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Abstract

This thesis describes the development of a rating scale designed to be used by

teachers to identifu anxious and shy children, aged 5 to 7 years, in Kindergarten and

Grade One. Currently, there are no instruments designed specifically for that purpose that

address this age group. Children experiencing difficulty with internalinngdisorders such

as anxiety, shyness, and behavioural inhibition represent a growing segment of the

population (Merrell, 2001). Evidence indicates that the educational, psychological, and

emotional needs of these children are not being addressed @arlow, 2002)- I interviewed

Kindergarten and grade One teachers to find out what behaviours, drawn from the

literature on childhood anxiety disorders, they recognize as shyness and anxiety.

Information obtained from the teachers then was used to formulate, construct, and

evaluate a rating scale to be administered by teachers. The thesis begins with an

overview, followed in Chapter 2by a literature review of the research on arxiety in

young children. The methods used to obtain the information salient to the formulation

and construction of a rating scale are discussed in Chapter 3. The data are presented in a

two-study format. The first study employed both quantitative and qualitative methods,

using semi-structwed interviews with teachers, and their completion of a prototype rating

scale. The second study consisted of the administration of the scale and comparisons of

its psychometric properties to other instruments. The thesis concludes with a discussion,

in Chapter 4, of the results and limitations of the studies.
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Anxiety Rating Scale I

Developing a Teacher Administered Anxiety Rating Scale

Suitable for Five to Seven-Year-Old Children

Chapter I

Introduction

Statement of the Problem

In this thesis I describe two related studies. In the first, I examined the concepts,

perceptions, and opinions of kindergarten and grade one teachers about arxiety in yotmg

children aged five to seven years. The reason for obtaining this data or these perspectives

from these teachers was to assist in the development of a rating scale designed to identiff

young children who are in distress because of feelings of anxiety. Alxiefy in young

children may have strikingly negative effects on their daily lives (King, N. J., 1993;

vasey, crnic, &, carte41994; Silvennan, LaGreca, & wasserstein, 1995; weems,

Silverman, & LaGreca, 2000).The goal was to create a rating scale that could be

administered effectively by teachers in the classroom setting. Although there are tests

available that include subtests or subsections with questions relating to internalizing

behaviours, including anxiety, there is no test currently available which is both teacher

administered and solely dedicated to the identification of anxiety in children aged five to

seven years. Specifically, the goals of the study were to: (1) describe the development

and formulation of a teacher administered rating scale designe.d for the early

identification of anxiety in young children, and (2) evaluate the results of its

administration with young children, especially with respect to its technical adequacy and

psychometric properties in comparison to other instruments.
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Increasingly, teachers are confronted with a growing number of children who

engage in a wide range of inappropriate behaviours (Charles,2002). Some of these

misbehaviours are overt and easily recognized as problem behaviours. However, there are

some behaviows which may be confusing to teachers because they are not overt, but are

difficult to notice. Yet, the teachers may sense that something is amiss. Anxiety, shyness,

or inhibition may be explanations for the problems that some children are experiencing.

Anxiety, shyness, inhibition, and depression are classified as internalizing problems or

disorders which children may experience, but do not express.

Significance of the Study. This study is intended to help educators to understand

better how they might identi$ young children who have problems with shyness, anxiety,

and behavioural inhibition. The steps involved in the development of a suitable

instrument to be used for the early identification of children at risk of developing anxiety

will be presented. It is anticipated that the results of this study will help provide a basis

for determining the educational, medical, and psychological interventions designed to

best accommodate the young children in our schools who are afflicted by anxiety.

Internalízing problems. Anxiety, shyness, and behavioural inhibition are referred

to as internalizingdisorders because the principal feature of these problem behaviours is

that the children who are experiencing them most often tend to experience them in an

internal fashion. That is, they hold in the distress to which these disorders give rise, rather

than expressing it outwardly. The three terms, arxiety, shyness, and behavioural

inhibition, often are used in an interchangeable fashion. This likely is due to their being

very closely enmeshed in meaning. For the purposes of this study, anxiety is the preferred
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term. Nevertheless, the other two features (shyness and behavioural inhibition) are

included in my usage.

It is the very nature of the disorder that can prove to be problematic for teachers.

If the child is holding in feelings of arxiety, there is little likelihood that their existence

will be suspected or ìdentified by the teacher. However, the child may be behaving in a

manner that does not make sense to the teacher. Consequently, the problems the child

experiences either may go unrecognized or be misinterpreted by the teacher. In both cases

they are likely to be left untreated. As a consequence, internalizing disorders have been

designated as "secret illnesses" (Reynolds, 1992).

As a rule, internalizing disorders are made up of problems that are derived from

overcontrolled symptoms (Cicchetti, & Toth, 1991). The term, "overcontrolled," is used

to suggest that these problems of anxiety occur when the children try "to maintain too

much or inappropriate control or regulation of their intemal emotional and cognitive state

- in other words, the way they think about the way they feel" (Cicchetti & Toth, 1991).

Hence, intemalizing disorders are a challenge to recognize by extemal observation.

Anxiety Problems. The anxiety problems of children have become a subject of

both professional and public concern during the past twenty years. Until the latter part of

the nineteenth centur¡r, little attention was devoted to these problems. Indeed, for most of

the twentieth century, little consideration was given to these difficulties (Kendall, &

Flannery-Schroeder, 1998) and there \ryas a widespread belief that cerüain internalizing

disorders did not exist in children at all (Menell, 2001). However, there is now a

considerable body of research indicating that these problems exist in children and are

rather widespread (Barlow, 2002; Biederman, Rosenbaum, chaloff, & Kagan, 1995;



Auiety Rating Scale 4

Kagan, Reznick, & snidman 1988; Merrell, 2001; wittchen, Nelson, & Lachner

l998;wittchen, Kessler, pfister, & Lieb 2}}};Rosenbaum, Biederman, Hirshfeld,

Bolduc, & Chaloff, 1991). AIso, some studies indicate that anxiety in children and

adolescents is one of the most prevalent psychiatric problems (Last, 1993; Esau, Conradt,

& Petermann, 2000). Further, research indicates that young children with anxiety disorder

may exhibit symptoms ranging from mild to severe, but that with early intervention, it is

treatable (chorpita & Barlow, r99g; Rapee, 2001;Rubin & Burgess,200l).

Dístínguishing between normal anxíety and pathological anxiety. There are three

factors to consider when researching a topic like anxiety. One is the difficulty is in

establishing a diagnostic differentiation between anxiety that is "normal,,, and anxiety

that is pathological. According to Barlow e002),

'.. normal anxiety is limited in intensity and duration, and is associated with

adaptive defenses. Anxiety is selÊdefeating or pathological when it is noticeable,

intertse, disruptive, and paralyzing, or when it triggers selÊdefeating defensive

processes, also called symptoms (p. l l).

Anxiety is considered by some researchers to be a common and essential feeling

that contributes to developing successfully in social functioning and in emotional growth-

(Albano & Detweiler (2001). Anxiety is present in early childhood. Infants at six months

of age have displayed fear of strangers, and anxiety at separation from primary caregivers

(Skarin,l977; Thompson & Limb e4 1992).Indeed, anxiety about strangers and fear of

separation continue in childhood to about age three. However, as children experience

these situations, over time, they become accustomed to the anxiety-provoking situation,
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and in time either greatly reduce the fearful effects they are experiencing or the effects

disappear.

Albano and Detweiler set out three extensive components that should be taken

into account in differentiating social anxiety from social phobia in youth. These are:

(1) the magnitude of the social fear(s) in the context of developmental

expectations, (2) the persistence of the anxiety reaction over time despite repeated

(opportunities for) contact with the arxiety-provoking cue, and (3) the degree of

interference in fimctioning across a variety of domains (1995,p.166).

Further, to this discussion of differentiating anxiety that is pathological from

arxiety that is not, Albano and Detweiler state that "social anxiety is a part of normal

development and is expected to occur at appropriate times and to some degree throughout

the lifespan" (1995,p. 166).

What researchers such as Albano and Detweiler are saying, in effect, is that there

are at least three major factors that can assist in differentiating anxiety that is a regular

experience in a child's life from anxiety that is problematic or pathological. These factors

are the severity of the anxious feelings, the frequency of the anxious feelings, and how

long the symptoms have persisted. In sunmary then, it appears the most crucial aspect in

distinguishing between anxiety that is normal from that which is pathological is the

degree to which the anxiety interferes with the daily life of the child.

Aspects of anxiety. One difficulty in discussing a topic such as anxiety is that

there are three terms that are frequently used interchangeably. These are fear, anxiety,

and panic. These terms, while similar are not the same. Fear is believed to be directed by

a specific stimulus. Anxiety is more widespread and is not brought about by a particular
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fearful stimulus. Panic is a more intense experience than is fear and anxiety and the child

usually has difficulty identifying the cause that evoked the panic reaction (Davis, &

Buskist,2004).

Another major difficulty in studying a topic such as this is in determining what

behaviours constitute anxiety. Arxiety is multi-faceted. Accordingly, children with

anxiety may exhibit their symptoms in several forms. They may manifest their anxious

behaviours in one form, or in a combination of them (McNeil, 2001). This gives rise to at

least nine different types of anxiety (see Appendix F). consequently, it becomes

important to possess an instrument that will provide guidance to teachers, clinicians,

parents, and others who are interested in assisting young children with anxiety. This

guidance and assistance can best be provided if the interested parties are able to pinpoint

accurately the signs ofproblematic anxiety difficulties in young children.

Is aruiety acquired or innate? A third element in discussing a topic such as

arxiety lies in determining whether anxiety is a character trait, temperament, or an

acquired behaviour. Arxiety as a character trait,"...is a relatively stable state of affairs,

such that an individual is ch¡onically anxious in certain situations." (Ormrod, 2004).

Anxiety as an acquired behaviour refers to a behaviour that was leamed or acquired as

the child grew. Temperament is believed to originate from one's neurobiology.

According to Merrell, o'Temperament in infants serves as a sort of template for later

personality development." (2001, p.lS). Research by Kagan et al (1990) indicated that

infants and yoqng children whose temperaments make them easily excitable, highly alert,

and extremely reactive to unfamiliar stimuli, ar€ more likely than other children to

develop arxiety, shyness, and behavioural inhibition
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There is little research that can definitively distinguish anxiety that is a normal

part of a child's disposition, atrait, from anxiety that is a more a problematic one, a

characteristic. Barlow refers to people with a disposition to behave anxiously in a

consistent manner regularly, and in different circumstances as having a personality trait

(Barlow, 2001). Spielberger, Gorsuch, & Lushen e (l97ì)describe p.opi" who are

behaving arxiously most of the time as having an anxiety trait, whereas, those people

who are anxious at the moment have an anxiety that could be called a condition. A

condition implies a temporary state. Overall, it would appear that for some children, there

exists a genetic predisposition to acquiring an anxiety disorder- Although statistical

studies are relatively few, it would appear that about 30% of children with anxiety appear

to have genetic factors that lead to anxiety (Stein 1993).

Social and performance anxiety is considered to be a normal human reaction in a

variety of situations. For example, it is common for children to experience some anxiety

in new and unfamiliar situations, such as entering a new school, meeting new people, and

performing in front of the class. The goal of treatment for children with anxiety is not to

eliminate it, especially in social and performance anxiety, but to minimize it so as to be

more manageable in meeting the arxiety-provoking situation or person (Hope, Heimberg,

Juster, & Turk, 2000).

Purpose of the StudÌes. The purpose of these studies was twofold. The first

objective was to develop an instrument suitable for teachers to use in identifuing children

who either have an arxiety disorder or who may be prone to developing one. This

instrument was designed in the form of a rating scale to be used by teachers. This scale is

used to identifu anxious, shy, or fearful children aged 5 to 7 yearc. There are no
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instruments culrently in use, which can be administered by teachers that exclusively

address this particular age group. Also, there are no instruments for this age group

focussed specifically on anxiety. In this study, I interviewed 25 kindergarten and grade

one teachers to ascertain what behaviours they recognize as shyness and anxiety in young

children. The behaviours the teachers identified then were framed in a marmer consistent

with the literature on childhood anxiety disorders. The information was obtained from the

teachers by the administration of a prototype instrument called The Teacher Ratings of

Survey ltems. The information obtained from this preliminary test was evaluated to

determine consistency with a test called The TeacherAdministered Rating Scale of

Anxiety in Young Children Aged Five to Seven Years (TRAC) (Coaching for Confidence

Research Team, 2002).

The second objective of this investigation was to analyzethe psychometric

properties of the TRAC. This analysis of psychometric properties involved examining the

reliability of the TRAC by comparing the results obtained by its completion by parents

and teachers with three other well known and widely used test instruments which contain

items related to anxiety.

The following chapter begins with a review of fundamentals conceming anxiety

that have been put forth by principal researchers and theorists. These principles, which

for the most part are contained in research, studies, and reports, and the literature on

anxiety help lay the foundation for an understanding of the subject. Literature related to

the definition, epidemiology, incidence, prevalence, biological bases of anxiety, and co-

morbidity of anxiety will be reviewed and discussed within the boundaries of this study.
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Chapter 2

Review of Literature

Introduction

Anxiety disorders are among the most common mental health problems (Kagaru

1989; Kessler, McGonagle,zhao,Nelson, Hughes, Eshleman,'wittchen, & Kendler,

1994; Esau, Condrat, & Petermann, 2000; Last, 1993). At one time, little information was

available about the frequency of occurrence of these disorders in the community. Recent

large scale epidemiological studies have produced an abundance of knowledge and

information about the extent of these disorders, the age of their inception, as well as

comorbid and associated disorders that may accompany them (Kessler, et a1.,1994;

Offord, Boyle, Campbell, Goering, Lin, &. Wong, 1996)-

Prevalence

In recent years, there has been an emphasis on epidemiological studies which has

produced considerably more information about the prevalence of arxiety disorders

(Kessler etal, 1994; offord, Boyle, campbell, Goering, Lin, &,wong, 1996; Roberts,

Attkisson, & Rosenblatt, 1998). For the most part, these studies have referred to adult

populations. A recent study reported that:

...approximately 29%o of the population in the united States is estimated to have

had one or more diagnosable anxiety disorders at some point in their lives,

making anxiety disorders the most common category of diagnoses in the fourth

edition of the Diagnostic and Stotistical Monual of Mental Disorders (DSM-IV;

American Psychiatric Association, 1994; see Kessler, Berglund, Demler, Ji& &

Walters, 2005; (Mineka & Walters 2006).
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Kessler et al. (1994) reported that the most common mental health problems in the

community are anxiety disorders. The range of prevalence of anxiety disorders is vast, and

the true rates are not readily apparent (Hoffrnann & DiBartol o,2001). Obtaining prevalence

and frequency rates for anxiety disorders is somewhat complicated due to the difficulty of

determining what exactly constitutes anxiety disorders. There are atleast nine disorders that

come under the category of anxiety disorders. Each of these nine has a variety of prevalence

and frequency rates. Nevetheless, Kessler at al. (1994) have reported that the prevalence in

adult populations ranges from a lTYoprevalence in the last l2 months to a2lo/olifetime

prevalence

Prevalency in Children

At one time, little information was available about the frequency of occurrence of

mental disorders in the community. Recently, large-scale epidemiological studies have

produced much information about the prevalence of these disorders, age of onset, and

pattems of comorbidity (Kessler et al., 1994; Offord et al., 1996; Roberts et al., l99g).

Kessler et al (1994) undertook a study which 'þresented estimates of lifetime and l2-month

prevalences of 14 DSM III-R psychiatric disorders from the National Comorbidity Survey

(NCS)' the first survey to administer a structured psychiatric interview to a national

probability sarnple in the United States" (p.s). The researchers used the revised version of

the Composite International Diagnostic interview to obtain information from persons 15 to

54 years old- Data was obtained from interviews with 5388 people conducted between 1990

and 1992 from the NCS. Kessler, Demler, Frank, olfson, pincus, walters, wang, wells, &

Zaslavsky,20ls)presented data from the NCS Replication e00l-2003) which were
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obtained from 4319 people. The interviews consisted primarily of face-to-face interviews

using diagnoses from the DSM IV.

Kessler et al Q005) forurd that the prevalence of mental disorders did not change

significantly frgm 1990 to 2003. They found that the rates weút formZg. percent inl990

to 30-5 percent in 2003.The mental disorders that were examined were anxiety disorders,

mood disorders, and substance abuse.

Offord et al (1996) presented a study of a one-year prevalence of l4 psychiatric

disorders in a community sample of Ontarians aged 15-64 years. The data on psychiatric

disorders were collected on 9953 respondents using the Universify of Michigan revision

of the Composite International Diagnostic lnterview (tlM-CIDÐ. DSM III R criteria were

used to define the psychiatric disorders.

The results indicated that almost 1 in 5 Ontarians (18.6%) had one or more of the

disorders measured in the survey. The distribution of individual disorders varied by sex

and age- For example, prevalency rates are higher among the young (15-24years of age);

approximately 1 in 4. The distribution of the disorders by sex occurs in that anxiety and

depression are more common in women and substance abuse and antisocial behaviows

have a higher prevalence in men. Comorbidity of disorders w¿rs found to be high with I

in 4 respondents (24.2%) classified as having at least one additional disorder.

It is normal for the percentages of the prevalence of anxiety disorders in children to

vary from sfudy to study because different assessment measures are involved. This does not

mean that we can't or don't understand different anxiety problems in children. It just means

that when different assessment techniques are used, slightly different results are obtained.

Since children often meet the criteria for more than one anxiety disorder, some studies may
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just give an overall rate for arxiety disorders or list the most com.mon disorders. Some

disorders, such as OCD, are not as common so the numbers may not be reported.

Some studies have reported a high prevalency rate of a¡xiety disorders in children.

".. - In a sample of 792 eleven year olds, Anderson, Williams, McGee, & Silva found the

following rates of arxiety disord ers: 3.5Vo for separation arxiety disorder, 2.9 %o fot

overanxious disorder, 2.4 % for simple phobia and 1.0 %ofor social phobia." @ernstein,

Crosby, Borchardt, & Perwien,l996,p.l110). In a sample of 1,869 12-16 year olds, Bowen,

Offord, & Boyle (1990), reported prevalency rates of 3.6 %io for separation anxiety disorder,

2.4 % for overanxious disorder.

Anxiety is a rather encompassing term. As a result, "...so mapy of its characteristics

are common, it has been quite difücult to develop an accurate estimate of how many

children and youth have anxiety disorders" (Merrell, 200I,p.7). Other studies report a

variety of rates for various anxiety disorders. A few studies reported that simple phobia,

separation anxiety disorder, and overanxious disorder were the most widespread.

Figure 1 illustrates the wide variety ofprevalency rates of anxiety and specific

anxiety disorders found in children. Figure I also provides an overview of key diagnostic

features for the different major arxiety disorder types. "Of l5 epidemiological studies, I I

estimate the prevalence of childhood anxiety disorders at greater than l0olo." (pine, lgg4,

p.302). Unfortunately, many of these studies include children up to the age of 15.

Consequently, it is difficult to apply these findings to young children ages 5 to 7 with any

certainty' Another complicating factor making it difFrcult to obtain statistical data about this

age group, 5 to 7 years, is that many of the anxieties are comorbid',¡¿ith each other. This

makes it difficult to apply the findings of some studies to specific anxiety disorders.
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One of the largest community studies reported to date is the Great Smoky Mountains

Study of Youth (Costello, Angold, Burns, Stangl; Tweed, Erkali, & Worthman, 1996).

This study was carried out with 4500 of 11758 children aged9,11, and 13, and found

that the most common psychiatric diagnosis at 5.7%o was arxiety disorder (Costello et al.

1996). Also, one investigator considered the Great Smoþ Mountains Study of Youth to

be the best research study to date to address important research issues such as prevalence,

incidence, duration, comorbidity, the role of developmental factors, etiology, community-

based epidemiological studies, biological factors, and presence or absence of mental

health services (Roberts, Attkisson, & Rosenblatt, 1998).

Roberts et al. (1998) reviewed recent studies and reported that the median

prevalence rates of clinical disorders in the studies were 80á for preschoolers and l2o/o for

preadolescents. Each anxiety disorder has its own distinct features; consequently,

prevalence and frequency rates vary from one to the other. Also, the few large-scale

studies that have been conducted to determine the proportions of the population that

suffer from psychological or psychiatric disorders often have overlooked children and

youth (Merrell, 2001). Further, after reviewing previous studies on anxiety in children

and adolescents, Morris & Kratochwill (1983), estimated that the number of children

affected by anxiety disorders is 8% of the general population. Merrell disagreed. He felt

that this estimate is overstated, and that the true prevalence is likely to be 3 - 4Yo.

Age of onset- One of the first reliable studies carried out to investigate the ages of

onset of anxiety in young children, selected 368 participants for a l4-year longitudinal

study (Giaconia, 1994). The children were from a community population rather than a
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referred group. Giaconia et al's results were that simple phobia was the earliest of all

disorders to manifest in children. Interestingly, Giaconia's study found that the foremost

period of risk for developing a simple phobia reached its peak at ages two through five.

Although this study had many limitations, as ethnicity and socio-economic status were

not sufficiently representative to enable generalizations to a large population to be made,

its findings do indicate the need for the early identification of arxiety disorders.

Several studies have addressed the issue of the age atwhich children first begin to

display symptoms of anxiety. These studies indicate that separation anxiety disorder,

avoidant disorders, social phobias, and simple phobias are the most common disorders to

manifest early. One study reported that the median age of onset was l0 years of age for

phobias (Bourdon, Boyd, Ray, Burns, Thompson, & Locke, l ggg). other researchers

have presented findings consistent with Bourdon et al.'s frndings (McGee, Feehan,

'williams, 
Partridge, silv4 & Kelly, 1990; cohen, cohen, Kasen, yelez,Hafmark,

Rojas, Brooke, & Streuning,1993; Verhulst, F. C. 1995).

Temperamental predisposition. Temperamental predisposition to arxiety on the

part of many children appears to be one of the most singular causes leading to the

development of childhood anxiety disorders. Researchers have reported that the

likelihood of a child approaching or withdrawing from a novel situation, person, place, or

thing is an enduring temperamental characteristic (Kagan, Reznick, & Snidman, 19gg).

A number of studies have addressed the issue of temperamental character traits as

they may affect a predisposition toward the development of the internalizing symptoms

characteristic of children with anxiety disorders. For the most part, these studies report

that early temperamental character traits predispose children to anxiety. This appears to
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Figure 1: Types of Arxiery in Children

Separation
Arxiety
Disorder
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Figure I continued
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hold true for both boys and girls (Caspi, McGee, Moffitt, & Silva, 1995;Kagan,200l;

Kagan, Reznick, & Snidman, 1988). What these studies indicated was that children

identified as shy, fearful and inhibited, as early as ages 3-5, were highly likely to be

reported later as being anxious.

Etiology- Various researchers have att¡ibuted different reasons for the etiology of

anxiety disorders. The most notable theoretical views of the sources of anxiety have been

grounded in research into social phobia and social arxiety (Hofmann & DiBartolo, 2001).

This research, however, produced a great deal of helpful information in understanding the

theoretical bases for the onset of these disorders and conceptualizations of their possible

causes. These viewpoints can be considered ûom four perspectives: (1) biological, (2)

behavioral, (3) cognitive, and (4) interpersonal (Hofrnann & DiBartolo, 2001). It is

important to note that it is by no means certain that these causes act individually. It is

likely that some combination of these causes acting together bring about anxiety.

Biological bases- Research into the biological bases for anxiety has focused on the

physical symptoms which this disorder evokes in people. Most notable among the

physiological symptoms are: blushing, tachycardia, tremors, sweating, and dyspnea

(Moutier & Stein, 2001). It is believed that these are indicators that might ensue from a

number of biological systems including the autonomic, endocrine, and immune systems

(Moutier & Stein, 2001). If medications produce a diminution or even a complete

eradication of symptoms, then it would appear that there was biological basis to the

disorder. Consequently, it can be seen that because of these biological system reactions

and the reactions of people with anxiety to medications, that the evidence for a biological

basis for the occurrence of anxiety is a strong one.
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Biological research into the onset of anxiety is ongoing. Investigators are also

investigating neuroimaging, responses to pharmacologic intervention, neurotransmitter

functions and geneJics (Moutier & Stein, 2001) in their efforts to understand anxiety. The

autonomic, endocrine, and immune systøns are among the.many systems affecting the

development and maintenance of anxiety disorders. It appears that the attempts by the

body to combat toxins that trigger the body's response to the appearance of these toxins

in the body, unleash chemicals, which can bring about the physiological symptoms

previously noted, blushing, tzchycardi4 tremors, sweating, and dyspnea. Medications

may be administered to alleviate both these symptoms and the social phobia causing

them. Some of the pharrnacologic interventions that have been researched are,

monoamine oxidase inhibitors (MAOIs) (a psychotropic), and serotonergic drugs

(SSRIs). Results of the administration of these pharmacologics are somewhat mixed.

Some psychotropics have been utilized successfully in the treatment of social phobia.

However, the association of the administration of psychotropic medications and the

effects on the neurotransmitter system ate " -.. a weak indicator of causality." (Moutier &

stein, 2001, p.191)

Temperament is among the possible biological causes of anxiety. Webster's

dictionary defines temperament as "...disposition, characteristic mental and emotional

reactions as a whole."(Webster, 1990). The diffrculty in discussing temperament as a

causal factor in anxiety is in establishing a uniform meaning. On the whole, it would

appear that investigators use temperament in the sense of a predisposition to behavior.

That is, that children's temperaments are what cause them to act in the way that they do.

The concept of temperament is somewhat complex, because there is no definitive proof
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that temperament is entirely inherited or entirely idiosyncratic to any particular child. It

appears that children's temperaments a¡e a combination of genetic inheritance and

environment. This is an area that requires a great deal more investigation. The problem is

in ascertaining to what exten! if any, a child's tendency to develop an anxiety disorder is

an inherited characteristic as opposed to an outcome of environmental influences. Since it

is likely that children's caregivers and siblings have significant effects on their child's

later developnrent it is likely a child's social hisiory is a strong determinant in how he or

she ascribes signif,rcance to events in his or her life (Kagan, 2001).

Behavioural influences. For the most part, behavioural interpretations of anxiety

focus on the classic stimulus-response model. Early researchers (McNeil, Lejuez, &.

Sorrell, 200I; Saudino, 2001) believed that the Pavlovian model explained the onset of

the disorder. They ascribed the development of anxiety to previously encountered

aversive experiences. In other words, the child leamed to become arxious because of

uncomfortable, even frightening, occurrences in early life (Mineka &, Zinbarg,200l;

Trower & Gilbert, 2001).

