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Toddler Anxiety Disorders: A Pilot Study

SUSAN L. WARREN, M.D., POLINA UMYLNY, M.A., EMILY ARON, B.S.,

AND SAMUEL J. SIMMENS, PH.D.

ABSTRACT

Objective: This research examined the validity of criteria for diagnosing social phobia (SOC) and generalized anxiety

disorder (GAD), where the DSM-IV criteria were modified to better identify toddlers who could have these disorders.

Method: Diagnoses were made with a semistructured clinical interview that included child observations. Parents and

caregivers completed child behavior, temperament, and socioemotional functioning questionnaires to test convergent and

discriminant validity. Results:Of 72 children, 18 months to 5 years old, 19 met modified SOC criteria (8 met DSM-IV SOC

criteria also), 29 met modified GAD criteria (5 met DSM-IV GAD criteria also), and 35 met no anxiety disorder criteria.

Children with modified SOC were more likely than nonanxious children to display higher levels of anxiety symptoms and

shyness/inhibition and to have anxious parents. Modified SOC did not relate to the nonanxiety constructs (cuddling,

imaginary play, fine motor). Children with modified GAD did not consistently demonstrate higher levels of anxiety

symptoms, did not have more anxious parents than nonanxious children, and did not have higher mean scores on the

nonanxiety constructs. Conclusions: This research provides initial evidence supporting convergent and discriminant

validity for the modified SOC criteria but not the modified GAD criteria. J. Am. Acad. Child Adolesc. Psychiatry,

2006;45(7):859 Y 866. Key Words: infant, toddler, preschooler, anxiety, diagnosis.

Although anxiety disorders have been well described for
older children and adults (American Psychiatric Asso-
ciation, 1994), little research has characterized anxiety
disorders in toddlers and young children. In general,
toddlers cannot meet the DSM-IV (American Psy-
chiatric Association, 1994) criteria for social phobia
(SOC) or generalized anxiety disorder (GAD). This is
because toddlers have limited verbal skills and also
because of developmental issues. For example, children
do not generally develop a capacity for being concerned
about the evaluation of others until about 4 years of age
(Asendorpf, 1989). Thus, it is difficult for toddlers to
meet criteria for SOC, which requires that the child fear
that he or she will act in a way that will be humiliating or

embarrassing. Similarly, toddlers can often show fre-
quent fears but do not necessarily verbally express nega-
tive emotions (Harter andPike, 1984) or repeatedworries.
Therefore, toddlers generally cannotmeet criteria for GAD.
To address issues related to young child diagnosis, a

group of clinician researchers met several times in 2001,
funded by the American Academy of Child and Ado-
lescent PsychiatryWorkGroup onResearch. This group
developed the Research Diagnostic Criteria-Preschool
Age (RDC-PA; Task Force on Research Diagnostic
Criteria Infancy and Preschool, 2003). Because young
children could not generally meet criteria for SOC,
research criteria were proposed for young children that
modified the DSM-IV SOC diagnosis in the following
ways: eliminating the criterion that the individual fear
that he or she will act in a way (or show anxiety symp-
toms) that will be humiliating or embarrassing and
adding the more easily observed behavioral criterion of
Bexcessive shrinking from contact with and persistent
reluctance to approach unfamiliar people[ to replace it.
The latter criterion was based on research concerning
behavioral inhibition (BI).
The temperament BI refers to a child_s tendency to

exhibit quiet withdrawal in response to novel inanimate
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stimuli and strangers (Kagan, 1994). BI has been re-
liably measured by several different research groups
(Fox et al., 2001; Kagan, 1994), has shown heritability
(Robinson et al., 1992), and has been found to predict
later anxiety disorders, particularly SOC (Biederman
et al., 1993, 2001). Most significantly, 2-year-old chil-
dren with BI have been found to be more likely than
uninhibited children to exhibit SOC as adolescents
(Schwartz et al., 1999). Thus, young children with BI
who will not approach unfamiliar peers and who are
experiencing impairment in daily functioning could be
experiencing SOC.
The RDC-PA group did not complete a review of

