact, without 

cognitive behavioural therapy, most individuals with GAD will start re-experiencing anxiety 

symptoms immediately after medication withdrawal, at a more alarming rate than before the 

medication. Many clinicians feel that first-line GAD treatments should target the root cause of 

the disorder rather than the symptoms (Latas et al., 2018). As a result, anti-anxiety medication 

should be reserved for severe cases of childhood or adolescent anxiety that have not or cannot 

benefit from therapeutic interventions until their physical symptoms are under control. 
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Cognitive-Behavioural Therapy (CBT) 
 
 Cognitive-behavioural therapy (CBT) uses principles of social learning to resolve the excessive or 

irrational worries that are at the root of GAD (Kauffman & Landrum, 2018). CBT relies on 

changing thought patterns, or cognitive distortions, to enhance prosocial thinking, coping skills 

and behaviour. Thus, strategies in this handbook utilize the principles of cognitive behavioural 

therapy to support effective strategies and accommodations for classroom-level intervention 

towards GAD. Cognitive-behavioural therapy relies on the interaction between feelings, 

thoughts and behaviours (Kauffman & 

Landrum, 2018). It assumes that one’s feelings 

and thoughts and behaviour interact to 

determine outcomes and as such, if we can 

change our thoughts to adjust behaviours then 

we can reduce negative feelings, like anxiety. 

For example, if a student was anxious about an upcoming test it might be because of thinking 

errors. For example, anxious students often catastrophize events, like “If I fail this test then I will 

never pass 7th grade and I’ll be a total failure in my life”. In turn, this negative thought makes the 

student feel more anxious for the upcoming test, and it may lead to avoidance of studying or 

avoidance of school to escape reminders about the impending test. Whereas a student without 

an anxiety disorder might hear about an upcoming test and initially get nervous about being 

evaluated but be able to counter that anxiety with a positive and coping statement like, “I don’t 

really like tests but I know that I can study hard, ask for help and do well like I have before!”. A 

positive thought like this would reduce anxiety and facilitate proactive behaviours like asking for 

help and reviewing concepts before the test. The reciprocal relationship between our thoughts, 

Thoughts

FeelingsBehaviour
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feelings and behaviours are central principles to CBT because if we can recognize and change 

negative thoughts then our feelings and behaviours will follow. 

Cognitive-behavioural therapy targets both behavioural and cognitive deficits in anxiety 

disorders. Behavioural strategies involve modelling, exposure, role-play and relaxation training. 

The behavioural interventions are based on the idea that fear and anxiety are learned responses 

and they can be unlearned if given the opportunity (Bandura, 1978). Cognitive strategies are 

also taught to enhance self-control via self-observation, self-modification, self-evaluation and 

self-reward. For example, Silverman and Kurtines (1996) used the STOP acronym to support 

cognitive strategy development with anxious youth. First, children learn to identify when they 

are feeling anxious or scared (S) and then to identify their anxious thoughts (T) that are making 

them feel that way. Next, the children learn to change their negative thoughts by generating 

other (O) positive thoughts and behaviours and finally the children learn to praise (P) 

themselves for confronting their anxiety (Silverman, 1996).  

How does it work? 

Opposed to pharmacology, therapy exerts top-down control by increasing one’s 

judgement and reasoning control over their emotions (Quide et al., 2012).  As such, CBT works 

to develop emotional regulation and decision-making skills so that individuals can talk down 

their fear and cope with day-to-day events. Gallagher et al. (2014) found that CBT starts by 

greatly reducing the brain’s anxiety sensitivity, in other words the brain is trained to become 

less responsive to anxiety cues, which in turn reduces anxious symptoms. Once the physical 

symptoms are under control, CBT works to teach the individual that they are fully capable of 

handling difficult situations when they arise. Consistently, Gallagher et al. (2014) found that 

later stages of CBT successfully increase levels of self-efficacy through gradual exposure and 

positive self-talk exercises.  
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Cartwright-Hatton et al. (2011) highlight that students must be at an appropriate level of 

cognitive development to be able to benefit from CBT interventions due to the necessity of 

reflecting and introspecting. Due to this, it is likely that children under six years old and older 

students with cognitive impairments will respond more to the behavioural than to the 

demanding cognitive elements of CBT (Essau, 2012). Researchers aware of the problems of using 

CBT with young children have instead involved parents, directly or indeed entirely, or modified 

the program to center more on behavioural interventions until more advanced cognitive 

development occurs with success (Cartwright‐Hatton et al., 2011). 

Research Findings 

Pharmacological interventions have proven effective at 

alleviating the debilitating symptoms of GAD and allowing 

patients to return to the demands of their daily life 

(Tempesta et al, 2013; Wu et al., 2016). However, when 

individuals with GAD elect to withdraw from their 

medication, they often start re-experiencing GAD symptoms, 

frequently at an increased rate and severity than prior to their medication use (Gupta et al., 

2016; Gomez et al, 2018). Further, children and adolescents are at increased risk of serious and 

possibly fatal side effects from anxiolytic pharmaceuticals. Most importantly, pharmacology 

alone does not combat the underlying issues with thinking errors in GAD (Gupta et al., 2018). 

Cognitive-behavioural therapy (CBT) uses principles of social learning to resolve the excessive or 

irrational anxieties that are at the root of GAD rather than simply suppressing the symptoms 

(Kauffman & Landrum, 2018; Latas et al., 2018). In addition to the clear advantages over 

medication, caregivers demonstrate significant preference towards treatment programs that 

Talk Therapy Clipart. Digital 
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use therapy as opposed to pharmaceuticals for their children with anxiety (Brown, Deacon, 

Abramowitz, Dammann & Whiteside, 2007).  

In a recent study, Kodal et al. (2018) examined the long-term efficacy of individual and 

group CBT delivered in a community setting to a sample of school-age youth. One hundred and 

thirty-nine participants between the ages of 8 to 15 years were selected to participate in the 

trial (Kodal et al., 2018). Participants in the follow-up study were primarily female (57%), middle 

to high socioeconomic status (81%) and pre-adolescent (68%). Participants were included if they 

had a primary diagnosis of separation anxiety disorder, social anxiety disorder and/or GAD. The 

randomized control trials used a treatment manual known as FRIENDS for Life (Barrett, 2005), 

which was adapted from the original childhood CBT protocol, Coping Cat (Kendall et al., 1990). 

The individual CBT sessions took place over ten 60-minute sessions. After the intervention, 53% 

of participants confirmed loss of all anxiety diagnoses and 63% of participants confirmed loss of 

their principal anxiety diagnosis. Finally, Kodal et al. (2018) demonstrated that CBT produced 

stronger results for individuals with GAD compared to other anxiety disorders. Overall, Kodal et 

al. (2018) demonstrate positive and optimistic trends for the long-term efficacy of CBT in 

populations of youth in group settings in naturalistic environments. 
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Psychoeducation refers to the process of providing information and resources for 

specific mental illness. Psychoeducation provides individuals with anxiety with useful tools to 

better understand, accept and cope with their mental illness. Furthermore, psychoeducational 

interventions in general education settings can bring awareness and break down stigmas 

regarding mental illness in the classroom. 

The Role of Educators 

Sixty-eight (68%) percent of Canadian educator’s state that they received minimal, if any, 

mental health training prior to beginning their career (Whitley et al., 2013). Current evidence 

suggests that the negative stigma associated with seeing a therapist often leads students and 

their caregivers to approach the classroom teacher first when they are concerned about mental 

illnesses (Cunningham & Suldo, 2014). Moreover, educators are often the first to recognize 

abnormally anxious behaviour in students with anxiety disorders due to the amount of time 

students spend under their supervision. Although most teachers report feeling an obligation to 

identify symptoms of anxiety disorders, they do not feel sufficiently capable to do so given their 

lack of training (Papandrea & Winefield, 2011; Rothi, Leavey & Best, 2008; Walters, Gouze & 

Lim, 2006). In fact, Cunningham and Suldo (2014) found that elementary educators were only 

accurate in their nominations of students with anxiety disorders 50% of the time.  

Teachers and community partners, although not certified therapists, can and should be 

trained in mental health literacy to be able to provide necessary and timely psychoeducational 

supports for vulnerable students that increase their quality of life at school. This way, teachers 

PSYCHOEDUCATIONAL INTERVENTIONS 
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can help in identifying children with anxiety disorders accurately and begin the intervention 

process as early as possible.  

Research Findings 

Essau et al. (2012) argue that the school environment is the optimal context for 

addressing childhood anxiety concerns because it overcomes many of the barriers to accessing 

mental health services, including transportation, time and costs. Additionally, normalizing 

positive coping skills and providing a social context to practice coping skills in a safe place is 

essential for students with a vulnerability for anxiety but good practice for all students.  

Furthermore, psychoeducational intervention programs have been found to reduce 

anxiety symptoms and promote positive mental health among students without anxiety 

disorders. Dray et al. (2017) conducted a systematic review of 57 universal, resiliency-focused 

psychoeducational interventions implemented at the school level. For school-age children, 

between 5 and 18 years old, universal interventions demonstrated significantly reduced anxiety 

symptoms after the intervention at both short- and long-term follow up, particularly if the 

intervention included principles of CBT (Dray et al., 2017). Furthermore, Werner-Seidler et al. 

(2017) found that universal psychoeducational programs prevented depression and anxiety 

symptoms in undiagnosed students, compared to control schools. In fact, for anxiety disorders, 

the effect sizes were the same for whether the program was targeted to students with GAD or 

provided universally to all students (Werner-Seidler et al., 2017). 

Model for Early Identification and Support 

Early identification and intervention are central to successful treatment of anxiety 

disorders. With the neuroplasticity of young brains, intervening as early as possible in symptoms 

has the power to change the students’ trajectory towards an anxiety disorder and improve 

educational and later occupational outcomes (Essau et al., 2012). Unfortunately, even the most 
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successful intervention program is inconsequential without first being able to identify 

individuals who will benefit from it. In Ontario, our education system employs a tiered approach 

to identify students who require additional support (School Mental Health Ontario, 2011).  

 
School Mental Health Ontario (2011) 

 

In the first tier, the classroom teacher provides universal instruction to all students in 

socioemotional wellness and creates a safe and welcoming environment. In doing so, each 

student can develop resiliency and coping skills to reduce their vulnerability for mental illness. 

By administering universal psychoeducational programs, an educator can hope to equip children 

struggling with anxiety with some understanding of basic coping strategies while at the same 

time heightening awareness and creating empathy within their larger classroom culture. 
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As you provide pedagogically sound instruction in level one, you will notice some 

students that require more support than average. It is at the time that you’ll begin the early 

screening process that is essential to securing additional support for your most vulnerable 

students. In the second tier, the classroom teacher and school support team will design and 

implement individualized classroom supports and interventions to support some of the students 

that continue to pose concerns. Finally, the third tier is reserved for a select few students who 

may benefit more from formal assessment and intensive treatment delivered by mental health 

professionals. This handbook supports general and special education teachers and community 

partners in the first two tiers of identification and support for generalized anxiety disorders. In 

the following pages of this handbook, you will be provided with instructional strategies to 

support students at each tier of intervention, a comprehensive set of psychoeducational lesson 

plans to address anxiety disorders, assessment tools, caregiver communication and additional 

practical resources to enhance your development of a mentally healthy classroom.  

 

“Eighteen to twenty-two percent (18-22%) of children and youth in Ontario meet the criteria 
for a mental disorder, but less than one third of those children and youth have had contact 

with a mental health professional.” 
 

– Ontario Child Health Study (Georgiades et al., 2014) 
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Anxiety can negatively impact our student’s ability to think and function at school. 

Anxious thoughts occupy so much of their brain’s energy that it cannot devote any resources to 

learning. It may also impact their ability to concentrate, manage emotions and/or organize 

themselves and their materials. Providing students with accommodations and support in the 

classroom and school can minimize stress for students with anxiety and help prevent school 

avoidance.  

See the chart below for a wide range of strategies that may benefit students with 

diagnosed or suspected generalized anxiety. Classroom strategies have been separated based 

on the specific, observed behaviours and further divided into good-for-all Tier 1 supports and 

the necessary-for-some, more targeted, Tier 2 supports. Tier 3 indicates the need to contact 

your administration/supervisor, caregivers and make referrals to professional mental health 

services for assessment and treatment (School Mental Health Ontario, 2011). 

Anxiety-
Related 

Classroom 
Behaviours 

Classroom Strategies 

Tier 1 - Universal Tier 2 – Targeted Support Tier 3 – 
Intensive 
Support 

Physical 
symptoms  

- Teach and include stress 
reduction techniques 
throughout the day (e.g. 
deep breathing, grounding 
exercises, etc.) 
- Have a quiet, calm place in 
the classroom that students 
can go when they are feeling 
overwhelmed 

- Provide cool down passes, 
or brain breaks: take a walk 
in the hallway, get a drink, 
mindfulness app, colouring 
pages. 
- Prearrange a signal for 
when the child needs to 
leave the room (with a time 
limit)  
 

 
- Consult 
administrator 
or supervisor 
of your 
school’s 
mental 
health 
leadership 
team 
 
 
 
 

Excessive 
reassurance 

seeking 

- Respond with calm and 
simple explanations to 
student concerns, wherever 
possible 

- Provide students with 
checklists or rubrics that 
outline expectations 

EFFECTIVE INSTRUCTIONAL STRATEGIES FOR  
STUDENTS WITH GENERALIZED ANXIETY 
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- Provide the same simple 
answer to all student 
concerns about the same 
topic (minimize confusion) 

- Repeat simple explanation 
each time the child asks 
(consistency and calmness 
will help ease anxiety) 
- Positively reinforce 
independent behaviour 
- Provide realistic but 
reassuring information 
about specific concerns 
- Encourage student to write 
down or journal about 
worries before asking an 
adult 
- Ask students if you can 
come back to their questions 
later (set time and stick to it) 

 
 
 
- Discuss 
observations 
with 
student’s 
caregiver 
 
 
 
 
 
 
 
- Make a 
referral for 
professional 
mental 
health 
assessment 
and 
treatment 
services 

Perfectionism - Model and teach growth 
mindset principles 
- Value mistakes 
- Encourage the use of 
brainstorming and rough 
drafts 
- Define priorities for 
wellbeing at school – not 
just getting the work done. 
- Reinforce effort, not 
performance 
 

- Praise the student for 
finishing a task on time, 
without constant revisions 
- Provide feedback upon 
completion of each section 
of a larger assignment 
- Provide students with 
checklists or rubrics that 
outline expectations 

Intolerance of 
uncertainty  

- Predictable schedules and 
routines 
- Provide transitional 
warnings and cues 
- Limit open-ended choices 
- Encourage healthy risk-
taking 

- Provide advanced warnings 
of changes to routine 
- Modified arrival/dismissal 
times 
- Use a timer or visual 
schedule to signal 
transitions 
- Allow extra time to make 
transition 
- Give students a choice 
from two alternatives 

Overwhelmed 
by tasks 

- Explain steps of task/pass 
worksheets one at a time 
- Give concise and direct 
instructions 
- Provide visuals to aid 
verbal explanations 
 

- Allow student to complete 
work in altered sequence 
where possible 
- Set timeline for assignment 
with reasonable goals laid 
out for each component 

Poor working 
memory 

- Chunk information - Personalize memory aids 
and reference tools 
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- Engaging and interactive 
lessons 
- Activate prior knowledge 
before new knowledge 
- Provide opportunities for 
practice 

- Use verbal and visual cues 
- Repetition of new skills 
until mastery 
- Use multisensory 
approaches for new 
concepts 

Testing 
anxiety 

- Provide multiple points of 
assessment (observation, 
conversation, product) 
- Allow for variety of 
learning styles in testing 
format (i.e. M/C, short 
answer, diagram, long 
answer) 
- Teach/reinforce time 
management and study 
skills 
 
 