Later researchers put forth theories that attributed the development of anxiety to a

deficient knowledge of social skills in combination with inappropriate

arxiety-inhibiting behaviour (Hopko, McNeil, Zvolensþ, & Eifert, 1999).It would

appear that this explanation emphasizes the social deficiencies of children with anxiety

disorders. It stresses their lack of ability to do what they think should be done leading to

experiences of social phobia or at the least to a socially anxious experience.

Beidel & Morris (1995 ) have formulated one of the most comprehensive

explanations for the occurrence of social phobia. Their conceptualization involves many
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psychological factors as contributors to the onset, and maintenance of social phobia.

Included in their explanation ate,"...direct conditioning, observational learning, and

information transfer." b. I 8 1-21 l).

By observational learning, these researchers are referring to the idea that children

model a great deal of what they do and feel by observing others in their environment.

Bandura has conducted studies in this area of how children learn. His research is now

considered classic as it is accepted widely as a legitiniate explanation for the reasons why

children may behave as they do (Bandura" 1997). The important point is that there are

several factors to consider in looking at behavioural elements as causes of anxiety

disorders.

Cognitive variables. Some researchers argue that cognitive factors contribute to

the onset and to the perpetuation of some anxiety disorders, most commonly, social

anxiety and social phobia (Butler, 1985; Rapee & Heimberg,l997).It is ímportant to

understand the process by which copnitive factors affect the development of social

arxiety, as successful treatment hinges on cognitive change (Turk, Lemer, Heimberg &

Rapee,2001).

The cognitive factors that are most commonly referred to involve attributions

about or judgment of other people, places, and things. Children with arxiety disorders,

especially social anxiety, tend to make negative evaluations of the world aro¿nd them.

One resea¡cher found that socially anxious children tended to expect others to judge them

in a negative fashion even though the contact between them had been rather fleeting, as

fleeting as a brief glance (teary, 1988).
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Basically, the problem is that children with anxiety disorders need to change the

ways in which they view the world. If they always expect the worst from others, then

they are likely operating atavery poor level of social interaction and may be

handicapped in their ability to form considered judgments.

A few researchers believe that this inability to form balanced judgments relates to

the negative self-image that many anxious children develop. They describe themselves in

negative terms such as boring, *i.py, incompetent, and abnormal (Turk, Lerner,

Heimberg, & Rapee, 2001). As a whole, these findings have serious implications for

successfully treating children experiencing anxiety.

Anxiety reduction techniques should form part of a treatment plan. These

techniques can include social skills training and teaching the children to make more

realistic assessments of what the environments require of them. Sometimes, exposure

activities can be employed to assist in reducing the fear reactions that these socially

anxious children have in response to their surroundings. For example, they can be placed

in situations that often evoke fear and distress, and under the guidance of a trained

clinician, their fears and distress can be gradually lessened, if not extinguished through

systematic desensitization techniques (Morris & Kratochwill, I 99s).

Interpersonal processes One other issue of importance in ascribing an origin to

the onset of anxiety disorders is the impact of family on the development of the disorder.

Mineka and Zinbarg (2006) indicated that children whose parents had anxiety disorders

appeared to have an increased likelihood of incurring the disorder.

An interpersonal process refers to an information transfer whereby children may

develop social phobia, for instance, based on what they frequently hear at home or what
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they may hear from other caregivers. They come to associate social settings with what

they hear the important people in their lives saying. Depending on the comments these

people make, the children develop judgmental attitudes derived from those in their

surroundings. It would be necessary, for the successful treatment of this condition to

teach the child to accept the fact that there are different perspectives to many situations

and that the judgments being made by their caregivers are only one way of looking at a

given situation. The children must be taught that there are other possibilities besides those

modeled by their caregivers. Of course, respect must be paid to the child's caregivers and

their judgments.

Implications of untreated araiety. Studies of the onset of anxiety disorders have

indicated that they often begin in early childhood or adolescence (Wittchen, Nelson, &

Lachner, 1998; Wittchen, Kessler, Pfister, &.Lieb,2000), It is only in recent years that

large community studies of the epidemiology of childhood disorders have become

available (Shaffer, Fisher, Dulcan, Mina, Davies, Piancentini, Schwab-Stone, Lahey,

Bourdon, Jensen, Bird, Canino, & Regie41996; Wittchen, Nelson, & Lachner, 1998). A

variety of researchers have found that arxiety disorders and the symptoms of anxiety

have implications for the development of emotional and behavioural problems in

adolescence (Barlow, 2002; Patton, Carlin, Coffey Wolfe, Hibbert, & Bowes, 1998; Pine,

Cohen, Gurley, Brook, and Ma, 1998; Schatzberg, Samson, Rothschild, Bond, & Regier,

1998; Biederman, Rosenbaum, Bolduc-Murphy, Farone, Gertsen, Meminger, Kagan,

Snidman, & Reznicþ 1990). Their research suggests that untreated anxiety disorders in

early childhood can lead to anxiety and depression in adolescence, which in tum, if left

untreated, may lead to similar more entrenched symptoms in adulthood. [n fact, these
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studies present explicit verification that anxiety disorders have a tendency to continue

into adulthood, if there is no intervention to deal with them. Also, studies indicate that

when anxiety disorders are ignored, and consequently left untreated, they often lead to

the establishment of psychiatric disorders over time which then become more difficult to

treat and to manage (Anderson, Williams, McGee, & Silva,1987; Last, Perrin, Hersen, &

Kazdin,l995).

The fact that the development of more serious symptoms later in life can result

from untreated anxiety disorders in childhood or adolescence, makes the identification of

young children with these disorders all the more necessary. A complicating factor in the

early identification of young children with anxiety problems or disorders is that the

estimates of the prevalence of anxiety disorders in young people vary widely. As

previously noted, Morris & K¡atchowill (1998) have reported that anxiety problems

affect about 8% of the general child population, while Merrell has reported that only

about 3-4o/o of children are affected by anxiety (Merrell, 2001p.7-9).

Negative Affectívity. Anxiety and depression together come under the heading of

negative affectivity. Barlow (2000) describes negative affectivity as a state consisting of

a feeling of being out of control. The child begins centring on future events that are

perceived to be threatening, unpredictable, uncontrollable, or undesirable. This negative

affective state results in a shift in attention in which the child becomes self- preoccupied.

This self- preoccupation is a self-focus whereby the child negatively evaluates his or her

abilities to deal with a supposed or perceived threat. It is essential that caregivers

understand that belief in or perception of a threatening situation, person, place, or thing is

a source of distress for the child. The discomfort and anguish are very real for the child,
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even though some onlookers may be dismissive of the child's reactions, on the grounds

that the fear is unfounded. This is a situation which may serve to create even more

anxiety in the child because his or her fears are not being taken seriously.

Figure 2 illustrates the close association that arxiety and depression have with

each other. They are subsumed under negative affectivity precisely because of this strong

relationship. There are several researchers who contend that the tripartite model referé to

the close relationship between anxiety, depression, and physiological hyperarousal

(Merrell, 2001; Barlow, 2002) These researchers believe that the relationship between

these negative affective behaviours is not only strong but also, to some extent,

intertwined.

Figure 2 also indicates that anxiety can manifest in at least eight ways. Some of

the terms listed under anxiety have subtypes of their own. For instance, social anxiety can

include fear of public speaking and avoidant personality [McNeil, 2001). Avoidant

personality refers to a situation which can include anxiety to such an extent that the child

will keep away from anxiety provoking people, events, objects, and situations. Specific

phobia refers to a fear of a single object, situation, or person. The number of specific

fears and phobias are almost countless. A list posted on the Internet by Culbertson

contains more than 500 names of phobias (www.phobialist.com). The list also provides a

description of each of them. Culbertson claims to have obtained these names from a

variety of publications (Barlow, 2001 p.382).

Other Disorders wìth araiety. There are several disorders listed in the DSM tV

which have anxiety as a significant feature. One of these is agoraphobia. This avoidant
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Figare-2 Relationship between anxiety and depression
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behaviour can manifest in several ways. Agoraphobia is described as, "Anxiety about

being in places or situations from which escape might be difficult (or embarrassing) or in

which help may not be available in the event of having an unexpected or situationally

predisposed panic attack." Additionally, these arxiety-inducing situations are avoided or

else they are endured (DSM [V TR, 2002).

Another problem, which has anxiety as a significant feature, is social withdrawal.

This is another intemalizing condition that underlies or accompanies arxiety and

depression and can be misidentified as anxiety disorder. Children who are socially

anxious tend strongly to evade social contact with others, which often leads to a condition

referred to as social withdrawal (Albano & Detweiler,2}}l; Merrell, 2001). Some

researchers argue that social aùXiety is a regular and necessary emotion, which enables

children to develop adequate social behaviou¡s and develop in a normal fashion. It is only

when the levels of social anxiety are excessive, particularly in the clinical form of social

phobia, that significant impairment occurs (Albano & Detweiler,200l; Barlow, 2002;)-

Most researchers prefer using the term social anxiety disorder rather than social

phobia because the former term indicates that the problem is a more comprehensive one

than the latter (Barlow, 2001). Social anxiety disorder contains a number of crucial

features, including: illogical selÊevaluation, little interest in social interaction, excessive

fear, and being a major component in many other anxieties and disorders such as mood

disorder. As social anxiety is not yet considered a separate disorder, it is extremely

difficult to obtain information about its prevalence or frequency (Menell,200l;Barlow,

2001).
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Social anxiety is considered one of the most incapacitating of childhood anxiety

disorders (Albano, Chorpita, & Barlow, 1996;Albano, Detweiler, & Logsdon-Conradsen,

1999: Schneier, 1997). Unfortunately, information about this particular problem in young

children is rather sparse. This lack of information is likely due to the complicated

manifestations of its symptoms. Because social anxiety is present in many other

disorders, it is diffrcult to obtain accurate data concerning this condition.

Another complicating factor is that young children experience many fears as well

as shyness, and behavioural inhibition (Albano, Chorpita, & Barlow, 1996;Albano,

Detweiler, & Logsdon-Conradsen, 1999). These feelings of fear are quite common in

young children and this gives rise to the diffrculty of accurately ascertaining the

difference between the "normal" development of a child's reactions and the development

of a disorder containing social withdrawal. Another factor contributing to the difficulty of

ascertaining a diagnosis of social anxiety is the widespread belief that this may be a stage

or phase that the child is going through and that given time, the child will outgrow his or

her fears (Beidel & Morris, 1995; Kashdan & Herbert, 2}}r;Rapee, 1995).

This leads to a discussion as to the appropriateness of children's reactions to

fearful experiences. At what point is the child's reaction pathological, (i.e.,

developmentally inappropriate), as opposed to worrisome but acceptable? The difüculty

lies in distinguishing between anxiety and normal childhood concems and worries.

Threefactors determiníng the presence of anxiety. Essentially, three factors can

assist in determining if a child has an anxiety disorder. They also can assist in ruling out

other problems that may appear to resemble social anxiety, such as mutism and

daydreaming. The three factors are: (1) frequency, (2) severity, and (3) duration.
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Frequency refers to whether the child's reaction to a fear inducing situation occurs

often, usually described as happening more often than for other children of similar age

(DSM IV, 1994). Severity refers to the effects the child's reaction has on his or her daily

life, in terms of th¡ extent to which the anxiety disrupts his or her routine. Duration refers

to the length of time the child has been experiencing negative reactions to stimuli that he

or she deems to be fearful or anxiety provoking. Obviously, if the child's reaction

occurred just o4e time, then there is little likelihood that the child has an anxiety disorder.

However, if the reaction of the child has been present for a considerable period of time, at

least six weeks according to the DSM M994, then the possibility of the child having an

arxiety disorder is higher, and a subject of concern to all.

There are other problematic areas which accompany or form part of an anxiety

disorder. The main point is that these disorders or problem behaviours frequently have

their genesis early in childhood among inhibited children. Left untreated, the diffrculties

may lead to adolescent social problems (Schwartz, Snidman, & Kagan, 1999). Schwartz

et al maintain that a young child's temperament might contribute to social phobia and

other types of severe social anxiety.

Social øraiety and inhibited behavior. Schwartz et al (1999) investigated seventy-

nine 13 year olds who had been categonzed as inhibited adolescents. This categorization

was determined in two ways. One way was by direct interview, while the other was by

direct observation. A year later, the subjects were assessed using both a standardized

interview and direct observation. The results indicated that there was a strong relationship

between inhibition in the children who earlier had been identified as inhibited, and

genenlized social anxiety in adolescence. The authors state that the interview and
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observational data indicated that important aspects of an inhibited temperament are

preserved from the second year of life to early adolescence, which predispose an

adolescent to social anxiety. Behavioural inhibition is a term used to refer to a child's

reluctance to interact with unfamiliar persons, places, or things.

The point to be taken from this discussion is that anxiety disorders are rather all

encompassing, due to their inclusion in a variety of disorders as well as accompanying

difüculties. The research reinforces the need to provide a strategy for early identification

of these at-risk children. The earlier that assessment occurs, the more likely that a

successful intervention can be employed, if not to eliminate the problems catised by

anxiety, then at least to reduce their impact significantly. The relationship between early

childhood anxiety and problems in later life, both in adolescence and adulthood, reaffirm

this need for early identification.

While the number of anxiety disorders, and the considerable variation in the

particular ways in which they manifest themselves, makes it difficult to obtain a clear

understanding of them and to grasp the full scope of the problems they present, they do

have three elements in common. These elements are: subjective feelings, overt

behaviours, and physiological responses (Merrell, 2001). Merrell refers to the sharing of

these three contmon elements as the tripartite model. Further, he adds that there are two

terms that are also closely related to anxiety: fea¡s and phobias. While there is

considerable similarity between these two tenns, there are significant differences as well

fMerrell,2001).

Subjective feelings. One of the symptoms common to anxiety disorders is

subjective feelings. These feelings refer to the child's negative affectivity discussed
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earlier. These feelings include discomfort, feat, or dread. The child experiences

discomfort because of a feeling of lack of power over events which he or she perceives as

frightening. F.vents are perceived as frightening because the child has had negative

experiences in similar situations, or previously has not been taught to manage new and

unfamiliar situations, or is unable to cope with unfamiliar people. The child's inability to

handle a novel situation increases his or her level of discomfort, leading to feelings of

anxiety.

Another subjective feeling which a child can experience is related to discomfort.

The child may experience a feeling of fear, or even dread. The child becomes agiøted

when involved in certain situations. If the agitation is not recognized and no intervention

occurs to help the child, this agitation may become so pronormced as to cause the child to

become fearful. This fear can be fear for one's safety, fear of being judged, or an

inexplicable pervasive sense of foreboding. This foreboding can be overwhelming in that

it is difficult to pin point its exact nature, thus making it puzzling to deal with. These

feelings usually occur in social settings such as school, but can occur in other social

settings such as family outings and gatherings.

The negative affectivity, or subjective feelings, which the child experiences can

lead to overt behaviours such as avoidance and withdrawal. Avoidance and withdrawal

are maladaptive coping strategies that some children employ in order to avoid the fear-

inducing situation they are concerned about ( Barlow 2002; Cohn & Hope, 2001; Merrell,

2001). Children who feel uneasiness concerning particular people, places, or things will

endeavour to avoid them. Such children will, at times, employ extraordinary means to

avoid that which they fear.
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A third element common to arxiety disorders involves the child's physiological

responses. These responses to anxiety provoking situations can include, but are not

restricted to, sweating, nausea, trembling, and general arousal. The child can experience a

heightened sense of danger and this may then lead to evading the arxiety-provoking

situation (Barlow, 2000; Kagan, 2001; Merrell, 2001).

Characteristics of anxiery. Arxiety is charactenzedby excessive fear, won1r, or

feelings of panic. Exceqgive fear refers to the feelings of children who experience dread

that is stronger than normally expected in ordinary situations. Worry refers to the unease

which children experience when there is no ostensible reason to be concerned. Panic, as a

type of anxiety disorder, is agitation in anticipation of some dangerous or unnamed fear

(Barlow,2002).

Anxiety is characterized also by arxiety provoking thoughts or obsessions. These

anxiety provoking thoughts or obsessions refer to intrusive, recument, and unwanted

thoughts that cause apprehension in the child. Although these anxiety provoking thoughts

and obsessions are similar to Obsessive Compulsive Disorder, (OCD) they do not fall

into that category. Rather, they refer to thoughts which are similar to OCD, but do not

have the intensity or f.requency to constitute a diagnosis of OCD. Children with anxiety

may experience preoccupations with people, places, or objects they perceive as fearful.

These preoccupations are not as numerous or as acute as the obsessions of OCD. The

obsessions of oCD often are recurrent and severe @arlow, 2002;McNeil, z00l).

For a complete listing and description of different types of anxiefy disorders,

according to the (DSM IV TR, 2002) please see Appendix G. In terms of my study,the

focus is on separation anxiefy, social phobia, and generalized anxiety disorder.
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Anxiety and Later Difüculties

Several research teams have noted that difficulties with anxiety tend to start early

in life and often persist into later life (Kagan, Reznick, & Snidman, 1988; Pine, Cohen,

Gurley, Brooks, &Mq 1998; Regier, Rae, Narrow, Kaelber, &, Schatzberg, 1998;

Schatzberg, Samson, Rothschild, Bond, & Regier, t 99S). Anxiety disorders early in life

have been found to be risk factors for the development of unhealthy behaviours. For

example, several researchers (Patton, Carlin, Coffey, Wolfe, Hibbert, & Bowes, 1998;

Pine, et al,1998: Schatzberg, et al, 1998) have found that the symptoms of arxiety are

associated with a higher risk than normal for the initiation of smoking, possibly due to an

increased susceptibility to peer influences.

In the study by Patton et al ( 1 998), a sample of 2032 14 to 1 5 year old students

drawn from schools in the state of Victoria Australia were surveyed with a computerized

questionnai¡e which included a retrospective journal for tobacco use. The survey also

included a structured psychiatric interview. The results of this study indicated that

depression and anxiety, along with peer smoking, predicted the initiation of experimental

smoking. More specifically, depression a¡rd anxiety accentuated the risks associated with

the influence of peer smoking. Their findings concluded that depressive and anxiety

symptoms are associated with higher risks for smoking initiation through an increased

susceptibility to peer influences.

Pine et al (1998) investigated the relationships among anxiety and depressive

disorders of adolescence and adulthood. An epidemiologically selected sample of 776

New York adolescents were given psychiatric assessments in 1983, 1985,1992, using

structured interviews. The researchers used logistic regression analyses, and a set of
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Markov analyses to quantiff the magnitude of the association between adolescent anxiety

and adult anxiety or depressive disorders. They "... focused on longitudinal associations

of narrowly defined DSM anxiety or depressive disorders" (Pine et al, 1998, Abstract).

The results indicated that adolescent anxiety or depressive disorders predicted an

approximate two to three fold increased risk for adulthood anxiety or depressive

disorders. One interesting frnding was that, while most adolescent disorders were no

longer present in young adulthood, most adult disorders were preceded by adolescent

disorders.

The researchers concluded that an anxiety or depressive disorder during

adolescence presents a strong risk for recurrent anxiety or depressive disorders during

early adulthood. Moreover, most anxiety and depressive disorder in young adults may be

preceded by anxiety or depression in adolescence. As there is a strong relationship

between anxiety in young children and anxiety in adolescence, the need for early

intervention to treat this disorder becomes obvious.

Nelson and V/ittchen (1998) also found an association between anxiety and

depression in adolescents, and the establishment of regular smoking. Anxiety disorders

also have been related to limited educational and occupational attainment (Ialongo,

Edelsohn, Werthamer-Larsson, Crockett, & Kellam, 1994; Ialongo, Edelsohn,

Werthamer-Larsson, Crockett, & Kellam, 1995; La Greca and Lopez, 1998) and limited

social support. Limited social support refers to a situation where there is little or no

assistance provided by agencies or family to the child with anxiety disorders. This is

often a result of caregivers and others in the child's life being unaware of the anxiety



Auiety Rating Scale 34

disorder; or being aware, but not knowing what to do or where to go for assistance

(Muris, Meesters, Merkelbach, Sermon, & Zwakútaler¡ 1998).

Anger. A link has been suggested between stress and anxiety, which can manifest

as anger (Kagan, 1998; Barlo% 2002). Kagan's longitudinal study involved children who

were identified early as being inhibited. Kagan examined surveys concerning anxiety that

had questioned children about the occurrence of problems such as worries and fears, as

well as sources of anxiety. He felt that more emphasis should be placed on the children's

experiences with other unpleasant emotions such as anger, as anxiety can be

accompanied by anger. Consequently, it would be a good idea to learn more about the

çorurection between the two emotions. Barlow Q002), on the other hand, argues that

anger, in the form of "anger attacks," appears to be somewhat similar to anxiety and

mood disorders. Indeed, Lee and Cameron (2001) reported that75%o of patients with

anxiety disorders experienced angry outbursts. The conclusion of Barlow and other

researchers (Fava, Anderson, & Rosenbaum, 1990; Rosenbaum,Fav4Pava, McCarthy,

Steingard, & Bouffides, 1993) was that there is a relationship between arxiety disorders

and anger or anger attacks.

Barrett, Rapee, Dadds, & Ryan (1996) found that there are anxious children who

take a negative view of social situations that are not clear cut in terms of what is expected

of them. Interestingly, these researchers also found that arxious children experienced

increased avoidance after interacting with their parents.

Additionally, it has been reported that there is an ass'ociation between social

phobia and antisocial behaviour (Davidson, Hughes, Georges, &Blazer,1993; Walker &
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Stein, 1995, as some individuals with social phobia display aggressive behaviows

(Marks, 1987).

An overview article on research into causes, diagnosis, prevention, and treatment

of child and adolescent violence from the National Institutes of mental Health (N[VfÐ,

stated that:

The obviously angry adolescent has other conditions such as anxiety disorders

and depression (as seen in the quiet withdrawn young person) more often than

would occur by chance. Research in this area indicates that very young children

with conduct problems and anxiety disorders or depression display more serious

aggression than youths with only conduct problems (NIMH, 2000).

According to chartier, walker, & stein (2003), the early intervention or

prevention of social fears or social phobia has the potential to reduce the risk of comorbid

disorders. As a result, helping children to deal with common anxiety issues may help to

prevent the development of disorders later in life. Of course, the ability to provide an

intervention is predicated on the ability to identifu children with anxiety.

Primary preventíon As in other areas of health care, primary prevention is the

approach that holds the greatest promise in dealing with large- scale public health

problems such as the presence of anxiety in young children. Treatment of individuals

who are already experiencing a health problem is relatively costly, and some individuals,

perhaps most individuals in the mental health arena experiencing a disorder, may not

receive timely, consistent, or efflective treatm'ents (Lin, Goering, Offord, Campbell, &

Boyle, 1996; Young, KIap, Sherbourne, & vy'ells, 2001). Hence, there is a need to focus

on the development ofpreventative programs designed to reduce the risk for and
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prevalence of arxiety disorders among young people. It is likely preventative programs

will fit best in community settings such as the schools, day cares, and other places where

young people meet. A principal feature of effective preventative programs is early

identification.

Dfficulties with testing. The testing of young children, for whatever reason, is

fraught with peril; and to do so runs the risk of further complicating an already intricate

situation. In 1987, the National Association for the Education of Young Children

(NAEYC) issued a position paper on the use of standa¡dized testing with children three

through eight years of age. The NAEYC statement iterated the Standard for Educational

and Psychological Testing (American Psychological Association, 1985) and specifically

addressed the assessment of young children. The NAEYC position paper argued that

certain tests used for kindergarten screening are suspect, because the normal behaviour of

young children is rather variable. In addition, it was noted that young children might not

be able to demonstrate what they know and what they can do can do because of problems

in reading, writing, and responding. These problems, which could include such basics as,

difficulty with pencil grip, lack of vocabulary, unfamiliarity with test requirements, and

weak sustainability of aftention, can apply to tests of all types. They include academic

achievement tests, but also teacher-administered tests of any type. Among these test

instruments are surveys and rating scales, including those that require direct input from

the children. According to Merrell,

Despite the obvious advantages of using self-report instruments..., some concerns

should also be considered. One concern involves the cognitive maturity that is

required for a child to understand the demands of various selÊreport tests and to
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make accurate differentiations on response choices. Most experts agree that for

typical children, it is very diffrcult for those younger than the age of 8 years to

comprehend accurately and complete self-report instruments...(2001 , pp.47-49).

Since behavioural rating scales and selÊreport instruments are thought to be

unreliable for very young children (National Association for the Education of Young

Children, 1987), and as children often first begin to experience arxiety disorders in the

social context of schooling, it is appropriate to focus on the role of the teacher in the early

identification and prevention of anxiety disorders for children in Kindergarten and Grade

One. Some of the most commonly administered psychological assessment forms include

a self-report measure. However, the use of selÊreport measures for children from birth to

age four is not appropriate, because their behaviours are not as determined or as obvious

at this age and it is difücult for young children to rate thei¡ own behaviours with any

meaningful result (National Association for the Education of Young Children, 1987;

Campbell, & Rapee, 1996). This is likely due to the fact that many young children who

experience anxiety disorders begin to experience them in a social context where there are

unfamiliar people and unfamiliar settings. SelÊreport measures are inappropriate at this

young age, as children at this age are unfamiliar with testing procedures, lack the

language necessary for reading, interpreting, and completing such an instrument. Young

children often do not possess rudimentary skills such as the use of a pencil for completing

the instrument.

Preventative Pro grams.

Early intervention ond identification. Preventative progmms are action plans

designed for the provision of remedial interventions for children experiencing difficulty
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with, in this instance, problems identified as potential precursors to arxiety. Intervention

programs designed to assist children must be preceded by an identification process that

can then provide a framework for the intervention.

Recently, there have been exciting developments in the prevention of anxiety

disorders through school progr¿ìms for children eight years of age and older (Kagan,

1998; Pine, et al 1998; Regier, Rae, Narrow, Kaelber, & Schatzberg, 1998; Patton et al.,

1998; Nelson & Wittchen, 1998). A good example of a successful preventative program

for anxiety disorders is the Queensland Early Intervention and Prevention of Anxiety

Project in Australia (Dadds, Spence, Holland, Barrett, & Laurens, 1997). This project

evaluated the effectiveness of a cognitive-behavioural and family-based group

intervention for preventing the onset and development of anxiety problems in children. A

total of 1,786 7 to 14 year olds were screened for anxiety problems using teacher

nominations and children's selÊreports. Some of the children met the criteria for full-

blown anxiety disorders, while others showed some signs of arxiety problems but not at

the level required for the diagnosis of a disorder. After recruitment and diagnostic

interviews, 128 children were selected and assigned to a l0-week school-based child-

and-parent-focused psychosocial intervention or to a monitoring group.