GAD for this age range.However, using a similar strategy
and clinical experience, wemodified the criteria for GAD
by substituting Btwo or more fears[ for the excessive
anxiety andworry criteria. The aim of the researchwas for
the modified criteria to expand the diagnoses downward
in age so that younger children with the diagnoses could
be identified. To compare the modified criteria with the
DSM-IV criteria, we hoped to find some children who
met the modified criteria alone and other older children
who met both the modified and DSM-IV criteria.
The approach of modifying adult disorder criteria for

younger children has been used by several different re-
search groups for other disorders (Luby et al., 2003;
Scheeringa et al., 2003). The present research adhered to
steps that have been followed previously for this type of
investigation. First, children with a specific cluster of
symptoms, showing impaired functioning, were clini-
cally identified. Second, the cluster of symptoms exhib-
ited by the children was compared with adult disorders
to determine whether the symptoms could represent an
early form of an adult disorder. Third, adult criteria
were adapted in an age-appropriate way so that the new
criteria could be tested. Fourth, research was conducted
to determine whether reliability and validity for the
criteria could be established. A final step would involve
longitudinal and behavioral genetic research to confirm
associations between the toddler and adult disorders.
The present investigation incorporated the first four
steps, focusing primarily on testing the validity of the
modified diagnoses.
Verification of diagnoses in psychiatry has been a

challenging process (Kendell, 1982). Initially, diag-
nostic research focused on establishing objective criteria
that could be reliably identified by differing individuals
(Kendell, 1982). Later studies concentrated primarily

on establishing external validity for the diagnoses
(Kendler, 1990). For example, Robins and Guze (1989)
outlined the first step of diagnostic validation as a de-
scription of the clinical syndrome with a later focus on
external validation. One aspect of this validation process
included confirmation by finding an increased pre-
valence of the same disorder among close relatives.
To improve the process of validation, Campbell and
Fisk (1959) described a method by which better vali-
dation could be achieved by examining both convergent
and discriminant validity and by using multiple meth-
ods for validation. The present research incorporated
these recommendations by initially examining interrater
reliability for the diagnoses but then focused primarily
on testing external validity. Both convergent validity
and discriminant validity were examined using multiple
measures and two different raters.
The specific hypotheses were as follows:

1. Convergent validity with questionnaires completed by
two different raters. Children with modified SOC
(MODSOC) would be significantly more likely to
be rated by parents and caregivers (e.g., teachers or
daycare providers) as showing more anxiety symp-
toms and shyness/inhibition than children not diag-
nosed with an anxiety disorder.

2. Discriminant validity with questionnaires. MODSOC
children and nonanxious children would not show
substantial differences on levels of enjoying cud-
dling, imaginary play, or fine motor activity. These
constructs were chosen because they represent
typical developmental phenomena and would not
be obviously associated with anxiety disorders.

3. Validation through first-degree familial association.

MODSOC children would be significantly more
likely than children not diagnosed with an anxiety
disorder to have anxious parents.

4. Convergent validity with questionnaires completed by
two different raters. Children with modified GAD
(MODGAD) would be significantly more likely to
be rated by parents and caregivers as showing more
anxiety symptoms and fearfulness/anxiety than chil-
dren not diagnosed with an anxiety disorder.

5. Discriminant validity with questionnaires. MODGAD
children and nonanxious children would not show
substantial differences on the levels of enjoying
cuddling, imaginary play, or fine motor activity.
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6. Validation through first-degree familial association.

MODGAD children would be significantly more
likely than children not diagnosed with an anxiety
disorder to have anxious parents.

The modified criteria were developed to extend
existing diagnoses to a younger, less verbal age group.
Therefore, we anticipated that all children who met
criteria for the standard DSM-IV criteria would also
meet criteria for the modified diagnoses. In addition,
if the underlying diagnoses were the same for the DSM-
IV and modified criteria, then the validation patterns
would be expected to be similar. Therefore, we anti-
cipated that the pattern of findings for the MODSOC
children would be similar to the pattern for the subset
of children who met the more restrictive DSM-IV SOC
criteria (DSMSOC). Similarly, we anticipated that the
pattern of findings for MODGAD children would be
similar to the pattern for children who met criteria for
DSM-IV (DSMGAD).