- Provide extra time 
- Provide breaks 
- Allow student to take the 
test in an alternative setting; 
reduce distractions/noise 
- Allow students to take the 
test orally 
- Allow students to submit 
alternative product in lieu of 
a formal test (i.e. project, 
drawing) 
- Breathing exercises 
- Provide word banks and 
equation sheets (help with 
“going blank) 
- Help student find an easy 
question to start with 

Time 
pressure 

- Be cautious of timing tests; 
record time inconspicuously 
if absolutely required 
- Provide advance notice of 
tests or larger assignments; 
avoid ‘pop quizzes’ 
- Discourage multi-tasking 

- Use agendas and 
reminders to keep track of 
due dates and manage study 
time 
 

Negative 
attitude 

- Model and develop a 
growth mindset 
- Maintain a positive 
attitude towards mistakes 
- Display growth mindset 
quotes and images on 
classroom walls 

- Highlight student strengths 
and progress 
- Help students catch and 
change negative thought 
patterns 

Trouble 
concentrating 

- Provide alternative, quiet 
workspaces for all to access 
- Ensure you have student 
attention prior to giving 
instructions 

- Provide separate 
alternative, quiet space 
elsewhere in the school (i.e. 
library, LRT room) 
- Use of headphones to 
block out background noise 
- Preferential seating 

Poor 
emotional 
regulation 

- Check in with your 
students daily 

- Check in with the student 
frequently – label feelings, 
try to narrow down the 
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- Explicitly incorporate 
lessons on recognizing, 
labelling and managing 
emotions 

cause and offer problem-
solving strategies 
- Use non-threatening, calm 
and simple language with 
eye-to-eye techniques to 
help child calm down 
- Offer replacement 
behaviours instead of acting 
out (e.g. progressive muscle 
relaxation, wall push-ups, go 
for a walk, breathing 
exercise, visit the calm 
corner) 

Difficulty 
separating 

from 
caregivers 

- Consistent and predictable 
arrival routines 
- Positive reinforcement and 
praise for brave behaviours; 
avoid commenting on fears 

- Develop a separate arrival 
plan for the student 
- Arrange for a friend to 
greet the child ahead of the 
rest of the class and assist 
with the transition 
- Work with caregivers to 
develop incentive plans for 
brave at-school behaviours 

Fear of social 
situations 

- Work to develop culture of 
kindness and respect for 
difference in the classroom 
- Encourage students to 
engage in extra-curricular 
activities that interest them 
- Refrain from calling on 
students without a 
signal/cue 
- Gradually work up to class 
presentations by practicing 
with pairs and small groups 

- Do not allow complete 
avoidance of social 
interaction – this makes 
their fears worse! Go for 
gradual exposure to social 
situations that is agreed 
upon in advance. 
- Prearrange classroom 
participation systems with 
students 
- Give students Yes/No 
questions before open-
ended to warm up to class 
participation 
- Rehearse questions and 
answers/read-aloud before 
class 

 
*Strategies in this table adapted from School Mental Health Ontario (2011), Ontario Ministry of Education 
(2013) and The ABCs of Mental Health: A Teacher Resource (Sick Kids Centre for Community Mental 
Health, 2014). 
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The purpose of this psychoeducational intervention plan is to provide practitioners with 

inclusive session plans to facilitate growth in emotional regulation, social skills and social 

decision-making to reduce anxiety risk among school-age children. Students with GAD benefit 

from direct emotional regulation instruction because it can help them recognize and regulate 

their anxiety by using strategies to calm down their brain before reacting and giving them time 

to control their thinking errors (Wilhelm, Andretta, & Ungaretti, 2015). Furthermore, explicit 

teaching of constructive social skills helps to increase skills related to handling stress and 

pressure in interpersonal situations. Lastly, many individuals with generalized anxiety have 

impaired social decision-making skills as they are unsure of their own abilities, often indecisive, 

and engage in risk-taking activities purely because they seek to please others (Richards, Patel, 

Daniele-Zegarelli, MacPherson, Lejuez, & Ernst, 2015). Maintenance lesson plans on the topic of 

self-care and mental health upkeep are included to foster the gains made through the 12-

session plan over the long term.  

This psychoeducational intervention plan uses evidence-based CBT principles in each lesson 

to combat each of the areas of deficit among school-age children with or at risk of developing 

anxiety disorders. The curriculum in the following 11-session plan includes ten lessons that 

target psychoeducation (understanding anxiety), dealing with anxious thoughts, managing 

anxious behaviours with one lesson devoted to long-term maintenance skills. Educators or 

community partners are encouraged to administer these lessons in sequence to an inclusive 

group of students with varying needs. The learning activities presented in the plan offer good-

for-all but necessary-for-some strategies to develop resiliency and coping skills and reduce 

vulnerability for mental illness. By administering these session plans comprehensively, a mentor 

PSYCHOEDUCATIONAL INTERVENTION PLAN FOR STUDENTS 
WITH GAD  
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can hope to equip children struggling with anxiety with some understanding of basic coping 

strategies while at the same time creating empathy within their broader classroom culture. 

11-Session Curriculum Overview Chart 
 

SESSIONS CURRICULUM TOPIC 

1 
Understanding 

Anxiety 

Understanding Anxiety 
(McCorriston, 2020; Adapted from Manitoba Ministry of 

Education, 2011) 
 

Objectives: Understanding the origins and chemistry of anxiety; 
along with how individuals experience anxiety (thoughts, feelings 

and behaviours) 
 

2 
Understanding 

Anxiety 

Differentiating Anxiety & Anxiety Disorders 
(McCorriston, 2020) 

 
Objectives: Analyze the difference between feeling anxious and 

having an anxiety disorder; learn to recognize the signs and 
symptoms of an anxiety disorder. 

 

3 
Understanding 

Anxiety 

Physical Symptoms and Relaxation Techniques 
(DiBiase, Gibbs & Potter, 2012) 

 
Objectives: Acquiring and rehearsing relaxation techniques (e.g. 

deep breathing, counting backwards, peaceful imagery) to 
combat physical symptoms of anxiety 

 

4 
Dealing with 

Anxious 
Thoughts 

Identifying Thinking Errors 
(McCorriston, 2020; Adapted from DiBiase et al., 2012) 

 
Objectives: Learn to recognize negative thought patterns that 

lead to anxiety and categorize thinking errors 

5 
Dealing with 

Anxious 
Thoughts 

Controlling and Challenging Unhelpful Thinking 
(McCorriston, 2020; Adapted from Nathan, Correia & Lim, 2004) 

 
Objectives: Learn to control negative thought patterns that lead 

to anxiety, using thought-control strategies, thought journals and 
belief experiments to challenge unhelpful thinking 
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6 
Dealing with 

Anxious 
Thoughts 

Positive and Corrective Self-Talk 
(McCorriston, 2020; Adapted from DiBiase et al., 2012; Kendall, 

Kane, Howard & Siqueland, 1990) 
 

Objectives: Replace anxious self-talk with positive and/or coping 
self-talk in anxiety producing situations 

 

7 
Managing 
Anxious 

Behaviour 

Circles of Control 
(McCorriston, 2020; Adapted from Covey, 1989) 

 
Objectives: Differentiate between factors of life within and 

outside of one’s control; provide strategies for accepting personal 
responsibility for events one can control and letting go of those 

that one cannot 
 

8 
Managing 
Anxious 

Behaviour 

Coping with Uncertainty 
(McCorriston, 2020; Adapted from Saulsman, Nathan, Lim, 

Correia, Anderson & Campbell, 2015) 
 

Objectives: Learn to tolerate uncertainty in daily life events by 
reducing safety behaviours and making decisions 

 

9 
Managing 
Anxious 

Behaviour 

Preparing for a Future Stressful Situation 
(DiBiase et al., 2012) 

 
Objectives: Providing steps to follow in stressful interpersonal 

conversations by using thinking ahead and thinking of the other 
person strategies 

 

10 
Managing 
Anxious 

Behaviour 

Learning from Failures 
(McCorriston, 2020; Adapted from DiBiase et al., 2012) 

 
Objectives: Learn to deal with failure constructively through goal 
setting and avoiding common thinking errors (re: assuming the 

worst) 
 

11 
Maintenance 

Skills 

Keeping Life in Balance 
(McCorriston, 2020; Adapted from Andrews, Mahoney, Hobbs & 

Genderson, 2016; Saulsman et al., 2015) 
 

Objectives: Develop long-term maintenance skills to retain 
progress made towards combating anxiety and minimize impact 

of setbacks 
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OVERVIEW OF EXPECTATIONS 

Students will…  

 Understand the origins and purpose of anxiety in the body 

 Identify and recognize the physical, cognitive and emotional factors associated with the 

feeling of anxiety   

 

MATERIALS 
• Easel pad 

• Markers 

• Butcher Paper (Kraft – Large roll) 

• Scissors 

• Tape 
 

PROCEDURE AND FACILITATOR NOTES 

Everyone feels anxious at times. Anxiety is a normal reaction during major life events or 

potentially threatening situations. While some anxiety is normal, it can become overwhelming if 

it isn’t managed in healthy ways. Problems with anxiety are the most common kind of mental 

health problem in children and adolescents. 

 

This lesson frames anxiety as a normal response, one of many feelings that students may 

experience, and encourages healthy coping skills and help-seeking when needed. Learning to 

put words to feelings is invaluable, especially if students want to seek help—they need to know 

how to articulate the problem. Teaching about anxiety helps students understand that their 

experiences are normal and empowers them to do something about anxiety problems. 

 

Step 1: What Does Anxiety Feel Like?  

 Start by describing a recent situation when you felt anxious and what that was like 

for you. Ask the students if they have ever felt that way and if they know what that 

feeling is called. Create a list of anxiety-producing triggers that students share for 

later reference.  

SESSION ONE 
Understanding Anxiety 

(McCorriston, 2020; Adapted from Manitoba Ministry of Education, 2011) 
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 Say: Everyone feels anxious at times. Anxiety is a normal reaction that helps to keep 

us safe from danger.   

 Walk students through an anxiety mapping activity that has them explain how they 

feel anxiety.  

o Provide students with a large sheet of butcher paper to trace their bodies 

(or simply a blank body printout).  

o In small groups, have students draw images or symbols around the body 

outline to explain where they feel anxiety and what it feels like (i.e. 

butterflies in their stomach, sweaty hands or a hammer in their head to 

demonstrate a pounding headache) 

 

 Have student groups share their body pictures and explanations, if they feel 

comfortable. Make obvious that anxiety can present itself in different ways for 

different people – some people may get butterflies in their stomach; others may 

shake or have tense muscles.  

 

 Explain to the students that anxiety is made of three different parts: thoughts (what 

we say to ourselves), physical feelings (how our body responds) and behaviours 

(what we do) by drawing a triangle on the board or easel, like the one pictured 

below.  

 
 

 Say: Not everyone finds the same situations to be stressful or nerve-wracking either. 

In my example, some of you may not have been nervous if you had to [insert 

example] even though that made me very nervous. At school, some students get 

Thoughts

(i.e. what we say to 
ourselves)

Behaviours

(i.e. what we do)

Physical Feelings

(i.e. how our body 
responds)
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very anxious before taking a test whereas others are more nervous about asking 

others to play games with them at recess.  

 

 Sometimes the way that we think about things is actually what makes us feel 

anxious. For example, if you see a dog and you think to yourself, “what a cute 

puppy!” then you will probably not be very nervous. But if you saw the same dog and 

thought to yourself “does he bite?” then you might be much more nervous around 

that dog  your body will probably respond with the fight or flight response and 

your behaviours will reflect that (e.g. run away from the dog). 

 

Step 2: Where Does Anxiety Come From? 

 Say: I want you to imagine you are hiking in the woods and you come across a bear. Ask: 

What is the first thing you would do?  

o You may run away from the bear, or you may simply freeze. Another reaction is 

to yell and wave your arms to appear big and scary as to frighten the bear.  

o Similarly, there are three ways humans react to danger: fight, flee, or freeze. 

When we are anxious, we react in one of these ways, too. We may run away or 

avoid situations that make us anxious. Or we may freeze, such as when our 

minds go blank and we can’t think clearly. Or we may fight, get angry and lash 

out at people.  

 

 Say: Our brains are designed to keep us safe. The anxiety part of the brain, the 

amygdala, is like a radar that is trained to spot dangerous objects and situations near us. 

When this radar spots something that could be dangerous, it acts like an alarm in the 

brain that tells us to begin the “fight or flight” response, producing the uncomfortable 

feelings we get when we are anxious.  
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o Show students an image of the brain that has the amygdala highlighted, like the 

one below: 

 

o When we experience anxiety, it triggers our “fight-flight-freeze” response and 

prepares our bodies to defend themselves. For instance, our heart beats faster to 

pump blood to our muscles so we have the energy to run away or fight off 

danger. When we freeze, we may not be noticed, allowing the danger to pass. 

  

The Amygdala. Digital Image. The Amygdala: Function & 

Psychology of Fight or Flight. 12 February 2020, 

www.betterhelp.com/advice/psychologists/the-amygdala-function-

psychology-of-fight-or-flight/ 
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OVERVIEW OF EXPECTATIONS 

Students will…  

 Analyze and decipher the difference between feelings of anxiety and an anxiety disorder 

 Demonstrate an understanding of anxiety disorders, along with their commonly 

experienced symptoms to be able to identify them in themselves and their peers 

 

MATERIALS 
• Easel pad 

• Markers 
 

PROCEDURE AND FACILITATOR NOTES 

While some anxiety is normal, it can become overwhelming if it isn’t managed in healthy 

ways. Problems with anxiety are the most common kind of mental health problem in children 

and adolescents. This lesson will differentiate between anxiety (the normal feeling) and an 

anxiety disorder (a moderate to severe mental illness).  

 

Step 1: Differentiate Anxiety and Anxiety Disorders 

 Say: Remember back to our last lesson when we learned that everyone feels anxious 

sometimes. Anxiety is normal and sometimes it’s even helpful! Ask: Has being 

worried or anxious ever helped you? How did it help? 

o That’s right! Anxiety can sometimes help you perform well by motivating 

you to do your best and reminding you to be safe. It’s a good thing to feel a 

little nervous before a test, performance or a big sports game because it 

means that your brain will be alert, focused and motivated! 

 

 The problem is that your body reacts whenever the amygdala thinks it senses 
danger. Remember, your amygdala is like a smoke alarm, which is really important if 
there’s a fire and you need to act quickly to get out of danger but sometimes if the 
smoke alarm is too sensitive it might go off when you make toast (and you’re not in 
danger!).  

 

 

SESSION TWO 
Differentiating Anxiety & Anxiety Disorders 

(McCorriston, 2020) 
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 Like the smoke alarm, anxiety is helpful when there is real danger but when it keeps 

going off when there is no danger, then we may want to fix it.  

o Ask: Has anyone ever hear of generalized anxiety, social anxiety or 

separation anxiety disorders? 

 Explain that when someone’s brain is extra sensitive to anxiety, 

their smoke alarms are going off all day and they are always feeling 

anxious. This is known as an anxiety disorder which is different from 

just feeling anxious sometimes. Reiterate that feeling anxious 

sometimes is normal but feeling anxious all the time reveals a bigger 

problem. Say: As you can imagine, if you were a student or an 

employee and your anxiety alarms were always going off, that 

would make getting through your day and getting your work done 

very difficult.  

 

 Everyone worries at least a little bit, but some people worry more than others. 

Show students a worry continuum like the one below. Add the numbers 1-10 along 

the bottom and have students choose the number that they think represents them.  

 

 

 

 

 

 

o Say: This is the worry scale – it’s like a number line – that you can place 

yourself on based on how much you think that you worry. If you don’t think 

you worry about much at all then you would be a 1. If you think you worry a 

LOT then you would be a 10. Everyone is going to close their eyes and we are 

going to hold up the number of fingers that we think we are on the number 

line of worries. If you feel comfortable keeping your score up and opening 

1 
Little to no 

worry 

10 
Excessive 

worry about 
many things 
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your eyes, then take a look around and see that everyone’s numbers are 

different. 