According to Dadds, Spence, Holland, Barrett, & Laurens (1997), the intervention

was based on The Coping Koala: Prevention Manual @arrett, Dadds, & Rapee, 1996) an

Australian modification of Kendall's (1992) Coping Cat arxiety program for children.

The Coping Koala prevention manual is a Cognitive Behaviour Treatment program

(CBT) that teaches children strategies for coping with anxiety. The l0 sessions are

conducted within a group format. The strategies are developed and implemented by each
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child. The child applies his or her own plan for a graduated exposure to fear stimuli. The

program encourages the child to use physiological, cognitive, and behaviou¡al coping

techniques to deal with the anxiety that the fear stimuli create. The program was

conducted by clinical psychologists over l0 weekly sessions of one to two hours each.

Parental meetings were held at the intervention schools. These sessions were held

in weeks 3, 6, and 9. Session I introduced parents to child management skills, and how to

employ these skills to deal with their child's arxiety. The remaihing 2 parental sessions

described what the ehildren were discovering about the program and how parents could

make use of the same strategies to manage their own anxiety.

The monitoring groups, called the comparison groups, received no intervention

but were informed that they would be contacted for monitoring in 12 weeks and then at 6-

month intervals for 2 years.

Both groups showed improvements immediately postintervention. At six months

follow-up, the improvement was maintained in the intervention group only, indicating a

reduced rate of existing anxiety disorders and a lower rate of onset of new anxiety

disorders. Further, the study showed that these results were maintained 24 months, only

after participation in the program @adds, et al. 1997). Overall, the results showed that

anxiety problems and disorders identified by using child and teacher reports can be

treated successfully through an early intervention school-based program. Such a program

could be used for the younger age group (5-8 years) of this study. However, a self-report

form like that used by Dadds, et al would not be a realistic instrument for younger

children with inadequate reading and writing skills. A teacher rating scale might be more

appropriate for use with Kindergartenand Grade One children.
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Problems of young children with anxiety. The problems that young children with

anxiety disorder experience are many, and these difficulties can be exacerbated by their

environment as well. Situations that could be fear inducing (perceived or real) include

school, u¡familiar people and events, and family expectations at home. Fear also can

involve the fear of being judged. This fear of being judged includes the social judgments

of others, such as fellow students and other peers. Other worrisome events include

academic assessments, both formal and informal. Consequently, it can be seen that not

only is the child's fearful disposition a problem, but it can be heightened by these

external factors.

To date, research into childhood anxiety disorders has been focussed on children

aged 8 and over. The move into the school system is a major transition point in the life of

a young child and has an affect on his or her family as well. It is important to recognize

that significant fear or anxiety reactions to attending school are not uncommon with

young children, particularly those in kindergarten and first grade (Merrell, 2001)

Consequently, children who experience high levels of anxiety, or who have a

predisposition towards anxiety, may find the move into the school system a stressful

time, possibly, because it requires them to be away from their parents. It also creates

many new social and, academic performance demands. In childhood, social phobi4 also

known as social anxiety disorder, often is linked with overanxious disorder. Other

symptoms that frequently accompany social anxiety disorder are elective mutism, school

refusal" separation anxiety, behavioural inhibition, and shyness (Barlow, 2002).

Selective Mutism. Selective mutism was previously referred to as "elective

mutism." Selective mutism is classified in the DSM tV TR as one of the "Disorders
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Usually First Diagnosed in Infancy, Childhood, or Adolescence." (DSM IV TR, 2000).

2006). According to the Web page of the Selective Mutism Foundation, this disorder was

ignored until the organtzation came into existence (2000). The DSM IV TR describes the

essential features of selective mutism this way, "Failure to speak in specific social

situations. Selective mutism should not be diagnosed if solely due to lack of knowledge

of required spoken language. Selective mutism should not be diagnosed if related to

embarrassment or a communicafion disorder" (t,.126).

The disturbance brought about by selective mutism must interfere with the child's

education. The difficulty must last for at least one month and not be restricted to

the fust month of school as children may be shy and reluctant to speak in a new

setting. The children with this problem may communicate by gestures, or by

short, monosyllabic monotone utterances, or even in an altered voice. (Selective

Mutism Foundation, 2006).

School refusal. School refusal is a problematic emotional diff,rculty that was

originally termed school phobia (Johnson, Falstein, Szurek, & Svendsen, 1941).

School refusal is more than the simple refusal to attend school. What appears to

be outright refusal to attend school is likely to be truancy. It is important to

distinguish bètrveen school refusal and truancy. One essential differentiation

between the two, is that children who experience school refusal experience it with

severe emotional distress about the notion of going to school. This distress c¿tn

manifest itself as anxiety, depression, or somatic complaints. ln this case, somatic

complaints refer to the child experiencing physical difficulties such as headaches

and stomachaches in association with his or her refusal to go to school.



Arxiety Rating Scále 42

On the other hand, children with truancy usually have an absence of anxiety or

fear about attending school. They often have antisocial behaviours and do not stay at

home as do children with school refusal. The contrasts between the two, school refusal

and truancy, ate stark, and well defined (Fremont, 2003).

Separation Anxiety. "The combined prevalence of the goup of disorders known

as anxiety disorders is higher than that of virtually all other mental disorders of childhood

and adolescence" (Costello, Angold, Stangl, Tweed, Erkanli, & Wothman,1996). A

coÍrmon type of anxiety disorder is separation anxiety disorder. In order to establish a

diagnosis of separation anxiety disorder, the symptoms must cause distress in the child's

social or academic functioning and persist for at least one month (DSM IV, 1994).

Typical manifestations of separation anxiety by a young child may take the following

forms: excessive crying at separation from the primary caregiver, temper tantrums, and

clinginess, especially in younger children. This latter behaviour is common and refers to

a situation where the child with separation issues physically hangs onto the primary

caregiver. Indeed, the young child may not allow the caregiver to leave his or her sight

for even a few moments. As young children lack the vocabulary and maturity to express

their feelings, the child's behaviours must be interpreted as being.an indicator of interior

feelings.

Behavioural Inhibition

Shyness, anxiety and schooling. Behaviowal inhibition is a term that is used to

describe, "a temperamental style charactenzed by a pattem of behaviors including

withdrawal, shyness, fearflrlness (of unfamiliar persons, objects, and situations), and

avoidance" (Kagan, Reznick, & Snidman, 1988). Behaviourat inhibition is believed to be
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closely associated with the later development of high social anxiety, social phobia, and

panic disorder (Mick & Telch, 1988; Biedennan, Rosenbaum, Chaloft & Kagan, 1995;

Rosenbaum, Biederman, Hirshfield, Bolduc, & Chaloff, 1991). The development of later

arxious problems such as panic and phobias makes it all the more important that an

effective intervention and treatment tools be designed for young children once they have

been identified to be at risk for the development of anxiety disorders.

Individuals with considerable risks for developing anxiety problems can be

identified during their fust years of life (Kagan, 1998). The discovery that behavioural

inhibition, a characteristic seen from the first years of life, is a strong predictor of later

anxiety and affective disorders (Kagan & Snidman,1999) means it may be possible to

identiff the early onset ofanxiety disorders and to test prevention and intervention

programs early in the course of the disorder. According to Gray and McNaughton (1982,

7996), it is an active and sensitive behavior inhibition system, reacting to signals of

novelty or punishment, that forms the biological basis of anxiety. Kagan, Reznick, &

Snidman, (1987) have described a temperament construct, which they termed "behavioral

inhibition to the unfamiliar" (BI), in young children. The researchers depict BI as the

predisposition to be irritable as an infant, unusually shy and fearful as a toddler, and

quiet, cautious, and withdrawn in the preschool and early school age years, with marked

behavioral restraint and physiological arousal in unfamiliar situations. Some studies

(Kagan, Reznick, & Snidman, 1988; Rosenbaum et al, 1991) show that there is a link

between behavioral inhibition and the development of arxiety disorders. Young children

suffering from behavioural inhibition are at an increased risk for developing multiple

anxiety disorders in later childhood. Biederman, Rosenbaum, Hirshfeld, Faraone, Bolduc,
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Gersten, & Meminger, Kagan, Snidman, & Reznick, in a 1990 study, found that

inhibited children had increased risk for multiple arxiety, overanxious, and phobic

disorders. They suggested that behavioural inhibition also may be associated with risk for

anxiety disorders in children. The most comprehensive research on behavioural inhibition

comes from ongoing longitudinal studies conducted by Kagan's and his colleagues

@iederman, et al., 1990). Kagan's team wanted to see if there were connections between

certain behaviours in infancy and early childhood that were predictors for anxiety in later

childhood. lnlgg4,Kagan administered a battery of visual, olfactory, and auditory

stimuli to a sample of 462 children, 4 months of age. The goal of his study was to identifr

those children who were more likely to display anxiety later in life. The children's

reactions to these stimuli were then described as either "high reactive," or "low reactive."

Most of the children (N:369) retumed to the laboratory atage 14 and 21 months,

where they were exposed to a variety of unfamiliar events. About 30Yo of the sample

showed four o¡ more fears at 14 months old and27 months old, which Kagan considered

to be a high level of fear. One half of the children, who had been classified as high

reactive infants, had four or more fears at both 14 months and2l months of age;

compared with 10% of those who had been classified as low reactive. Kagan reports that

75Yo of these children who had been considered low reactive had either no fears or only

one fear at both ages.

A majority of these children were evaluated again when they were 4ll2 years old.

The children interacted with an unfamiliar adult who administered a battery of tests that

measured the child's cognitive level, heart rate, and blood pressure. The children were

also involved in a play session with other unfamiliar children.



A¡xiety Rating Scale 45

Kagan forurd that 46 %o of the children who had been high reactive infants were

classified as inhibited when playing with two other unfamiliar children compared with

only 10Yo of low reactive infants. Moreover, the children who had been classified as

high-reactive infants displayed significantly fewer smiles and spontaneous comments

with the examiner than did the children classified as low reactive.

Some of the children (164) were evaluated at age 7 ll2 years of age. The mothers

of the children who were observed af 4, T4, and2I months were asked to complete a 3

point scale questionnaire that contained34 descriptions of behaviours that were

appropriate for children of this age. The mothers were then contacted by telephone and

asked to elaborate on their responses, as well as to provide specific examples supporting

their answers. Kagan employed three sources of data; the questionnaire, interviews with

the mothers, and interviews with the children's teacher. If all three sources agreed that a

child met the criteria for arxious symptoms, the child was then placed in an anxious

group. As a result of this study, 43 children were classified as possessing anxious

symptoms. Considering all of the results, Kagan concluded that " a classification of high

reactive at 4 months \¡/as as good a predictor of anxious symptoms at7 Yz years..."

(Kagan, 2001p.222).

Additionally, Barlow (2002) reported that there have been numerous studies

linking behavioural inhibition in early childhood with social anxiety and social phobia in

adolescence. A valid, reliable measure of early childhood anxiety symptomatology is

essential to the prospect of identiffing those children at risk of developing an anxiety 
'

disorder. Behavioural inhibition is a multifaceted phenomenon whose biological,

physiological, and behavioural origins have been described (Eysenck, 1967, l98I:' Gray,
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1982; Gray, 1985; Gray &. McNaughton,lg96; Kagan, 1989, 1994;Kagan & Snidman,

1991,1999; Kagan, Snidman, & Arcus, 1992; Kagan, Reznick, & Snidman, 1988).

Behavioural inhibition has been described as a child's initial withdrawal from

unfamiliar persons, settings, or challenging events followed by comfort seeking from

someone well known to him or her. Also, the child looks fearful and distressed,

suppresses any ongoing play or social behaviour, and refrains from interacting at all with

the unfamiliar object or setting, and from vocalizing and smiling (Kagan, 1989;Kagart &.

Snidman, 1991,1999; Kagan, Snidman, & Arcus, 1992).

Shyness. Shyness is a term that is replete with meaning. One researcher described

it in this way,"aheightened state of individuation characterized by excessive egocentric

preoccupation and over concern with social evaluation...with the consequence that the

shy person inhibits, withdraws, avoids, and escapes." (Zimbardo,l982,p-a6Q. The result

of this heightened emotion is that the child becomes unable to function in an appropriate

way. Shyness is a problem that has an impact on the ordinary functioning of the child in

his or her daily routine. In this context then, shyness can be equated with social anxiety

(Henderson &, Zimbardo, 200 I ; McNeil, 2001).

Shyness is defined as anxiety and behavioural inhibition in social situations

(Leary, 19S6). In school, the primary symptom of anxiety disorder is behavioural

inhibition (Kagan, Reznick, & Snidman, 1988). Behavioural inhibition most frequently

manifests as shyness. Shyness occurs most frequently in situations that are novel, suggest

evaluation of the person, where the person is conspicuous, or when others are intrusive

@uss, & Plomin, 1986; Crozier,1995)-
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Young shy children often show an apparent eagerness to observe others,

combined with a reluctance to speak to or join with them (Asendorpf, 1993). As an

example, shy children may remain silent around unfamiliar people, even when spoken to.

Shy children may refuse to enter a new setting such as a classroom without being

accompanied by a parent. In addition, shy children may refirse to participate in athletic or

play activities. They may look at the ground when around unfamiliar individuals and they

may go to great lengths to avoid calling attention to themselves. Shy children want to

interact'ñ¡ith unfamiliar others, but don't because of their fear (Asendorpf, 1993).

Asendorpf reported that recent nonclinical studies of children who do not often interact

with their peers have identifred one of the three kinds of solitude as being "social-

evaluative sh¡mess." Social-evaluative shyness was described, by Asendorpf, as being

high shyness in early familiar peer groups. He added that social-evaluative shyness was a

risk factor for the development of internalizingproblems in mid-childhood. The study

reported that this type of shyness mirrored a high sensitivity to peer attitudes, and that

this sensitivity may lead to internalizing problems.

These five problem areas that can often accompany anxiety disorders are

indications of how complex this area is. Selective mutism, school refusal, separation

anxiety, behavioural inhibition, and shyness individually can pose formidable diffrculties

for the children afflicted by them, and for the provision of their treatment. Anxiety is a

diffrcult, zurd problematic disorder, but the possibility of the accompanying features

makes the condition so much more onerous.

Anxiety and schoolÌng- The effects of anxiety on the ability of children to operate

publicly and to engage in social interactions with their peers may seriously impair their
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ability to form friendships. One of the interesting side effects of young children learning

to make friends, is their development of empathy and prosocial behaviour (Seifert &

Hoffrtung, 1987)- These of course are excellent qualities for young children to possess,

enabling them more easily to make friends. However, anxiety to such an extent that it

impairs the acquisition of these qualities makes it more diffrcult for some children to

become part of their school communities.

Diffrculties in dealing with anxiety also may reduce a child's ability to learn

(Ialongo, Edelsohn, werthamer-Larsson, Crockett, & Kellam, 1994;Ialongo, Edelsohn,

V/erthamer-Larsson, Crockett, & Kellam, 1995).Ialongo et al (1995) studied alarge

community sample of children (n:570). In their 1995 study, it was found that children

who scored in the top third of anxiety symptom self-ratings in Grade One, were l0 times

more likely to score in the bottom third of achievement scores, as measured on a

standardized achievement test, four and a half years later. The results of this sfudy were

similar to the results of Ialongo et. al's. 1994 study which was of a shorter duration but

using the same sample. In the latter study, children who scored in the top quarter of

anxiety selÊrating scales in the fall of Grade One, weire 7.7 times more likely to be in the

bottom quarter of scores on reading achievement in the spring term. The authors

concluded that their results suggest that difficulty with anxiety may related to academic

development and that intervening to reduce anxiety might have an ameliorative impact on

academic progress (Walker, 2006).

Instruments usedfor identification of araiety. Since Kindergarten and Grade One

are part of a universal system of public education, this age is ideal for health-related

screening programs. From an educational perspective, this is the ideal time to initiate



Anxiety Rating Scale 49

prevention and early intervention programs (Roberts, Attkisson, & Rosenblatt, 1998). In

fact, it is common for Kindergarten and Grade One students to be screened for problems

in vision, hearing, language, motor development, social behaviour, and attention span

(V/alker,2006). However, a barrier to developing effective early identification,

prevention, and intervention programs is that most measures of anxiety have been

developed for older children, at later grades, who read and write. Few measures are

available for children under eight years ofage.

Presently, there are instruments that have subtests or sections designed to identifu

some characteristics of anxiety, shyness, and depression in early childhood. However,

these areas are secondary to the main purpose of these instruments. Consequently,

assessment in these areas is not as complete as might be obtained using an instrument

specifically designed to identiff the full constellation of the characteristics of arxious and

shy behaviours in early childhood.

While there are some instruments such as the Child Behavior Checklist (CBCL)

(Achenbach & Edelbrock,1992) and the Behavior Assessment for Children (BASC)

(Reynolds & Kamphaus, 2004) that have a component or subscale dealing with anxiety

that are appropriate for the Kindergarten to Grade one age group, anxiety, unfortunately,

is not a major constituent part of these instruments. Instead, it is subsumed in a broader

spectrum of behaviours. In addition, although these measures are widely used and possess

highly acceptable levels of validity and reliability, as well as being easy to administer,

they are inadequate for use by teachers, because they were designed to be administered in

their entirety by aparent the teacher, or as a self-report by an older child (8 years and
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over). Also, the ages of the children in this study preclude the use of a self-report scale

that requires a high level of reading or writing.

A reliable instrument. Since there has been a large increase in the number of

adults with anxiety disorders, phobias, and depression (Kessler, et al, 1994; OfÏord et al,

lgg6)and several studies have indicated that there is a relationship between anxiety in

early childhood and the later diagnosis of these difficulties (Pine et al, 1998; Regier et al,

1998; Schatzberg et al,l99l;Lewinsòhn, Gotlib, Lewinsohn, Seeley, & Allen, 1998); it

is imperative that a reliable instrument be developed ttrat will identiS children who are

highly anxious and at risk for anxiety disorder at the earliest possible opportunity.

Unfortunately, no such instrument now exists. A computer search using the key words

"anxiety in young children" and "rating scales" of several databases including (a)

Educational Resources Information Center (ERIC), (b) Psyclnfo, (c) National Institute for

Ment¿l Health (NIMH), (d) Dissertation Abstracts, (e) PubMed, and (f) several journals,

including the Journal of Consulting and Clinical Psychology, Archives of General

Psychiatry, Journal of the American Academy of Child and Adolescent Psychiatry, and

the Journal of Clinical Child Psychology did not identiff a measure for use by teachers,

designed to rate anxiety among school aged children aged five to seven years.

It would be helpful to have such an instrument for two reasons. First, a

teacher rating scale would be helpful in identiffing children who are experiencing

difficulty with anxiety, shyness, or fearfulness. Teachers have a unique and valuable

perspective because of their extensive and enduring contacts with individual children and

their ability to compare the functioning of one child with others at the same age. Second,

a teacher rating scale would be helpful in identiffing anxious children and evaluating the
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effectiveness of school-based programs aimed at reducing problems with anxiety. Such a

rating scale should be the beginning component of an assessment for anxiety, sh¡mess,

and depression, comparable to interview dat4 not the last word (Martens, 1992).

Challenges to the Assessment of Anxiety in Children

Problems to be considered. There are at least seven difficulties that need to be

addressed in considering assessment of children for arxiety. First, is that prevalence

statistics are inconsistent. Second, this inconsistency of knowledge of the prevalence of

anxiety in young children is confirsed by overlapping and variable definitions and

measures. Third, co-morbidity with other conditions and disorders is common, adding

confirsion. Fourth, definitions of anxiety and anxiety subtypes a¡e not agreed upon. Fifth,

explanations for the etiology of anxiety disorders are complex and sometimes

contradictory. Sixth, cognitive or behavioural trait variables are often emphasized

depending on the theoretical orientation and professional training of the researchers.

Seventh, anxiety in the home, in the clinic, and in the school may manifest differently.

Methods of identification. At present, a full assessment protocol for a child

suspected of being anxious involves his or her early identification, by parents or teachers.

This is followed by a series of information gathering activities to confirm the initial

identification. The information gathering activities usually consist of interviews with the

parents, child, and teacher. The next step is an observation of the child in the school

setting. Kendall & Flannery- Schroeder (1998) state that, " Behavioural observations are

best accomplished in the children's natural environments (e. g., school, home)." @.27).

Following this, a clinician administers an instrument to determine the existence and

severity of an anxiefy disorder. Parent rating scales are the most widely used measures at
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this stage. This is followed by an intervention to assist the child in dealing with the

effects of the disorder. This method is time consuming, as there are several steps that

have to be followed. In addition, some of the steps involved, such as observing and

interviewing, require specialized training. The child's progress then is monitored to

determine the success of the intervention.

Rating scales

The term rating scale has many meanings. It is a term used to refer to a

measurement continuum on which persons can be ordered with respect to the quantity or

quality of some variable (Aiken, 1996). The notion of rating involves the assignment of a

value to the variable measured. In the case of this study, the variable to be measured is

anxiety.

The major advantages of checklists and rating scales over interviews and

observations are efficiency, objectivity, and comprehensiveness. There is an ease of

administration in using checklists and rating scales that is not found in other means of

gathering information about a child's anxiety. The use of rating scales also precludes the

child from being put in an evaluative, conspicuous, and intrusive situation thus

confounding the measurement of anxiety with an experience that provokes it. Rating

scales can be completed by teachers, pârents, and other informants. In this way, a

multitude of viewpoints can be obtained. The nature of a rating scale allows it to present

more problems and thus obtain a wider range of information than other forms of

information gathering such as observations and interviews (Aike n, 1996).

In contrast to the present approach to assessing anxiety in young children, the use

of a teacher rating scale is likely to be less time consuming. It is anticipated that no
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special training of teachers will be required to administer a rating scale. The teacher

rating scale has another advantage in that it does not unnecessarily alert the child or

parents to the concems of the educators. As Wilson and Bullock have noted

Behavior rating scales have a unique position in the psychometric spectrum in that

they provide a behavior assessment of the individuals being rated. This single

attribute has made behavior rating scales very useful, because value judgments

about the appropriateness or inappropriateness ofbehavior is based upon the

multiple perceptions of those who observe an individual within a given

environment. A second feature of behavior rating scales is their brevity and ease

of use, which makes it possible for a rather broad range of behaviors to be

assessed in a time-eff,rcient manner. A third positive aspect is the fact that the

sophistication level of the rater is not a crucial element in the rating process

(Wilson, & Bullock, 1989, p. 186).

However, rating scales differ from naturalistic observations such as interviews

and direct observations in that the information obtained is gathered in an informal

manner. Scales also involve interpretation rather than simply recording observations

(Anastasi, 1988).

Rating scales are useful for evaluating the more global aspects of behaviour. They

are also useful for assessing behaviours that are diff,rcult to measure directly. Results

based on rating scales also can be compared with results obtained from more specific

observational procedures, such as interval or event recording. Ratings are valuable in

some assessment situations because they are less costly than other methods in terms of

time and personnel resources (Sattler, 1992, p. 494).
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Teacher rating scales have been in use for a number of years in a number of

areas related to mental health. For example, they have been widely used in evaluating

behaviour, attention def,rcit, and hyperactivity problems in the classroom (Aiken, 1996).

Their efficacy is well established (Aiken, 1996; Sattler, 1992) and, consequently, their

use is widespread (Aiken, 1996; Sattler, 1992).

Some instruments do include a number of questions that comprise an arxiety

subscale as part of a rating system for a broad range of behaviours. Two of the rating

scales most commonly used by teachers are The Child Behavior Checklist (CBCL)

(Achenbach and Edelbrock, 1991) and The Conners Rating Scales (CRS) (Conners,

Sitarenios, Parker, & Epstein, 1998). According to a review by Martens (1992),the

Conners Rating Scales are "...among the most widely used assessment instruments for

childhood problem behaviours in the world" G,.234). The Child Behavior Checklist is a

widely used instrument designed to obtain parents' ratings of their children's problems

and competencies. Each of these rating systems has a rating scale version designed

specifically for use by teachers.

The Child Behqvior Checklists. Achenbach and Edelbrock have developed three

instruments to assess children's behavioral symptoms: The Child Behavior checklist

(CBCL), The Teacher's Report Form (TRF) and the Youth Self-Report (YSR). The

CBCL was designed for parents to report on the behaviours of their children that may

indicate they are experiencing psychological diffrculties. The TRF is a teacher version of

the CBCL "designed to provide standardized descriptions of behavior, rather than

diagnostic inferences" (Achenbach & Edelbrock, 1983). The TRF is one of the most
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frequently used problem-behavior rating scales with children ages 6 to 16 years (Elliot &

Busse, 1992).

The CBCL consists of 113 behaviour problem items scored on a 3-step response

scale, plus 20 social competence items. The raw scores then can be converted to T-scores.

Coeffrcients of reliability are above .90. Several tests of criterion related validity support

the validity of this instrument. The CBCL has been found to be a reasonably reliable

instrument. Test-retest reliabilit¡ interrater reliability, and longer term stability were

assessed and found tobe -74,.96, and.60 respectively (Achenbach & Edelbrock, 1983).

Although the test-retest score is barely acceptable and the interrater reliability is high, the

stability score is inadequate. The literature reviewing this particular rating scale, for the

most part, seems to agree that it is a reliable scale with strong validity (Eiraldi, Power,

Karustis & Goldstein,2002; Aiken, 1996: Christenson,1992; Elliott, & Busse, 1992).

Unfortunately, the scale is aimed at children 6 years and over. AIso, one of the major

problems with this scale is that there is only one subscale out of nine that deals with

arxiety and, even atthat, anxiety remains only a part of a subscale. This provides too

small a sample of items to be of use in the study of anxiety, shyness, and depression in

the target population and raises serious questions about the construct and content validity

of the instrument with respect to shyness in particular and early childhood anxiety

disorder in general.

The TRF is designed to be filled out by teachers and usually can be completed in

less than an hour. The TRF provides a behaviour profile. Behaviour problems are

identified and arranged into clinical scales, which are based on an extensive factor

analysis of checklist items. There are 9 behaviour problem scales. These are arranged
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under the following headings: internalizing syndromes, mixed syndromes, and

externalizing syndromes. The exact position of the nine scales in relation to the three

headings varies with the sex and age of the child. See Figure 3, to see how the behaviour

problem scales, based on the Teacher's Report Form, are ¿uranged for boys age 6-l l.