METHOD

Participants

Families were recruited through various sources to achieve a mix
of children, weighted toward toddlers, likely to have a substantial
number with anxiety disorders as well as children without anxiety
disorders. Families were included only if they were able to be con-
tacted by telephone, were able to speak English, agreed to participate,
had a biological child between 18 and 60 months old, and were able
to schedule an interview. Moreover, children were included in the
analyses only if they met criteria for MODSOC, DSMSOC,

MODGAD, or DSMGAD or had no anxiety disorder of any kind.
Therefore, children were excluded if they met criteria for an anxiety
disorder that was not one of the ones listed above (e.g., separation
anxiety disorder or specific phobia) but did not meet criteria for

MODSOC, DSMSOC, MODGAD, or DSMGAD; had been exposed to
trauma, abuse, or severe stress; had ever been diagnosed with a major
medical problem; or had ever been diagnosed with autism or per-
vasive developmental disorder. There were three recruitment sources:
(1) In a pediatrics clinic, 245 consecutive parents of children up to
5 years old were approached. (2) Mailings were sent to approxi-
mately 2,000 families with 2-year-olds. Addresses were obtained
from a commercial company based on birth records. (3) In a young
child anxiety disorders clinic, 10 consecutive parents of children were
approached. The final sample of 72 children included all families
willing and able to participate (pediatrics clinic, 31%; mailings,
57%; child anxiety disorders clinic, 12%).
Children had a mean age of 32 months (SD = 8; range 19 Y

56 months). Seven percent were toddlers younger than 2 years old,
72% were 2-year-old toddlers, and 21% were preschoolers. Fifty-
one percent of the subjects were male. Seventy-nine percent were
white, with 16% African American, 5% Asian, and 10% also self-
identifying as Hispanic. Socioeconomic status assessed using the
Hollingshead Four-Factor Index (Hollingshead, 1975) showed that

56% of the families were in level IV (Bmedium business, minor
professional, technical[) with 12% in level III (Bskilled craftsmen,
clerical, sales[), 32% in level II (Bmachine operators, semiskilled
workersB) and none in levels I (Bunskilled laborers, menial service
workersB) or V (Bmajor business and professional[). All of the study
data were collected from the biological parent who self-identified as
the primary caregiver (92% mothers, 8% fathers).

Measures and Procedures

Parents were interviewed with the Diagnostic Interview for In-
fants to Preschoolers for Anxiety (Warren and Dadson, 2001). This
semistructured clinical interview consisted of groups of questions
about behaviors that were indicative of the disorders of interest as well
as specific phobia (SP) and separation anxiety disorder (SAD). The
interview also included a standardized observational play session based
partially on the work of Kagan (1994). The interviewer would refrain
from any interaction with the toddler until near the end of the session.
While the interviewer was talking with the parent, the toddler was
generally supervised by another adult (babysitter or other parent). The
interviewer would then ask the parent to bring the child into the room.
Initially, the interviewer did not interact with the child but took toys
out of a bag and displayed them for 1 minute. Then the interviewer
began to talk about the toys while playing with them for one minute.
Finally, the interviewer began to call the child over to play. After the
child began to play with the interviewer, the parent was asked to leave
the room briefly. As is typical for clinical assessments, the child_s
behaviors were taken into account when making the diagnoses. In
particular, the interviewer looked for discrepancies between child
behaviors (e.g., social anxiety, separation anxiety) and parent report
and questioned the parent further if discrepancies were identified.
Diagnoses were made only if behaviors were verified or if clear and
compelling examples of behaviors were obtained. The interviewers
were graduate-level students supervised closely by a board-certified
child and adolescent psychiatrist who reviewed the videotapes.
Interrater reliability conducted on a randomly selected 25% of the
sample was high (MODSOC: . = 1.0; MODGAD: . = 1.0; SAD: . =
1.0; SP: . = 0.77; no anxiety disorders: . = 1.0).
To test the validity of the modifications, parents and caregivers