 

 Say: Normal anxiety and worries often pass quickly. They are on our mind while the 

danger is in front of us but then they fade away. For example, we might be anxious 

when the bear meets us in the woods but once the bear carries on his way our 

anxiety and fear should go away. For people with anxiety disorders, the worry and 

anxiety are always on their mind. Even after the bear is gone, they worry that the 

bear will find them again.  

o In anxiety disorders, worry and feeling anxious is excessive – which means 

that individuals think the about the worst possible outcomes and make very 

big problems in their mind out of very little ones in real life. It’s also very 

difficult to control – individuals with anxiety disorders cannot “turn off” 

their worries and find it very difficult to do the things that they want to 

because of their overwhelming worries and anxiety. 

 

Step 2: Signs and Symptoms of Anxiety Disorders 
 

 Play a round of true or false as a class about anxiety disorders based on their 

knowledge so far.  

o The brain cannot tell the difference between a bear running towards you 

and you walking into the house to hear your parents fighting. (T) 

o Anxiety disorders are not very common. (F) 

o Anxiety will get better if you just wait it out. (F) 

o People with anxiety are weak. (F) 

o People with anxiety should just avoid things stressful situations. (F) 

o A little anxiety is a good thing. (T) 

 

 Say: We know a bit more about what anxiety is and where it comes from. But we’ve 

also learned about the difference between anxiety (the feeling) and an anxiety 

disorder. Ask: What does an anxiety disorder look like and feel like? How is it 

different from anxiety (the feeling)? 
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o Separate students into learning triads and ask them to review a few of these 

videos about the perspectives of individuals with anxiety disorders.  

 Anxiety Canada: #OurAnxietyStories: 

https://www.anxietycanada.com/articles/ouranxietystories-

podcast/ 

 Living with Anxiety (17-year-old boy): 

https://www.youtube.com/watch?v=qfhcoEvmuJo 

 Living with High Functioning Anxiety – Jordan R. (Ted Talk): 

https://www.youtube.com/watch?v=JUedQ0_EGCQ  

 **You could replace the videos with guest speaker(s) from a local 

mental health community agency if there is one available near you. 

 

 Ask them to think about how they might be able to tell if a friend was struggling 

with anxiety (what does it look like?) then ask them to think about what it might feel 

like if they had an anxiety disorder (what does it feel like?) 

o Have them brainstorm and list on a piece of chart paper what anxiety 

disorders look like and feel like. Give students time to compile a list.  

o Share ideas as a whole group and create a What Anxiety Disorders Looks 

Like/Feels Like Chart as a class. 

 

 Sample Chart 

Anxiety Disorders 

Looks Like Feels Like 

• Tired 

• Avoid certain events/people  

• Negative thoughts about what may happen 

• Asks many “What If…” questions 

• Fidgety/restless 

• Gets easily upset by minor problems 

• Perfectionism 

• Checking/list-making 

• Etc. 

• Agitated/irritable 

• Restless 

• Tense muscles 

• Distress 

• Persistent/chronic worry (doesn’t 

fade over time) 

• Physical feelings (racing heart, 

sweating, stomach/headaches) 

• Etc. 

 

https://www.anxietycanada.com/articles/ouranxietystories-podcast/
https://www.anxietycanada.com/articles/ouranxietystories-podcast/
https://www.youtube.com/watch?v=qfhcoEvmuJo
https://www.youtube.com/watch?v=JUedQ0_EGCQ
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Step 3: Self-Assessment 

 Say: Since different things make different people anxious, it’s important to learn 

what makes you anxious. For some people, it’s very clear; for others, anxiety seems 

to come out of nowhere.  

 

 Individually, we are each going choose a self-assessment to complete from the list 

below to help sense what type of things make us stressed or anxious. You do not 

have to share the answers to your quizzes, these are only for you to get to know 

yourself. If we have an idea of what things make us anxious, then we can keep an 

eye on how we act when we are in those situations and learn better ways to deal 

with them. 

o Anxiety Self-Assessment: https://www.psycom.net/anxiety-test  

o Test Your Stress Self-Assessment: https://www.bemindfulonline.com/test-

your-stress 

o Self-Test for Anxiety: 

https://www.uofmhealth.org/sites/default/files/healthwise/media/pdf/hw/

form_abn2339.pdf  

o Anxiety Screen: 

https://www.heretohelp.bc.ca/screening/online/?screen=anxiety  

 

 If you still have no idea what might make you anxious, try asking yourself: 

o When I feel scared, what’s going on around me or what am I thinking about? 

o Am I worried about the future? Why? 

o Do I ever try to do more than I can handle?  

o Am I worried that I won’t be able to cope if something bad happens? 

 

 From the results of our tests, or from asking yourself some of the guiding questions, 

let’s fill out our Worry Lists. Record on your worry lists the top 3 things that make 

you anxious. 

 

 When we feel anxious, we typically want to do something to make ourselves feel 

better. Usually this means that we avoid things that make us nervous because our 

https://www.psycom.net/anxiety-test
https://www.bemindfulonline.com/test-your-stress
https://www.bemindfulonline.com/test-your-stress
https://www.uofmhealth.org/sites/default/files/healthwise/media/pdf/hw/form_abn2339.pdf
https://www.uofmhealth.org/sites/default/files/healthwise/media/pdf/hw/form_abn2339.pdf
https://www.heretohelp.bc.ca/screening/online/?screen=anxiety
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bodies are trying to keep us safe from danger. Sometimes, this can actually make our 

anxiety get worse! In the next few lessons, we will use our personal worry lists and 

general worries to help us control our body and thought reactions to reduce our 

anxiety – instead of escaping it! 

 
 
NOTE: Talking about anxiety may be triggering for some students. While this lesson focuses on 

normalizing and managing mild to moderate anxiety, it may be difficult for students who 

experience a more serious anxiety problem.  

 

If a student indicates that they are in distress or experiencing a lot of problems with anxiety, you 

can encourage that student to: 

• Call Crisis Services Canada at 1-833-456-4566 (available 24/7/365) 

• Call Kids Help Phone at 1-800-668-6868 or text CONNECT to 686868 to speak with a 

counsellor (24/7/365) 

• Call ConnexOntario at 1-866-531-2600 for redirection to mental health services in the 

province 

• Talk to school youth counsellor/social worker/psychologist 

• Talk to family doctor 

• If you know an appropriate local service provider, like a youth mental health center, you 

could also offer the phone number and encourage students to connect with them. 
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OVERVIEW OF EXPECTATIONS 

Students will…  

 Acquire and apply techniques of deep breathing, counting backwards and peaceful 

imagery 

 Recognize that the use of relaxation techniques in sudden stressful situations can buy 

crucial time for self-talk and deescalating negative behaviours  

 

MATERIALS 
• Easel pad 

• Markers 
 

PROCEDURE AND FACILITATOR NOTES 

A key technique in emotional regulation is engaging in activities incompatible with stress 

or anger. Especially in sudden-stress situations, breathing deeply, counting backwards 

and invoking peaceful imagery are important because they are simpler and therefore 

quicker; “buying time” for corrective self-talk and constructive social skills to kick in. 

Students can prevent stress buildup by starting to take deep breaths, for example, even 

before beginning to deal with their thinking errors. Say: 

 This week, the techniques pertain to relaxation. These techniques are 

intended to help deal constructively with stress.  

 Relaxation techniques can cut short thinking about anxiety-provoking 

events and can help you keep from becoming anxious all over again.  

 Sometimes stress can build so rapidly that by the time you start to 

correct your thinking errors, it is too late – you may find yourself already 

engaged in a state of panic. 

Breathing Deeply 

Show the value of the first technique – slow, deep breathing – by describing and 

enacting the example of a basketball player who has just been fouled by an opponent. 

Say: 

SESSION THREE 
Physical Symptoms and Relaxation Techniques 

 (DiBiase et al., 2012) 

 

 



 

 

 

159 

 The basketball player is angry at being fouled, and he’s nervous because 

the attention is on him and he needs to make this shot for the team. But 

he knows he will not make it if he stays angry and nervous. He is at the 

free throw line. What does he do? (Discuss) 

 He probably tries to think calming thoughts, but he also tries to calm 

down by breathing deeply and slowly a few times. You can see him 

taking those slow, deep breaths. He knows from experience that’s one of 

the best ways to get back in control of the situation. As soon as he starts 

taking his breaths, he will feel less angry and nervous – and will have a 

better chance of making the shot- or, in the situation that you’re in, 

doing something responsible rather than hurtful.  

 Now remember to make sure that your breathing is slow and deep. 

“Slow” means that taking in the breath should take 5 or 6 seconds. Hold 

the breath for a few seconds and then breathe slowly in and out again. It 

should be at a slow rhythm.  

 Okay, let’s try it. Let’s imagine something that makes us anxious. What 

are some things that make you feel nervous? (Discuss and write 

examples on the easel pad). Imagine that is happening, whatever 

example fits for you. Now start slow, deep breathing. (Model deep 

breathing). Could you feel that helping? (Discuss). 

 

Counting Backward 

Explain how counting backwards can prevent a dangerous buildup of stress. Say: 

 There are two more things that can come in handy. Another effective 

relaxation technique is counting backward. You silently count backward 

(at an even pace) from 20 to 1 when you feel the anxiety coming on. 

Sometimes you can just turn away from the anxiety while you are 

counting.  

 You can count backward as you are breathing deeply. You should use 

these techniques together to get as much power as you can for 

regaining control.  
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Counting Backward Plus Slow, Deep Breathing 

The next approach combines the two techniques previously taught. Say: 

 So, let’s try both techniques together. Okay let’s imagine that worst 

event (Allow 10-15 seconds).  

 Now get the deep breathing started. (Model and make sure the 

students are breathing deeply).  

 Now we will count aloud from 20. (Model; start counting backward; 

make sure students are breathing deeply and counting). Could you feel 

that helping? (Discuss).  

 Of course, when you are using this technique, you can count silently. 

(Lead the students in deep breathing; remind them that they should be 

counting backward silently.).  

 

Invoking Pleasant or Peaceful Imagery 

In addition to deep breathing and counting backward, pleasant or peaceful imagery will 

help students to calm down. Say: 

 The third technique you can use is to imagine pleasant or peaceful 

scenes. You can calm yourself down from angry mind activity by 

imagining a pleasant or peaceful scene.  

 This is a lot like calming self-talk, except that we are talking about 

mental pictures instead of thoughts. What are some happy or peaceful 

scenes you can imagine? (Though discussion, make a list).  

 

All Three Techniques Together 

Once students become proficient at these techniques, they can practice using all three 

at once. Say:  

 Let’s see if we can use all three together. First, think of the activating 

event that tends to start off the nervous self-talk. (Allow 10-15 seconds).  

 Now let’s start slow, deep breathing. (Model and make sure students 

are breathing deeply). Now start counting backward from 20, silently. 

(Allow 10-15 seconds).  
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 Now imagine your favourite peaceful scene while breathing deeply and 

counting backward. (Allow 10-15 seconds). Could you feel that helping? 

(Discuss.) 

 These three techniques- slow, deep breathing; counting backward; and 

pleasant or peaceful imagery- will help you reduce those anxious body 

reactions. If you can, use these three things together for maximum 

anxiety-control power. They will buy you crucial seconds. Then, you can 

start to think straight, and you can reduce your anxiety even more with 

coping self-talk that corrects your thinking errors. 
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OVERVIEW OF EXPECTATIONS 

Students will…  

• Review that anxiety is exacerbated by physical, emotional and mental symptoms that all 

need to be managed to cope with daily events 

• Recognize self-talk as our inner voice that can be controlled to help us deal with 

negative feelings 

• Identify patterns of common thinking errors that contribute to anxiety disorders and 

classify self-talk statements into one of the eight categories of thinking errors 

 

MATERIALS 
• Easel pad 

• Markers 

• Thinking Error Match-Ups (1 copy per triad) 

• Large blank paper 

• Scissors 

• Glue 
 

PROCEDURE AND FACILITATOR NOTES 

Step 1: Introducing Self-Talk 

Our inner voice can be both a friend and an enemy. This voice is often referred to as 

negative self-talk and positive self-talk. It is this self-talk that guides our feelings and 

behaviours. Discovering how to identify our thinking and change our thoughts is a 

crucial step in dealing with stress and difficult feelings. At times we have great difficulty 

silencing the negative voice. Over the next few lessons, we will practise identifying, 

calming and correcting our self-talk to help deal with difficult feelings.  

Say: 

 We all have thoughts about things. Thoughts are the words we say to ourselves 

without speaking out loud (self-talk).  

 We all have our own way of thinking about things and how we think has a big 

effect on how we feel. When we think that something bad will happen -- such as 

“That dog will bite us” -- we might feel anxious around dogs but if we can 

SESSION FOUR 
Identifying Thinking Errors 

(McCorriston, 2020; Adapted from DiBiase et al., 2012) 

 

 



 

 

 

163 

change our self-talk to be more positive, like “That dog is so cute!” then we can 

begin to control our anxiety. 

 

Step 2: Types of Thinking Errors 

 Say: Let’s take a closer look at some examples of thinking errors. Usually, the negative 

way that we think creates a pattern and we can actually categorize our thinking errors 

that contribute to anxiety. Today, we are going to look at eight broad types of thinking 

errors. While I go through them… Ask yourself: Do you ever catch yourself using these? 

o Catastrophizing: when we assume the very worst possible outcome for a 

situation 

o ‘Should’-ing: when we place unrealistic expectations on ourselves using the 

words ‘should’, ‘ought’ or ‘must’ 

o Labelling: when we negatively label ourselves or others because of one specific 

situation 

o Emotional Reasoning: when we take our feelings as facts 

o All-or-Nothing Thinking: when we minimize our successes because they lack 

perfection and dwell on small errors instead 

o Overgeneralization: when we take one specific example and use it to inform all 

other past and present events 

o Jumping to Conclusions: when we assume what others are thinking (mind-

reading) or make predictions about the future (future-telling) 

o Personalization: when we blame ourselves for things that are (mostly) outside 

of our control 

 

 In learning triads, distribute statements and categories cut into pieces. Have students 

choose which thinking error category the pattern of anxious thinking would belong to. 

 Take up the correct answers as a class and have learning triads glue the correct 

statements into categories on their own piece of paper. 
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Matching Activity: Examples of Common Thinking Errors 

Catastrophizing: when we assume the very 

worst possible outcome for a situation 

“If I get a stain on my new shoes, they’ll be 

ruined so I’ll never wear them again” 

“If I fail my math test this week, I’m going to 

fail high school so I might as well drop out 

now.” 

Should-ing: when we place unrealistic 

expectations on ourselves using the words 

‘should’, ‘ought’ or ‘must’ 

“People should always be nice to me.” 

“I should always be happy, I’m sorry that I’m 

being such a downer.” 

Labelling: when we negatively label ourselves 

or others because of one specific situation 

“I’m so stupid. Everything that I say is 

dumb.” 

“I’m such a loser so I’ll never get a date to 

the prom.” 

Emotional Reasoning: when we take our 

feelings as facts 

“I feel like such a bad friend lately, I don’t 

know why anyone would want to hang out 

with me.” 

“I feel so ugly in this dress so everyone at 

this dance must think I’m so ugly too.” 

All-or-Nothing: when we minimize our 

successes because they lack perfection and 

dwell on small errors instead 

You get one answer wrong on a test and the 

mistake is all that you can think about. 

You score a goal in the soccer game, but you 

can only think about how you missed a wide-

open net. 

“I’m either a huge success or a complete 

failure. I have to get this perfect!” 

Overgeneralization: when we take one 

specific example and use it to inform all other 

past and present events 

“If I don’t get an A+ on every test then I am 

not smart.” 