In summary, the Child Behavior Checklist is a valuable addition to the field of the

assessment of children. It is quite useful in distinguishing clinical ûom nonclinical

populations and in supplying a broad overview of a child's behavior problems from the

parents' point of view (Keyser and Sweetland 1984), but is inadequate as a tool for the

diagnosis of childhood anxiety- Low test-retest reliability and stability scores

compromise the use of the tool to monitor interventions for anxiety. Poor construct and

content validity due to too few items in the areas of shyness and anxiety compromise the

usefulness of the CBCL in the identification and charactenzation of the disorder in

children.

The Conners Rating Scales. The Conners Rating Scales (CRS) is an instrument

that was designed to identifu hyperactivity in children. However, it also has been found to

be helpful in identi$ing otherproblem behaviours. The CRS is made up of two forms:

the Revised Conners Parent Rating Scale (CPRS-R) and the Revised Corurers Teacher

Rating Scale (CTRS-R).

The CTRS-R is designed to obtain information, through screening, to help in

understanding several important domains of child behavior (Conners, Sitarenios, Parker,

& Epstein, 1998). Conners et al (1998) describe the use of the scales to assist clinicians in

assessing, diagnosing, and treating children's behaviour problems. There are two versions

for use by teachers, a28- item version and a 39-item version. The 39-item evaluation
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administered by teachers will be discussed. The CTRS-R is designed to identiff behavior

problems and other signs of adjustment disorders in children aged4 to 12 years. The 39-

item version contains 6 factors for 3 to 17 yearold children, oppositional, hyperactivity-

impulsivity, inattentive/cognitive problems, social problems, arxious/shy, and

perfectionism.

The original CTR-S had the following factors: hyperactivity, conduct problem

emotional overindulgent, anxious-passive, asocial, and daydream-attendance problem.

The revision has included a more definitive delineation of behaviour problems to be

screened. Symptoms are rated on a 4-point scale. Raw scores on the factors are converted

to Zscores. Zscores two or more st¿nda¡d deviations above the mean may indicate

problem areas. The literature indicates that the Conners' Teacher rating scale has

adequate reliability and validity (Sattler, 1992; Conners, & Blouin, 1998; Aiken, 1996;

Martens, 1992; Oehler-Stinnett, 1992.

There many studies, critiques, evaluations, and reports about these two

instruments. The CBCL and CRS have become the benchmarks by which many other

clinical decision-making tools are judged (Doll, 1998). Some of the areas where

comparisons of the CBCL and the CRS have been made to other instruments are: ease of

administration (including scoring and interpretation), validity, reliability, and economy of

design.

Unfortunately, these instruments, although widely used, have only a very small

number of items focussed on anxiety and do not provide sufficient information for

research applications. Although these popular instruments are widely used and accepted,

they put less emphasis on arxiety than is required for research or identification purposes.
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Many of these irstmments are useful in identiffing children who may be at risk of

developing problems in behaviours that could include anxiety. However, anxiety is not

the main focus of these me¿ìsures. Although useful in identifring at risk children, they are

not specific to anxiety and include it onty as part of a broad band of problem behaviours,

or as a possible co-existing characteristic. In addition, these instruments do not make

suggestions for monitoring interventions, or for intervention evaluation. Although, they

may be re-administered after a period of time to monitor any changes in the severify or

frequency of the behaviours identified, they are silent on what to do to assist in educators

dealing with these behaviours.

As mentioned earlier, there are few measures of anxiety with good psychometric

properties available to be used at the Kindergarten to Grade Two levels (Walker, et al,

2006). An exception is the Spence Preschool Arxiety Scale (SPAS, Spence et al., 2001),

This is a 28 item questionnaire completed by a parent. It uses a five-point scale to

inilicate the frequency of a variety of anxiety symptoms. It has been evaluated in a large

community sample ranging from2.5 to 6.5 years of age. Confirmatory factor analysis

(Dadds & Roth 2001;Dadds, et al,1999;) indicated that the subscales for generalized

anxiety, social anxiety, obsessive-compulsive disorder, physical injuty fears, and

separation anxiety are generally consistent with the major arxiety dìsorders described in

the Diagnostic and Statistical Manual IV (DSM-IV,1994).

Spence et al (2001) presented the frndings of a study which involved 1138

children and thcir parents. The parents were asked to complete an interview, which was

rated on a five-point scale from "not at all true" to "very often true." The study involved a

large community sample of 3,4, and 5 year olds and fowrd that the items sorted into main
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factors corresponding to the main categories in DSM-IV relevant to this age group. These

were: generalized arxiety, social phobia separation anxiety, fears of physical injury, and

obsessive compulsive disorder with a higher order anxiety factor (Spence,

Rapee,McDonald, & Ingram, 2001). This study revealed that three year olds scored

highest on the arxiety measure, but that four and hve year olds scored similarly.

Unfortunately, the SPAS was designed for parents to administer, but not teachers.

As noted previously, the measurement of anxiety is much less developed for the

five to seven years age group than it is for those 8 years and over. Most children who

are eight years of age and over are able to respond to self-reporting measures conceming

anxiety, while Kindergarten aged children typically are not able to do the reading and

writing tasks required. There has been some work on pictorial rating scales for anxiety

in young children, but this work is at a preliminary stage @eter Murius, personal

communication to Dr John Walker, 2001; Turgeon, Vitaro, Marchand, & Brousseau,

2001). Teacher ratings have proven quite valuable in previous studies of other early

childhood problems as teachers have the advantage of being familiar with many children

at specific ages.

Summary of challenges in developing an anxiety measure. Some of the challenges

that need to be overcome in developing and designing an anxiety measure for young

children are: the age of the children, the attitudes of the teachers to using such a measure,

skepticism about the notion of anxiety in young children, and the need to establish all

t5,pes of reliability and validity

Children from five to seven years of age pose a problem for developing a rating

scale in that a self-report scale likely would not be of useful. This is because children at
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this age are just beginning to develop the ability to read and write. Consequently, their

academic skills are unreliable. A rating scale, to be completed by their teacher, would

overcome this diffrculty. It would allow for an unobtrusive report with respect to a child

who is suspected of having anxiety or shyness problems. An interview, or an observation

is likely to produce further anxiety for children who are already experiencing uneasy

feelings about the presence of a stranger in the classroom. This would likely be all the

more so if the child were aware that he or she is the subject of the observation. An

interview leaves no doubt in the mind of the child that there is something amiss and that

he or she is the subject of investigation.

Teachers' attitudes to the use of such a measure is a concern that has to be

addressed. Many teachers are familiar with the use of rating scales. However, they may

need to be reassured that using a rating scale to identiff an anxious child is going to be in

the child's best interests at such a young age. This might be accomplished by explaining

the content of the scale, how the information will be used, and that the scale is valid and

reliable. Also, teachers would have to be informed that all results are confidential and

assured that children who are identified as fitting the profile of an anxious child will

receive appropriate and timely treatment. Or, at least, that treatment options will be

offered to the family.

There are many other factors that present challenges to the development of an

anxiety measure. Measu¡es currently being used are often too general to be applied for

use in assessing anxiety in young children. Most measures are broadly based instruments

which may contain a sub scale dealing with anxiety, but anxiety as such is not their

purpose or focus.
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Most measures are oriented towards older children, adolescents, and adults. The

purpose of this study is to develop an instrument for use with young children from f,rve to

seven years of age. Consequently, these instruments are not suitable for this study.

Existing rating scales that are in wide use, e.g. The Behavior Assessment System

for Children (the BASC), and the Conners Teacher Rating Scale (the CTRS-S) were not

developed for use in schools with early years students.

Teachers are persons with whom young children spend a great deal of time-

Teachers require as much knowledge about their students as they can possibly obtain in

order to be able to successfully deliver the education needed. As a result, teachers need to

be brought into the early identification and intervention process. They play acrucial part

in the early identification and often will be required to assist in an intervention plan for

young children with anxiety.

Therefore, the development of a valid and reliable rating scale for use by

kindergarten and gade one teachers to identiû young children aged 5 to 7 years with

anxiety would be an important contribution to education.
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Chapter 3

Method

Introduction

In this study, a mixed methods research approach was employed using both

quantitative and qualitative methods. The data are presented in a two-study format. The

first study employed both quantitative and qualitative methods, involving semi-structured

interviews with teachers and the completion of a prototype rating scale- The second study

employed a quantitative method involving the administration of a revised version of the

prototype scale from Study l, and comparisons of its psychometric properties to other

instruments.

Key theme analysis. A key theme-analysis was used to formulate the common or

emergent themes in the data, and proved valuable in endorsing the items that appeared in

the prototype rating scale CIRAC). This confirmation of items in the TRAC meant that

any reconstructing of the Teacher Survey was not necessary. It became interesting to see

that a variety of teachers had many descriptions in common for anxiety in children. This

commonality gives reassurance that the emergent themes have validity because the

notions shared about what constifutes anxiety and shyness appeared to be consistent

within this group.

Study I

Participants

The subjects consisted of twenty-five provincially certified firll time kindergarten

and grade one public school teachers. All participants in the study were in the employ of
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one of three urban school divisions in Winnipeg, Manitob4 and were selected from

several schools in these divisions. In the schools chosen for the research, all that was

required for participation of the teachers was their permission and the permission of the

principals of their schools. Approval to conduct this research was sought and obtained

from the school principals concerned, the Educationô,lursing Research Ethics Board

(ENRB) Ofüce of Research Services, the University of Manitob4 and the Health

Research Ethics Boards Faculty of Medicine, University of Manitoba.

Particípant Profile. There were specific criteria that I sought in the choice of

teachers for this study. They had to be full time teachers willing to participate freely in

the survey and interview. As well, the principals of their schools had to be supportive of

the research, The school divisions were selected primarily on the basis of easy access to

the schools, the teachers, and the school principals. The schools, with one exception,

were all within short distances of each other. First, the schools were selected. Then the

principals were contacted and then the teachers were contacted. Schools and principals

familiar to me were the first ones contacted. The Anxiety Disorders Clinic contacted one

school that is part of the clinic's program, and the teachers there were asked to participate

in the study.

The teachers who \¡/ere surveyed taught Kindergarten, grade one or, in some cases

were teachirtg or have taught both. The range of experience varied from a teacher with

one year of experience, to teachers with more than twenty-five years of experience.

Instruments. Two instruments were used in the first study. They were developed

to elicit teachers' auitudes and concepts about childhood anxiety. The instruments were

developed by the team from the Arxiety Disorders Clinic at St. Boniface General
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Hospital. Members of this team, all psychologists, had expertise in various areas of child

behaviour as well as in childhood anxiety. Several methods were employed by the team

to formulate the two prototype instruments. For development of the Teacher Interview

Questionnaire (The TIQ), the members of the team consisting of a group of experts first

engaged in brainstorming ideas. Then, a review of the literature designed to derive

questions for the TIQ was undertaken. The questions chosen were then reviewed by the

team.

The Teacher Interview Questionnaire is a semi-structured interview containing six

open-ended questions divided into two sections of three questions each (See Appendix

D). The first section of the Teacher Interview Questionnaire form consists of three

questions asking teachers to describe behaviours that an anxious, fearful, or shy child

might exhibit in school settings. The second section consists of three questions also

designed to elicit the teachers' descriptions of anxious, fearful, or shy children who are

not especially anxious, shy, or fearful in social situations.

It is considered to be a semi-structured interview because the questions are written

for teachers to complete but may also be discussed with the interviewer. The questions

are open-ended and allow for latitude in the teachers' answers. The teachers were given a

choice as to whether they wished to complete the questionnaire on their own or with

assistance. All teachers were given the opportunity to complete the TIQ on their own

after a brief discussion about behaviours that might describe a shy, fearfi.rl, or arxious

child. The teachers then filled in the answers to questions of a general type regarding

anxiety in young children.
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The second instrument that was used is called the Teacher Ratings of

Survey Items for Children (TRAC) (See Appendix E). development of this prototype

scale followed the format previously described. That is to say, thatateam of experts from

the Arxiety Disorders Clinic at St. Boniface General Hospital engaged in brainstorming

ideas for inclusion in a prototype instrument. The team conducted a review of the

literature and examined specifically three instruments which had items relating to anxiety

in children. These three instruments were the Behavior assessment System for Children

(The BASC), the Conners Teacher Rating Scale (The Conners), and the Spence Preschool

Anxiety Scale (The SPAS). The team of experts then reviewed the questions for

suitability of fit for inclusion into a prototype scale. This is a rating scale consisting of 50

questions. The scale consists of two sections. The first forty-six questions are in the form

of a five point Likert scale requesting participants to circle the appropriate response to a

variety of questions about what constitute the most typical description of how a fearful,

shy, or anxious child may present in the school setting. The second part of the TRAC

consists offour spaces for teachers to enter in any descriptions or other related

information that they might feel may be missing from the survey questions of the TRAC.

The TRAC scale used in this study was devised by members of the Arxiety

Disorders Clinic in St. Boniface General Hospital, in St. Boniface, Manitoba. This scale

was devised so as to select the most common features of a child displaying anxiety,

shyness, or inhibited behaviour. Members of the Clinic collaborated in designing this

scale by reference to existing scales. As these scales were devised to indicate children,

adolescents, and adults with these disorders, it was felt that with modifications, some of
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the items contained in these scales could be of use in the development of a scale for

purposes of this study.

Qualitative Methods

For Study 1, a qualitative research method was deemed to be an appropriate

approach because it allowed the researcher to gain an understanding of the perspective of

teachers involved (Bogdan & Biklen, 2003;Denzin & Lincoln,2000).In qualitative

research, it is common for the researcher to attempt to understand the actions of the

informants as well as their interpretations of the world around them (Bogdan & Lutfiyya,

1996). This study was an attempt to bring such a human dimension to the collection and

interpretation of the data obtained. This attempt to gain the perspectives of the

participants w¿rs accomplished through personal contact with the participants by way of a

conversational dialogue that related to the questions and possible answers prior to the

completion of six pre-set questions (See Appendix D). It is my belief that by engaging the

teachers in this personal way, the results were useful in revealing those characteristics

and behaviours that helped to compose a reliable and valid instrument for the

identification of Kindergarten and Grade One children at risk for developing anxiety

disorder.

The data was gathered using semi-structured interviews with the teachers

participating in the study. Discussions with the teachers about their perceptions of what

constituted shyness and anxiety in young children preceded the introduction of the

prototype rating scale that they were asked to fill ouL The semi-structured interviews,

along with the open- ended questions on the prototype scale allowed for the combining of

the data management as well as the data analysis. Combining the semi-structured
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interviews with the information obtained from the prototype rating scale is one crucial

facet of qualitative research (Merriam, 2002).

This study used a variety of methods in gatherin g data. Several researchers have

referred to this approach, involving the use of semi-structured interviews, and open-

ended questions as the interweaving of methods in data gathering and data. Analysis

(Bogden & Biklen, 2003; Denzin & Lincoln, 2000; McEwan & McEwan,2003). Each

teacher's response was analyzed independently as well as considered with the other

teachers' responses.

One important procedure in qualitative research is the analysis of the data

received from respondents to identiff emergent themes common to the respondents'

selections and answers (Bogden & Biklen, 2003). Looking at the information in this way

enables the researcher to consider different themes that could emerge from the data.

Checking over these common themes serves as a means of est¿blishing whether the

whole procedure is operating in a way that fits in with the goal of obtaining information

for the development of a useful rating scale.

Specifically, the responses were analyzed with the intention of identi$ing

coÍtmon themes in the teachers' comments about the prototype rating scale. It was

interesting to see that the teachers' responses about what constituted arxiety had

similarities, in spite of the fact that they did not know each other and their comments

were made at different times and in different places.

Teachers' questions and concerns. It was hoped thatthe establishment of these

themes would allow for a restructuring of some ofthe rating scale questions that may be

vague or repetitive and the inclusion of a few questions that had not been included in the
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original prototype. Some teachers wanted to know if they should have an individual

student in mind when answering the questions on the rating scale prototype, or if they

should express what they felt were qualities that applied in a general fashion to children

whom they considered to be nervous and anxious. Concerns such as these were addressed

readily by inviting the participant teachers to think about these concepts in general; but

allowing that, if this proved difficult, they could answer with a specific child in mind.

However, it is imperative to note that the participating teachers were reminded not to give

any responses that may in any way, serve to identiff any child. The point here is that

through the use of a qualitative research method, a personal discussion of a very salient

point of procedure, would allow the participants to complete the subsequent rating scale

with confidence, and to seek procedural clarification during the process. A strictly

quantitative approach would have precluded the possibility of such a valuable

interchange.

Development of the question's. The interview questions for the Teacher Interview

Questionnaire were developed by a team of experts in the field of arxiety disorders from

St. Boniface General Hospital, of which the principal researcher was a part.These

questions were designed to elicit opinions from the respondents, and to generate

discussion relating to the characteristics that make up anxiety and shyness in young

child¡en. The teachers were asked to think of a child or children who would, in their

opinion, exhibit the characteristics associated with anxiety, sh¡mess, and inhibited

behaviour. When questions arose as to what I thought these terms meant, I engaged in a

brief discussion with the teachers, with the goal of having them articulate those features

and behaviours which they felt made up these problems- Then, the teachers were asked to
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answer the six questions of the structured interview in the Teacher Interview

Questionnaire. It was found that the preceding discussions were helpful to them in both

formulating and writing out their responses.

The categories that were addressed by the interview questions related to two

comments to which the teachers were asked to respond. Each of the comments had three

questions that were answered by the teachers. The first comment is "some children are

very shy or socially anxious in school settings." The three questions relating to this

comment that were to be answered are: Question 1. *What descriptive words would you

use for this type of child in the classroom?" Question 2. *What behaviours would you see

in the classroom or the school that would suggest to you that a child is particularly shy or

socially anxious?" Question 3:"What situations may be difficult for this child in the

school setting?"

The second comment was "Some children may be fearful or anxious even if they

may not be especially shy in social situations." Teachers were asked to respond to this

comment by answering the same three questions as for comment one. Question l "What

descriptive words would you use for this type of child in the classroom?" Question 2,

"What behaviours would you see in the classroom or the school that would suggest to

you that a child is particularly shy or socially anxious?" Question 3, "What situations

may be diffrcult for this type of child in the school setting?" Issues of usefulness of the

scale. There are at least 7 characteristics that must be incorporated into the design of a

teacher rating scale for the identification of young children with anxiety (Gay & Airasian,

2000; Graziano & Raulin,2000; Aiken, & Groth-Marnat,2006).
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Issues oJusefulness of the scale. There are least 7 characteristics that must be

incorporated into the design of a teacher rating scale for the identification of young

children with anxiety (Gay & Airasian ,2000; Graziano & raulin, 2000 Aiken, & Groth-

Marnat,2006).

PlausÌbility. A scale will be useful if it is plausible. The plausibility of the scale

refers to its credibility for use in measuring what it is intended to. ln this way, it is much

like the validity of a test instrument, in that a properly designed instrument must measure

what it purports to measure. If the rating scale does not possess this critical quality then it

is not useful, and should be discarded. According to Aiken, "Perhaps the simplest or most

straightforward method of obtaining evidence for the validity of a psychometric

instrument is to examine its content." (Aiken,1996 p.100). This examination of the

content may be accomplished in several ways. However, from a qualitative research

methods perspective, the use of experts' judgments of the extent to which the content of

the instrument pertains to the purpose for which it was constructed would be employed.

There are other ways to help establish plausibility or validity, but as they employ a

quantitative approach they will be discussed later.

Practicality. The second quality necessary for establishing a useful rating scale

for teacher use is the need for it to be practical. That is to say, the rating scale must be

useable in a hands-on way and give the administrator of the scale a sense that it is a

worthwhile instrument because it is practical and not too abstract.

Ease of administration. A third quality that a successful rating scale must have is

that it should be easy for the teacher to administer. It should not require extensive training

in its administration. The instructions have to be clearly and simply written so as to be
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readily comprehensible by classroom teachers who may have limited experience and

training in the administration of psychometric instruments.

Appropriate and responsible. A fourth characteristic to ensure a successful rating

scale is that it should be professionally appropriate and responsible. These two terms

refer to the need to assure that the rating scale has the qualities of a well-constructed

instrument. The most notable feature of such an instrument is that it must measure what it

states it measures in a consistent fashion. This means that a successful rating scale is

reliable if its results are free from errors of measurement (Aiken,l993,p.7S). These

effors include being affected by such factors as the internal state of the child, such as

illness or low enthusiasm, or external influences such as an uncomfortable environment

in the classroom at the time of the administration of the instrument.

Inexpensive. A fifth characteristic that can ensìre a useful scale is that it be

inexpensive. It must be inexpensive in terms of cost to purchase, in terms of time to

administer, and in terms of personnel time needed to become familiar with the

administration and interpretation of the instrument.

Ease of scoring and interpretation. Asixth quality that asuccessful rating scale

should have is that it must be easy to score and interpret the results obtained. The

obtained scores should not have to be manipulated or transformed in order to arrive at

their meaning. Ease of interpretation will enhance the teacher's ability to use the test

with confidence.

Suggested interventÌons. A seventh characteristic that arutíngscale should

possess is that it should suggest preferred interventions based on the results obtained
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from the scale- Many standardized instruments do not offer suggestions for intervention

after the results have been secu¡ed.

These seven characteristics that together make up a successful rating scale can be

viewed from a qualitative research perspective. The degree to which these qualities

appear or do not appear may best be determined by looking beyond any numerical or

statistical data about these variables. Although statistical information would certainly be

helpfirl, a thorough investigation using observation of these variables is the preferred

method. The researcher must ask him/herself if the variables are present or not? If not,

does the absence of any particular variable have a detrimental effect on the validity,

reliability, stability, and usefulness of the rating scale? Once acceptable answers to these

questions are obtained, then the researcher can proceed in knowing the status of the scale

from a quantitative perspective

Procedure for Study I

School principals from the various school divisions were sent a letter requesting

the participation of Kindergarten and grade one teachers who might be prepared to

present themselves as candidates to be interviewed for the study. Please see Appendix A,

Letter to the Principal.

The letter contained the process involved in the interviews. Also, the letter

included the rationale for the study (See Appendix A). Teachers of Kindergarten and

grade one were canvassed by the principal to see if any would be interested in

participating in the study. Those interested in being a participant notified the principal.

The principal, by a phone call, related to me whether there were interested parties or not.

Those who indicated a desire to be participants, as indicated by the school principal, then
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received a letter from the principal investigator outlining the procedure to be employed in

the interview (See Appendix B). The principals did not know the specific identities of the

participants

. Twenty-five teachers were recruited from five different schools located in three

different school divisions. These school divisions are all in the City of Winnipeg, or close

by. I was a teacher in one of the school divisions for many yea.rs. As a result, the process

of obtaining approval from the principals of these schools, and possible interested

participants was not as involved as it would have been in other school jurisdictions. A

few members of the Anxiety Disorders Clinic at St. Boniface General Hospital also have

been involved in working with children from one of the major school divisions within the

city limits, and consequently obtaining approval for conducting the research, as well as

soliciting interested teachers here also was straightforward. The principals were asked for

permission to conduct an investigation with teachers interested in the process as well as

in the topic of the research.

The teachers then were contacted by phone by the principal investigator to set

appointment dates. The principal and teachers were informed that the interviews and the

completion of the survey form should take no more than a half-hour. It siiould take

aboutl0 minutes for the teachers to participate in and complete the Teacher Interview

Questionnaire form (TIQ). The teachers \^/ere able to complete the TRAC in about 15 to

25 minutes. Teachers were sent a letter outlining the procedures to be used in the

interviews and completion of the survey.

The principal investigator alone conducted the interviews. The goal of the

interviews was to find out what behaviours children exhibit at school that teachers
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recognize as shyness, anxiety, nervousness, or inhibition. The teachers were given a

Teacher's Consent Form to read and sign prior to filling out the questions and survey

form (Appendix C). The Teacher's Consent Form was explained to the teachers prior to

their participating in the interviews, and before they signed their consent.

To obtain the teachers' dat4 at the interview session, the teachers were presented

a two-page form called the Teacher lnterview Questionnaire form (Appendix D). This

form requested information about their perceptions of shy, arxious, or inhibited children.

The two pages of the Teacher Interview Questionnaire will be completed as an interview.

At fust, this was done by informing the teachers that the purpose of the semi-structured

interview was to assist them in formulating and conceptualizing an idea about what might

constitute anxiety, shyness, and inhibition in young children. The information was also

designed to put the teachers at ease in the event that they may have some anxiety about

the process. The teachers were asked to think about the behaviours that they would

associate with a child who appears to exhibit shyness, arxiety, and inhibition. The ideas

that the teacher may be considering could refer to either a child in their current class or

perhaps a child or children from past classes.

The teachers then were presented with a form containing three open-ended

questions about children who may be very shy or socially anxious in school settings.

Teachers were informed that they could complete the form alone, using a pen or pencil

or, if they wish, to discuss the questions and then complete the form. The purpose of

administering these questions is twofold: one, to obtain important information as to what

the teachers perceive as behaviours describing anxiety and shyness, and second, to

prepare teachers to conceptualize how these behaviours manifest themselves, so as to
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better prepare them for filling in the survey form. The completion of the Teacher Survey

should take no more than ten to fifteen minutes.

Participants were informed that the principal investigator is available for

assistance should it be needed. A further th¡ee questions were asked concerning children

who may be fearful or anxious although they may not be especially shy in social

situations (See Appendix C.) Immediately following completion of this semi-structwed

interview, teachers will then complete a Teacher Ratings of Survey ltems form (TRAC)

(Appendix E).

The Teacher Ratings of Survey form (TRAC) was constructed by the members of

the Arxiety Disorders Clinic at St. Boniface General Hospital of whom the principal

investigator is a part (See Appendix E). This semi-structured interview and completion of

the brief survey form lasted about 20 to 30 minutes. Teachers completed the forms, which

were then placed in sealed envelopes provided for them. The identity of the participant

was known only to the principal investigator. The names of the teachers did not appear on

the interview form or the 5O-item survey. A number was assigned to each of the

completed forms so as to enable the investigator to keep track of the forms. Assigning of

a number would allow for ease of communication should the need arise. The principal

investigator then collected these completed forms which were then placed in a secure

facility to which only the principal investigator will have access. Participation in this

interview and survey form involved no risk for participants. Teachers were given a

consent form to sign indicating that they have understood to their satisfaction the

information regarding their participation in the research project and that they agree to

participate as subjects. See appendix C for the Teachers Consent form.
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Ail data was treated as confidential information. No individual results were

reieased to anyone except the principal investigator. To ensure con-fidentiality, personal

information or data collected about participants in the investigation is not about the

purpose of the investigation. The purpose of the investigation is the suitability of a survey

form for use in identi$iing shy and arxious young children, not the teachers who are the

participants providing the information. As a consequence, personal data about individual

teachers were not reported or made public. Information or data collected will not be

associated \À¡ith the participant's name or other identiffing information. Access to the

information will be limited to the principal investigator directly involved in the research.