were asked to complete questionnaires concerning child anxiety
symptoms, child shyness/inhibition, and child fearfulness/anxiety
to test convergent validity and other child characteristics (enjoys
cuddling, imaginary play, and fine motor activity) to test dis-
criminant validity. Parental anxiety was also measured to provide an
additional validity test.
Child Anxiety Symptoms. Parents and caregivers (e.g., daycare

providers and teachers) completed the Child Behavior Checklist
(CBCL) for ages 1.5 to 5 and the Caregiver-Teacher Report Form
(CTRF) for ages 1.5 to 5, respectively. The CBCL and CTRF have
been widely used and well validated (Achenbach and Rescorla,
2000). TheDSM-oriented anxiety problems subscale was selected to
test convergent validity because this subscale focuses only on symp-
toms of anxiety disorders and does not include symptoms of depres-
sion. Three parents did not complete the CBCL. Also, not all of the
children had daycare providers or teachers, so the CTRF was com-
pleted for 57 (79%) of the children.
Child Shyness/Inhibition. Parents completed the Early Childhood

Behavior Questionnaire (ECBQ; Putnam et al., 2002) developed
by Rothbart and colleagues to measure temperament for children
ages 16 to 35 months of age. This questionnaire was used for the
present research because it was designed to be objective by focusing
on clearly reportable behaviors and because it had been validated
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(Putnam et al., 2002). Because some of the children were older than
35 months, the questionnaire was used with 54 children (75% of the
sample). The shyness and sociability subscales were used to measure
child shyness/inhibition.
Parents also completed the Infant Toddler Social and Emotional

Assessment (ITSEA; Carter and Briggs-Gowan, 2000a), which is
a developmentally and clinically sensitive measure to assess social-
emotional problems and competencies in 12- to 36-month-old
children. This questionnaire has undergone thorough research and
validation (Briggs-Gowan and Carter, 1998; Carter and Briggs-
Gowan, 2000b). Because some of the children were older than
36 months, the questionnaire was used with 56 children (78% of the
sample). The inhibition to novelty subscale was also used to measure
shyness/inhibition.
Child Fearfulness/Anxiety. For the construct child fearfulness/

anxiety, the fear subscale from the ECBQ and the general anxiety
and separation distress subscales from the ITSEA were used.
Discriminant Validity Variables. Child enjoyment of cuddling

and fine motor activity were measured with ECBQ scales. Child
imaginary play was measured with a scale from the ITSEA.
Parental Anxiety. Parents were classified as likely to have an

anxiety disorder if they met criteria for high anxiety based on either
one of two questionnaires. The Social Phobia & Anxiety Inventory
(Turner et al., 1996) was used to measure probable SOC in the
mothers by using the recommended cutoff of a difference score Q80.
This questionnaire has been widely used and well validated (Beidel
et al., 1989, 1993). Because this questionnaire was introduced into the
study after some subjects had finished their participation, only 59
parents completed it. The mean of the difference score for the present
sample was 36.9 (SD = 24.5), which is slightly above the cutoff for
Bsocial phobia unlikely[ (G34).
The state subscale from the State-Trait Anxiety Inventory was also

used to measure anxiety in the parents (Spielberger, 1983, 1985).
Four parents did not complete this questionnaire. The mean for this
subscale in all parents of the present sample was 31.8 (SD = 8.5),
which is about 4 points lower than the mean given for working adults
(Spielberger, 1983). Parents were identified as likely to have an anx-
iety disorder if their anxiety level met or exceeded the 90th percentile
as identified in previous research (Spielberger, 1983).
Other Information. Additional DSM-oriented problem subscales

were used to examine potential comorbidity between the modified
diagnoses and other disorders. The Language Development Survey
(Rescorla, 1989) and Ages and Stages Questionnaires (Bricker and

Squires, 1999) were also completed by parents to obtain descriptive
information concerning the subjects. These questionnaires have been
validated (Rescorla and Achenbach, 2002; Squires et al., 1999).
Because the Language Development Survey measures language up to
36 months, only 57 children were included.
The Committee on Human Research approved the study, and

parents signed informed consent documents after being fully in-
formed about the study procedures.