“I have to win every game this season 

otherwise I’m worthless” 

“I sent the wrong email to a client at work, 

so I better start looking for a new job.” 
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Jumping to Conclusions: when we assume 

what others are thinking (mind-reading) or 

make predictions about the future (future-

telling) 

“People are staring at me. They must think 

my shirt is weird.” 

“I know if I ask her to the dance, she’ll say 

no.” 

If I had a birthday party, I bet no one would 

show up.” 

Personalization: when we blame ourselves for 

things that are (mostly) outside of our control 

“She didn’t call me back last night, so I guess 

she is mad at me.” 

“She is so grumpy today; she must not like 

me.” 

 

Step 3: Spotting Thinking Errors in Daily Life 

 Say: It can be hard to spot negative self-talk. Try thinking of recent events that have 

caused you to feel sad, anxious or frustrated and then recall the thoughts you were 

having at that time. 

 Can you think of any of your own examples of situations or thoughts that you can add to 

your thinking error categories? Try to come up with at least one new thought statement 

per category and talk about an example of when you’ve said that to yourself before.  

 Have a few groups share their new examples and discuss when that thinking error might 

happen in their own life. 
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OVERVIEW OF EXPECTATIONS 

Students will…  

 Control their negative thinking spirals by learning thought-stopping strategies and 

detailing records of their negative thoughts in thought journals 

 Learn to conduct belief experiments to determine the truthfulness of their negative 

beliefs and thoughts that contribute to anxiety 

 

MATERIALS 
• Easel pad 

• Markers 

• Thought Journals 

• Progressive Muscle Relaxation Visual Cards (optional) 

• Belief Experiment Handouts 
 

PROCEDURE AND FACILITATOR NOTES 

This lesson will help students to calm down their minds and isolate negative thoughts. Once 

they can isolate a negative thought, they will be able to identify the core belief that is fueling 

their anxiety and test whether that belief is valid. The goal doesn't need to be to replace 

negative beliefs and thoughts with overly idealistic or positive ones. Instead, students will learn 

to replace them with realistic thoughts. 

 

 Say: Now that you can recognize your thinking errors, you can start trying to challenge 

those thoughts. The first part of challenging your thinking is to calm your mind, the same 

way that we learned to calm our body. Next, we will examine our thoughts to look for 

exceptions to negative beliefs and gather evidence that your thoughts aren't 100% true 

all the time. Then, you’ll be ready to begin replacing negative thoughts with more 

realistic thoughts.  

 

Step 1: Thought Stopping Strategies 

 Say: The first step in learning to challenge our thinking is to get our thinking under 

control. Sometimes our thoughts can spiral quickly, and it can be very difficult to 

interrupt our thinking patterns in order to evaluate them.  

SESSION FIVE 
Controlling and Challenging Our Thoughts 

(McCorriston, 2020; Adapted from Nathan, Correia & Lim, 2004) 

 

 



 

 

 

167 

 

 First, you can try the relaxation techniques that we learned about in session 2. These are 

very helpful at calming down our bodies but sometimes they are too automatic to 

interrupt our thoughts. We are such good breathers and counters that our brains can do 

that and still worry about negative thoughts at the same time. Instead, let’s try one of 

these thought-stopping strategies to calm down our mind: 

 

o Scattered Counting 

 Start with any number and then jump around — 14, 89, 30, 57, etc. It 

takes more concentration to come up with the next number when you 

have to think about what it will be, and this helps take your mind off the 

thoughts that are troubling you. Let’s try this together. Everyone think 

about something that’s been troubling you… now while you think about 

that I want you to pick a random number and then continuing counting 

random numbers, in no particular order, until I say stop. Okay, stop. 

What was the last number you said? Were you still thinking about the 

worrying thoughts?  

 

o Verbal Interruptions 

 Another way to stop thoughts in their tracks is with a verbal 

interruption. This could be literally spoken out loud, if you feel 

comfortable doing so, or spoken to yourself in your head. Shouting 

“stop!” or “enough!” or “not now!” when your worries begin to take 

over, forces you to take a pause. You could also start a conversation 

with a friend or family member on a different topic and this will provide 

a verbal interruption for your mind to calm down. 

 

o Auditory Distraction 

 Our internal thoughts can be so loud inside of our minds that one great 

way to drown them out is to put on something else. Listen to a podcast, 

an audiobook or your favourite music playlist to give yourself an 

auditory distraction. 
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o Muscle Isolation 

 Progressive muscle relaxation can help students with anxiety disorders. 

One of the diagnostic criteria for GAD is muscle tension. Progressive 

muscle relaxation can help to release that tension and support students 

in calming their body and mind. Say: 

 

• Let’s imagine something that makes us anxious. What are some 

things that make you feel nervous? (Discuss and write examples 

on the easel pad). Imagine that is happening, whatever example 

fits for you. Now, you are probably starting to feel some 

tightness in your muscles.  

• When you feel upset, stressed or nervous, muscles in your body 

tighten up. By practicing tightening and relaxing certain muscle 

groups, you can learn to isolate them and relax them to help 

your body calm down.  

• I’m going to read a few small stories to help you separate 

certain muscle groups and practice relaxing them (Read the 

following muscle relaxation prompts. You can display them on 

the projector/board if the visuals will help students follow 

along.). 

 

 Face and Nose: Get the Fly Off Your Nose 
 
Here comes a pesky fly and he landed right 
on your nose. Try to get him off without 
using your hands. Wrinkle up your nose. 
Make as many wrinkles as you can. Scrunch 
up your nose really hard and notice that 
your cheeks, your mouth, your eyes and 
your forehead need to help you scrunch up 
your nose. They all get tight and wrinkly. 
(Hold for 10 seconds). Good – you’ve 
chased the fly away! Now you can relax 
your nose, and your let your whole face go 
smooth. 
 
 

Fly Clipart. Digital Image. 

NetClipart. 22 Feb 2020, 

netclipart.com 
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Jaw: Chew the Candy 

Now pretend that you are trying to eat a 
piece of hard candy. It is very hard to chew. 
Open your mouth wide and bite down on 
the hard candy. Keep biting (Hold for 10 
seconds). Good – now relax your jaw – 
you’ve eaten the candy! 
 
 

 
 

Shoulders and Neck: Hide in Your Shell 
 
Pretend to be a turtle – pull your head back 
into your shell. Try to pull your shoulders up 
to your ears and push your head down into 
your shoulders. Hold it in tight (10 
seconds). Okay, you’re safe – you can come 
out now and feel your neck and shoulders 
relax.  
 

 Arms and Shoulders: Stretch Like a Cat 
 
Pretend that you are a fat, lazy cat that just 
woke up from a nap. Stretch your arms out 
in front of you. Now raise them way up 
high over your head. Feel the pull in your 
shoulders. Stretch higher and higher – try 
to touch the ceiling (Hold 10 seconds). 
Great – let your arms drop by your side and 
feel how good it is to relax.  
 
 
 
 

 Hands and Arms: Squeeze a Lemon 
 
Pretend that you have a lemon in each 
hand. Now squeeze them hard. Try to 
squeeze out all of the juice. Feel the 
tightness in your hands and your arms as 
you squeeze out the juice (Hold 10 
seconds). Now relax and let the lemon drop 
from your hands. 
 
 
 
 
 

Candy Clipart. Digital Image. 

NetClipart. 22 Feb 2020, 

netclipart.com 
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netclipart.com 
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Back: Swing High 
 
Pretend you are on a swing at the park and 
you want to go high. Use your upper body 
to swing yourself back and forth, back and 
forth. Keep swinging (Hold 10 seconds). 
Great – you’re done on the swing – sit back 
and relax. 
 
 

 
 

Stomach: Squeeze Through the Fence 
Pretend that you want to squeeze through 
a narrow fence. You’ll have to make 
yourself very skinny if you’re going to make 
it through. Suck in your stomach and try to 
squeeze it against your backbone. Get it 
really small and tight! Try to squeeze 
through while you hold your stomach tight 
(10 seconds). Okay, you made it! Settle 
back and let your stomach relax. 
 
 

 
 

Legs and Feet: Squish Toes in the Mud 

Lastly, let’s pretend we are standing 
barefoot in a big mud puddle. Squish your 
toes down deep into the mud. Use your legs 
to push your toes down to the very bottom, 
dig deep! (Hold for 10 seconds). Okay, 
come back out now and relax your feet, 
relax your legs and relax your toes. 

 

 Could you feel that helping? (Discuss.) Were you still thinking about your 

worries and negative thoughts after we finished relaxing our muscles? 

 

Step 2: Thought Journals 

 Once we get our minds calm enough to think clearly, we can reflect on some of the 

thoughts that were giving us anxiety and making us worried in the first place. A great 

way to keep a record of our thinking and notice patterns or changes in our thinking is to 

start a thought journal.  
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 Distribute thought journals for each student. Allow students some time and materials to 

decorate their thought journal and personalize it.  

 

 Say: Writing out our thoughts and feelings can also help us to clear our minds and let go 

of our negative thoughts. When we write out how we are feeling and what thoughts we 

are having then we can start to recognize the patterns of negative thinking that we 

might be stuck in. This is the first step to challenging our negative thoughts! 

 

 Let’s start by journaling for just 5-10 minutes together. You can write about anything 

that’s on your mind or bothering you. You can even just write about your day, how you 

are feeling and what’s going on right now if you are having trouble getting started.  

 

 It’s a great practice to take 5-10 minutes each day for independent journaling time for 

students. In addition to mental wellness, it contributes to your students writing and 

metacognitive skill development! 

 

Step 3: Belief Experiments 

 Say: Human beings don’t see the world as it is – we all ‘filter’ what we see based on our 

prior experiences and beliefs. Sometimes our beliefs are actually false, and they are what 

fuel our negative thinking patterns that lead to anxiety. It can be difficult to know 

whether a belief is true or false so we can conduct experiments to help us figure it out. 

 

 First, we need to identify the belief that lies at the root of our anxiety. Sometimes it’s 

easier to find a core belief by looking through your past thought journal entries. Ask 

yourself: Are there any similar ways that I talk about myself and/or other people?  

o For example: 

 Dana is too anxious to come to school because she has a scar on her 

face, and she believes that her classmates will find her disgusting 

because of it. 

 David is anxious about presenting in front of the class because he is 

worried his classmates will think that he’s dumb if he stumbles or makes 

a mistake. 
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 Sara is too anxious to say no to a friend because she thinks that friend 

will stop liking her. 

 

 Next, we need to see if the belief is supported by evidence or just a negative thought. 

This is where we need to design and conduct an experiment in the real world. We would 

use the template below to conduct a belief experiment.  

o Start by writing out the core belief that you want to test.  

o Next, think of a few ways that you could test the belief.  

o In the next box, record what you think will happen.  

o Then, carry out the tasks and record what actually happened.  

o Compare the actual results with what you thought would happen to see if your 

core beliefs have evidence or if they need to be reshaped. Write out your new, 

reshaped belief in the final box.  

 

 In your learning triads, you will receive one template per group with either Dana, Sara’s 

or David’s core belief written into the top box. Work with your group to design a belief 

experiment that could help this person to test their core beliefs. What do you think will 

be the outcome of the belief experiment?  
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Conducting Belief Experiments 

 

 
 

 

 

 

 

 
 
 

 

Core Belief:  

 

 

Tasks to Try: 

 

 

 

 

 

 

 

 

 

 

 

 

 

Prediction: Actual Results: 

 

New Belief: 
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OVERVIEW OF EXPECTATIONS 

Students will…  

 Review relaxation techniques and thought stopping strategies and their importance for 

keeping the body and brain calm from the previous lessons 

 Recognize and assess anxious self-talk during anxiety-provoking situations 

 Employ alternate positive or coping self-talk in place of anxious self-talk during a variety 

of anxiety provoking scenarios 

 

MATERIALS 
• Easel pad 

• Markers 

• Corrective Self-Talk Handout 
 

PROCEDURE AND FACILITATOR NOTES 

Step 1: Recognize Anxious Self-Talk 

If the students are having trouble identifying anxious self-talk, ask them some of the 

following questions. Then, have students brainstorm a list of possible anxious self-talk 

statements:  

 What is making you feel scared? What are you worried will happen? What bad 

thing do you expect to happen? 

Some examples of anxious self-talk that you might hear from students include:  

 “The dog will bite me” (specific phobia related) 

 “I will fail the test” 

 “What if I can’t do it” 

 “Things are not going to work out” 

 “They don’t like me” 

 “I’m stupid” 

 “Something bad will happen to mom and dad” 

 

 

SESSION SIX 
Positive and Corrective Self-Talk  

 (McCorriston, 2018; Adapted from DiBiase et al., 2012; Kendall, Kane, Howard & Siqueland, 
1990) 
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Step 2: Employ Relaxation Techniques and Introduce Calming Self-Talk 
 

 Once students recognize their anxious self-talk, they will probably start to feel 

anxious. This is a good time to revisit and review the relaxation techniques from 

the past lesson.  

o Ask students to think back to the last lesson about deep breathing, 

backward counting and peaceful imagery and to practice using their 

relaxation techniques to calm their brain down.  

 

 When the students are ready, introduce the idea of calming self-talk. Explain that 

sometimes when you have anxious thoughts, it’s hard to turn them off – even 

when you are practicing your relaxation.  

 
 In these cases, sometimes it’s best to replace the anxious self-talk with calming 

self-talk.  

 
 Ask the students what are some things that they or their parents say to them to 

help them calm down when they are feeling anxious. Create a list on the board. 

Some examples of calming self-talk include: 

 “It’s going to be okay.” 
 “I can take deep breaths to feel better.” 
 “I can count backwards to feel better.” 
 “I can think of happy things/places to feel better.” 

 
 Have students practice repeating one of the statements to themselves silently in 

their minds while they practice their relaxation techniques (i.e. deep breathing or 

peaceful imagery). 

 
Step 3: Replace Anxious Self-Talk with Coping Self-Talk 
 

Once students have practiced recognizing anxious self-talk and addressing it in the 

moment. We need to teach students how to correct their self-talk for less anxiety in the 

future. Say: 

 

 Now that our brains are calm and listening, we need to teach our brain to 

challenge our negative anxious self-talk.  Just because our brains think something 

doesn’t mean that it’s true or that it’s going to happen. 

 

 Sometimes our anxious self-talk is like falling into a thinking trap. We can ask 

ourselves some of these questions to help us challenge our anxious self-talk and 

get out of the trap: 

o Can I spot any thinking errors? 

o What is the evidence that this thought is true?  
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o What would I tell a good friend if they had the same thought? 

o Am I 100% sure that _________ will happen? 

o How many times has _________________ happened to me before? 

o Is this a little problem or a big problem? 

o Etc. 

 

 Now that we have challenged our negative thoughts. We can start to teach our 

brain how to use more positive and helpful self-talk instead.  

 

o You can state positive things about yourself and your abilities. For 

example: 

 I am brave/smart/etc. 

 I have a lot of strength/determination/etc. 

 I can get through this. 

 

o Or, you can challenge the anxious self-talk. For example: 

 Most of the time I do well on tests. 

 I make mistakes sometimes, but everyone makes mistakes and 

that’s how I learn. 

 I can just try my best on the test and if I don’t do so well, I can 

study harder for the next one. 

 

Make copies of the handout for changing anxious self-talk into corrective self-talk. 

Distribute the charts to the students and have them work in their triads to come up with 

three examples and share them as a class.  

 

Keep in mind that changing thought patterns can be difficult for people of all ages It’s 

important that students have ample time to practice. Encourage students to continue to 

use their sheets when anxious self-talk pops up in their day. 
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Changing Anxious Self-Talk to Coping Self-Talk 
 

Name: __________________ 
 

Situation or Trigger 
 

What was 
happening? 

 

Anxious Self-Talk 
 

What things did your 
brain say that made 

you feel anxious? 

Calming Down 
 

What things did you 
do/say to help you 

calm down? 