The principal investigator may share results with other researchers in the field. The

shared information will not include the participant's name. As mentioned earlier, the data

collected will be kept in a secure locked cabinet to which only the principal investigator

will have access. The data are password protected on a computer.

The principal investigator will provide feedback to the participants. This could be

done by presenting the participants with a printed copy of the results. The information

obtained from these forms could then be examined so as to determine which behaviours

teachers typically use to describe shy, anxious, or inhibited children. The behaviours

most often chosen by the teachers will then be used to fonn the revised rating scale. A

draft version of this scale will then be constructed. When this dissertation thesis is

approved, participating teachers will be provided with feedback about the study's

findings.

It was intended that if the results of Study I showed consistency among (l) the

literature, (2) teachers informal ideas about anxiety in school children derived from
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interview questions, and (3) TRAC questions, then the psychometric properties of the

TRAC would be assessed. This assessment is presented in Study 2

Study 2

Participants.

The subjects in this study consisted of l6 teachers and the parents of children who

were identified as having anxiety disorder by the Anxiety Disorders team at St. Boniface

General Hospital. The parents were selected as they were participating in a program for

parents of shy and fearful children called Coaching for Confidence. The teachers

completed abattery of three tests, the TRAC (Coaching for Confidence research team,

2002) and the anxiety subscales of the Conners (CTR-S) (Conners, Sitarenios, Parker, &

Epstein,1998), and the Behavior Assessment System for Children (BASC) (Reynolds &

Kamphaus,2004). As part of the research, the parents completed the Spence Preschool

Anxiety Scale (SPAS) Spence, Rapee, McDonald, &.lngtarn,200l), a form describing

their children. These parents then asked the teacher as part of the research to complete the

battery of three tests describing the child's functioning in the classroom. The teacher

received an honourarium of $ l0 for returning the completed forms to the researcher. The

Children were not participants in this study.

Features of Quantitative Research

For Study 2, quantitative research methods were deemed to be an appropriate use

for this investigation because they allowed for a numerical interpretation of the

information obtained. ln this way, the data can be examined and presented in a manner so

as to present the interpretation of the information in a measured way. This enabled the

data to be subjected to a statistical analysis.
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There are many definitions or descriptions of quantitative resea¡ch. Gay &

Airasian describe quantitative research in this way:

Quantitative methods of research are based on the collection and analysis of

numerical dat4 usually obtained from questionnaires, tests, checklists, and other

formal paper-and-pencil instruments. ...Quantitative researchers generally have

little personal interaction with the people they study, since most data are gathered

using paper and pencil, structured, noninteractive instruments.

Underlying quantitative research methods is the belief or assumption that we

inhabit a relatively stable, uniform, and coherent world that can be measured,

understood, and generalizedabout (2000 pp.S & 9).

There are two principal applications in the use of statistical analysis. These are (l)

descriptive statistics, and (2) inferential statistics. Descriptive statistics make it easier to

rurderstand and categorize the data. Inferential statistics assist the researcher in making

inferences or deductions about the participants in the investigation (Graziano & Raulin,

2000).In Study 2 an approach utilizing elements of both descriptive and inferential

statistics was used.

For Study Two, the aim of the investigation was a twofold one. The first goal was

to administer the Teacher Rating of Anxiety in Young Children instrument (TRAC) with

the teachers of a group of children who were nominated by their parents as being anxious

children. The second goal was to compare the results obtained from the TRAC with the

anxiety items from the Spence Preschool Arxiety Scale (SPAS or the Spence), Corurers

Teacher Rating Scale (CTRS), and the Behavior Assessment Scale for Children (BASC).
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These are shorter but more widely used teacher ratings, which are designed to cover a

much broader age range of children than the TRAC.

Descríptive statÌstics. According to Graziano & Raulin, "There are three

important groups of descriptive statistics: (1) ûequency distributions, (2) graphical

representations of dat4 and (3) summary statistics. lnterpretation of the data employed

these groups of descriptive statistics, and they will be presented in a way so as to describe

the psychometric properties of the TRAC.

Psychometric properties of the TRAC. The American Heritage Dictionary defines

psychometrics in this way, "The branch of psychology that deals with the design,

administration, and interpretation of quantit¿tive tests for the measurement of

psychological variables such as intelligence, aptitude, and personality traits" (1969,

p.1056).

With this definition in mind, there are several properties that will be presented.

The TRAC was compared with three other instruments. The resulting data from these

comparisons can be used to determine the efficacy and reliability of the TRAC.

Favourable comparisons with well known and widely used psychometric instruments will

mean that the TRAC has reasonable and acceptable properties for use in identiffing

anxiety in young children. These comparisons are called correlations.

Correlations.

The comparison of the four instruments (the TRAC, the SPAS, the CTR-S, and

the BASC) with each other will be performed once information from the four instruments

has been gathered. Each participant was assigned an ID number. Then, a number was

designated for each response. The responses were recorded using a five-point Likert
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scale, ranging from 0 to 5. For example, from the TRAC the choices were, Not at all

Typical:0, Seldom Typical=l, Sometimes Typical:2, Quite Often Typical:3, and Very

Often Typical:4. The responses were then coded for use in a statistical program. The

statistical program used was the. Statistical Package for the Social Sciences (SPSS). This

is a very widely used program and is likely the most popular in use.

The code was used in this way: when a response was 0 (Not at all Typical), it was

assigned a numerical value of 0. Subsequent responses were assigned numbers in a

similar way, e.g. a response of 1 (Seldom Typical) received a value of 1; a response of 2

(Sometimes Typical), received a value of 2; aresponse of 3 (Quite Often Typical)

received a 3; and a response of 4 (Very Often Typical) received a value of 4.

The SPSS is a computenzed program which allows for the cross comparisons of

test instruments such as those used in this study. The resulting cross comparisors are

referred to as correlations. The program assigns a value to the strength, or the lack, of the

relationship among these iristruments. The value in this instance is called the product-

moment correlation, the Pearson r. This is the most common technique for calculating

cross comparisons, or correlation coefFrcients.

The strength of a relationship using a Pearson r correlation coefficienJ is shown

by the size of the correlation. A number is assigned to the instrument under consideration.

A number close to either a *l or a -l is a sign of a strong correlation indicating that the

variables match so closely, that if we know the value of one of them, it can be predicted

with a high degree of accuracy, the value of the other. Hence, if the correlation

coefficient ¿unong the four instruments corresponds highly to each other, then it is a

strong indication that the TRAC possesses a high degree of reliability.



Anxiety Rating Scale 8l

"Correlational research involves the collecting of data in order to determine

whether, and to what degree, a relationship exists between two or more quantifiable

variables." Gay &, Airasian, 2000, p.321). In this case, the variables being compared are

the anxiety items in three instruments with the TRAC.

In correlational studies the scores from one variable are being compared with the

scores from another variable. Each comparison is assigned a number called a correlation

coefficient. A correlation coefücient is a number which is assigned to describe whether

the relationship between the variables is a close one or not. The correlation coefficient is

a number between -1.00 to +1.00. The majority of correlation coefficients are expressed

in decimal numbers. These ca¡r be negative or positive. A correlation coefficient indicates

the strength of the relationship between the two variables being researched. A correlation

coefficient close to either -1 or +1 indicates a strong relationship between them. The

importance of this information, is that knowing the correlation coefficient of one variable

allows us to predict the level of the other with a high degree of accuracy (Ormrod,

Saklofske, Schwean, Harri son, & Andrews, 2006)

There are different methods of calculating a correlation co-efficient. The most

commonly used method is the product moment correlation. This is more commonly

referred to as the Pearson r. The Pearson r is used most often because the majority of

instruments in education measure such characteristics as personality and achievement.

The data from these types oftests is usually reported in an interval form. Interval scores

are scores that contain a uniform space or gap between the scores. This allows for an

easier establishment of a Pearson r in determining a relationship than other methods of

establishing a correlation coeffrcient. To determine the Pearson r, a formula is applied,
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incorporating the data from the variables to be compared. The implementation of this

formula yields something called statistical significance. This term refers to the conclusion

that can be drawn from the results. If the results are statistically significant that indicates

that the results obtained by using the Pearson r are not likely to have occurred by chance.

As a result, the strength of the relationship between the variables can be determined with

confidence. The Pearson r is a more precise technique than other measures of correlation

computation.

Procedure for Study 2

Sixteen teachers completed abattery of four test instruments. The parent

participants \¡/ere selected on the basis of being members of a group of parents of children

with anxiety disorders. The parents were asked for their participation in completing the

Spence Preschool Anxiety Scale (SPAS). The tests were administered to the parents by

members from the St. Boniface General Hospital team from the Anxiety Disorders Clinic.

The teachers of these children were asked for their co-operation in completing a battery

of three tests, the Conners Teacher Rating Scale (CTR-S), the Teacher Rating of Survey

Items (TRAC), and the BehaviorAssessment Scale for Children (BASC), and the TRAC.

The CTR-S, and the BASC contain items in subtests that deal with arxiety. These tests

are not wholly committed to anxiety, but rather to a global approach to identiffing

several problematic behaviours of children.

The information obtained from all the test items dealing with anxiety will be

compared with each other- The results overall indicate that the reliability of the TRAC

compares favourably with the other tests. Reliability means that the test has a high

likelihood of identifying the children with arxiety. The reliability measure used was an
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assessment of the internal consistency of the TRAC. The findings indicate that the TRAC

has good internal consistency. That is, that the reliabilify of the scores produced by the

TRAC is consistent. If the child were to be assessed again atalater time, the results have

avery high probability of confirming the earlier results. This is an indication that the

TRAC is atest that can be employed with conviction.

A reasonable level of validity was established through the content and item

analysis previously described. Validity gives the confidence that the interpretations of the

test results are appropriate. Validity is that quality of a test whereby it purports to

measure what it intends to. This means that the TRAC does measure the presence of

anxiety in young children. According to Gay & Airasian ,"... ã test is valid for a

particular purpose for a particular group." (2000, p.630).

Comparisons of results obtained from the four tests was accomplished by using a

computer program, the Statistical Package for the Social Sciences (SPSS) that gave the

correlations between, and among, the SPAS, TRAC, CTR-S and the BASC. These

correlations gave information as to how well, or not, the results obtained are consistent.

This consistency, in turn gave information as to the reliability and validity of the TRAC.

The results of these comparisons will be presented in Chapter IV.
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Chapter 3

Findings

The focus of this study was to develop a rating scale designed for use by teachers

to identiff anxious and shy children, aged 5 to 7 years, in Kindergarten and grade one.

Organized in two parts, the first part of the study, Study 1, required teachers to be given a

semi-structured interview, as well as complete a 50-question prototype rating scale. In the

second part of the study, Study 2,the psychometric properties of the final version of the

Teacher Rating Scale for Children Aged 5 to Seven Yea¡s (TRAC) were compared with

the psychometric properties of three other instruments, the Spence Preschool Anxiety

Scale (SPAS), the Conners Teacher Rating Scale (CTR-S), and the Behavior Assessment

Scale for Children (BASC).

Study I

Study I employed a predominantly qualitative approach for data collection. The

data were collected using a semi-structured interview employing two sets of three

questions. Meetings with the teachers were arranged. These meetings took place in the

teachers' classrooms before or after school or during lunch periods. At no time was

teacher class time taken. The session began with a form called the Teacher Interview

Questionnaire (TIQ) (Appendix D). The teachers were given the opportunity to review

the form and were encouraged to discuss the three comments and the six questions about

the comments.

A discussion ensued between the teachers and the principal investigator. For the

most part, the discussion centred around the notion of anxiety and whether the teacher

should have a single sfudent in mind, or a couple of children past or present, when
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completing the questionnaire and the Teacher Survey of Items form. After a short period

of time, usually about five minutes, the teachers began completion of the Teacher

Interview Questionnaire form (TIQ) (See Appendix D). This approach allowed the

teachers to ask questions and assisted them in formulating responses to the questions. In

discussing this procedure at the end of the interview, teachers found it to be helpfirl and

not as intimidating as expected. At all times, teachers were encouraged to ask questions

about what they were being asked to do. Very few said they needed further clarification.

In interviews after the procedure v/as completed, most teachers replied that they felt

comfortable in completing the items and that the interview w¿rs helpful in reducing any

stress or doubts about what they were getting themselves into.

Analysis of teacher responses. An analysis of teacher responses to the six

questions in the Teacher Interview Questionnaire (TIQ) (Appendix D) was conducted

with a view to ascertaining emergent themes cortmon to the 26 teacher responses. The

data analysis was conducted in a multi-step process. First, the responses were recorded

question by question on sheets of paper in such a way that all responses to each question

were collected together. This resulted in 104 pages of data. Data was taken from the

teachers' written verbal responses and also entered on sheets of paper. The information

was then distilled by identi$ing emergent themes. These themes were then identified by

key words and words associated with these key words. This was accomplished by

spreading the 104 pages on a table and underlining or highlighting the salient terms and

key words with a marker. By reading and rereading the data I was eventually able to

formulate these 19 themes that fully captured the essence of what these teachers had to

say.
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The data was examined carefully by reading it for common themes. These themes were

identified and written down in an organized fashion. That is to say, the themes were

directly recorded from the teachers' responses. The responses \ryere summarized on sheets

of paper. There was a rather simple code used in processing the data. The teacher

responses were assembled by looking at common words, terms, and phrases. The

commonalities were sorted out by examining carefully which teacher responses matched.

The data was then reexamined so as to verify the results obtained.

Bras. Researcher bias was mitigated by using the words of the teachers to code

and sort their responses. Words and phrases of same or very similar meaning were

compared across all respondents. I tried to avoid reading meanings into the teachers'

words. Their responses were taken at face value. There was little to no interpretation by

me. Strict usage of the teachers' words was the sole criterion used. Nevertheless, the

manner of drawing up the coÍtmon themes could not entirely disallow the possibility of

some bias no matter how insignificant, and thus constitutes a limitation of the study.

Emergent Themes

Common themes were derived from responses by the participants to two

comments that were then followed by three questions related to each comment, for a total

of six responses. The first comment that the participants were asked to react to was:

"Some child¡en are very shy or socially anxious in school settings." After the comment

was read and noted by the participants, a brief discussion was held whereby any

questions arising from the comment were answered, or clarification of any concern \ryas

offered to those that felt the need.
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The teachers' descriptors of anxiety in young children are consistent with

descriptions in the literature of the characteristics displayed by children with anxiety.

Specifically, researchers refer to three types of manifestations of symptoms. These are

personal sensations such as fear, uneasiness, dread, and paniç, observable reactions such

as evading, and withdrawal, and, physical responses such as sweating, nausea, trembling,

and extensive arousal (Merrell, 2001). Barlow describes anxiety using words such as

"feâr," dread,"'þhobi4" "fright,' "patttc,'and 'apprehensive" e,001,p.7).Kaganrefers

to some of the characteristics of arxiety as, "shy," "inhibited,,, and.timid,, ((2001,

p.22s).

The fust question asked teachers to respond using descriptors that they felt

charactenzed anxiety. The second question asked for teachers to describe arxious

behaviotus. The last question asked teachers to describe situations that they felt were

anxiety- provoking. The first question based on the first comment was, "What descriptive

words would you use for this type of child in the classroom?" The teachers' responses are

reported in Appendix F. The teachers' responses were listed verbatim on sheets of paper.

These lists were then examined to ascerüain the most common words, or group of words

that the teachers used as descriptors for this type of child. These descriptors became the

themes by which children were identified as having some characteristics of anxiety. The

themes cofilmon to this question were counted and are presented in Table l. The results

are presented in a hierarchical fashion, with the most frequent characteristic noted first,

followed by sixteen more descriptors.

The teachers' descriptors indicate that the theme most common to this question

was "quiet." Teachers' explanations for quiet extended beyond merely being silent. The
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overall gist of this particular descriptor, in the actual words used by the teachers, is

incorporated the following comments. "repressed," "remove self from activities,"

'Vithdrawn," "refuSes to tr¡/," " a watcher-doesn't take ffst turn," "doesn't initiate

conversations," "closed." In general, the impression that these and the many more

responses to Comment 1 from Question I indicates that while quiet is the primary

descriptor, or central theme, that teachers would use to characfenze the anxious child,

that the descriptor is a much broader term than merely not speaking. From this, it could

be concluded that the teachers' attempts to describe this child involved an extensive

range of descriptors rather than a simple one-word listing of adjectives.

The descriptors are presented as the teachers described them. A few were

shortened or condensed, but contain the essence as well as the actual words used by the

teachers.

Tables l,artd2 are tables that summarizethe teachers' responses to comment l,

question. l, "Some children are very shy or socially arxious in school settings. What

descriptive words would you use for this type of child?" Table I is a table composed of

teachers' specific descriptors of shy or socially anxious children. Table 2 is atable of

these descriptors in groups or clusters.

Table 2 presents the results from Table 1 in groups or clusters of descriptors. The

descriptors from Table 1 were scrutinized and five corlmon themes were identifred. The

teachers' descriptors were then placed in five groups into which the seventeen descriptors

could be organized. The results were that all seventeen descriptors were able to be

assigned into the five groups. The outcome of this grouping indicates that over 60 o/o of

the descriptors fall into two categories. The f,rrst group, numbering twenty responses,
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Table I Shy or Socially Anxious Child-Teachers' Descriptive Words

Descriptor Frequency

1, Quiet

2. Withdrawn

3. Isolate self

4. Loner

5.cry

6. Nervous

7. Hesitant

8. Fearful

9. Timid

10. Worried

1 1. Soft-spoken

12. Anxious

13. Upset

14. Unwilling to take chances

15. Afraid

16. Nervous tics

17. Nervous habits

12

6

5

4

4

J

J

J

J

2

2

2

2

2

I

I

I
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describes children who the teachers felt were anxious, as being "quiet," "withdrawn," and

..soft-spoken." The second group, numbering sixteen responses, describes children who

diSplayed anXiety by "being nerVOuS," "fealfi-Il,"'timid,"'\ffOrtìed," "aru{ious," and

.,having nervous tics and nervous habits." In the remaining three clusters, amowtting to

over 35 Yo af a[l clusters, teachers' descriptors portrayed children as "isolating

themSelVeS," "being l6lnêrs," "Çrylng," "being Upset," "hesitåftt," and "UnWilling tO take

chances." These groupings employed descriptors that are consistent with descriptions that

are used by researchers in the field (La3reca, &,Lopez,l998; Henderson, & Zimbatda,

2001).

The teachers' descriptions of what they perceive to be aruriety in young children

demonstrate consistency with each other's descriptions. This is not so surprising as the

teachers' experiences with young children are relatively similar. What was unexpected

was to f,rnd the teachers' descriptions sfunilar to researchers (Merrell, 20Û1Barlow,2002;)

in the field of study of,anxiety. In my speaking with the teachers, none had studied or

read any experts in the area.

Comment 1, Question 2 "'What behaviours would you see in the classroom or the

school that would suggest to you that achild is particularly sþ or socially anxious?" The

teachers' responses are set out in Table 3 in a hierarchal fashion, with the most frequent

descriptor listed first. Once again, the responses are consistent with the descriptions of

arxious children as found in the literature (Bar{ow, 2lll;Biederman et al, 1995, and

Kagan et al, 1988).

Many of the teachers' responses to Comment 1 Question2,repeaL descriptors

used in Cornment l, Question 1. There is no anomaly in this, as the f,trst comment
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Table 2. Shy or Socially Anxious Child-Teachers' Descriptors by Groups

Descriptors Frequency

1. Quiet, withdrawn, soft-spoken.

2. Nervous, nervous iics, nervous habits, fearflrl, timid, wonied, anxious.

3. Isolate self, loner.

4.Cry, upset

5. Hesitant, unwilling to take chances

20

t6

9

6

5
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referred to a general approach to be taken by teachers describing anxious children; while

Question 2 asks for teachers to describe an anxious child in the classroom or school

setting.

Out of 58 responses by teachers, more than 40 % described the most conunon

manifestations of anxious behaviour in the school setting as being "refusal to speak,"

"crying," "non-participation," "difficulty joining groups," and "quiet." Here are a f,ew

sample remarks in the teachers' own words referring to this comment. "refuses to speak,"

"doesn't talk," "reticent," "cries," "reluctant to talk or answer questions."

The remaining 60% described the most common manifestations of arxious

behaviour in the school setting as children "isolating themselves,"'lmwilling to take

risks," "needing reassurance," "clinging," "speaking softly," "not smiling,' "withdrawing

from groups."

Table 4 presents the results frorn Table 3 in groups or clusters of

descriptors. The results indicate that over 70Yo of thecluster descriptors fall into three

groups. The first group describes children who the teachers f,elt exhibited anxious

behavio¡¡rs in the school setting as refi¡sal to speak. Some of the teachers described these

behaviours in this way, "shy," 'doesn't talk," "often chooses soiitary activities,"

"reticent," "shuts down dwing work time," "mute," and'?eluctant to talk or answer

questions.

"The second cluster describes children who cry. Some teachers described this

behaviow in these ways, "crying," "cryingwhen left alone," "no smile-cries a lot," "cries

when given a task," and "cries easily."
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Table 3. Shy or Socially Arxious Child -Teachers' Descriptors of Behaviours

Behaviours Frequency

1. Refuses to speak

2. Cries

3. Poor or non-participation

4. Diffrculty joining groups

5. Quiet

6. Isolating self

7. Unwilling to take risks

8. Needs reassurance

9. Clings

10. Speaks softly

11. No smile

12. V/ithdraws from group

10

9

7

6

6

À+

4

J

3

-J

2

1
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The third group describes children who are either non-participants or are poor at

participating, children who experience difficulty joining groups, children who self-

isolate, and children who withdraw from group activities. Somä teachers describe these

behaviours in these ways, "has difficulty joining groups or asking for a turn," "often

chooses solitary activities," "f,rghts with others," "hangs back,' "withdraws from group

activities-chooses individual activities," "watches other children buf doesn't participate,"

"silent in groups," and "speaks so silently as to be inaudible."

Comment l, Question 3 was " What situations may be difficult for this type of

child in the school setting?" The themes coÍrmon to this comment were counted and are

presented in Table 5. Once againthe information is presented in a hierarchical fashion,

with the most frequent responses being listed first.

Out of forry-one responses, over 80% described the most common anxiety

provoking situations as being "difficulty with groups,' "changes in routine,' and "social

problems." These three descriptors are followed by two more that teachers describe as

being problematic situations for children experiencing arxiety, namely, "diffrculties

dealing with transitions in the classroom", and having a substitute teacher."

Table 6 presents the results from Table 5 in groups or clusters of descriptors. The

results indicate that over 80% of descriptors fall into three categories. The fust group

describes children who teachers felt had problems with groups. These problems are set

out in the following teachers' descriptions, "speaking in groups,"'\vorking with groups,"

and'þerforming in front of groups."

The second cluster describes children who experienced diffrculty with "changes in

routine." These difficulties manifested themselves specifically in any new situations,



Anxiery Rating Scale 95

activities, or new learning, in which the child was expected to participate. These new

situations could include unexpected fire drills as well as new academic work. Another

problem presented itself as difüculty as having to go outside the classroom to a new

setting, be it the gymnasium, the music room, or another classroom.

The third cluster describes children who experienced difüculty in "social

activities" These social activities occurred in the classroom during routine work time.

These activities were part of the lessons that the teachers were demonstrating. These

types of difficulties included a situation where a class was to work with other children.

An anxious child would experience diffrrculty "having to choose a work partner," "being

part of a sharing circle." ,Another feature that anxious child could display would be

working with "a student new to the class," and "difficulty asking for help."

The following two tables, Table 7, and Table 8, refer to Comment 2, Question 1,

"Some children may be fearful or arxious even if they may not be especially shy in social

situations." The frst question asked teacheis to respond by using descriptors that they felt

chaructenzed.thêse children. The second question asked for teachers to describe

behaviours that they felt indicated that a child was particularly shy or anxious. The third

question asked teachers to describe situations that they felt were anxiety-provoking for

children.

The first question based on the second comment was, "'What descriptive words

would you use for this type of child in the classroom?" The themes common to this

question were counted and are presented in Table 7 . T\e descriptors used by the teachers,
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Table 4. Shy and Socially A,rxious Child-Teachers' Descriptors by Groups of Suggested

Behaviours of Anxiety

Descriptors Frequency

l. Refuses to speak, quiet

2. Cries

3. Poor or non-participation, difficulff joining groups, isolating self,

withdraws from group

4- Unwilling to take risks, needs reassurance, clings,

5. Speaks softly

6. No smile

16

9

18

1û

3

2
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Table 5. Shy and Socially Anxious Child-Teachers' Descriptors of Anxious Situations

Descriptor Frequency

1. Groups (speaking in; working'with, in front of, performingto)

2.. Changes in routine (any new situations, activities, new learning,

outside class

3. Social (choosing a work partner, sharing cirole, new student, asking for

help)

4. Transitions

5. Substitute teacher

T4

10

10

4

3
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Table 6 Shy and Socially Anxious Child-Teachers' Descriptors of A¡xious Situations by

Groups

Descriptors Frequency

1. Groups

2. Changes in routine

3. Social

10

10

10



Arxiety Rating Scale 99

maintain consistency with descriptions in the literature. The results are presented in a

hierarchical fashion, with the most frequent cha¡acteristics noted first, followed by three

more descriptors.

Table 8 presents the results from Table 7 in groups or clusters of descriptors- The

results indrcate that over 50% of the descriptors fatl into two categories. The first group

describes child¡en who the teachers felt were nervous. The second group describes

children who dispþed anxiety by appearing to be generally uncomfortable. The teachers

indicate that the theme most common to this question was "neryous.' Some words used to

describe this descriptor are, 'tense,"'Jumpy," "shy in fonnal settings," 'avoids new

situations,t' "scared," "easily upset," and "needy."

Comment two, Question2 " What behaviours would you see in the classroom or

the school that would suggest to you that a child is particularly shy or socially anxious?"

The themes common to this question were counted and are presented in Table 9.

The descriptors used by the teachers, maintain consistency wi..h descriptions in the

literature. The results are presented in a hierarchical fashion, with the most frequent

characteristics noted first, followed by six more descriptors. Table 10 presents the results

from Table 9 in groups or clusters of descriptors. The results indicate that all of these

descriptors fall into four categories. The first group describes children who the teachers

felt were engaging in self-stimulatory behaviours. This included such behaviours as

"clinging," thumb-sucking," "sucking on shirt," "bitgs nails," "scratch self," "rocking,"

"tappiog," and "trvirling hai-r."