Data Analyses

For each dependent variable, an analysis of covariance (ANCOVA)
was conducted with diagnostic classification as the independent var-
iable and age and gender as covariates. EachANCOVA contrasted two
groups: the diagnostic group of interest and the nonanxious children.
Because of missing data and sample size considerations, omnibus tests
comparing multiple groups were not employed. The associations
of the diagnoses with parental anxiety were examined using Fisher
exact test.

RESULTS

Thirty-five children met criteria for no anxiety dis-
orders of any kind, and 37 children met criteria for
the DSM-IV or modified SOC or GAD diagnoses. As
expected, all of the children who met the DSM-IV
diagnostic criteria for a diagnosis also met the modified
criteria for the same diagnosis. Of the 19 children diag-
nosed with MODSOC, 8 were also diagnosed with

DSMSOC. Of the 29 children diagnosed with MODGAD,
5 were also diagnosed with DSMGAD. Eight children
with MODSOC were also diagnosed with MODGAD.
One child with DSMSOC was diagnosed withMODGAD.
Two children were diagnosed with both DSMSOC and

DSMGAD. Because the criteria for MODGAD over-
lapped with the criteria for SP (because debilitating fears
were part of both diagnoses), all of the children
diagnosed with MODGAD were also diagnosed with

TABLE 1

Associations Between DSM-Oriented Scales from the CBCL/CTRF and Modified and DSM-IV Anxiety Diagnoses

CBCL/CTRF Scales MODSOC (n = 45) DSMSOC (n = 43) MODGAD (n = 58) DSMGAD (n = 40)

Anxietya 0.50** 0.45** 0.22 0.56**
Depression 0.27 0.34* 0.10 0.32
ADHD 0.00 0.15 0.04 0.12
ODD 0.22 0.39* 0.30* 0.24

Note: CBCL/CTRF scales represent the mean of the standardized CBCL and CTRF scores. Point biserial partial correlations were used,
controlling for age and gender. Note that the modified and DSM-IV groups here are defined as mutually exclusive within diagnostic type.
CBCL = Child Behavior Checklist; CTRF = Caregiver Teacher Report Form; MODSOC = modified social phobia; DSMSOC = DSM-IV social
phobia; MODGAD = modified generalized anxiety disorder; DSMGAD = DSM-IV generalized anxiety disorder; ADHD = attention-deficit/
hyperactivity disorder; ODD = oppositional defiant disorder.

a These correlations with the anxiety mean are presented for comparison purposes here. Hypothesis tests are presented for the CBCL and CTRF
anxiety scales separately in Table 2.
* p G .05, **p G .01.
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SP. Seventy-three percent of MODSOC children and
38% of DSMSOC children met criteria for SP. Some
children were also diagnosed with SAD (9% of

MODSOC, 38% of DSMSOC, 8% MODGAD). Table 1
shows additional patterns of comorbidity for the modi-
fied and DSM-IV diagnoses with CBCL and CTRF
scale scores. In comparing the patterns of correlations of

MODSOC and DSMSOC, the patterns were similar (with
the possible exception of oppositional defiant disorder).
In contrast, the patterns of correlations ofMODGAD and

DSMGAD differed, particularly with respect to anxiety.
As expected, the modified diagnoses were much more

commonly applied to toddlers, whereas the DSM-IV
diagnoses were much more commonly applied to pre-
schoolers. Among the children receiving a SOC diag-
nosis, only 18% of the toddlers (2/11) received the
DSM-IV diagnosis (and 82% the modified diagnosis),
whereas among preschoolers, 75% (6/8) received the
DSM-IV diagnosis (Fisher exact test, p = .02). A similar

pattern was found for the children with a GAD diag-
nosis; only 8% (2/24) of these toddlers received the
DSM-IV diagnosis compared with 60% (3/5) of pre-
schoolers (Fisher exact test, p = .02).
Of the 54 children who were within the age range for

the Language Development Survey, only 7 showed a
language delay and 4 of these were nonanxious children.
None of the MODSOC children showed a language
delay. Ten children were identified with the Ages and
Stages Questionnaires as showing delays, most in only
one area. Nonanxious children and MODSOC and