Coping Self-Talk 
 

What things did you 
teach your brain to say 

that helped you 
overcome your 

anxiety? 
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OVERVIEW OF EXPECTATIONS 

Students will…  

 Classify factors of problems that they can and cannot control to engage their sense of 

personal responsibility only when necessary and otherwise employ coping skills based 

on situational demands 

 

MATERIALS 
• Easel pad 

• Markers 

• Picture Task Cards 

• Newspaper articles 

• Problem Solving Solution handouts 

• Problem Scenarios for Case Study 

• Individual Circles of Control handout 
 
 

PROCEDURE AND FACILITATOR NOTES 

Individuals with anxiety concerns often struggle to decipher what factors of problems 

are within their control and outside of their control. Without drawing this line, many individuals 

get anxiety from situations that they cannot control by falsely believing that they have personal 

responsibility for the outcome of the situation. Furthermore, individuals with anxiety often 

attribute factors within their control to external influences which causes them greater anxiety.  

For example, individuals with anxiety disorders often believe that something bad will 

happen to their loved ones if they make a mistake. They should not have a sense of personal 

responsibility for the health and wellness of their loved ones as that’s outside of their control. 

On the other hand, individuals with anxiety may choose not to attend a class party and blame 

others for that decision. The choice to attend the party was within their circle of control and 

therefore, they need to accept personal responsibility for not going instead of blaming others 

for their anxiety. 

Step 1: Categorizing Things We Can and Cannot Control  

SESSION SEVEN 
Circles of Control 

(McCorriston, 2020; Adapted from Covey, Simon & Schuster, 1992) 
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 In a large room with space, create a large circle on the floor with masking tape (or use 

painted circles in the gymnasium). Introduce students to the idea of things that we can 

control vs. things we cannot control.  

 Using picture task cards, instruct students to step into the circle if they think it’s 

something that they can control and should accept responsibility for. Students should 

step outside of the circle if they think that situation is out of their control. Take the time 

to facilitate discussion on any disagreements.  

 

Weather 

 

 

 

 

 

 

 

 Working Hard 

 

Keeping 

hands to 

yourself 
 

 

 

 

 

Being Kind 

 

 

Apologizing 

 

 

 

 

 

 

 

 

 

Death of a 

Loved One 
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Step 2: Accepting Personal Responsibility (Things We Can Control) 

 Read a snippet from a local newspaper article that demonstrates that the person being 

described in the story has little sense of personal responsibility for an action that was 

within their control (i.e. missing deadlines, blaming others, engaging in self-pity, making 

excuses for why it’s not their fault).  

 Discuss how the person in the article sounds and what’s problematic about his report. 

Explicitly ask students what factors were inside and outside of his circle of control if they 

need prompts. Ask: Can you think of examples at school or home in your lives where self-

control is important (and sometimes forgotten about)?  
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o E.g. raising hand vs. interrupting; arguing with a referee for a bad call; staying 

cool after a mistake or a bad play vs. becoming aggressive) 

 Emphasize the importance of self-control when outcomes are within their circle of 

control to make sure that they are responsible for their own actions. 

 Let’s practice exercising self-control when the factors are inside our circle of control. 

Consider the following examples. Identify what factors are inside the circle of control 

and how could the person take responsibility for their actions.  

o Martin got an “F” on his science test. 

o Teresa was drinking a can of soda. She left it on top of the computer, even 

though her teacher asked her to remove it. When a classmate knocked it over, 

the drink spilled on the computer and broke it. 

 

Step 3: Letting Go of Things We Cannot Control 
 

 Say: It’s important to exercise self-control when the factors of a problem are inside of 

our circles of control but sometimes there are factors in a problem that we cannot 

control. In these cases, it’s important to recognize that there are some things that we 

cannot change but we need to find ways to cope with the factors in our daily life. 

 

 Let’s consider the following examples. Identify the factors inside and/or outside of the 

circle of control and brainstorm how the person can cope with the situation even if they 

cannot change it.  

o There is a snow day on your school’s first basketball game so it will get 

cancelled. 

o I overheard one of my classmates telling my friend not to hang out with me 

anymore because no one likes me.  

 

 Distribute the Problem-Solving Solution Sheet. Ask students to think of a problem that 

they’ve been dealing with lately. Remind them that worrying and problem solving are 

different. Help them to write out the problem.  

o Have them decide if the problem is something that they can control and try to fix 

or if it’s a problem that needs to be left alone.  
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o If it’s outside of their circle of control, and they need to “let it be” then what 

coping skills can they use from previous lessons to help them overcome their 

anxiety? 

 

 

 

 

 

  



 

 

 

183 

Problem Solving Solution – Determining Circles of Control 

 

Name: _______________ 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 

What is the problem? 
 

 

 

 

 

 

 

 

 

What coping strategies 
might help? 

 

 

 

 

 

 

 

 

 

 

 

 

How can you fix the problem? 
 

 

 

 

 

 

 

 

 

 

 

 

Is it in your circle of control? 
 

NO, I need to let it go.     YES. I can fix it. 
 

 

 

 

 

 

 

 

 

Next Steps: 
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Step 4: Identifying Things We Can and Cannot Control in Our Problems 
 

 Divide students into learning triads and distribute scenario cards to each group. Ask 

students to identify the things that they can and cannot control about each situation. As 

the facilitator, you can draw a large circle on the board to act as a visual summary. As 

students discuss factors in their case studies, you can add them to the internal or 

external control circle. Add visuals and keep this as a poster for your classroom.  

o One of your friends started vaping and you told them to stop but they are still 

vaping, and you are worried about them.  

o You studied for your math test, but you still did not do well. When you get your 

grade back, you feel like you are going to cry in front of all of your classmates 

and your teacher.  

o You dad got a new job and you have to move to a new school. 

o You are the only friend in your group that lives in a different neighbourhood and 

you feel left out when the rest of them get together without you. 

o You missed the bus this morning and there’s no one at home to take you. 

o Etc. 

 

 Distribute blank individualized circles of control to your students and have them add a 

few that they need reminders for on their own personal circles for quick reference. As 

problems arise in the classroom, ask students to go back to their circles of control and 

add factors to the internal or external circles.  
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MY CIRCLES OF CONTROL 
 

Name: _______________________ 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CANNOT CONTROL 

CAN CONTROL 
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OVERVIEW OF EXPECTATIONS 

Students will…  

 Tolerate uncertainty as a natural daily occurrence by reducing safety behaviours and 

actively confronting situations with rational decision-making 

 

MATERIALS 
• Easel  

• Markers 

• Coping with Uncertainty Scenarios 
 

PROCEDURE AND FACILITATOR NOTES 

A major struggle for many students with GAD is the thought of uncertainty. Uncertainty 

is a part of life. Many things change day to day and individuals need to adapt and be flexible in 

order to cope with daily events. Students who worry a lot think that if they can structure their 

day perfectly and plan to make sure that nothing goes wrong then they will not have to deal 

with the uncomfortable feelings of ambiguity and doubt. The problem is that life doesn’t work 

that way, so we need to teach students to accept some degree of uncertainty and learn how to 

cope with it when it arises. 

 

Step 1: Understand That Uncertainty Is Inevitable 

 Say: The fact is that we frequently tolerate doubt and uncertainty in our lives – we just 

may not realize it. Every day, you take reasonable and calculated risks in order to live 

your life. For example, I’ve placed a list on the board of common activities that all involve 

some degree of risk. Think to yourself and count how many of these activities that you’ve 

done in your life already: 

o Travel by car 

o Take a bus 

o Fly in an airplane 

o Eat in a restaurant 

SESSION EIGHT 
Coping with Uncertainty 

(McCorriston, 2020; Adapted from Saulsman, Nathan, Lim, Correia, Anderson & Campbell, 
2015) 
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o Go downtown after the sun has gone down 

o Visit a sick friend or walk through a hospital 

o Ride a bike or a horse 

o Pet a dog  

o Own a pet 

o Take medication 

o Swim in the ocean 

o Attend school 

o Go to the gym or play a sport 

o Cross the street 

o Make a friend 

 

 I bet that you are realizing that you’ve done almost all of these things and you probably 

didn’t even think of most of them as taking a risk when you did it. In most of these cases, 

people assume that the benefits outweigh the risks. 

 

 Worrying is seen as a way of attempting to predict life so that there are no unwanted 

surprises. When you worry, it makes you feel like you have some control over the 

outcome of the situation but really – you don’t! In fact, all you have done is think of all 

the worst-case scenarios and worked yourself up and made yourself feel really bad in the 

process.  

 

 We all have some control in our lives – as we learned in our last lesson – but a lot of 

things happen outside of our circle of control (no matter how much we worry about 

them!). You cannot always be in control and know what’s going to happen, so you need 

to learn to tolerate a bit of uncertainty because it’s impossible to avoid it. And by 

reducing your need for certainty, you will reduce the amount that you worry.  

 

Step 2: Reduce Reassurance-Seeking Behaviours 

 When individuals with anxiety struggle with uncertainty, they often engage in safety 

behaviours. Safety behaviours are any activities that people engage in to try to feel less 

anxious or prevent negative outcomes. It seems natural that if situations make someone 



 

 

 

188 

anxious, they would do their best to make themselves feel less anxious. However, safety 

behaviours can make anxiety worse. For example: 

o Imagine you are a student with anxiety who is very afraid of taking a test at 

school, so you make sure to miss school when there are tests or fake an 

illness/emergency to leave the room.  

o These avoidance safety behaviours help you to exert control and regain 

certainty at school, but they also make your negative thoughts and fears 

stronger because you cannot confront them. If you took the test that you 

prepared for, you would achieve a good grade and your anxiety around tests 

would start to go away. But you avoided the test and so you will stay just as 

terrified that you will do poorly on the next one. 

 

 Some of the safety behaviours that are common among individuals who are intolerant 

of uncertainty include: 

o Excessive reassurance seeking: Asking questions of peers and/or teachers or 

parents to reassure you are making the right decision (no matter how small) 

o List making: Prepare very long and detailed ‘to-do’ lists to ensure nothing is 

missed or forgotten 

o Double checking: Re-reading or editing emails/school tasks to ensure 

perfection, calling loved ones repeatedly to ensure everything is well 

o Refusing to delegate to others: Doing everything themselves because they 

cannot be sure it will be done well unless it’s done by them 

o Procrastination: Put off doing something because it causes uncomfortable 

anxiety 

o Avoidance: Escape from situations that cause anxiety 

o Distraction: Keep themselves very busy to limit think-time 

 

 Think about a time when you’ve been very anxious about something. Take a moment to 

reflect on this list of safety behaviours and see if you have ever caught yourself using one 

of these strategies to give yourself a false sense of security and control over the 

situation.  

o How did this behaviour help you? How did it hurt you? 
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 Safety behaviours require a lot of time and energy. Remember: Unless you can see the 

future, you will always be unsure of some aspects of a problem – even if you engage in 

these behaviours. It’s much healthier to devote your time and energy to confronting 

uncertainty directly (instead of avoiding it).  

 

Step 3: Confront Feelings of Uncertainty 

 Think about the list of safety behaviours on the board. Pick five that you use and rank 

them in order from ones you use the most the ones you use the least. Once you have this 

list, pick one or two small things that you can do to become more tolerant of uncertainty 

each week.  

o For example, you might try going to a restaurant and ordering a meal that you 

have never had, and then you might make one decision without asking for 

anyone’s input.  

 

 Consider the examples in the scenarios provided. In learning triads, try to identify the 

safety behaviours they are using and then discuss what each person should do to 

confront their feelings of uncertainty and take control of their own life. 

o Timothy gets into bed and starts to fall asleep. He knows that he already set the 

alarm clock, but he wants to double check, just one more time to be sure.  

o Maureen has a school project that’s due on Friday, but she decides that she will 

wait to work on it because she isn’t sure what to do. 

o Mike is working on a group project in science. He feels very uncomfortable with 

his partners work and thinks that he should just do it all himself. 

o Anna doesn’t know how to get to Becca’s house and she’s afraid that she’ll get 

lost. When Becca asks if she’s still coming over, Anna thinks that she will lie and 

tell her she’s sick.  

o John wants to try out for the basketball team at school, but he isn’t sure that 

he’d do well. He wants to ask all of his friends, family members and teachers if 

he should try out before he makes a decision himself. 
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 It’s important to note that when you become more tolerant of uncertainty – sometimes 

things will go wrong. This is not a sign of failure – just a part of life. For example, if you 

do not make a list before you leave to run errands, you might forget something at the 

grocery store that your family member asked you to pick up.  

o When things go wrong in uncertain situations, ask yourself if things still turned 

out okay? Then follow up by asking yourself how you decided to cope? 
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OVERVIEW OF EXPECTATIONS 

Students will…  

 Review the principles of anger management (i.e. relaxation techniques and constructive 

self-talk) as the foundation for keeping our emotions in-check while we interact with 

others 

 Identify and understand the four steps in handling a stressful situation effectively 

 Apply the four steps to various stressful situations of increasing complexity 

 

MATERIALS 
• Social Skills Practice Sheet (optional) 

 

PROCEDURE 

Step 1: Imagine Yourself in the Stressful Situation 

 How will you feel at the start of the stressful situation? 

 Who is responsible for the situation? 

Step 2: Imagine the Other Person in a Stressful Situation 

 How might the other person feel at the start of the situation? Why?  

Students might feel tense, anxious, defensive, impatient, and so on. (This step is 

related to the TOP self-talk).  

Step 3: Plan What to Say 

 Practice saying it in a calm, straightforward way.  

Tell students that if they can think of any way they have been contributing to 

the stressful situation, they can mention that as they practice saying what they 

want to say.  

Step 4: Think Ahead to How the Other Person Might Feel 

 What might he or she say in response to what you will say?  

Ask students: “Will the other person respond constructively to what you plan to 

say? If not, can you think of anything better to say instead?” 

 

 

SESSION NINE 
Preparing for a Stressful Situation 

 (DiBiase et al., 2012, p. 111) 
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SUGGESTED SITUATIONS FOR USING THE SKILL 

Preparing to Ask for Something Important: 

• You have an appointment tomorrow to talk to your school’s soccer coach about trying 

out for the team. She is known to be tough.  

• You need to talk to your teacher about a test you failed. 

• You want to talk to your teacher to explain a fight that you were in after school on 

school grounds.  

 

Preparing to Reveal or Explain Something Upsetting 

• You have been caught smoking in the school bathroom, and you know you are going to 

have to speak to the principal about it.  

• You have been caught cheating on a test, and the teacher has asked to speak with you 

after class.  

• You must phone your parent this afternoon and say that you were caught drinking 

alcohol on school grounds, and you’ve been suspended.  

 

FACILITATOR NOTES 

 No partner is needed for this roleplay because this social skill is restricted to 

preparation. Students can, however, discuss their thoughts about each step in their 

learning triads.  

 Good instructional practice for social skills always starts by introducing and modelling 

the skill for your students before they begin to practice the skill on their own.  
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Social Skills Practice Sheet 
(DiBiase et al., 2012) 

 
Student: __________________    Date: _____________________ 

 
Skill: Preparing for a Stressful Conversation  
 
Use with whom?  
 
______________________________________________________________________________ 
 
Use when?  
 
______________________________________________________________________________ 
 
Use where?  
 
______________________________________________________________________________ 
 
Describe what happened when you did the practice assignment.  For example, did you skip any 
steps?  What was the other person’s reaction? 
 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 
 
Rate yourself on how well you used the skill (check one). 
 

☐ excellent    ☐ good   ☐ fair   ☐ poor 
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OVERVIEW OF EXPECTATIONS 

Students will…  

 Review the steps for dealing with a stressful situation 

 Acquire and apply steps for dealing constructively with failures to avoid common 

thinking errors 

 Prepare and rehearse goal setting skills based on identified areas of improvement 

 

MATERIALS 
• Easel pad 

• Markers 

• Goal Setting Handouts 
 
 

PROCEDURE 

Step 1: “Did I Fail?” 