The second group describes children who the teachers felt were isolated or who

isolated themselves. Teachers referred to these children as "refuses to work in co-
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operâtive setting," "afraid to join groups)" " interacts with others in inappropriate ways

e-g. rude language, attention grabbing techniques such as pinching, teasing, taking a toy

from someone."

The third group describes children who the teachers felt displayed somatic

cornplaints. Teachers referred to these children as " asks to go home," "stomaÇh aohe

etc.," and "says they are sick frequently."

The fourth group describes children who the teachers felt displayed isolation. The

children appeared to fall into two groups here: those who isolated themselves, or those

who were isolated from their peers.

Comment 3 Question 3 is "What situations may be difficult for this type of child

in the school setting?" The teachers' responses are set out in Table l1 in a hierarchical

fäshion, with the most frequent descriptor listed first. The responses are much the same as

descriptions found in the literature.

Table 12 presents the results from Table 11 in groups or clusters of descriptors.

The results indicate that all of the cluster descriptors, all forty-one of them fall into two

categories. The fust cluster corrsists of situations whereby teachers describe children who

are anxious in most classroom situations. Teachers' comments here were collected into

similar groups, or coÍrmon themes. Teachers referred thirty-five times to anxiety

provoking situations that appeared to bother these children. Their remarks are noted in

loud," "story telling," "participating in discussion," " being asked to talk in front of
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Table 7 .The Fearful Child-Descriptive'Words

Descriptor Frequency

1. Nervous

2. Uncomfortable

3. Withdrawn

4- Avoids new sinrations
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Table 8 The Fearful Child-Teachers' Descriptors by Groups

Descriptors Frequency

1. Nervous

2. Uncomfortable
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Table 9 the F'earful Child-Teachers' Ðescriptors of Behaviours of Anxiety

Eehaviour Frequency

1. SelËstimulation

2- Isolation

3. Social (peers and teachers)

4 - Foor self-conflrdence

5. Somatic complaints

6. Crying

7. Clinging

t7

9

I

7

I

A,

2



Anxiety Rating Scale 104

Table 10. The Fearful Child-Teachers'Descriptors by Groups of Behaviours of Anxiety

Descriptors Frequency

1. SelÊstimuldtion

2. Social (peers and teachers),poor self-confidçnee

3. Somatic complaints, crying, and clinging

4. Xsolation

17

i5

11

9
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class,,, "difficulty even to speak one to one individually," and "difficulty working in

group setting." Most ofthese situations are ones that routinely take place in classrooms.

These are situations that are somewhat diff,rcult for children to avoid, making the problem

more difficult.

The second cluster, with a frequency of six, describes children who experience

social problems. Teachers refemed to chiidren with these diffrculties r.lsing the following

observations: "having conversations with peers," "diff,rculty taking turns," "working with

new people," "chooses solitary activities," "difficulty with extra-cun'icular activities,"

.,social situations," 'þarties," "new people," "conoerts," and "playtirne-having to choose

what to do."

TRAC items and Teachers' descriptors'

A study to determine whether tkrere was a correlation between the iterns in the

1RAC and the teachers' descriptors in the TIQ was undertaken. A comparison of

descriptors was used and a count of the descriptors was conducted to ascertain wkrether

there was a corïespondence and how strong it was. Items in the Teacher Administered

R.ating scale of ^,{nxiety in Young children (TR AC) were found to correspond with

descriptors that teachers provided in the TIQ forms. These descriptors were presented in

their replies to commcnts:one, two, and three to the two questions. Tables 13, L4,and 15

are examples of this eorrespondence between the items in the TRAC and teachers' replies

to questions in the TIQ forin

The most frequent of the teachers' descriptors of characteristics of anxiety from
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Table i I The Fearful Child-Teachers' Descriptors of Arxious Situations

Descriptor Frequency

1. Classroom activities

2- Chwrye of routine

3. Social difficulties

23

t2

6
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Table 12The Fearfi.rl Child-Teachers' Descriptors of Anxious Situations by Groups

Situations Frequency

1. Classroom activities and change of routine

2: Social difficulties

35

6
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Comment One from both Question One and Two were recorded on a sheet of paper' In

the case of Table 13, the most common descriptors used by teachers to describe arxious

features in children \üere seven. These seven features are, quiet, withdrawn, isolate self,

cries, nervous, hesitant, and fearful. I then examined the TRAC to see whether any of

these descriptors appeared to be included in any of the items in the TR.AC' It was what

amounted to a cross referencing in an informalway' The work was some\Mhat tedious but

proved to be worthwhile, as many descriptors were incorporated in the items of TR'AC'

Tablel3 presents the eorrespondence between items found in the TR.AC with teachers'

descriptions of anxiety. This comparison indicates that there is a high correspondence

between the TRAC and the descriptors of anxiety'

Table 14 presents the correspondence between items found in the TRAC with

teachers, descriptioils of behaviours that demonstrate arxiety. The teachers' descriptions

were those fronn the Teacher trnterview Fofrn. For this table, the teachers' behaviowal

descriptors were scrutinized and were ¡rlaced into one of five thernatic groups' These five

grOUpS are: "refuSeS tO Speak," "Cries," "pOOr Ol non-participatiOn," "diffiCUlty jOining

gfoups," and "quiet-1)

I then sifted through the items in the TRAC to see whether any of these

descriptors were included in the TR".AC. This informal cross-referencing proved useful' as

many descriptors from the Teacher Interview Form were found also among the TRAC

items.
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Table 13. correspondence Between ltems in the TRAC and seven Teachers' Ðescriptors

Of dnxiety from Question 3, Comments One and Two

1. Quiet

2. S/ithdrav¿n

3. Xsolate self, loner

4.Cry

5. Nervous

6. Flesitant

7" Fearful

21,37

18

2,3,18,23

6,7 "&,42

10, 11, 19,26,43,45,46

4, 5, g,tr0, I i, 23, 26, 34, 43

1,2,3,4,5,8,9, 10, 11, 13, 18, 19,

26,39,40,44,45
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The correspondence between the two teacher descriptors of "poor or non-

participation," and "difficulty in joining groups," had the highest level of correspondence

of all the items in this table. Teachers , in their own words, described these behaviours as

"reluctant to volunteer answers," "reluctance to join a group already playing,', problems

with extra-curricular activities," and "chooses individual activities over group activities."

There were twelve items in the TRAC that matched with the teachsrs' descriptors

of 'þoor or non-participation." There were seven items in the TRAC that matched with

the teachers' descriptors from the Teacher Interview Questionnaire Form regarding

"difficulty in joining groups.". The remaining three clusters contain eleven items from the

TRAC that correspond to the descriptions given by teachers in the Teacher Interview

Questionnaire Form. This leads one to the conclusion that there appears to be a positive

link befween these descriptors and the TRAC items.

Table 15 presents the correspondence between items found in the TRAC with

teachers' descriptors of situations that cause arxiety in children. In Table 15, the most

common descriptors used by teachers were reduced to three. These three features are

"changes in routine," "groups," and "social."

I then looked through the TRAC to determine whether any of these descriptors

might be included in any of the items in the TRAC. This cross-referencing, although

somewhat tedious, turned out to be beneficial, for many of the descriptors were found in

the items of the TRAC.

The three situations corresponded with twenty-five TRAC items. This appears to

demonstrate a definite correspondence between the TRAC and the teachers' descriptors

of situations that cause anxiety in children. The first descriptor, "changes in routine," is a
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Table 14 Correspondence Between Items in the TRAC and Teachers' Descriptors of

Five Behaviours of Arxiety from Question Two Comments One and Two

Behaviours TRAC ltems

1. Refuses to Speak 13,14,43

2. Cries 6,7,8, 42

3. Poor or non-participation 2,3, 4, 5, 13, 15, 76,23,24,25,27,43

4. Diffrculty in Joining Groups 2,3, 12,18,23,24,27

5. Quiet 2I,24,28,43
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cofirmon indicator used to describe problems that children may have who are

experiencing difñculties with anxiety. Teachers described this descriptor in these terms,

difficulties "with new teacher," "with new routines," "new friends," "substitute tefthers,"

"any change in behaviour of adults they trust," "unstructured time," "surprises," "1ir"'

drill,"'þower failure," and "new material to work with."

Diffrculties with groups, the second teacher descriptor, was described by teachers

in these words, "difficulty injoining a group," " difficulty in choosing a group," "fear of

rejection by group members," "large group assemblies," and "difficulty working in a co-

operative setting." Social problems, the third descriptor was described in these words by

teachers, "diffrculty having conversations with peers," "uneasy in parties, " diffrculty

meeting new people," and "doing something outside the comfort zone."

There is a global consistency between the teacher's comments and items in the

TRAC. However, there appears to b'e an inconsistency between what teachers emphasize

in Table 1 reporting the teachers' descriptors, and Tables 13,14,15, reporting TRAC

items. First, the consistency with the research literature and the SPAS, the BASC, and the

CTR-S is more important than with the teachers' informal comments. Teachers are not

trained to recognize anxiety disorder. Using this instrument will likely change their ideas

over time. Teachers have limited experience in dealing with children who have anxiety

disorders.

Findings

Study 2

Study 2 consisted of the administration of The Teacher Administered Rating of

Anxiety in Young Children (TRAC) and comparisons of its psychometric properties to
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Table 15. Correspondence Between Items in the TRAC and Teachers' Descriptors of

Three Situations of Arxiety from Question 3, Comments One and Two

Arxious Situation TRAC Items

1. Changes in routine

2. Groups

3. Social

2, 3, 4,7, 9, 16, 18, 19, 33, 43

2, 3, 12, 13, 18, 23, 24, 27

2,3,ll, 12,14, 15, 35
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other instruments. The term psychometric properties refers to the measurement of the

characteristics of instruments such as questionnaires and tests. Some of the characteristics

that can be compared are reliability, and validity. The comparisons, for the most part, are

set out in a numerical fashion, such as a correlation co-efficient. What the employment of

psychometric properties allows the researcher to do is to establish the existence of a

relationship among several instruments. If the measurement of the properties establishes a

positive relationship, then the tests are considered to possess a degree of correspondence

among them. This then allows a researcher to confirm with confidence, that a test

instrument, such as the TRAC possesses characteristics that give it validity, reliability,

and authenticity.

The term is used here to indicate whether the properties of the TRAC correlate

with the properties of other more widely used and established instruments. The other

instruments were administered to the families of the same children who had been the

subjects of the administration of the TRAC. This study employed a quantitative approach

to the interpretation of data that was collected from a comparison of the Teacher Rating

of Anxiety (TRAC) to the other widely used tests. The results of the data from the TRAC

were coûelated with the results obtained from the administration of the three other

instruments that have anxiety items as a subsection of the overall test. These tests are: (1)

The Spence Preschool Anxiety Scale (SPAS), (2) The Cormers Teacher Rating Scale

(CTR-S), and, (3) The Behavior Assessment Scale for Children (BASC ).

The Spence Preschool Arxiety Scale (SPAS) (Spence et al, 2001) is a 28-item

questionnaire that is completed by a parent. Confirmatory factor analysis indicates that
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subscales for several kinds of anxiety are consistent with the major anxiety disorders

described in the Diagnostic and Statistical Manual IV (DSM 'I!/,1994).

The Revised Conners Teacher Rating Scale (CTRS-R) (, initially designed to

identiff hyperactivity in children, has also been found to be helpful in identiffing

children with other problem behaviours such as anxiety. This is a 39-item evaluation to

be administered by teaçhers.

The Behavior Assessment Scale for Children (BASC) (Reynolds, & Kamphaus

2004) is an instrument designed for use by teachers, parents, and the child. It is a

multidimensional approach to evaluating the behavior and self-perceptions of children. It

has five components that can be used individually or in any combination. The three core

components are Teacher Rating Scales (TRS), Parent Rating Scales (PRS), and Self

Report of Personality (SRP). Additional components include Structured Developmental

History (SDH) and Student Observation System (SOS). The BASC measures positive

(adaptive) as well as negative (clinical) dimensions of behavior and personality (Maddox,

1997).

Establishment of a close, positive relationship among the TRAC, the SPAS, the

CTR-S, zurd the BASC will allow for the researcher to demonstratethatthe TRAC has a

significance that allows for its administration with ahigh degree of certainty as to its

merits as an instrument for the identification of anxiety in young children.

Scoring Procedure

Correlations between the four instruments were obtained from the administration

of the TRAC, the SPAS, the CTR-S, and the BASC. The results were acquired from 16

children. The TRAC, the CTR-S, and the BASC are teacher-administered instruments
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while the remaining one, the SPAS is completed by parents. The teacher rating scale that

was developed by the St. Boniface General Hospital team was found to cor¡elate well

with the anxiety items from the items of the other three

A research study can generate a greatquantity of raw data. All collected data must

be accurately scored and orgatttzed in a methodical way. Accurate scoring and

methodical organization facilitates the analysis of the data. To ensure that the instrument

is scored accurately and that all the data arcmethodically orgarrized, the responées to the

instrument must be scored in a consistent rnanner. This can be accomplished by making

sure that the scoring uses the same methods and standards for all the participants and

their responses. Gay & Airasian (2000) comment that where test questions are responded

to on a standard, machine-scorable answer sheet, the accuracy of the scoring process is

increased. @434).

FsYchometric ProPerties

A psychometric property is a term that refers to the measurable characteristics,

and the statistical critique, of the results of mental and mood tests. The most common of

these characteristics are reliability, validity, and relationship comparisons. The

information generated from these characteristics is usually in the form of a statistic. The

statistic allows for the ability to draw conclusions about the strength, the direction, and

the utility of the characteristics of the test under discussion. This information assists

researchers in coming to a conclusion about the emplo¡rment of a particular test.

Scoríng. Each participant was assigned an ID number. The next step was to assign

a numerical value to each response. For example, teachers were asked the following

question, number 8,
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"Cries easily when anxious."

Not at all Seldom Sometimes Quite Ûften Very Often

Typical Typical Typical Typical Typical

01234

Responses were coded as 0:0" I:1,2:2,3:3, and 4:4.

The statistical program used was the Statistical Package for the Social Sciences

(SFSS). Gay (1987) describes this prograrn as,'the one that is probably available at more

universities and college centers than any other" (f,-427).

Measures of relationship. Clne major type of descriptive statistics is measures of

relationship. Tnese measures indicate whether, and to what extent, a relationship exists

between two or more rneasureable factors. This is not a causal relationship, but an

indication of a relationship or connection between the factors concerned. The degree of

relationship is expressed by a statistic known as a correlation coefñcient. A con'elation

coefficient is a decimal number between -l and +1. A conelation coefficient for two

variables ildicates the direotion and strength of the relationship between these variables-

The direction of the relationship is shown by the sign of the coefñcient. If the number is a

positive one, this indicates that the relationship between the factors being considered is a

positive correlation. If one variable increases then the other also increases. If the number

rs a negative one then this is an indication that the rclationship between the two variables

is a negative one. That is to say, as one variable increases, the other decreases.

Strength of the relationship. The correlation coefücient used is the Fearson

product moment. The strength of the relationship is shown by the magnitude of the

correlation eoefficient. A number close to either -f l or -l is a sign of a strong eorreiation-
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Table 16. Conelations between the four instruments

sumspence Pearson Correlation

Sig. (2-tailed)

N

sumteach Pearson Correlation

Sig. (2-tailed)

N

sumCTRS Pearson Correlation

Sig. (2-tåiled)

N

SUmBASC Pearson Correlation

Sig. (2-tailed)

N

sumpspence

1

sumteach

.553f

.026

t6

1

sumCTRS sumBASC

.316 .483

.234 .058

16 76

.838tf .883**

.000 .000

t6 16

| .791**

.000

t6 t6

.79r*+ 1

.000

16 16

16

.553t

.026

t6

.316

.234

t6

.483

.058

16

t6

.838+t

.000

t6

.983*+

.000

16

* Correlation is significant at the 0.05 level (2-tailed)

*+Correlation is significant at the 0.01 level (2-tailed)
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This means that the variables correspond so closely, that if we know the value of

one of them, we can predict, with a relatively high degree of precision, the value of the

other.

The Pearson r. The most commonly used technique for calculating a correlation

coefficient is the product- moment correlation, the Pearson r. The value in using this

particular correlation coeffrcient is well-expressed by Gay and Airasian:

Since most instruments used in education, such as achievement measures and

personality measures, are treated as interval data the Pearson r is usually the appropriate

coefftcient for determining relationship. Further, since the Pearson r results in the most

precise estimate of correlation, its use is preferred even when other methods may be

applied (Gay & Airasian, 2000,p,329).

The TRAC score \¡/as highly correlated with the anxiety items of the CTR-S,

(Pearson r:.838), and cor¡elated satisfactorily with the BASC (Pearson r: .883). These

latter scores are considered to be well within a reasonable and acceptable range and

suggest that the TRAC relates well to other teacher measures of the same concept (i.e.,

the Conners and the BASC). Although the correlations with the well validated parent

measure (the SPAS) are lower, they may be considered to be still reasonable given that

teachers and parents see children in dif[erent situations and there are also different raters

of the instruments. The teacher rating scales in Study 1 were administered by the same

person, the principal investigator, while in Study 2,the scales were provided to the

teacher by the parent and then returned in the mail.

Levels of Significance. Levels of significance is a term that refers to the possíbility

that adifference will be found by chance when no actual difference exists" The most
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commonly used probability level is the 0.05 level (Gay,1988) or a So/oprobability that a

difflerence will be fou4d by chance when no true difference exists. The results of the data

indicate that one result is significant at the 0-05 level. This is the relation between the

sum of the scores of the SPAS and the sum of the scores of the TRAC. The Pearson r is

calculated at .553. This indicates that although not as strong a relationship as the other

tests, nevertheless it is an acceptable result.

The results of the remaining two correlations are significant at the 0.01 level. The

relation between the sum of scores of the CTR-S, and the sum of the scores on the BASC

with the sum of the scores on the TRAC indicate a significance of 0.01. The Pearson r

was calculated at.838 and .883 respectively.

It is of the utmost importance that the rating scale to be developed for use by

teachers possesses adequate reliability and validity. Essentially, reliability is the degree to

which the rating scale will measure what it is supposed to measure under the same

conditions and using the same subjects (Gay, 1987; Gay & Airasian, 2000).

Consequently, the more reliable a test is, the more confident we can feel that any scores

obtained from its use will be the same if the test were to be readministered. The data

analysis presented in Table 16 indicate that the properties of the TRAC are such as to be

depended upon to enable it to be implemented with confidence.

As can be seen from Table 16 the items from the TRAC correlate sufficiently with

the anxiety items from the SPAS @earson r:.553). This is considered by the team to be

a reasonable, and consequently acceptable score. The SPAS was rated by the mothers.

Consequently, the results are considered to be reasonable given the different perspectives

of parents and teachers about the concept of anxiety and what constitufes it.
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Relíability. According to Aiken & Groth-Marnat " No psychometric instrument

can be of value unless it is a consistent, or reliable, measure," (p. 87).Unfortunately,

there are factors which may prevent a newly constructed instrument from achieving

reliability. These factors are referred to as th¡eats to reliability. Two ways that may be

used to control for threats to the reliability of the rating scale are the achievement of high

levels of test-retest and internal consistency measures of reliability. Test-retest is a

conservative method to estimate reliability. This method requires the test administrator to

obtain the same score the fust and second administrations of the same test with the same

subjects. The three main parts to this method are:

1. administer the rating scale at two separate times for each subject;

2. calculate the correlation between the two separate administrations; and

3. assume that there is no change in the trait being measured, between test I and

test2.

According to Gay & Airasian, "Internal consistency is a commonly used form of

reliability that deals with one test at a time" (2000, p.173).Internal consistency estimates

reliability by grouping questions from the rating scale that measures the same concept.

After collecting responses to these questions, a correlation is determined to see if the

rating scale is reliably measuring the concept. One way to compute a correlation value for

the questions on a rating scale is by using a Cronbach's Alpha (Aiken, Igg6,p.Sl).

Cronbach's Alpha is a score which is obtained by splitting the questions from the rating

scale in all possible ways, and then generating a number to indicate the correlational'

value among the questions. The closer the correlation coefficient is to the number one,

the higher the reliability of the scale.
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Scores from three measures, the Behavior Assessment Scale for Children,

(BASC), the Conners (CTR-S), and the Teacher Rating Scale for Arxiety (TRAC) were

calculated using the statistical program known as the Statistical Package for the Social

Sciences (SPSS). This result produced a score called a Cronbach alpha. A Cronbach

alphais "A more general formula for estimating the reliability of a rating scale or any

other psychometric instrument on which responses to items are assigned nvo or more

scoring weights..." (Aiken, p. 80). The resulting output indicates that scores for all three

measures are very good. The score for the TRAC is quite high. This is partly because it is

a longer scale, and longer scales have higher Cronbach's scores.

The results compared two anxiety scales with the TRAC. The scales used were

the anxiety scale in the BASC, and the anxiety scale in the Connor's. The TRAC had

more items than the other scales (BASC and Conners). Scales with more items generally

produce higher scores on the Cronbach's alpha statistic (Gay &. Airasian, 2000,

p.174;Aiken & Groth-Marnat,2006,p.92). The reliability statistics for the TRAC gave a

Cronbach's alpha score of 0.969. The reliability statistics for the BASC was a Cronbach's

alpha of 0.853. The reliability statistic for the Conners was a Cronbach's alpha of 0.763.

These statistics mean that the TRAC has a high internal consistency. This, in turn means

that the questions on the TRAC measure childhood anxiety with a high level of

consistency without significant deviation.

Validity. Validity measures the degree to which a test actually measures what it purports

to measure. It provides a check on how well a test fulfills its function (Anastasi, 1988).

According to Aiken, (1996), there are three types of validity: content validity, criterion-

related validity, and construct validity. Content validity is the degree to which a test
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measures an intended content area. Content validity may be measured by content

analysis. Content analysis is facilitated by carefirl definitions of the variables that the

instrument is intended to measure and the relationships or interactions among those

variables (Aiken, 1996).

Criterion-related validity. Criterion-related validity includes both concurrent and

predictive validity. Criterion-related validity is so called because it determines validity by

relating performance on a test to performance on another criterion (Gay, 1987)-

Concurrent validity refers to a situation where the measures are obtained at the same time

as scores on the instrument being validated. When the criterion measures do not become

available until some time in the future, then predictive validity of the instrument becomes

the focus of the study.

Construct validìty. Construct validity refers to the extent to which the instrument

is an accurate measure of a particular construct, or psychological variable (Aiken, 1996)-

Gay &. Airasian describe a construct as a nonobservable trait, an abstraction that is

devised to explain behaviour (2000). An important criterion used in establishing the

validity of tests is age differentiation. This is a situation where a test is checked against

chronological age to see if the scores show a progressive increase with increasing age.

This is not a concern here as the functions of this rating scale are not intended to measure

clear-cut, consistent age changes.

Construct validity of the scale.In order to supply proof for the idea that the

arxiety items selected for inclusion in the prototype râting scale were actually measuring

the concept of anxiety, scores were obtained from the prototype rating scale, and were

then compared to those obtained from several other tests. Even though the anxiety scales
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of the other tests, the Behavior Assessment Scale for Children (the BASC) and the

Conners Teacher Rating Scale (CTR-S) produce a broader appraisal of internalizing

behaviours, of which arxiety is merely one characteristic, nevertheless a comparison

should establish a moderate to high correlation with the TRAC, as all the instruments are

purporting to measure the same construct, namely anxiety.

Judgment of experts. Another method of establishing the construct validity of the

rating scale is the use of the judgments of experts. This refers to their judgments with

respect to the extent with which the content of the scale relates to the construct under

consideration. Experts in the field of anxiety disorders with expertise in test construction

would give their feedback as to the construct validity of the scale. Their opinions could

prove to be invaluable, as they could offer practical advice about the reliability as well as

the validity of the scale. This was discussed in more detail in the Methods section

Validity of the TRAC was established using expert judgment. The team at St.

Boniface General Hospital examined the items in the TRAC and in comparison to similar

instruments found the TRAC items to be valid. This team was made up of psychologists

with expertise in the areas of childhood anxieties, testing, and the psychometric

properties of test instruments. The teachers who were interviewed provided valuable

information and insiglrt into determining whether the items in the TRAC did indeed

measure the concept of anxiety in the various ways that children exhibited it. Disoussions

by the team and input from the teachers, during the semi-struchued interviews were quite

helpful in guiding the final composition of the TRAC.
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Summary

The findings of the study imply that the TRAC is a reliable, valid, and useful

instrument that may be used with confidence in the early identification of young children

with anxiety disorder, or a heightened sense of anxiety. Comparisons of the TRAC with

other like instruments which contained a section on anxiety, indicated that the TRAC

corresponds favourably with these established tests.

Further, the results of the study appear to indicate that early intervention can bring

about a more successful treatment plan for the children and their families. Early

identification provides a gteater likelihood of a beneficial resolution of the troubles that

this disorder causes.

The problems that young children with anxiety disorders face in the classroom,

and the risk that untreated anxiety often leads to more serious difficulties later in

adolescence and adulthood make it imperative that a system of early identification be put

in place so as to allow for a timely intervention to assist them. The behaviours displayed

by many of these young children can be a source of confusion for teachers unfamiliar

with symptoms and signs of anxiety in children. An important featu¡e of arxiety

disorders is that the symptoms are involuntary. It is vital that teachers be made aware of

these symptoms, as they work with many children and have the opportunity to help in

providing assistance for them.

This sfudy was undertaken to obtain and evaluate the teacher responses to a

survey. The informaiion acquired was then used to develop a rating survey (the TRAC)

designed for easy use by a classroom teacher of children ages 5-7. The results of the

information gathered from the participants were analyzed with a view to incorporating
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them into the construction of a reliable, valid, and practical measure for identi$ing

anxious, shy, and inhibited young children in kindergarten and grade one. It is my

conviction that this teacher administered rating scale will be a helpful instrument in the

early identification of those young children at risk for the development of an anxiety

disorder.

Conclusion

Limitations and suggestions for the future: Study 1. The participants offered their

time to participate in this research. This indicates that they were an exclusive group. ln

and of itself, this is not necessarily a major limitation, but a larger sample of teachers

representative of the profession at large would have given the research a stronger

outcome. Also, the inclusion of random samples of rural, semi-rural, and remote school

populations would serve to enhance the generalizability of the study. Teachers were eager

to provide assistance and participation in this study. Their support for the study was

overwhelming.