MODGAD children showed low levels of delays
(3% Y 9%), whereas DSMSOC and DSMGAD children
showed higher levels (20% Y 25%), but because of the
small sample sizes, this represented only one child. No
children with MODSOC were found to have personal-
social problems with their families. In terms of parental
diagnoses, four of the parents met criteria for a probable
anxiety disorder, two of whom met questionnaire

TABLE 2

Diagnostic and Nonanxious Group Means for Child Symptom, Socioemotional Functioning, and Temperament Measures

MODSOC
Mean (SD)

DSMSOC
Mean (SD)

MODGAD
Mean (SD)

DSMGAD
Mean (SD)

Nonanxious Children
Mean (SD)

Convergent validity measures
Mother-reported anxiety symptoms (CBCL)a 3.50** (2.46) 9.01** (6.26) 2.70 (2.40) 6.20** (3.96) 1.43 (1.24)
Caregiver-reported anxiety symptoms (CTRF)b 2.25** (1.98) 2.69 (3.06) 1.47 (2.46) 2.83* (2.01) 0.86 (0.91)
Shyness (ECBQ)c 4.11** (1.43) SS NH NH 2.34 (0.95)
Sociability (ECBQ)c 4.84* (1.17) SS NH NH 5.90 (1.04)
Inhibition to novelty (ITSEA)d 1.33* (0.81) SS NH NH 0.68 (0.58)
Fear (ECBQ)e NH NH 2.36 (0.64) SS 1.99 (0.58)
General anxiety (ITSEA)f NH NH .28** (0.20) SS 0.14 (0.15)
Separation distress (ITSEA)f NH NH .89* (0.36) SS 0.65 (0.28)

Discriminant validity measures
Enjoys cuddling (ECBQ)g 5.20 (.50) SS 5.31 (.75) SS 4.85 (.82)
Imaginary play (ITSEA)h 1.72 (.28) SS 1.64 (.37) SS 1.72 (.23)
Fine motor activity (ECBQ)g 1.60 (.40) SS 1.80 (.48) SS 1.81 (.74)

Note: Significance tests compare each diagnostic group to the nonanxious group, controlling for age and gender. The modified and DSM-IV
groups here are defined as mutually exclusive within diagnostic type. MODSOC = modified social phobia; DSMSOC = DSM-IV social phobia;

MODGAD = modified generalized anxiety disorder; DSMGAD = DSM-IV generalized anxiety disorder; CBCL = Child Behavior Checklist;
CTRF = Caregiver Teacher Report Form; ECBQ = Early Childhood Behavior Questionnaire; ITSEA = Infant Toddler Social and Emotional
Assessment; NH = no hypotheses were made about these relations; SS = sample too small (N G 5) because children withDSM-IV diagnoses were
too old for the measure.

a 10 MODSOC, 8 DSMSOC, 23 MODGAD, 5 DSMGAD, 35 nonanxious.
b 10 MODSOC, 6 DSMSOC, 21 MODGAD, 5 DSMGAD, 27 nonanxious.
c 10 MODSOC, 32 nonanxious.
d 9 MODSOC, 32 nonanxious.
e 18 MODGAD, 32 nonanxious.
f 19 MODGAD, 32 nonanxious.
g 10 MODSOC, 18 MODGAD, 32 nonanxious.
h 9 MODSOC, 19 MODGAD, 32 nonanxious.
* p G .05; **p G .01.
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criteria for SOC and two of whom met questionnaire
criteria for high levels of state anxiety.
Table 2 displays the results of the analyses testing