 Before moving through the steps, students should first decide if they have failed.  

 Explain the difference between ‘failing’ and not doing as well as you had hoped.  

o Unrealistic, high expectations are common among individuals with anxiety, so it 

is important to differentiate failing (complete lack of success) with not being as 

successful as one hoped 

 For example, students with anxiety often consider themselves failures when they 

receive a 70% grade because they were expecting perfection. This is not considered a 

failure by most standards – in fact they achieved 70% success – in this case the student 

needs to differentiate between failure and unrealistic expectations. 

 

Step 2: Examining our Expectations 

 Take a moment to explore what our expectations and contributing circumstances were 

for the task and whether they were realistic: 

o Discuss together what is meant by realistic expectations 

 Setting realistic expectations means that you understand what can and 

cannot be done; something that is a practical, achievable idea. 

SESSION TEN 
Using Goal Setting to Learn from Failures 

 (McCorriston, 2020; Adapted from DiBiase et al., 2012; Rowe, Mazzotti, Ingram, & Lee, 2017) 

 

 



 

 

 

195 

o Have students brainstorm and ask themselves questions about their 

expectations to determine if they were realistic: “Was it your first time trying 

something new?” “Did you expect to be perfect?” “Is anyone perfect?” etc. 

 While we consider our expectations, we can also consider any of the thinking errors that 

might be present and contributing to our sense of failing.  

o For example: Self-centered, blaming others, minimizing/mislabeling, assuming 

the worst 

 

Step 3: “Why Did I Fail?” 

 Once students have determined from the first two steps that they have failed. They 

should work through why they think they failed the specific task. 

 Encourage students to avoid Assuming the Worst (i.e. fixed mindset responses such as “I 

am just no good at…; The coach probably just hated me; etc.) and instead focus on ways 

to do better next time.  

 Have students brainstorm questions to ask themselves about the failure, for instance, 

have them ask themselves: 

o “Did I try as hard as I could have?” “Did I have an overconfidence or self-

centered attitude?” “Was I not well prepared?” “Was the task too complicated?” 

“Was I just unlucky?” 

 

Step 4: Think About What You Could Do Differently 

 Once students have figured out why they failed, have them consider if they would try 

again.  

 If students indicate that they would never try again, ask them why not?  

o Ask them if there are any other situations that are similar that they might have 

to try in the future.  

 For example, if a student recently failed a math test on geometry and 

says that they would never try it again. What are they going to do in 

their next math test or in the next grade’s geometry test to do their best 

to succeed? 

 Ask: If they would try again, what would they do differently next time? 
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 Have students work in their triads to brainstorm questions to ask themselves about 

what they could do differently. For instance, they could ask themselves:  

o Could I practice more? Can I change my attitude and self-talk to be more 

positive? Could I try harder? Should I ask for help? 

 

Step 5: Goal Setting for the Future 

 Once students complete the individual role-play practice in their triads. They can work 

together to set goals to improve for the future.  

 Discuss how important failure and mistakes are for learning. (Provide an example of 

failure that resulted in learning for you as a teacher/adult.) 

 Distribute the goal setting handout (at the end of this session) and have each student 

complete a goal for learning from their chosen failure. While distributing the handout, 

make the explicit connection between goal setting and thinking ahead strategies.  

 Discuss the criteria for SMART goal setting as a class. Goals should be:  

o Specific, measurable, attainable, relevant and time-bound.  

 

SUGGESTED SITUATIONS FOR USING THE SKILL 

1. You failed a test at school.  

2. You have been working on a major project in class and you failed to complete all your 

requirements on time.  

3. You’ve been failing to attend school and your teachers are talking about having you re-

take your Grade 7 year. 

4. You asked someone to the school dance and they declined – now all your friends have 

dates, but you don’t, and you feel like a failure. 

5. You tried out for a sports team, but you did not make the cut and you failed to make the 

team. 

6. You auditioned for a talent show, but you did not make the cut and you failed to secure 

a slot in the show.  

7. You went to a job interview for a summer job but failed to get the job.  
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FACILITATOR NOTES 

 No partner is needed for this roleplay because this social skill is restricted to 

preparation. Students can, however, discuss their thoughts about each step in their 

learning triads. Note the use of the steps to avoid common thinking errors, such as 

catastrophizing and assuming the worst.  

 Ensure students are balancing acceptance and change when reflecting on their past 

failures and creating new goals to improve for the future 

 Goal setting should incorporate the principles of SMART goals – specific, measurable, 

attainable, relevant and time-bound – to ensure that they are motivational for the 

students. Ensure to check up on the progress of the goals frequently to make the 

students accountable for their goal setting and to maintain the personal relevance of 

the activity.  

 As always, start by introducing and modelling the skill for your students before they 

begin to practice the skill on their own.  
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Goal Setting Practice Sheet 

        Name: __________________ 

Write your specific goal: 

________________________________________________________________________

________________________________________________________________________ 

 

Is my goal clear? 

(Specific) 

How will I know 

when I reach my 

goal? 

(Measurable) 

Can I reach my 

goal (based on 

my current 

knowledge, skills 

and abilities)? 

(Attainable) 

Is my goal within 

reach? 

(Realistic) 

Does my goal 

have a time 

limit? 

(Time-bound) 

How? How? How? How? How? 

 

 

 

 

 

 

 

Why is this goal important to you? 

______________________________________________________________________________

______________________________________________________________________________ 

 

Who will you share this goal with to help keep you on track and give you feedback? 

______________________________________________________________________________ 

______________________________________________________________________________ 
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OVERVIEW OF EXPECTATIONS 

Students will…  

 Review their coping skills that they’ve developed over the past eleven sessions 

 Develop long-term maintenance skills to retain progress made towards combating 

anxiety and minimize the impact of setbacks 

 

MATERIALS 
• Easel pad 

• Markers 

• Anxiety Strategies Flowcharts 

• Keeping Our Life in Balance Plan Templates 
 

PROCEDURE AND FACILITATOR NOTES 

This final lesson wraps up and reviews the important skills taught in all of the previous lessons. It 

also covers important skills to track progress made over these sessions towards reducing anxiety 

and strategies to maintain their gains over the long term, outside of this intervention program, 

and as they move forward in their lives. 

 

Step 1: Review Positive Coping Skills 

 Split students in to learning triads and provide them with chart paper and markers. Say: 

We’ve certainly learned a lot of great skills to help us remain calm and evaluate our 

anxious thoughts. Let’s create some concept maps for all of the new information and 

strategies that we’ve learned about anxiety.  

 

 After students have had a chance to brainstorm, display or distribute copies of the 

anxiety strategies flowchart that summarizes all of the strategies that we learned about 

in our sessions and provides a First… Then flowchart for how to address anxiety. Have 

them glue the flowchart into their thought journal to keep as a reminder and reference 

tool. 

 

SESSION ELEVEN 
Keeping Life In Balance 

(McCorriston, 2020; Adapted from Andrews, Mahoney, Hobbs & Genderson, 2016; Saulsman et 
al., 2015) 
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(McCorriston, 2020) 
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Step 2: Recognize Progress 

 Before, when a worry popped up in our head, our bodies and minds would get so worked 

up that we didn’t know how to handle it. Now, we have many resources that provide us 

with a series of steps to follow each time a worry comes into our head! That’s a lot of 

progress! 

 In our first lesson together, we did anxiety self-assessments. Now that we’ve learned all 

of these new strategies for dealing with anxiety. We can try them again and measure 

our progress. 

o Anxiety Self-Assessment: https://www.psycom.net/anxiety-test  

o Test Your Stress Self-Assessment: https://www.bemindfulonline.com/test-your-

stress 

o Self-Test for Anxiety: 

https://www.uofmhealth.org/sites/default/files/healthwise/media/pdf/hw/for

m_abn2339.pdf  

o Anxiety Screen: 

https://www.heretohelp.bc.ca/screening/online/?screen=anxiety  

 I bet you noticed that our anxiety scores went down a little bit (or maybe even a lot!). It’s 

really important to notice the progress that you are making in reaching your goals and 

becoming mentally healthy (no matter how big or small). This will help you to keep 

practicing and applying the coping skills you’ve learned in your everyday life.  

 

Step 3: Preventing and Responding to Setbacks 

 Say: Just because we’ve made all of this progress, doesn’t mean that we won’t have bad 

days! Sometimes we might experience a bad day where our anxiety seems to be out of 

control – maybe we are under more stress than usual or other things in our life are off 

balance. These are called setbacks.  

 

 Setbacks or slip-ups in progress can happen at any time and are to be expected. When 

they happen, we need to do our best not to fall into the trap of believing that we are 

‘back to square one’ as this will only make us feel worse. Even after much practice, there 

may be times when you think you've slipped back and feel a little off balance. 

 

https://www.psycom.net/anxiety-test
https://www.bemindfulonline.com/test-your-stress
https://www.bemindfulonline.com/test-your-stress
https://www.uofmhealth.org/sites/default/files/healthwise/media/pdf/hw/form_abn2339.pdf
https://www.uofmhealth.org/sites/default/files/healthwise/media/pdf/hw/form_abn2339.pdf
https://www.heretohelp.bc.ca/screening/online/?screen=anxiety
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 There are three things that we can do to try to prevent major setbacks in our progress: 

o First, we need to make sure that we can recognize the warning signs. 

Remember back to Lesson 1 when we thought about the way that anxiety looks 

and feels. Keep them in mind so that you can notice when you are experiencing 

more symptoms than normal. 

o Next, we need to remember and practice our coping skills often. Just because 

you’ve done a lesson on thought journaling and belief experiments once, doesn’t 

mean that your skills are perfect. You should review the concepts in these 

lessons and practice applying them to your life often to keep your skills sharp! 

o Finally, make sure that you create a social support. Often, our little problems 

seem much bigger when we have to handle them along. It can be really hepful to 

prevent setbacks if you have a trusted adult or good friend to talk with about 

what’s going on in your life.  

 

 Let’s take some time to create a plan to keep our life in balance and our anxiety under 

control. Distribute Keeping Our Life in Balance Worksheet. 

 

 If your problems are getting too big to handle on your own or with your social support 

then it’s also important that you know what resources and professionals are available in 

your community to help you handle your anxiety. 

 

 In your learning triads, let’s take a few minutes to research our local community and see 

what types of supports are available to children and youth with anxiety concerns then 

we can share our findings so we can all be prepared.  Record a few local resources and 

phone numbers on the back of your plan to keep your life in balance.  
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Community Agency or 

Professional 

Supports and Services Provided Contact Information 
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Plan: Keeping Our Life in Balance 

Name: _________________ 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SUMMATIVE ASSESSMENT: CHECKLIST 
 
 
 

 

What warning signs would tell me that 
my anxiety is getting out of control? 

Remember: What does anxiety look like/feel 
like? 

What situations do I find to be really 
stressful that might cause a problem? 
Remember: When do I feel most anxious? I 

should keep a closer eye on myself at 
these times. 

What strategies did I learn in these sessions that I find to be the most helpful when 
I’m anxious? 
Remember: We have to practice our coping skills to get good at them. Make sure that you 
revisit these skills and exercises. 

 

 

What are my support options?  
Remember: Problems seem bigger when we handle them alone. Who can I go to for help or 
just to talk? 
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Summative Assessment Checklist 

Students Name: ____________________________  Date:___________________ 
 

 
 
 

 

Lesson Objectives 
 
 
Students will… 

Objective 
Met? 

Yes No 
Understanding 
Anxiety 
 
 

Session 1: Understanding Anxiety 

Understand the origins and purpose of anxiety in the body   

Identify and recognize the physical, cognitive and emotional factors 
associated with the feeling of anxiety   

  

Session 2: Differentiating Anxiety & Anxiety Disorders   

Analyze and decipher the difference between feelings of anxiety and 
an anxiety disorder 

  

Demonstrate an understanding of anxiety disorders, along with their 
commonly experienced symptoms to be able to identify them in 
themselves and their peers 

  

Session 3: Physical Symptoms & Relaxation Techniques 

Acquire and apply techniques of deep breathing, counting 
backwards, and pleasant and peaceful imagery 

  

Recognize that the use of relaxation techniques in sudden stressful 
situations can buy crucial time for corrective self-talk and 
constructive social skills 

  

Dealing with 
Anxious 
Thoughts 

Session 4: Identifying Negative Thoughts   

Review that anxiety is exacerbated by physical, emotional and 
mental symptoms that all need to be managed to cope with daily 
events 

  

Recognize self-talk as our inner voice that can be controlled to help 
us deal with negative feelings 

  

Identify patterns of common thinking errors that contribute to 
anxiety disorders and classify self-talk statements into one of the 
eight categories of thinking errors 

  

Session 5: Controlling and Challenging Negative Thoughts   

Control their negative thinking spirals by learning thought-stopping 
strategies and detailing records of their negative thoughts in 
thought journals 

  

Learn to conduct belief experiments to determine the truthfulness 
of their negative beliefs and thoughts that contribute to anxiety 

  

Session 6: Positive and Corrective Self-Talk   

Review relaxation techniques and thought stopping strategies and 
their importance for keeping the body and brain calm from the 
previous lessons 

  

Recognize and assess anxious self-talk during anxiety-provoking 
situations 
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Employ alternate positive or coping self-talk in place of anxious self-
talk during a variety of anxiety provoking scenarios 
 

  

Managing 
Anxious 
Behaviour 

Session 7: Circles of Control   

Classify factors of problems accurately as influences that they can or 
cannot control  

  

Engage their sense of personal responsibility only when necessary 
(within control) and otherwise employ coping skills (outside of 
control) based on situational demands  

  

Session 8: Coping with Uncertainty   

Tolerate uncertainty as a natural daily occurrence by reducing safety 
behaviours and actively confronting uncertain situations with 
rational decision-making 

  

Session 9: Preparing for a Stressful Situation   

Review the principles of anger management (i.e. relaxation 
techniques and constructive self-talk) as the foundation for keeping 
our emotions in-check while we interact with others 

  

Identify and understand the four steps in handling a stressful 
situation effectively 

  

Apply the four steps to various stressful situations of increasing 
complexity 

  

Session 10: Learning from Failures   

Review the steps for dealing with a stressful situation   

Acquire and apply steps for dealing constructively with failures to 
avoid common thinking errors 

  

Prepare and rehearse goal setting skills based on identified areas of 
improvement 

  

Maintenance 
Skills 

Session 11: Keeping Life in Balance   

Review their coping skills that they’ve developed over the past 
eleven sessions 

  

Develop long-term maintenance skills to retain progress made 
towards combating anxiety and minimize the impact of setbacks 
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Keep in mind that while teachers, mental health professionals and administrators are 

contacting parents in a professional capacity, as experts in their field; parents are caretakers, 

protectors and providers for those same children. Be mindful and empathetic of the emotions 

that caregivers may bring to meetings about their child’s academic success and wellbeing 

(Masters, 2015). 

 

It is of the utmost importance that parents feel like a 

valuable resource in the partnership between home and school. To 

build open communication and trusting relationships, remind 

yourself that the disruptive behaviours in your classroom may be 

signs of mental illness or other exceptionalities. Do your best not to 

attribute the symptoms of mental illness to intentional disrespect. 

Communication with parents will be much more productive if caregivers feel as though you are 

on the same team and want what’s best for the child (Masters, 2015). 

 

What information and resources should be communicated to caregivers? 

• Observations about the student’s academic and/or 

functional performance in the classroom or school; 

• Changes being made to address observations; 

• Referrals for students for additional support or a 

psychoeducational evaluation 

• Provide parents with resources to help them better 

understand their child’s Individualized Education Plan 

(IEP) (if applicable) 

 

**Adapted from Supporting Minds (Ontario Ministry of Education, 2013) 

 

 

 

CAREGIVER COMMUNICATION 

AVOID 
 

Suggesting a mental health 
diagnosis 

 
Recommending prescription 

medication 
 

These should only be done by a 
licensed medical doctor or 

psychologist. 