The semi-structured interview \^/as a helpful exercise. The subjects indicated

approval of this procedure, and indeed, most stated that they enjoyed this dynamic

interaction. Possibly, further research involving the use of a semi-structured interview

format should be considered.

The process of obtaining information from the participants might be enhanced by

allowing for the gathering of information in a group setting, as it became apparent to me

that the teachers appreciated the dynamic interchange with the principal investigator.

Perhaps, information gathering could be obøined in groups of three or four. Teachers

indicated that the exchange of opinions and the clarification I gave to them were helpful
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in guiding the formulation of their notions as to what constitutes anxiety, and in

completing both the interview process, and the TRAC.

The nature of the qualitative investigation used Study 1 made it possible to veri$

that the teachers fowrd the scale usefif, plausible, practical, easy to administer (does not

require extensive training in its administratíon), inexpensive, professionally appropriate

and responsible, and easy to interpret.

This work was designed to incorporate the perspectives of teachers who are

working with children experiencing high levels of arxiety and are, as a result, not doing

as well in school as they could. Consequentþ, advice and suggestions were sought out

from teachers in the field as to their perceptions about what behaviours constitute anxiety

in young children.

The findings from Study 1 influenced the development of the TRAC. The data

gathered from the information provided by the teachers was examined and analysed by

the team from St. Boniface General Hospital. Their deliberations resulted in the final

version of the TRAC. Items were looked at to see whether they provided consistency

with the responses which teachers gave.

Limítations and suggestíons þr the future Study 2;Further testing of the validity

and reliability of the TRAC over time and with larger and more diverse populations of

early years teachers should be considered. During this process, the predictive validity of

individual items on the TRAC could be assessed-

I found that this study demonstrated a need for a community- based model in

which parents, teachers, and clinicians work together to manage both the identif,rcation

and treatment of young children with anxiety disorders. In this particular model, parents
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would be the first to initiate the process of identi$ing children at risk of either having an

anxiety disorder or of developing one. Parents who are concerned about their child's

behaviours, and zuspect, or are not sure of, what the behaviours signifo, first would talk

with the child's teacher. Then, teachers would be involved in administering the TRAC so

as to distinguish those children at risk of developing an anxiety disorder from children

with a non-pathological level of anxiety. Parents would be consulted and they would be

encouraged to contact the local health care providers. The information obtained by the

teachers would then be submitted to clinicians. The professionals or clinicians then,

would be engaged to provide interventions that would fumish the families of these young

children with resources and treatment plans designed to deliver assistance in dealing with

the problems these anxiety- induced behaviours create. So, a confluence of parents,

educators, and clinicians, and psychologists would be a result of using this model.

More study is needed to determine the effects of using a tri-partite model for the

delivery of service to young children. This model is not strictly a pen-and-pencil one. It

requires the input from several sources. It is important to establish if the teacher

component, that is, the implementation of the TRAC requires a professional development

seminar, or if provision of a manual for implementation is suffrcient.

Limitations concerning anxiety and culturally different groups. This study

proposes a close relationship between anxiety and shyness. Indeed shyness can be a key

indicator of anxiefy. Further research into the cultural aspects of what it is to be perceived

as shy should be undertaken. This is all the more important given that a considerable

number of children in many Canadian cities are of aboriginal origin or are children of

immigrant families where what our Canadian culture perceives as shy may indeed
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represent culturally appropriate behaviour. There is virtually no research on shyness and

arxiety in oru Canadian aboriginal population. Barlow puts ít quite well, " With the

enoÍnous difficulties in defining 'anxiety' even in Western cultures, it is not surprising

that problems increases across cultures. This makes an investigation into the basic nature

of anxiety all the more compelling." @arlow, 2001, p.35).

Implications for best practice. There are several implications for best practices

that arise out of these studies. Among these ramifications a¡e the importance of early

identification, the necessity of early intervention, and the need for a community based

model to ensure effective delivery of early intervention and identification.

The early ídentification of anxiety in young children must encompass a tri-partite

model that includes the teacher, the parsnt, and the clinician. The teacher will be able to

participate in the early identification not only through teacher ascertiainment of potential

.arxiety in children, but also through the administoation of the TRAC to these children,

with due parental notification. Early identification can be accornplished'thror,rgh teacher

training atcolleges and universities, and by the provision of in-service and professional

developrnent prograrns for teachers. The pre-service t*aining could be located in the

.Educational psychology departrnents of the teaoher ttaining instit'r.ltions.

The parents will participate actively in both alerting the teacher of their conc€rns

about theirchild's level of anxiety and, attendance at the Clinic for provision of the

delivery of services to-assist the child in dealing with the anxiefy, once it has been so

identified.

The clinician will provide assistance to the family with the services necessary for

remediation of the difficulties this disorder can cause. The clinician will make available
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to the child, the child's family, and to the teachers of the child suggestions for dealing

with the disorder in the family, the school, and the community-

Implementation of a course of action that incorporates these three crucial

elements, the home, the school, and the clinician will give greater assurance of the

likelihood of the development of an efFrcacious treatnent plan for the young child.

More study is needed to determine the effects of using a tri-partite model for the

delivery of service to young children. This model is not strictly a pen-and-pencil one. It

requires the input from several sources. It is important to establish for teachers, whether

the implementation of the TRAC requires a professional development seminar, or if

provision of a manual for implementation is sufficient.

There is provision now in public schools for the screening of children with

hearing, and vision diffrculties. A similar approach could be studied to see if this may be

a necessary approach to dealing with anxiety disorder. The process could be grounded in

the early identification by the teacher of children appearing to be vulnerable to anxiety.

The teachers' findings would then be verified by the parents and clinicians. Research is

necessary to investigate all of the possible implications that adoption of such a model

would entail.

Implications for future research. Some recommendations for future research

could include examining the foltowing questions. To what extent could the research assist

other educational professionals, such as teacher assistants, and clinicians? Could the

research apply to a wider variety of students, such as ESL students, and other students

with special needs? Could this method be applied to other major childhood disorders?

Would a longitudinal study be helpfirl in remediation of therapy? Could this method be
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used to track improvements over time? Research into answering these questions would go

a long way to enhance the lives of many young children-

Future research could be employed to implement a test-retest procedure to ensure

reliability of the scale. Also, to address the weighting of the TRAC items, a

discrimination analysis should be used to determine the most and least predictive items so

as to revise the scale should this be needed.
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Appendix A

Letter to the School Principal



Re:
Scale
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Dear

Survey of Teachers' Opinions About Items for an Early Yea¡s Arxiety Rating

I am writing to introduce my project and myself and to ask whether you and yoru school

staff might be willing to help with a project I am doing as part of the research for my
Ph.D. in the Faculty of Education. I am a partially retired teacher and I am working on

my Ph.D. on a part-time basis. As part of this work, I have been working with a team of
researchers focusing on anxiety problems in Kindergarten-age children. The researchers

are associated with the Anxiety Disorders Clinic at St. Boniface General Hospital. Their
names are Dr. Brian Cox, Dr. Steve Feldgaier, Dr. Wendy Freeman, Dr. Diane Hiebert-

Murphy, and Dr. John Walker Ph.D., Director ofthe Anxiety Disorders Clinic. All of
these individuals are associated with the University of Manitoba in a professional

capacity.

Anxiety problems are the most common emotional difficulties seen in our communities.
Diffrculties with arxiety are seen in some children even at the pre-school level.
Community research indicates that young people who experience difficulty with anxiety
arc atrisk later in life for the development of problems with depression and substance

abuse and are even at greater risk for the development of problematic health behaviours

such as cigarette smoking. Due to their wide range of experience in dealing with children,
classroom teachers are in an excellent position to provide opinions about the extent to

which a particular student experiences diffrculty with anxiety. To this point, there is no
widely accepted teacher ruting scale that allows a teacher to provide ratings concerning a
particular student's anxiety. Our research group hopes to develop such a measure as part

of our work focused on developing preventative school-based programs to help children
and parents deal with difficulties with anxiety.

As the purpose of the research is to devise a rating scale to be used by
Kindergarten/füade one teachers, it would be very helpful to obtain infonnation from
teachers about the behaviours they see in this age range that suggest anxiety may be a

problem. My project involves interviewing Kindergarten and grade one teachers and

asking them several open-ended questions about how shy or anxious children behave in
school situations. I will then ask each teacher I interview to complete a Teacher Rating
Survey consisting of 46 items asking how characteristic each item is of the shy or anxious

children they have seen over the years. The teacher meetings will be scheduled at a time
that wilt be convenient for the teacher and will not disrupt the classroom routine. This
structured interview and completion of the brief survey will require about 20-30 minutes.

The completed forms will be placed in a coded envelope that will be sealed. The names

of the teachers will not appear on the interview form or the 46-item survey. The names of
participating teachers wilt be retained on a master list held only by the investigator (Joe

Goulet). All data will be treated as confidential information. lnformation or data collected
will not be associated with the participant's name or other identiffing information and the
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results of this survey will be published and shared in a summarised form that does not
reveal the identity of any participating teacher.
'When the survey is completed, participating teachers and schools will be provided with a
copy of the summary report. If a teacher provides permission to be recontacted, he or she
will be asked for comments about the draft of the Teacher Anxiety Rating scale that will
follow from the survey. Participation in the survey by schools and by individual teachers
is completely voluntary.

I will be telephoning within the next ten days to see if it would be appropriate for
Kindergarten and Grade 1 teachers in your school to receive information about this
survey. A copy ofa letter addressed to teachers about the survey is attached. If, after
consulting with kindergarten and Grade 1 teachers, you think that it would be appropriate
for teachers to receive this information, I can provide additional copies of the letter for
teachers. I will then consult with you about the best method for me to contact teachers to
see if they are interested in participating. I would be happy to arrange to visit the school
at the time of a lunch hou¡ or staffmeeting to introduce myself to the teachers and to ask
who might be interested in participating.

Thank you for your assistance with this project. Please feel free to contact me or my
research supervisor (Dr. John Walker) if we can provide any additional information.

Sincerely yours,

Joseph Goulet B.A. Med.
Teacher, Principal lnvestigator
T.S. Service Clinic
M-4 St. Boniface General Hospital
Ph. (204) 237-2690

John Walker PhD.
Supervisor
Auiety Disorders Clinic
M-5 St. Boniface General Hospital
Ph. (204) 237-20ss
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Appendix B

Letter to Teachers
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UniversiÇof Manitoba

Facultyor
Education

(Teaclrer's Letter)

Ðe¿r fuf¡. or Ms.

Re: Survey of Teaehers' Opinions About [tems for an Eaoty Schoot Years Anxiety Rating Scale.

F am writing this letter to introduce myself and to ask if you would be wiiling to help with a study
that I am doing as part of the research for my PhD. in the Facuþ of &iucatioq University of
Et€seitoba. I am a partially retired teache*r and asn worlang on my PhD on a part time basis. As
part of this worh I have been working with a team of researchers focusing on anxiet¡r problems in
Kindergarten age children. The researchers are associated with the Anxiety Disorders Clinic of St.
tsoniface General Hospital. Their names are Dr. Brian Co>q Dr. Steve Feldgaier PhD, Dr. Wendy
Freem¿n PhD, Dr. Hiebert-Mu¡phyPhD, and Dr. Joh¡ Walker PhD, Ðirector of the Anxiety
Ðiso¡ders Clinic at St.Boniface General Hospitat.

The purpose of this research is to devise a rating scale to be used by Kindergarten/Grade One
teachers. It would be helpful to obtain information from teachers about the behaviours they see in
this age range that suggest that arxiety- may be a problem. Community research indicates that
yaPng people wlro experience diffice¡þ with arxiefy Br€ at risk later in tifc for the development of
prtihlems with depression ¿nd zubst¿nce abuse and are even at greater risk for the develoþment of
problèrnatic health behaviours such as cigarette srncking-

Ðue to their wide range of experience in dealing with childreq classroom teachers are in an
excellent position to provide opinions abouÉ the extent to which a particular student experiences
difficulty with anxiefy. To this poinq there is no widely accepted teacher rating scale that allows a
teacher to provide ratings concerning a particular student's anxiety. Our research group hopes to
devdop such a measure as part of work focused on developing preventafive school-based
programs to help children and parents deal with difficulties and anxiety.

My project will involve interviewing Kindergarten and Grade One te¿chers and asking them
several open-ended questions about how shy or anxious children behave in school situations. I witl
then ask each te¿cher I interview to complete a Te¿cher Rating Survey consisting of 4õ items-
asidng how characteristic each item is ofthe shy or arxious children ttrey have seen over the
years.

This meeting will be scheduled at a time thæ is convenient for you and wilt not disrupt the
clessroom routine. This structured interview and completion of the brief zurvey will require about
20 io 30 minutes. The completed forms will be placed in a coded envdope thaf will be seaied.
Your name wil! not appear on^ thej#erview form or the 46-itsns{rv€y. The names of participants
will be retained on a master list held only by the investigato( Ioseph Goulet). Alf dafa will be
trÐated as confidential information. [nformafion or dataællected witl not be associated with your

Faculty of Education " Departrnent of Educational Administratiorç For¡¡dations & Psychology
ò Roôm 2O3 Education Building ¡ Univèrsity of Manitoba. Winnipeg, Manitoba, Canada R3T ZNZ

Phone <m+l 47tL9OtE : Eax Wl 474-7564 : Emaileducatioa@r¡manitoba.ca r Internet wwv,r'manitoba-ca/education
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narne or other identi$ing information and the resuiis of this $¡rvey wiü be pubtished and sirared
onþ in a s'¡mmarised form that does not reveêtr your identity.

When the survey is completed, you and the school will be provided with a copy of the $rmma-ar
rêpGrt. If you provide permission to be recontacted, you will then be asked for comments about
the draft ofthe teacher anxiety rating scale that wili iotlow from the survey.
Participation in the survey is completely voluntary_

Your principal has received a similar letter from me outlining the naû.¡re ofthe study. He /she will
be informing Kindergarten/ Grade one teachers of this survey. If there are interested teâchers,
then I will contact your principat about the best method for me tr cont¿ct them. I would be happy
to åfrange a visit to the school before school stårts, at lunchtime, st a staffmeeting or after
school finishes. [f these are not convenient tirnes, then a mutually agreed upon time can be set up,
that will not inconvenience you or your school duties.

Thank ycu for your assistance in this project. Please fut free tG contâct me or my research
supervisor @r- John Walker) if we can provide you with any additional information.

Sincerely yours,

Joseph Goulet B.,{ MEd.
Teapleq P rincipai lnvestigator
T.S. se.rvrcc
há-4 Sd Borufaee Gener¿l Hospital
Fh. {204) 237-26e0

John Walker PhD.
Supervisor
Anxiety Ðisorders Program
M-5 St. Boniface Generattþspitat
Ph. (204) 237-2Ùss
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Appendix C

Teacher Consent Form
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[-] n Íversilv of Mânitoba

Facultv"r
Educaiion

Teacher's Consent Forrn

R.esearch Frojecú TiÉte: Teacher survey re shy and Anxious children
in the Classroom

Resea ncher: Joseph Goulet (Principal InvesÈigator)
Dr. John Walker Supervisor

This consent fonn, a copy of whích will be left with you for your records
arrd reference, is only part of tlie process of informed consenÉ- If shotrld give
you the basic idea of what the resea¡ch is about and what your participation

-.vritl involve- [fyou would líke rnore detail about something mention*d h"r",
or ínfonnation not inciuded here, you should feel free to urk. PI"u.e lake the
time [o read this carefully and to understand any accompanying information-

The purpose of this research is to devise an instrurnent (a rating scale) to be
used by teachers, that will identift sh-v andlor anxious childre¡-rn
Kindergarten/ Grade One- To acctmptísh thís, the princþal investígator rvill
interview Kíndergarten/ Grade One teachers.

Teachers will be presented a fi,vo page form requestlng infonnation about
their perceptions of shy/anxious child¡en. This wifi be done by asking
sel'eral questions. Teachers will then be asked to complete a TeacherRating
Survey ccnsisting of 46 items. This structured interview and completion of
the brief survey form will last about Za b 30 rninutes- Teachers wilt
complete the forms placing them ín sealed envelopes provided for fhern
which the Principal Investigator wiil collect.
Participaticn iü tliis interuiew and süívej¡ fcrrr inç'olves no risk for
pa¡ticipaats.

Faculry of Education ' Deparhnent of Edus¿tional Admin¡itration, Foundatiorts & psychologw
" Room ZO3 Educatlon Building " Uaiversity of lvfanitoba . fvinnipeg, Manitoba, Canada R3T ZNz

Flrone Qwi 47+9018 " Fax izo+¡ 474-7564 " Email education@¡s'.¡rutoba-ca . Internet wrú¡.uman¡toba-ca/educ¿don
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All data will be treated as confidential information- No individual results
will be released to anyone except tlre principal investigator. To ensure your
corrfidentialíty, personal inforrnation or data collected about partícipants in

the investigation is not'about the purpose of the investigation, and so wí[[ not
be reported or made public. Information or data collecied will not be
associated with the participant's narne or other identifuing inforrnation-

Access to the data collected rvill be lirnited to the pnncipal investigator
directly ínvolved in the research- The principal investigator may share
results with other researchers ín the field- The shared information will not
include the participant's nåme- All data collected will be kept ín a secure
locked cabinet to which only the principal investigator will have access. The
data will be password protected on a cornputer.

The prineipal investígator wíll provide feedback to the participants. Thís rvill
be done by presenting the participants with a printed copy of the results-
This will be orally explained to them. At the same tirne, participants will be

asked therr opinions about the draft of the rating scale that will follow from
the questians they answered ín the initial interview and from the survey form
that was completed-

Your signature cn tlús form indicates tliat you haveunderstood to your
satisfaction the information regardingparticípation in the research project
and agree to participate as a subject. In no way does this w,aive your legal
rights nor release the researchers, sponsors, or involved institutions from
their legal andprofessional responsibilities. You are free to withdrar.v from
tlre sfudy at any time, and lor refrain from answerín g rry questions you
prefer to omit, without prejudice or consequence. Your continued
partícipation should be as infornned as your initial consent, so J¿ou should
feel free to ask for clarification or new information throughout your
particípation.

Principal lnvestigator
Joseph Goulet 8.4., MEd.
T.S. Service Clinic
M-4Sr Boniface General flospital
Ph. (204) 237 -2690

Supervisor
iohn Walker PhÐ.
Anxiefy Disorders Prcgrain
M-5 St. Boniface General Hospital
Ph. (204) 731:20ss
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Appendix D

Teacher Interview Questionnaire
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TEACEER. S{TR.\TEY

SHY A¡ID FEARF"TTL CffiLDRSN IN THE CI"ASSROOM

Tee.€årfs Þlwmbær: Gende¡= Þ{ I F

F{ææber of years te*ching: KÍndergerÉe$ _, Grade I _ Grade Z, ,
tÉher Grades

Shyuess and anxiety are normal hurnan emotions. Some childrcn, hcwevø, sre much nxlÍe
eày cn feârfBr¡ Èbae tàe Êyeråge ehild- For úhese childnen, åEx¡€ty rmay interfere wiúb eefr
eaiøSrmert of school, aelivitËs with ot&er childræo, end new erp€riences {such as swiræming
Ewons er children's sporß)"

We arc irterasted ín &ow te*cbers af l(indergarûee æd Grade t age chitdren
*yness er fearfuteess in some ehildren is the dassrooæ. We wifi ask nbrut shyness aud
se€Êel anri*y in one s€ct¡on of questions and úlhen repeat úüe sscce questions abouú the
€&åÃd who may be feårfut br¡t noÉ pnrÉieularly shy cr soclall5r snxiousi

-$eæe childre.¡n ar€ very shy or soeielÊy aøxious in schoot setcings.

i" Whøt dercriptive words would you use for rhis gpe of ckild in the chssrærn?

A WMt beluviourswouldlnu see in t]æ claçsvoom or tiæ schaol tlwt wouldsuggest ta yoil rhet
æ child is ryticalørþ úy or socioily atuioas?

3. W{nt sitt¿stions mq,'be difficultfor rhß r}pe of child in the scttsol setting?
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soæe chitdren mey be fea¡fut or amxËsus even if,*hey mâ5r äot be acp€tñå¡Ey sfuy Ëp seciai

situations-

l. Wtú descriptite words',uoutdyoa asefar tttis fyry of child in tl¡e cÍossæm7

A" WW be1rcvÌcurs wouki yta see in the closs:aom ar fhe scÍæl t*wtawuld wggest to yæ rfu
* child is ¿wticulørly shy or sociøIly æuiaus?

3. Wwt sitaøtiorcs ntry be ffitultfor &is type of chiíd in the ælwoÍ se#ûeç?
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Appendix E

Teacher Rating of Survey Items
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TEACX{trtrd RATII\IGS OF' SUR.V_EY ITtrMS
Pase 1 I-lt

o4

o4

o4

o4

o4

[,-t/e ut'e wor'lcitzg to cieveiop a slzort questionnairefor rcachers to use in describing the shy orfearfitl child
i¡t ihe school sertìng. Tnere ctre inanv possible cluestiotxs tlzc¿t could be used, but we would. Iike to develop
ct shoi'rer iist oj'¡hemosr i:¿pical riescy'iptions of how tlzefeat,ûil or shy childis seen in the scltool setitzg.
How rltpícai of the slqt orfearjul chilci in the scitool sitztation are ttrte descriprions below?

1
t-- IJas ditEcuþ leaviilg lhe parent or Ðerson

''vho drops cff at the start of the day.

FXas difficultv joining other chilciren in pi.ay

síruations.

I{as cfifficuþ joítdng other children in
physicai activitíes.

Reluctaut to h-y new actívities.

o0 Ci

o0 C1

o0 oi

oi

\JI

o1

oi

o1

otr

\)/

o2

a2

o3

\JJ

o3

2.

4.

5. R-eluciant to try activities involving physical
ccn-fi.dence (such as i¡ the gym).

o0

o0

6. Becomes upseÍ easiiy.¡¡h.en ural<es a naistai<e. O 0

7. Becomes upset easily in unfamiliar situations. O 0

8. Cries easilyu¡hen anxious. o0

.Has dífficulty dealing vvith t¡:ansi.tions

classroom activities.
in9.

o2

o2

c2

o2

o2

o2

o3

o3

o3

o3

o3

UJ

o4

o4

o4

o4
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i 1.

Cautious -when ihere is anunfariliar aciuii ín
tire situation.

C¿utious -'rrhen lirere is ara unfarniiiar chrld in
the siruation.

Iias dífficuity .¡¡ith larger groüDs s¡¡ch as

school assembiy.

Reluctant fo spealc in &ont of oülier chilaren-

Reiuctant tc ask questions froin teacher or
assrsta¡t.

Reiuctant to ans"¡¡er qi:estion å-om teacher or
assistant.

12.

..16. Reiuctairt to fn7 new crail or learaing activity.

!7 . Lacksphysical ccnfi.clence

18. Reluctaä.t to go wíth class on are outing.

19. R-eacts with apprehensior-r. to changes in
routine.

20. Reluctarit to go to the washroon¡/resiroom
alone.

2t. Speaks very quietly.

22. }d:ñes less eye contact than other chiid.ren.

23. Stays in the backgromd in group acti..¡ities.

24. Reluctant io ',¡oiunteer an idea in group
activities.

o0

oû

\JU L,,T

UJ \J -L

\JU

o1
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:]
Pa-se 2 il

Ç,r. 11..t

o2 C4

c2 o3

Not' atr a'll':
ñ.: . r! yprcaL:.

uite: O,ften |¡l 
", 

y c ft en
Typical I Tlpica:J

10.

\J1

13.

14.

(J.i

r/-\ -l
V'E

{a')

o2

(\ '')

rì?

c3

CtL

C+

o1i5.

rlû

o0

o0

ot

o1

o1

otr

ox

c2

c2

o2

U¿

(J -)

C3

O3

c3

c3

o4

o4

o4

o4.

o4

o4

o0

o0

o0

o0

o1

o1

o1

o1

o2

a\a

c2

o2

\JJ

o3

o3

o3

o4

o4

o4

o4

L tu"*ror-Teacher-R.atin gs-rz 1 l __i
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Rareiyl¡o iunteers rt r: i ias sio o rn acti-v iLy.

Clings Lç a fawrliar oeison ian aduii cr a

fnend).

Reluctant ia be i'ne centre cf attention in a
goup.

Often asks for reassurance - ev€n',,vhen ít
doesn't seefil necessary.

29. Ccrnplains of stcrnach aches.

30. CoinpLains of, headach,es.

3 1. Compiains of other ,ahysical sy:nptoins.

32. R-equests to cail ;oarent or other caretaker to
go home.

33. R-eiuciant to hy diåbrenä rbods.

34. Often asks for help with routine activities.

35. Ilas fewer &iends than other children.

36- Smiies less often than otherchildreil.

37. Spea-ks up less often than other chilclren.

38. Shy.

39. Easily frigirtened.

4A. Timid.

Page 3
=

25.

27.

28.

,.J U r-, 1v1

¡^¡ 1\, .L

Ânxietv Rafing Scale 167

l) )

ll?vt

c2 C3

\)¿

/.l ..1

\)!

(JU

oû

o0

L/U

o0

o0

^1\J1

o1

UI

\JI

v/

o2

\JJ

LJJ

o3

^-\JJ

O4

î.^

o4

o4

o4

o4

UI

rìI UJ

oc

o0

o0

o0

ô r'\

o0

o0

o0

oi

ci

o1

ut

o1

c)1

o1

oi

a2

o2

Q¿

o2

o2

o2

c2

¡OZ

o3

o3

1ì?

o3

(,J

o3

o3

a\)

o4

o4

o4

o4

o4

o4

o4

Mot.at a,ll

Ty,pical,

L-- tu o*rr-Teache¡:-Ratings-v 1 l
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4I. Se-nsitii¡e.

42. Easliy upset.

¿i3. Reiuctant.

44. leerþtI.

45. tVon'ied,

46. blervous.

i:-Iot,aLail
T.ypi.cal:

Seldom.
T.t¡:picaL

Anxiery Rating Scale t6B
Ifase + I

,Scmetimes"

Typ-,icàIi

Any other descriptions Lhat you i;,rould

suggest f,or chitrdren of ihis age.

o0

oû

cû

o0

T[tørolr Stou jior tøkiwg ilte itir¡ne ito comp[ete iÍkese ,qrneståorus"

CÛ

\JU

UU

\JU

UU

CO

tì1

ii!

c1

c1

oi

l)/

o?

v4

t) /

v¿

\JJ

a3

ô?