convergent and discriminant validity. Age and gender
were entered first for every analysis and in general did
not make significant contributions except in the fol-
lowing cases: older childrenwere significantlymore likely
to show anxiety symptoms and fine motor activity than
younger children and girls showed significantly more
general anxiety, imaginary play, and fine motor activity
than boys.
The hypotheses concerning MODSOC were fully sup-

ported (Table 2). For hypothesis 1, MODSOC children
were significantly more likely to show anxiety symptoms
and shyness/inhibition than nonanxious children. In
support of hypothesis 2, MODSOC children did not
show significant differences from nonanxious children
in terms of enjoying cuddling, imaginary play, and
fine motor activity. In support of hypothesis 3, of the

MODSOC children, 30% had a parent with a probable
anxiety disorder (3/10) compared with 3% of the
nonanxious children (1/35; Fisher exact test, p = .03).
None of the children with DSMSOC had parents with a
probable anxiety disorder (Fisher exact test, p = 1.00).
However, the overall pattern of findings for MODSOC
children was similar to the pattern of findings for

DSMSOC children because the analyses concerning
anxiety symptoms were significant for both the

MODSOC and DSMSOC children.
In contrast, the hypotheses concerning MODGAD

were generally not supported. In testing hypothesis 4,
children with MODGAD were more likely to show anx-
iety symptoms and fearfulness but not at a statistically
significant level. They were significantly more likely to
show general anxiety and separation distress. In support
of hypothesis 5, children with MODGAD did not show
significant differences fromnonanxious children in terms
of enjoying cuddling, imaginary play, and fine motor
activity. However, hypothesis 6 was not supported; for

MODGAD, only two (8%) had parents with probable
anxiety disorders (p = .56). None of the parents of chil-
dren with DSMGAD had a probable anxiety disorder
( p = 1.00). In addition, the overall pattern of findings
for MODGAD children was not similar to the pattern of
findings for DSMGAD children because the DSMGAD
diagnosis did demonstrate convergent validity with
anxiety symptoms, whereas the MODGAD diagnosis
did not.

DISCUSSION

These preliminary data provided initial evidence for
modifying DSM-IV SOC criteria for toddlers but not
for GAD criteria. For MODSOC, all of the convergent
and discriminant validity results were in the predicted
direction, and parents of MODSOC children also de-
monstrated more anxiety than parents of children who
were not diagnosed with an anxiety disorder. Moreover,
even though parents and caregivers were rating the chil-
dren in different contexts, the results from both sets of
raters supported the MODSOC diagnosis. Furthermore,
the questions included in these ratings overlapped little
with theMODSOC criteria, supporting true convergence
rather than tautology. In addition, MODSOC showed a
pattern of results that was similar to DSMSOC, sug-
gesting some similarity between the diagnoses.
In contrast, although MODGAD showed some con-

vergent validity and good discriminant validity,

MODGAD children did not have more anxiety symp-
toms or more anxious parents than children who were
not diagnosed with an anxiety disorder. Moreover,

MODGAD did not behave in a fashion similar to

DSMGAD, suggesting that MODGAD was not an
appropriate downward extension of the GAD diagnosis
for younger children.
Some researchers have considered GAD to perhaps

not be clearly differentiated fromother diagnoses (Breslau
et al., 1987; Kendler et al., 1992). The findings with

MODGAD in this research suggested that these diag-
nostic criteria would need further modification to be
valid. To meet criteria for this disorder, only two fears
were needed. Perhaps a higher level of fears was
necessary to identify children with a more valid
diagnosis. Moreover, researchers have described fears
as differing from anxiety (Marks, 1987), and all children
with MODGAD also met criteria for SP. Thus,

MODGAD probably related more to SP than to GAD,
which could also have accounted for the findings.
Another difference between MODGAD and MODSOC

was in how the modifications were developed. MODSOC
was created by considering research associating BI with
SOC. In contrast, MODGAD was not formed based on
developmental psychopathology research. Future diag-
nostic research could benefit from further examining the
development of GAD. This could provide better
information for GAD modifications.
The diagnosis of young children has been a con-

troversial issue. Some clinicians have been concerned
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that diagnosis of young children could prematurely
label them and could discount the importance of
primary relationships. Others have been apprehensive
about distinguishing between normal variation in
childhood and clinical diagnoses. For example, fears
in childhood have been reported as common and
frequently transient (Marks, 1987). Moreover, a
temperament (e.g., BI), which represents normal
variation in development, was used as the basis for
modifying SOC. Despite these issues, the diagnoses
differed from typical variation in several ways.