Conversation Dialogue. 

Digital Image. Pixabay. 2 

Mar 2020, pixabay.com 
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What type of observations are useful to communicate? 

• Decline in school performance 

• Persistent difficulties with peers 

• Poor grades despite strong efforts 

• Constant worry or anxiety 

• Chronic physical complaints (i.e. stomach- or 

headaches) 

• School refusal or unexplained attendance issues 

• Loss of interest in usual activities 

• Inability to focus or concentrate 

• Consistent disrupted sleep 

• Frequent episodes of aggression or defiance (i.e. “acting out”) 

• Persistent negative mood (i.e. sadness, irritable, etc.)  

**Adapted from Supporting Minds (Ontario Ministry of Education, 2013) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sample Caregiver Communication: Request a Meeting to Address Concerns 
 
Dear [Caregiver Name(s)],  
 
I hope that this letter finds you well. I am writing to request a meeting with you at your 
convenience to discuss some of my observations of [Child’s Name]. 
 
Lately, I have noticed [insert general areas of concerns here; save specific concerns or 
strategies for the meeting]. I look forward to discussing these concerns with you to figure out 
some ways that we can work together to best support [Child’s Name] at school this year. 
 
Sincerely,  
 
Your name 
 
[cc: Principals, Learning Resource Teachers, Specialists Involved in Child’s Education] 

 

GOOD PRACTICE 
 

Consult your school counsellor 
or administrator before having 

a difficult discussion with 
caregivers 

 
Use non-accusatory language; 
take a collaborative problem-

solving approach with 
caregivers 
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General Advice: 

• Recognize the value of parents and schools working together as a team 

• Build a foundation of open, two-way communication with all caregivers 

• Start the conversation early and on a positive note (before behavioural concerns 

escalate) 

• Build trust by recognizing the child’s strengths and accomplishments 

• Develop your own competency and understanding of mental health and illness 

• Approach with concern and curiosity (as opposed to a solution for “disruptive behaviour 

problems”) 

• Communicate empathy and compassion for the parents’ circumstances 

• Provide parents with information to understand their child’s needs and how to best 

navigate the school system and community resources 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sample Caregiver Communication: Describing and Discussing Behaviour 
 
The approaches below use non-accusatory language to describe behaviour and inform 
parents about their concerns in a neutral way while engaging them as a valuable team 
member: 
 
“I’ve noticed that Jake is having a hard time settling in class. He is easily distracted and often 

has difficulty concentrating. I’m wondering if you’ve noticed this at home.” 
 

“Alex seems very quiet in class and finds it difficult to answer questions when I call on her, 
even though she seems to know the answer. Have any of her teachers mentioned this 

before?” 
 

If the parent agrees that the child exhibits this kind of behaviour, at home or in the past at 
school, then the teacher and the parent can begin working together to come up with a 
solution.  
 
If the parent is surprised by the behaviour, you can restate that you’ve noticed it a lot and 
that it seems to be impacting their learning. Follow up by engaging the parent in the problem 
solving by asking them if they have any suggestions that might work to better support their 
child at school. 

         
(Ontario Ministry of Education, 2013) 
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Children’s Books 
• When My Worries Get Too Big by Kari Dunn Buron 

• What to Do When You Worry Too Much by Dawn Huebner 

• Please Explain Anxiety to Me! By Laurie E. Zelinger, Jordan Zelinger 

• Wilma Jean the Worry Machine by Julia Cook 

• When Worry Takes Hold by Liz Haske 

• Hey Warrior! by Karen Young 

• The Girl Who Never Made Mistakes by Mark Pett and Gary Rubinstein 

• How Big Are Your Worries, Little Bear? by Jayneen Sanders 

• I Can Do Hard Things by Gabi Garcia 

• Jonathan James And the What-if Monster By Michelle Nelson 

• Outsmarting Worry by Dawn Huebner 

• Breathe by Scott Magoon 

• Captain Starfish by Davina Bell And Allison Colpoys 

• The Worry Box by Suzanne Chiew 

• Is A Worry Worrying You? By Ferida Wolff, Harriet May Savitz And Marie Le Tourneau 

• What Do You Do with A Problem? By Kobi Yamada And Mae Besom 

• Don’t Think About Purple Elephants by Susan Whelan And Gwynneth Jones 

• Alvin Ho Series by Lenore Look And LeUyen Pham 

• Small Things by Mel Tregonning 

• David and the Worry Beast by Anne Marie Guanci 

• Black Dog by Levi Pinfold 

• Stanley Will Probably Be Fine by Sally J. Pla 
 

Mobile Apps 
• Anxiety Coach (Mayo Clinic) 

• Calm 

• Breathing Bubbles 

• MindShift CBT 

• Think Full 

• Headspace 

• BeSafe 

• Super Stretch Yoga 

• Stop, Breathe and Think Kids 

• Smiling Mind 

• Positive Penguins 

• Recolour 

• DreamyKid 

• Dailyo 

• Worry Box 

 

ADDITIONAL RESOURCES 
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Parent and Practitioner Books 
• Coping Skills for Kids Workbook By Janine Halloran 

• I bet I won’t fret: A workbook to help children with Generalized Anxiety Disorders by T. 
Sisamore 

• Freeing your child from anxiety: Powerful, practical solutions to overcome your child’s 
fears, worries, and phobias By T. Chansky 

• Your anxious child: How parents and teachers can relieve anxiety in children by J. Dacey 
• Helping your anxious child: A step-by-step guide for parents By Rapee, Spence, Cobham 

& Wignall 
• Mighty Moe: An Anxiety Workbook for Kids By Woloshyn, Lacey, Chamberlain and 

Andrea 

 
Online Resources 

• Anxiety Canada: www.anxietycanada.com  

• Anxiety in the Classroom: https://anxietyintheclassroom.org 

• Go Zen!: www.GoZen.com  

• School Mental Health ASSIST: https://smho-smso.ca  

• The Child Anxiety Network: www.childanxiety.net  

• WorryWise Kids: www.worrywisekids.org  

• Anxiety Disorders Association of America: www.adaa.org  

• The Center for Mental Health Services: www.mentalhealth.org  

• Association for Behavioral and Cognitive Therapies: www.abct.org  

• Canadian Mental Health Association: https://cmha.ca  

• HandsOn: http://www.handsonscotland.co.uk  

• Confident Parents, Thriving Kids: https://welcome.cmhacptk.ca  

• Webinar: Tackling Anxiety – Practical Strategies for Children and Youth by Dr. Sandra 
Clark: https://keltymentalhealth.ca/podcastanxiety  

Professional Development 
• Supporting Minds: An Educator’s Guide to Promoting Students’ Mental Health and Well-

being – Ontario Ministry of Education 

• The ABCs of Mental Health – SickKids Canada 

 
 
 
 
 
 
 
 
 
 

 
 

 

http://www.amazon.com/gp/product/1683731220/ref=as_li_tf_il?ie=UTF8&tag=boorio-20&linkCode=as2&camp=217145&creative=399349&creativeASIN=1683731220
http://www.anxietycanada.com/
https://anxietyintheclassroom.org/
http://www.gozen.com/
https://smho-smso.ca/
http://www.childanxiety.net/
http://www.worrywisekids.org/
http://www.adaa.org/
http://www.mentalhealth.org/
http://www.abct.org/
https://cmha.ca/
http://www.handsonscotland.co.uk/
https://welcome.cmhacptk.ca/
https://keltymentalhealth.ca/podcastanxiety
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CHAPTER FIVE: SUMMARY, IMPLICATIONS AND RECOMMENDATIONS 

This chapter provides a summary of the findings from the study. More specifically, 

the results from the evaluative questionnaire are outlined to assess the efficacy of the 

handbook. The chapter concludes by providing implications for theory and practice, 

demarcating the limitations of this research and advancing recommendations for further 

research. 

There is a salient need for resources to better support students with generalized 

anxiety in educational settings. Antich et al. (2012) demonstrate that early intervention is 

central to successful treatment of anxiety disorders. Educators are often the first to 

recognize abnormally anxious behaviour in students with anxiety disorders due to 

prolonged and direct observation time, thus it seems logical to inform teachers on the 

symptomatology of anxiety (Headley & Campbell, 2013). Given the significant incidence 

and prevalence mental health disorders and concerns among school-age children, A 

Handbook for Generalized Anxiety Disorders: Best Practices for Educators and 

Community Partners provides practitioners with a valuable and comprehensive resource 

of research-based information and strategies to begin universal interventions for anxiety 

within their educational setting.  

Currently, there is a disparity that exists between the demands being placed on 

educators and their capability to address anxiety disorders (Whitley et al., 2013). Sixty-

eight percent of Canadian educators express that they received minimal, if any, mental 

health training prior to beginning their career (Whitley et al., 2013). Teachers and 

community partners, although not certified therapists, can and should be trained in mental 

health literacy to be able to provide necessary and timely supports for vulnerable students 
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that increase their quality of life. Based on identified needs in the research and 

information gathered in the Needs Assessment, this project sought to develop an 

instrument that can provide information, lesson plans, strategies, and resources to help 

practitioners confidently recognize and support children with generalized anxiety in their 

educational setting. 

Evaluation of the Handbook 

The purpose of the handbook was three-fold to: a) augment knowledge regarding 

generalized anxiety; b) enhance practitioner ability and confidence to identify anxiety 

symptomatology; and c) develop a practical resource that provides evidence-based 

strategies and lesson plans to support school-age children with generalized anxiety. The 

Needs Assessment found that practitioners selected anxiety symptomatology, empirical 

research on background and treatment, and instructional strategies as most the important 

topics for inclusion. 

This section of the research project discusses the Evaluative Questionnaire 

(Appendix B) in detail. This questionnaire was administered upon review of the complete 

draft handbook to obtain the professional opinions of all participants on the efficiency 

and practicality of A Handbook on Generalized Anxiety Disorder: Best Practices for 

Educators and Community Partners. The following is a thorough elaboration of the 

participants’ demographic data, the duration and the findings from the Evaluative 

Questionnaire. 

Participants in the Evaluative Questionnaire 

The same five participants who completed the Needs Assessment questionnaire 

were contacted to complete the Evaluative Questionnaire. However, only four 
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participants completed it. The demographic data for the Evaluative Questionnaire is 

summarized in Table 3. Kelly (Participant 5) changed employment during the course of 

the study and as a result contact was lost for the final questionnaire. As the study was 

anonymous, there was no way for the researcher to contact Kelly specifically. As a result, 

her opinions on the efficiency and practicality of the resource were not taken into 

consideration in the evaluation of this handbook. The original pseudonyms and 

participant numbers were kept the same for the results of the Evaluative Questionnaire to 

maintain consistency and continue to preserve anonymity and confidentiality among 

participants. 
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Table 3 

Demographics of the Sample [Evaluative Questionnaire] 

Participant 

Number 

Participant 

Pseudonym 

Highest Level 

of Education 

Years of 

Experience 

Job Description 

1 Jessica Bachelor of 

Education 

(United States) 

4 Permanent primary teacher in 

international contexts (United 

States and England) 

2 Molly Bachelor of 

Education 

(Canada) 

5 Occasional teacher with southern 

Ontario public school board and 

after-school literacy program 

instructor for community agency. 

3 Emma Bachelor of 

Arts 

(Sociology) 

4 Works for organization that 

provides academic and social 

skills intervention programs for 

exceptional students 

4 Sophia Bachelor of 

Arts (Early 

Childhood 

Studies) with 

RECE 

designation 

12 Registered Early Childhood 

Educator (RECE) in public 

school board in southern Ontario 

and non-profit community 

organizations for typical and 

exceptional children. 

Note: Kelly (Participant 5) is not included in the Evaluative Questionnaire data due to loss of contact 

over the course of the study. 
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Duration of the Evaluative Questionnaire 

Approximately three months after completing the initial Needs Assessment, the 

researcher placed the draft handbook and the Evaluative questionnaire package in the 

work mailboxes of the five, original participants. The Evaluative questionnaire package 

contained a cover letter mentioning the purpose of the final questionnaire as well as an 

expression of gratitude to the participants, the Evaluative Questionnaire (See Appendix 

B), and a self-addressed, prepaid, and stamped envelope. The participants then had 

another two weeks to review the handbook, complete the Evaluative questionnaire, and 

mail it back using the prepaid envelope. Upon reviewing the draft handbook, the 

evaluative questionnaire took approximately 15-20 minutes to complete. At this time, 

participants had the opportunity to offer comments and feedback which served as a 

member-checking procedure to validate whether the handbook successfully met the 

practitioners’ stated needs. Participants received a copy of the completed handbook and 

an Executive Summary upon completion of the project.  

Findings from the Evaluative Questionnaire 

        This section encompasses data from the Evaluative Questionnaire including 

feedback from Participant 1 (Jessica), Participant 2 (Molly), Participant 3 (Emma) and 

Participant 4 (Sophia). As Participant 5 (Kelly) did not submit her Evaluative 

Questionnaire, only four out of the five participants’ data was included. There was a 

combination of nine Likert scale prompts rated on a scale of 1-Strongly Disagree to 5-

Strongly Agree with four open-ended questions to determine the practicality, efficiency 

and overall usefulness of the handbook in the Evaluative Questionnaire. The results of the 

evaluative questionnaire are further explained below: 
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Question 1: Please evaluate this handbook on the following areas using the scale 1-

Strongly Disagree, 2-Disagree, 3-Neutral, 4-Agree, 5-Strongly Agree: 

a) The handbook was clearly laid out and easy-to-follow. 

b) The handbook effectively covered the topics that I hoped would be addressed. 

c) The content and resources provided in the handbook are age- and 

developmentally appropriate for the children I work with. 

d) The lesson plans and activities appear to be relevant and effective at reducing 

anxiety symptoms in school-age children. 

e) I have higher confidence levels as a practitioner for identifying the symptoms of 

GAD because of this handbook. 

f) I have higher confidence levels as a practitioner for supporting students with 

generalized anxiety in educational settings because of this handbook. 

g) I will use the background information provided in this handbook to inform my 

practice. 

h) I will use the lesson plans and activities provided in this handbook within my 

practice. 

i) I would highly recommend this handbook to my colleagues. 

Question 1 had nine subsequent questions included within it; however, all four 

participants selected 5 – Strongly Agree for each prompt. As a result, it can be inferred 

that practitioners had overall feelings of great satisfaction with the handbook in meeting 

their original stated needs. All four practitioners strongly agreed that the proposed 

handbook met or exceeded their expectations in regard to the organization and 

presentation of material, the inclusion of age and developmentally appropriate resources, 
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the relevancy and effectiveness of evidence-based materials in helping reduce anxiety, 

and the clarity of information and resources. From the unanimous agreement, the 

objective to develop a practical resource that provides evidence-based strategies and 

lesson plans to support school-age children with generalized anxiety was met. 

Another direct goal of this handbook was to enhance practitioner ability and 

confidence to identify anxiety symptomatology. In Question 1, specifically sub-questions 

e and f, all four practitioners strongly agreed to possessing higher confidence levels in 

both identifying anxiety symptoms and supporting their students who exhibit symptoms 

of anxiety due to this resource. Coupled with their newfound confidence, all four 

practitioners strongly agreed to the usefulness of the handbook based on their undisputed, 

high ratings of their perceived ability to use the handbook in their own practice and 

recommend it to their colleagues.  

Question 2: Do you think that this handbook would be helpful for practitioners both with 

and without experience working with students with GAD? Please explain. 

Question 2 was included to ensure that subsequent background information was 

included for the vast majority of practitioners without experience, while also providing 

advanced information and resources to remain a valuable reference for practitioners who 

are already well-versed in GAD. All four participants reassured that this handbook would 

be beneficial for all practitioners, regardless of their prior experience with GAD 

populations.  