\, -l

o3

UJ

o4

o4

o4

o4

o4

o4

o4

o4

o4

o4

oi
,'ì 1

ot

U1

o2

/-\ Iv!.

\)¿

o2

o3

il- tr"*u-Teacher-Ratin gs-v i l
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Appendix F

Responses to the Six Questions Asked in the lnterviews
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Teachers u/ere asked verbally, to respond to the comment that "some children are very
shy or socially anxious in school settings." The comment was followed by three questions
to each of which teachers supplied a response- Here are the questions asked and the
teachers' responses.

Question 1. What Ui"îl*";words would you use for this type of child in the

Teacher I (Tl)-repressed; hang back; tends to cry; cling to caregiver;
parallel play; go to one child is comfortable with. T2-withdrawn; remove
self from activities; quiet.
T3-nervous tics; (nail biting); wets; cries.
T4- withdrawn; refuses to try; cry; bite nails; stutter; doesn't want to come
to school.
T5- quiet; follower not a leader; watcher; doesn't take the first turn;
doesn't initiate conversations or only to teacher; nervous habits (nail
biting, hair chewing, playing with hair).
T6-hesitant; easily upset; (anxious); easily frustrated (easily cries, has
temper tantrums).
T7-shy; closed; upset; worried; quiet; moody.
T8-hesitant; restricted; f caution toward school, life.
T9-quíet; timid; reluctant; nervous; hand motions; rocking.
T1O-not a risk-taker; loner.
Tl l-quiet; withdrawn; non-verbal; timid; difflrculty with peer relations (i.e.
friendship, sharing); requiring adult intervention to complete a task.
T12-no response
Tl3lack of participation; lack of eye contact; soft speaking voice;
extremely compliant; emotionally steady.
Tl4-crying; sweating; teary-eyed; no eye contact; non-participant; fidgets.
Tl5-nervous; timid; fearful; non-risk taker; quiet; reluctant.
T16-loner; plays by him/herself; lacks self con-fidence.
T17-downcast; urnesponsive; quiet spoken; sullen
T18-introverted; often irnmature; soft spoken; non verbal.
T 1 9-nervous; unconfident; fi dgety; jumpy; worried; fearñ¡I.
T20-cautious.
T2l-withdrawn; loner.
T22-hesitant; quiet; watchfü l; compliant.
T23-difficuþ engaging in gror¡p settings; quiet.
T24-nervous. fearfirl; aftaid; anxious; emotional; quiet,
T25-quiet; withdrawn; "in his/her own world."
T26-quiet; alone; withdrawn.

The most coÍrmon themes in this question are the following:

Quiet t2
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Withdrawn
Worried
Nervous
Hesitant
Isolate self
Soft-spoken
Loner
cry
Fearfirl
Afraid
Timid
Arxious
Nervous tics
Nervous habits
Upset
Unwilling to take risks

Question 2 \ilhat behaviours would you see in the classroom the school that
would suggest to you that a child is particularly shy or socially
anxious?

T1-isolating self; urwilling to take risks; needs reassurance; freezes in
new situations.

T2-withdraws from group activities; chooses individual activities over
group; sits by self; crying when left; clings to parent/teacher; refusal to
participate in certain activities.
T3-stays to self; no smile; cries a lot.
T4-cries when given a task; tries to cope with children's work; refuses to
speak; never volunteers; hides; says "I can't."
T5-has difficulty joining a goup or asking for a turn.
T6-shy; doesn't talk; often chooses solitary activities; very polite; reticent;
waits for turn; anxious; will sometimes lash out physically or verbally;
overactive bladder; likes to be in control of all variables; super sensitivity;
obsessive compulsive about some things.
T7-no participation; "accidents;" "shuts dolvn" during work time;
extremely quiet with teacher (possibly peers Írs well); wants more
attention; crying; feeling "sick"; separation anxiety (especially at
beginning of school year).
T8-quiet; at times fearful; inability to try activities; mute; may cry; fights
with others; frequent trips to the washroom and lockers; sometimes
restricted to only maybe one area during choice.
T9- hangs back; reluctant to talk or answers questions; crying.
T1O-watches other child¡en but doesn't participate; very quiet (silent) in
groups; seldom volunteers information.

6
2
3

3

5

2
4
4
3

I
J

2
I
I
2
2
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Tl lJoner; prefer to work by themselves; difficulty with social skills;
cannot make eye contact; cannot express themselves (i.e. greeting)-

Tl2-no response
Tl 3-timid; quiet; scared.
Tl4-sitting and not answering questions; looking for reassurance that they

are on the right track; \ilon't go with others-just those they are comfortable
with.
TlS-does not participate; reluctant/hesitant behaviours; cries; does not
want to be noticed.
Tl6-does not ask for help; not join activity; not speak at sharing time;
comes in slowly; rarely answers; speaks quietly-so soft not easily heard;

cries easily; not able to make choices.
Tl7-cries easily; won't always respond to questions; with teacher or alone

at recess; not interacting with peers; asks teacher for help; needs to if work
is done or being done correctly.
T18-chooses to work alone; doesn't initiate conversation with peers; non

risk taker; needing adult closeness.
T19-nervousness if not looking at you; fidgety; unable to keep still-
T20-not speaking; speaking softly; not joining in; playing alone;
complaining of sickness.
T2l -not willing to answer out in class; plays by themselves.
T22-playng by self; sitting on the edge of a group; watches before
proceeding with an activity; waits to be invited to join a group.

T23-very quiet; limited eye contact; hesitant; limited interaction; needs to
be guided through situations (e.g. play).
T24-sticks to adult; doesn't wish to socialize with peers/speak to teacher.

T25-cries easily; wanting/asking to go home.
T26-sitting alone; holding hands with adult; clinging to adult.

The most common themes in this question are:

Isolating self
Unwilling to take risks
Needs reassurance
Clings
Ditriculty j oining groups
Freezes in new situation
Withdraws from group
Refuses to speak
Speaks softly
Cries
Poor or non/participation

Quiet
No smile

4
4
3
a
J

6
J
I
10
3

9
7
6
2
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Question 3-What situations may be difficult for this child in the school setting?

Tl-changes in routine; transitions; fue drill; arrival of new students;
substitute teache4 challenged by more assertive students.

T2-transition times; group (large) work; asked to share ideas or thoughts;
large group outside of comfort zone; visitors (e.g- when another class
comes in to visit); substitute teacher.

T3-in playground; less structured play; when child has to be more
sociable; perform (show).

T4-sharing ideas; speaking in front ofgroup, class, or even teacher; arry

new situations; going to ariother room for instructions with another
teacher (P. E., music); substitute teacher.
T5-finding a partner to work with; joining a group already playing; asking

someone else when he/she doesn't understand; choosing aplay centre; group
discussions/sharing circle.

T6-shyianxious-might be upset by new situations; likes routine; shy-easily
bullied.

T7-new situations-beginning of the year-new teacher-new routines-new
friends-substitute teachers.

T8-transitions between areas/time of day; subs; new students; changes in
the schedule/fire drills; outside security of room (once comfortable).

T9-recess; teacher asking questions/calling on students; new situations;
first few days ofschool.

T I O-performance; interaction with other classes.

Tl I-group work-co-operative play; transitions; accepting change.
Tl2-no response
Tl3-participating; asking for help; recess time to play with someone;

finding a partrer in class; giving an ansìù/er out loud.
Tl4-speaking in front of the class; taking risks for new activities; in new

lessons given; show and tell activities.
T I 5-group participation; writing activities; interaction with peers;

initiating own leaming.
Tl6-large group activities; drama; speaking; asking for help.
T17-recess; joining up to work with other students; asking for help when

unsure; any change in routine.
Tl8-group work; independent choices (i.e. moving from station to

station); non-routine change in schedule.
Tl9-presenting in front of group; choosing a parhrer for an activity;

approaching someone to address a problem assertively; frnding a playmate at
recess if they are not asked to play; "breaking" a rule.

T20-group situations; new activities; unplanned, spontaneous activities;
different teachers.

T2l-arry new learning; speaking in front of class.

T22-sharing; partner games; group activities; gym.
T23Jarge group meetings; co-operative groups; responding to

text; "sharing stone."
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T24-nevt activities; substitutes; diffrcult students.
T25-activities outside classroom (not routine); i.e. school- wide activities,

freld tripi; substitute teachers.
T26-sharing in groups; new activities; activities; outside the home room;

The most coÍlmon themes in this question:

Difficulty in groups
Changes in routine
Social situations in school
Transitions of all kinds
Substitute teacher

l4
10

10

4
3

The second comment that teachers were asked to provide responses for
was the following:

Some children may be fearfut or anxious even if they may not be

especially shy in social situations. Teachers responded to the 3 questions in this
way.

Question I What descriptive words would you use for this type of
child in the classroom?

Tl -uncomfortable; wound up; tense.

T2-nervous; anxious; jurnpy or overactive.
T3-depends on situation; formal-shyness.
T4-refuse to work with or co-operate; becomes anry.
T5-avoids new situations; stays with the same people all the time.
T6-anxious-searching for friendship; acceptance-self-conscious;
might have some difficulty in setting limits for appropriate
behaviotus.
T7-scared; nervous; easily upset, worried; compulsive; anry.
T8-home body; not competitive; quiet; seeking attention-negative
behaviours.
T9-needy; needs nurhrring.
T I 0-nervous; withdrawn.
T1l-frequency, duratior¡ and intensity alter their illogical thought
disorder; fears that require adult intervention to help work them
tlrough the situation.
Tl2 no response
Tl3-attention (positive or neg.).
Tl4-cry when left; wants reassurance; needs comfort/positive
reinforcement.
T1 5-loud; inappropriate; nervous energy.
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T16-stands back; jumps when someone comes near or raises hand;
scribbles out work or erases a lot; easily upset.
Tl7-hangs back; quiet; not a risk taker
T I 8-talkative; stubborn; non-compliant.
Tl9-fidgety; nervous; afraid of breaking a rule.
T20-cautious; resistant to change.
T21-no response
T22-resistant to change; cries easily; dependent; perfectionism.
T23-their eyes mirror their feelings; anxious; comfortable with
routine/structure (uncomfort¿ble without it).
T24-worried; afraid; nervous.
T25-insecure.
T26-afraid of failure/afraid to try; repeat directions; ill; crying-
complaining.

The most common themes of this question are the following:

Uncomfortable 2
Nervous 5

Avoids new situations 1

Withdrawn 2

Question 2 What behaviours would you see in the classroom or the school
That would suggest to you that a child is particularly shy or
socialþ anxious?

T1-crying; clinging to an adult or friend; clinging to familiar routine
T2-thumb-sucking; sucking on shirt; jumpy or overly active; can't sit
still.
T3-very quiet-doesn't talk; cry; bite nails-scratch self-
T4-refuses to work or co-operate; becomes angry.
T5-afraid to join groups-fear of rejection; interacts with others in
inappropriate ways-rude language, "attention getting" techniques
(pinching, teasing, taking a toy away from someone).
T6-anxious-has temper tantrums; cries easily; needs order; shy-
chooses solitary activities-afraid to ask for help.
T7-more quiet than usual; nervous habits (chewing on clothing, nails,
picking at things); feeling "sick;" asking questions to gain
reassurance; wanting more attention; "closed off;" the look on their
face; angry.
T8-no interest in playing with new children/making new friends;
hesitant to try new activities-needs adult reassurance; reluctant to
leave classroom.
T9-clings to adult; self-stimulating in some way-rocking, tapping,
twirling hair.
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T1O-fidgeting with clothes or objects; head down; go behind another
child so s/he isn't first; asks to go home-stomach ache, etc.
Tl l-cry; difficult to reassure or calm down; need someone or
something else to distract their experience or thought; certain
behaviours indicate uneasiness like hand wringing, pricking skin.
T12-no response
Tl3-always trying to please adults and peers (giving presents);
always defuing adult's rules (classroom rules).
T14-will play by themselves; don't speak; need to go to the bathroom
often; \Mill ñnd a way out of the group lesson; will ty to avoid a
situation that makes him/her anxious.
T15-bluster; jiuery; difficulty in following directions.
T16-no response
Tl7-doesn't like new things; won'tjoin in even if encouraged;-a
Ioner-prefers quiet activities; say they are sick frequently.
Tl8-has own ideas as to what's next; chooses to work alone; doesn't
offer suggestions or ideas in fear of ridicule.
Tl9-afraid of breaking a rule; unwilling to take risks; jumpy and
un¡elaxed.
T20-not speaking or softly spoken; not volunteering infonnation; lack
of confidence in his/her opinion or ability; easily swayed.
T2l-worries about small things (e.g. leaving shoes at home); doesn't
want to speak to the teacher.
T2}-separation from parent difhcult; thumb-sucking; tapping; hair
twirling etc.
T23-reacts when teacher is out of their eyesight (where are you
going? what are you doing?)
T24-doesn't participate; will not speak; cries a lot; nervous habits
(chews nails, pulls at clothes, plays with fingers).
T25-refusal to do a certain activity; clinginess to an adult-
T26-ask same question repeatedly; ask to go to the washroom (leave
the room); sore stomach/headache; disturbing the others/offtask.

The most cornmon themes of this question are:

Cryrng
Clinging 2
Self-stimulation 17
Somatic Complaints 5
Isolation 9
Social þeers and Teachers)' 8
Poor self-confidence 7
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Question 3: What sifuations may be difficult for this type of child in the
school setting?

T1-suprises-fire drills, power failures, change of routine; large group
assemblies, concerts; transition to a different room; new activities; new
material to work with; substitute teacher; new adults coming in to work or
visit.
T2-when they are unsure of activity; substitute teacher; doing something
outside of their comfort zone i.e. field trip.
T3-asking child to talk in front of class-even on ltol speak to him
individually.
T4-work in co-operative group setting.
T5- having conversations with peers (taking tums); using appropriate
phrases in conversations (finding the rigbt words); working with new
people.
T6-anxious-buddy reading is unsettling; doesn't like recess-never chooses
games- can't stand to lose; can't play bingo; shy-any activity which
requires her to take risks, speak out loud, perform or pick a partner.
T7-new people-teacher or other adults; changes in routine when they do
not know what to expect; introduction of anything they fear into their
environment so that they are not in control; beginning of school (ltt weeks
or months); in K and in gr.l where they have to do a full day and be away
from home; lunch time when a trusted adult may not be available;
introduction of a new concept in class-unknown may feel like loss of
control.
T8 -school -new situations/new cl assmates- grade transitions; extra-
curricular activities; reading out loud story telling; participation in
discussions.
T9-social situations; parties; new people or situations; first day of school'
Tl O-concerts; class performances-
T11-fust day, week or month of school; changes in routines i.e. sub or
change in schedules; recess; lunchroom; physical education; group work;
working independently.
T12-no response
T1 3-confrontation; discipline (dealing with consequences).
Tl4-group lessons.
Tl5-diffrculty in following directions; difficulty in settling down.
Tl6-seat work-fear of making mistakes; group activities-fear of making
mistakes; centres-playtime-having to choose what to do.
Tl7-"free time.;" +oisy situations; if mom is in the room they are "clingy;'
difficult to come to school then parting \Mith mom; field trips diffrcult for
them; substitute teachers difiFrcult.
T18-makers of own rules; leader in a group to ensure it goes their way.
Tl9-having to do something on the spot without a chance to prepare;
trying new things; doing things by themselves in front of the class; asking
teacher for clarification and reassurance frequently-
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T20-new or different activities; any changes.
T21-afraid to make mistakes so doesn't try.
TZ2-new activities; changes in seat placement; substitute teachers; ñeld
trips; sharing.
T23-substitute teachers; transitions (gym, music room); multiple teachers;
new settings.
T24-changing to new activities; going to another class (music, gyffi,
hansition times); peer tutoring (older/other children in class); substitutes;
parent volunteers helping out.
T2Í-actívities out of the ordinary routine.
T26-group work; one person'þerforming" in front of whole class;
showing their work to everyone.

The most coÍtmon themes of this question are the following:

Classroom activities 23
Change of routine 12

Social difficulties in school 6
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Appendix G
Diagnostic and Statistical Manual [V

Text Revision (2000)
(DSM IV-TR)
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According to the Diagnostic and Statistical Manual fV Text Revision 2000 (DSM fV-

TR), anxiety disorders may include but are not limited to the following:

l- Social Phobia.

2. Specific Phobia.

3. Separation Anxiety Disorder.

4. Overanxious Disorder.

5. Posttraumatic Stress Disorder (PTSD).

6. Panic Disorder.

7- Obsessive Compulsive Djsorder.

8. Avoida¡it Disorder.

9. Generalized Arxiety Disorder (GAD).

A discussion of the main characteristics of most of these disorders will follow.

(DSM rV TR). Avoidant disorder and overanxious disorder are included in

Generalized anxiety disorder.

1' Social Phobia (Social Anxiety Disorder). Here are a few characteristics of

Social Phobia :

A' A marked and persistent fear of one or more social perfomrance situations in
which the person is exposed to unfamiliar people oi to possible scrutiny by
others. The individual fears that he or she will act in a way that will be
humiliating or emba¡rassing. Note: In children, there must be evidence of the
capacity for age-appropriate social relationships with familiar people and the .

anxiefy must occur in peer setting, not just intãractions with adults.

B' Exposure to feared social situation almost invariably provokes anxiety.
Note: In children, anxiety may be expressed by crying, tåntrums> freezing, or
shrinking from social siruarions with unfaminár påopiå.

c. The person recognizes that the fear is excessive or unreasonable.
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Note: In children this feature may be absent.

D. The feared social or performance sifuations are avoided or else endured with
intense anxiety or distress.

E- The avoidance, anxious anticipation or distress in the feared social or
performance situation(s) interferes significantly with the person,s normal routine,
occupational functioning, or social activities or relationships-

F. In individuals under age 18 years, the duration is at least 6 months.

2. Specific Phobia:

A. Marked and persistent fear that is excessive or uffeasonable, cued by the
presence or anticipation of a specific object or situation (e.g., flying, h"ightr,
animals, receiving an injection, seeing blood).

B. Exposure to the phobic stimulus almost invariably provokes an immediate
anxiety response, which may take the form of a situationally bound or
situationally predisposed Panic Att¿ck. Note: In children, the anxiety may be
expressed by crying, tantrums, freezing, or clinging.

C- The person recognizes that the fear is excessive or unreasonable. Note: in
children, this feature may be absent.

D- The phobic situation(s) is avoided or else is endured with intense anxiety or
distress.

E. The avoidance, anxious anticipation, or distress in the feared situation(s)
interferes with the person's normal routine, occupational (or academic) 

'
functioning, or social activities or relationships, ôr there is marked distress
about having the phobia.

F. In individuals under ase 
ls 

years, the duration is at least 6 months.

3. Separation Anxiety Disorder

A. developmentally inappropriate and excessive anxiety concerning separation
from home or from those to whom the individual isâttached, aslniãenced by
three (or more) of the following:

(1) recurrent excessive distress when separation from home or major
attachment figures occurs or is anticipated

Ø persistent and excessive worry about losing, or about possible harm
befalling, major attachment figure

(3) persistent and excessive worry that an untoward event will lead to
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C.

D.

E.
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separation from a major attachment figure (e.g., getting lost or being
kidnapped)

(4) persistent reluctance or refusal to go to school or elsewhere because of
fear of separation

(5) persistently and excessively fearful or reluctant to be alone or without
major attachment figwes at home or without significant adults in other
settings

(6) persistent reluctance or refusal to go to sleep without being near a major
atlachment figure or to sleep away from home

\? repeated nightrnares involving the theme of separatíon
(8) repeated complaints of physical symptoms 1suótr as headaches,

stomachaches, nausea, or vomiting) when separation from major
attachment figures occurs or is anticipated

The duration of the disturbance is at least four weeks.

The onset is before age l8 years.

The disturbance causes clinically significant distoess or impairment in social,
academic (occupational), or other important areas of fi.rnctloning

The disturbance does not occu¡ exclusively during the course of a pervasive
Disorder, Schizophrenia, or other psychotic Disoider....

4' Generalized Anxiety Disorder (Includes Overanxious disorder of Childhood)

A. Excessive anxiety and worry (apprehensive expectation), occurring more days
than not for at least 6 months, about a numberòf events or activitiãs (such as
work or school performance).

B. The person finds it difñcult to control the worry.

C' The arxiety and the worry are associated with three (or more) of the following
six symptoms (wit! at least some symptoms present for more days than not
for the past 6 months). Note: only one item iì required in children.

(l) restlessness or feeling keyed up or on edge
(2) being easily fatigued
(3) ditrrculty concentrating or mind going blank
(4) irrirabiliry
(5) muscle tension
(6) sleep distu¡bance (diffrc'lty falling or staying asleep, orrestless

unsatis$ing sleep)
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E.
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The focus of the anxiety and worry is not confined to features of an Axis I
disorder,
e.g., the anxiety or worry is not about having a panic Attack (as in panic

Disorder), being embarrassed in public (as in Social phobia), being
contaminated (as in obsessive compulsive Disorder), being away from home
or close relatives (as in Separation Anxiety Disorder), gaini¡g weight (as in
Anorexia Nervosa), having multiple physical complaints (as in somatization
Disorder), or having a serious illness (as in Hypochondriasis), and the anxiety
and worry do not occur exclusively during Posttraumatic stress Disorder.

5. Posttraumatic Stress Disorder (PTSD).

A- The person has been exposed to a traumatic event in which both the following
were present:

(1) the person experienced, witnessed, or was confronted with an event or
events that involved actual or threatened death or serious injury, or a threat
to the physical integrity of self or others

(2) the person's response involved intense fear, helplessness, or horror. Note:
In children, this may be expressed instead by disorganized or agitated
behaviour.

B. The traumatic event is persistently reexperienced in one (or more) of the
following ways:

(l) recunent and intrusive distressing recollections of the event, including
images, thoughts, and perceptions. Note: In young children, repetitive play
may occur in which themes or aspects of the trauma are expressed.

(2) recurrent distressing dreams of the event. Note: In children, tåere may be
fü ghtening dreams without recognizable content.

(3) acting or feeling as if the traumatic event were recurring (includes a sense
of reliving the experience, illusions, hallucinations, and dissociative
flashback episodes, including those on awakening or intoxicated). Note: In
young children, trauma-specific reenactment may occur.

(4) intense psychological distress at exposwe to internal or extemal cues that
symbolize or resemble an aspect of the traumatic event

(5) psychological reactivity on exposure to intemal or external cues that
symbolize or resemble an aspect of the traumatic event

C. persistent avoidance of stimuli associated with the trauma and numbing of
general responsiveness (not present before the trauma), as indicated by three
(or more) of the following
(1) thoughts, feelings, or conversations associated with the trauma
(2) efforts to avoid activities, places, or people that arouse recollections of the

trauma
(3) inability to recall an important aspect of the trauma
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(4) markedly diminished interest or participâtion in significant activities
(5) feeling of detachment or estrangement from others
(6) restricted range of affect (e.g., unable to have loving feelings)
(7) sense of a foreshortened future (e.g., does not expect to have a career,

marriage, children, or a normal life span)

D. Persistent symptoms of increased arousal (not present before the trauma), as
indicated by two (or more) of the following:
(l) difficulty falling or staying asleep
(2) irritability or outbursts of anger
(3) difFrculty concentrating
(4) hypervigilance
(5) exaggerated startle response

E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than I
month.

F. The disturbance causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

6. Panic Disorder
Panic Disorder Without Agoraphobia
A. Both (1) and (2):

(1) recurrent unwanted Panic Attacks
(2) at least one of the attacks has been followed by 1 month (or more) of one

of the following:
(a) persistent concem about having additional attacks
(b) worry about the implications of the atûack or its consequences (e.g.,

losing conhol, having a heart attack, "going crazy")
(c) a significant change in behaviour related to the attacks

B. Absence ofAgoraphobia

C. The Panic Attacks are not due to the direct physiological effects of a
substance (e.g., a drug of abuse, a medication) or a general medical condition
(e. g., hyperthyroidism)

D. The Panic Attacks are not better accounted form by another mental disorder
such as Social Phobia (e.g., occurring on exposure to feared social situations¡,
specific Phobia (e.g., on exposure to a specific phobic situation), obsessive
Compulsive Disorder (e.g., on exposure to dirt in someone with an obsession
about contamination), Posttraumatic Stress Disorder (e.g., in response to
stimuli associated with a severe stressor), or Separation Anxiety disorder (e.g.,
in response to being away from home or close relatives).

Panic Disorder With Agoraphobia
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The criteria here is the same as Panic Disorder Without Agoraphobia except, of
course, that Agoraphobia is present.

T.Obsessive Compulsive Disorder

A. Either obsessions or compulsions:

Obsessions as definedby (I), (2), and (4):
(l) recurrent and persistent thoughts, impulses, or images that are

experienced, at some time during the disturbance, as intrusive and

inappropriate and that cause marked anxiety or distress

(2) the thoughts, impulses, or images are not simply excessive worries about

realJife problems
(3) the person attempts to ignore or suppress such thoughts, impulses, or

images, or to neutralize them with some other thought or action
(4) the person recognizes that the obsessional thoughts, impulses, or images

are a product of his or her own mind (not imposed from without as in
thought insertion)

Compulsions as defined by (l) and (2):
(l) repetítive behaviours (e.g., hand washing, ordering, checking) or mental

acts (e.g., praying, counting, repeating words silently) that the person feels

driven to perform in response to an obsession, or according to rules that
must be applied rigidly

Q) tbe behaviours or mental acts are aimed at preventing or reducing distress

or preventing some dreaded event or situation; however, these behaviours

or mental acts either are not connected in a realistic way with what they
are designed to neutralize or prevent or are clearly excessive

B. This does not apply to children.

C. The obsessions or compulsions cause marked distress, are time consuming

(take more than I hour a day), or signihcantly interfere with the person's

normal routine, occupational (or academic) functioning, or usual social
activities or relationships.

D- If another Axis I disorder is present, the content of the obsessions or
compulsions is not restricted to it (e.g., preoccupation with food in the
presence of an Eating Disorder; hair pulling in the presence of
Trichotillomania; concern with appearance in the presence of Body
Dysmorphic Disorder; preoccupation with drugs in the presence of a
Substance Use Disorder; preoccupation with having a serious illness in the

presence of Hypochondriasis; preoccupation with sexual urges or fantasies in
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the presence of a Paraphilia; or guilty ruminations in the presence of Major

Depressive Disorder).

The disturbance is not due to the direct physiological effects of a substance (e.g., a drug

of abuse, a medication) or a general medical condition.



Anxiery Rating Scale 187

ApPendix H

Ethics Approval and Permission to Quote