MODSOC required that the anxiety persist for 6
months and occur in peer settings, not just with adults.
Also, all of the MODSOC children in this sample
demonstrated significant impairment. For example,
theMODSOC children described in this study had great
difficulties playing with new children. Frequently, they
could not participate in play groups and classes. Many

MODSOC children would not play at parties, eat in
restaurants, or attend shows because of severe distress.

MODGAD children also suffered. Some parents had
tremendous difficulties settling these children to play
during the day and to sleep at night. In some cases,
children in both groups would miss learning opportu-
nities because of their anxiety. For example, some of the
children were not accepted into preferred preschools
because of their anxious behaviors. More than half of
the MODSOC children (56%) and MODGAD children
(54%) experienced difficulties with school because of
their symptoms.

Limitations and Directions for Research

In this research, the sample sizes were small and the
sample was not representative of the general population.
In addition, validity from multiple raters was limited to
anxiety symptoms and the diagnostic interviews focused
only on anxiety disorders, not including other types of
psychopathology. Additional research should incorpo-
rate larger and more representative samples and the diag-
nosis of all types of psychopathology. Not only would
this allow for greater information concerning the dis-
tribution of these diagnoses in the general population,
but it would also provide additional insight concerning
comorbidity of the anxiety diagnoses. Studying devel-
opmental factors in relation to the diagnoses would also
be useful, including the impact of the child_s experience
(e.g., daycare versus exclusive home care), child
physiology, and parenting.

Following guidelines for diagnostic validation (Robins
and Guze, 1989), future research could thus include
biological markers and laboratory studies, family history
with diagnosis of the parents, long-term outcome, and
treatment response. Other external validators that could
be used include environmental risk factors, concurrent
symptoms (that are not part of the diagnostic criteria
being assessed), diagnostic stability, and course of illness
(Kendler, 1990).
Another question that was not addressed in the pres-

ent research was a threshold for the diagnoses. This
topic has been a general issue for the field, with some
researchers considering diagnostic criteria to be contin-
uous and others focusing more on discrete categories
(Waller and Meehl, 1998). Later research could also
focus on determining whether a certain threshold should
be met to make clear distinctions between children with
and without psychopathology.

Clinical Implications

If MODSOC is validated with additional research,
then the criteria could be incorporated within theDSM.
Clinicians would then be able to identify and treat
young children with this disorder. Specific treatments
would need to be developed, but research could begin
with treatments that are useful for older children with
social anxiety. For example, clinicians could work with
parents to expose the children to increasingly more
challenging social activities. Longitudinal research con-
cerning MODSOC and SOC could also provide support
for incorporating the modified criteria into the SOC
diagnosis for younger children.
By identifying and treating young children with

anxiety disorders, clinicians would not only alleviate
current suffering but also could prevent future psycho-
pathology. Besides being at risk for the emergence of
additional anxiety disorders, children with anxiety
disorders have been shown to be at greater risk for later
developing depression and other types of psychopathol-
ogy (Cole et al., 1996;Woodward and Fergusson, 2001).
Identifying and treating young children could thus pre-
vent much suffering and psychopathology. Additional
research is greatly needed to improve the identification
and treatment of anxiety disorders in young children.
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Managing Medication in Schools R. Reading

Increasing numbers of children and young people are prescribed medication to be taken in school. This article discusses
general principles of prescribing medication for use in school, specific conditions for which medicines may be prescribed,
and the key role of nurses in liaison with schools. Decisions about prescribing medication for use in schools do not only
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