Jessica (Participant 1) spoke to the increasing prominence of anxiety in students 

in classrooms and how having examples of what to look for and supports for children 

with those types of mental health challenges is becoming a requirement of all teachers – 
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regardless of whether you teach special education. Molly (Participant 2) and Emma 

(Participant 3) described that the proposed handbook provides detailed and descriptive 

background for new teachers, or teachers with less exposure to anxiety, while also 

offering practical strategies, accommodations and lesson plans that are great ways for 

more experienced teachers to differentiate their practice. Sophia (Participant 4) echoed 

Jessica’s concerns about the increasing prevalence, stating that “most of the students I 

have encountered in my practice have experienced some form of anxiety – clinical or 

not”. Sophia reiterated that even among experienced educators, having an evidence-based 

resource accessible to support your practice and help to make informed instructional 

decisions would be beneficial.  

Question 3: What section/information do you feel was the most helpful from this 

handbook? How has it impacted your practice? 

Question 3 was included to highlight the perceived strengths of the handbook 

based on practitioner review. Each of the practitioner’s highlighted different sections of 

the resource as the most helpful to their practice, representing the versatility of the 

resource for being effective for a variety of practitioner needs. Jessica (Participant 1) 

found that the sections pertaining to anxiety symptomatology were very helpful for her 

practice because she disclosed that she did not have much experience or education on 

mental health challenges during her preservice education or in her beginning years as a 

teacher. Molly (Participant 2) felt more confident in her understanding of anxiety 

symptoms from personal experience so she found the psychoeducational intervention 

plans to be most useful for her practice. Additionally, Emma (Participant 3) found the 

lesson plans to be most effective. As she works in a community center that provides 
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intervention programs for children and youth, it is of no surprise that she found the 

activities most helpful. Emma particularly enjoyed the activities proposed for relaxation 

techniques – breathing, counting, visual imagery and progressive muscle relaxation – 

because she often works with younger students where physical symptoms of anxiety pose 

significant challenges.  

Sophia (Participant 4) agreed with Jessica that the sections on anxiety 

symptomatology were most helpful. However, Sophia specifically liked the charts that 

summarized the differences in anxiety symptoms between younger and older students and 

how those symptoms may present in a classroom. Sophia, like Jessica, felt an increased 

sense of confidence in knowing what to look for and when to seek out further support and 

resources for families. Half of the practitioners in this evaluation demonstrated a 

preference for background information regarding anxiety symptomatology and the other 

half preferred the applied lesson plans and instructional strategies. Overall, this handbook 

provides an equal distribution of empirical research background on GAD and the 

pragmatic resources needed for educators to support their vulnerable students in a quick 

and efficient manner. 

Question 4: Do you feel that there is anything that could be added to or omitted from this 

handbook to make it more pragmatic, efficient and applicable for practitioners? 

Question 4 was included to highlight the perceived areas of improvement of the 

handbook based on practitioner review. Jessica (Participant 1) and Molly (Participant 2) 

chose to leave this question blank. Emma (Participant 3) and Sophia (Participant 4) 

answered this question by stating that they did not have any suggestions to improve the 

handbook as they felt that it was already a “fantastic resource”.  
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Question 5: Please offer any additional feedback or suggestions which can assist in 

further improving this handbook. 

As a final opportunity to share any additional feedback regarding the handbook, 

Question 5 provided practitioners with an open response to collect any of their 

outstanding comments not previously addressed in the evaluation. In her final response, 

Jessica (Participant 1) included commentary on how well organized and aesthetically 

appealing the handbook was. Emma (Participant 3) and Sophia (Participant 4) also 

commented on the appeal of the handbook, as well as the pragmatic considerations for 

busy educators. Emma and Sophia indicated that the graphs, charts and use of colour 

throughout the resource made it an “easy read” and made the handbook very considerate 

of how demanding educator schedules can be. Finally, in her last response, Molly 

(Participant 2) indicated how excited she was to share the resource widely with her 

colleagues and use it in her own practice as she felt the resource fulfills a great need in 

the educational system at this time.  

Implications for Theory 

The theoretical framework used for this project focused on social-cognitive 

theory, specifically Bandura's (1986) theory of triadic reciprocity and reciprocal 

determinism. Social cognitive theory affirms that behaviours must be considered in the 

context of normal development (Kaufman & Landrum, 2018). In this theory, self-

development, adaptation and change happens as a result of the interplay between 

personal, environmental and behavioural factors. The theory of triadic reciprocal 

determinism demonstrates how important each of the three interacting factors, and their 

influence on each other, is to the etiology and treatment of GAD. The personal, 
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behavioural and the environmental factors interact to determine how our internal 

emotions and cognitions coincide with external stimulus to mitigate or intensify our 

behavioural responses (Bandura, 1986a). Furthermore, social cognitive theory 

emphasizes the vital role of personal agency in decision-making. In the social cognitive 

theory, self-generated influences via self-regulation, self-motivation and self-efficacy can 

act as a deterministic factor in the same manner as one’s biology or one’s environment 

(Bandura, 1986b).  

In terms of anxiety, there are strong cognitive, environment, and behavioural 

components to this mental illness that are independently and co-dependently connected 

(Burg, 2018). It is of the utmost importance that the handbook developed in this project 

considered the whole child with sets of interacting environments, personal variables and 

behaviours that are specific to them and constantly changing through their interplay. As a 

result, Bandura’s (1986a) social cognitive theory of triadic reciprocal determinism was 

used in the project as a framework to conceptualize the etiology of anxiety disorders and 

develop a balanced handbook that comprehensively addresses the personal, 

environmental and behavioural factors that contribute to anxiety disorders. Bandura 

(1986b) would argue that if two people were subjected to the same personal and 

environmental factors, they may still develop differently based on one’s agency and their 

skills for regulating behaviour and motivation. This handbook aligns with this premise by 

providing students with anxiety with opportunities to develop skills in self-regulation and 

self-management of coping strategies to combat GAD.   
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Implications for Practice 

This project has several implications for practice in educational settings when 

supporting students with generalized anxiety. Despite the obvious need for timely mental 

health services, only one in five children with mental illnesses receives treatment 

(UNICEF Canada, 2007). With the increased demand for services in Canada, mental 

health professionals are experiencing long wait lists producing deleterious effects on the 

wellbeing of children in the interim (Werner-Seidler et al., 2017). As a result, there is a 

disparity that exists between the demands being placed on educators and community 

partners and their capability to support vulnerable school-age youth (Whitley et al., 

2013).  

A Handbook for Generalized Anxiety Disorders: Best Practices for Educators and 

Community Partners was developed to provide practitioners with a professional 

development resource to increase their confidence and competence to recognize and 

support students with anxiety concerns. Educators will gain professional knowledge and 

be provided with evidence-based resources that they can use to support students who wait 

for professional mental health services while also increasing positive mental health and 

resiliency among all students. With the neuroplasticity of young brains, intervening as 

early as possible in anxious symptoms has the power to alter the students’ developmental 

trajectory towards a later anxiety disorder and improve educational and ensuing 

occupational outcomes (Antich et al., 2012).  

Limitations of the Project 

The current project has several limitations. First, the small sample size in this 

project allowed for the generation of a handbook that met specific practitioner needs by 
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mobilizing current research in the area of generalized anxiety. However, the small sample 

size is disadvantageous to the validity of the study due to the lack of variability in sample 

characteristics. It is important that the handbook is evaluated by more educators and 

community partners from varying educational settings and community agencies and with 

varying degrees of experience supporting children with GAD. Furthermore, there is no 

long-term evidence of the efficacy of this resource as practitioners were asked to review 

and evaluate the draft handbook within two weeks. It is likely that they did not have time 

to implement the resource in their practice given this timeline. In order to investigate the 

efficacy and practicality of the handbook further, it would be very beneficial to pilot the 

effectiveness of the handbook with a number of educators and community partners 

currently working with students with anxiety. Educators could be given a copy of the 

handbook at the beginning of the school year and the researcher could examine how often 

the handbook was consulted, how the handbook was helpful to those practitioners during 

their school year and what information was lacking that could be added to the handbook 

upon revision. Due to the time and resource constraints of this project, a longer or more 

comprehensive evaluation was not feasible. 

One of the biggest strengths of this handbook is the reliance on evidence-based 

strategies and lessons that are grounded in current, empirical research. The information 

provided in this handbook is current as of early 2020. As evidenced by the review of 

literature in Chapter Two, generalized anxiety disorder has consistently changed in 

definition and criteria with each new edition of the DSM. There is a vast body of 

literature that is consistently being updated with the etiology, epidemiology and most 

effective treatments for GAD in children and school-age youth. In order for this 
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handbook to remain relevant and helpful, the most current empirical research findings 

will need to be reviewed annually. Over time, new editions of this handbook will need to 

be developed to summarize and remain consistent with novel and innovative research in 

this area.  

Recommendations for Future Research 

This handbook to support school-age youth with GAD is a foundation for the 

professional development that is needed for modern educators and community partners. 

The scope of this project allowed for a qualitative analysis of select practitioners to 

develop a useful guide for working with school-age children and youth with GAD, 

grounded equally in research evidence and practitioner needs. Further experimental 

research on this handbook could determine the true effectiveness of the session plans and 

strategies on school-age children by measuring anxiety symptoms pre- and post-test with 

standardized, quantitative tools. Supplementary professional development resources, in 

addition to this handbook, would be beneficial to support pre-school age children and 

older adolescents as anxiety disorders can affect individuals at any age.  

Moreover, GAD is highly comorbid with other types of anxiety disorders and 

emotional and behavioural disorders (Canals et al., 2018). This handbook focused on 

strategies and activities to prevent or lessen symptoms associated with GAD. Still, most 

of the strategies and lessons could conceivably be adapted for students who exhibit other 

emotional and behavioural disorders as well. Research into which emotional regulation 

strategies and psychoeducational lessons plans support students with comorbid conditions 

could greatly benefit practitioners who encounter students with complex anxiety profiles.  
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Finally, in order for educators and community partners to be confident and 

capable to support their students with GAD, on-going and regularly updated evidence on 

the diagnosis and intervention needs to be made available to these practitioners via easily 

accessible professional development resources, websites and/or training programs. 

Further research into the best, and most current, practices to support children and youth 

with anxiety in educational settings will always support stakeholders in helping children 

and youth with GAD reach their full social, behavioural and cognitive potential. 

Conclusion 

The goal of this project was three-fold: a) augment practitioner knowledge 

regarding generalized anxiety; b) enhance practitioner ability and confidence to identify 

anxiety symptomatology; and c) develop a practical resource that provides evidence-

based strategies and lesson plans to support school-age children with generalized anxiety. 

To create a valuable handbook, a Needs Assessment questionnaire was developed and 

administered to five practitioners working in an educational setting with school-age 

children and youth with anxiety. Based on the needs identified by practitioners, a 

comprehensive handbook was created using research evidence to fill gaps in practitioner 

knowledge and skills. Specifically, the handbook addressed empirical background 

information on generalized anxiety disorders and most common anxiety symptomatology 

accompanied by pragmatic resources to support instruction, assessment and intervention 

for students with GAD. Once the handbook was developed, the same practitioners were 

provided with an opportunity to review and critique the handbook based on its 

practicality, relevance and overall usefulness. 
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Upon review of the evaluative questionnaires, it became evident that A Handbook 

for Generalized Anxiety Disorders: Best Practices for Educators and Community 

Partners was of great benefit to educators and community partners. Participants 

suggested that the handbook provided excellent background information on generalized 

anxiety disorders to enhance their professional knowledge and confidence for recognizing 

symptoms. Furthermore, all participants expressed the desire to use the strategies and 

lesson plans in their own practices to support students with GAD in their settings. 

Altogether, the results from the evaluative questionnaire demonstrated that all three 

objectives of the current project were achieved through the development of the handbook. 

In a broader perspective, this project has several implications that advance both theory 

and practice, as well as future research, when working to better support with students 

with GAD. Overall, findings from the current project demonstrate the significant impact 

of meaningful professional development for practitioners to enhance the educational and 

lifetime outcomes for students with anxiety. 
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Appendix A  

Needs Assessment Questionnaire 

1. Please provide some demographic information below to give insight into your perspective. To 
remain anonymous, please do not include your name on the questionnaire or make any 
references to student names. 

a. Age: _________ 

b. Gender: _________ 

c. Educational Background: 

__________________________________________________________ 

d. Years of Experience (working with school-age youth): _________ 

e. Job Description: 

___________________________________________________________ 

 
2. Do you feel comfortable with your ability to recognize and manage students with generalized 

anxiety in your educational setting? Briefly offer any comments that provide insight to your level 
of confidence (i.e. prior experience, training, etc.).   
 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

 

3. What professional development opportunities are available to you through your employer 
relating to school-age children with GAD? What does your employer offer in terms of resources 
for supporting children with anxiety? 
 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
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4. What aspects do you find the most challenging working with children/youth with GAD?  

 
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

 

 
5. What do you feel would be most beneficial to include in a handbook for educators working with 

children with GAD? Please rank the following topics in order of importance for inclusion in the 
handbook. 

 
 
 

6. What type of empirical background information (i.e. symptoms, prevalence, causes, treatment 
options, etc.) on generalized anxiety would be useful to you as a practitioner to enhance your 
content knowledge? 
 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

 
 
 

 

Topic Rank 

Anxiety symptomatology  

Empirical research on background information (causes, prevalence, characteristics)  

Empirical research on GAD treatments (i.e. medications, therapy, psychoeducation)  

Informal anxiety assessments  
Instructional strategies  

Effective accommodations  

Anxiety reduction techniques  

Lesson plans for coping skills  

Lesson plans for emotional regulation  

Reproducible materials  
Online resources  

Additional training or professional development opportunities  

Other: ___________________________________________________  

Other: ___________________________________________________  



 

 

 

261 

7. What specific lesson plans or activities do you feel would be most beneficial for you to support 
the social, cognitive and behavioural education of children with anxiety in your educational 
setting? 
 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

 

 
8. Is there any other information you would like to see included in a handbook on GAD that has not 

been discussed above? 
 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

_______________________________________________________________________________

_______________________________________________________________________________ 

 
Please retain a copy of this document for your records. 
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Appendix B 

Evaluative Questionnaire 

1. Please evaluate this handbook on the following areas using the scale 1-Strongly Disagree, 2-
Disagree, 3-Neutral, 4-Agree, 5-Strongly Agree.  

 
 

2. Do you think that this handbook would be helpful for practitioners both with and without 
experience working with students with GAD? Please explain. 
 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

 
 

3. What section/information do you feel was the most helpful from this handbook? How has it 
impacted your practice? 
 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

 1 2 3 4 5 

a. The handbook was clearly laid out and easy-to-follow.      

b. The handbook effectively covered the topics that I 
hoped would be addressed.  

     

c. The content and resources provided in the handbook 
are age- and developmentally appropriate for the 
children I work with. 

     

d. The lesson plans and activities appear to be relevant and 
effective at reducing anxiety symptoms in school-age 
children. 

     

e. I have higher confidence levels as a practitioner for 
identifying the symptoms of GAD because of this 
handbook.  

     

f. I have higher confidence levels as a practitioner for 
supporting students with generalized anxiety in 
educational settings because of this handbook.  

     
 

g. I will use the background information provided in this 
handbook to inform my practice. 

     

h. I will use the lesson plans and activities provided in this 
handbook within my practice. 

     

i. I would highly recommend this handbook to my 
colleagues. 
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_______________________________________________________________________________

_______________________________________________________________________________ 

 
 

4. Do you feel that there is anything that could be added to or omitted from this handbook to make 
it more pragmatic, efficient and applicable for practitioners? 
 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

 
 

5. Please offer any additional feedback or suggestions which can assist in further improving this 
handbook. 
 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

 
 
 

Thank you for your time in completing this questionnaire. Your feedback and contributions are 
greatly appreciated!
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