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RESEARCH REVIEW:
ANXIETY IN GIRLS 
A summary of academic research

“Adolescence and young adulthood is a critical stage 
of transition in physical and mental development, 
and vulnerability to mental illness is heightened at 
this time. Around three-quarters (76%) of people who 
experience a mental disorder during their lifetime will 
first develop a disorder before the age of 25 years.”

Australian Bureau of Statistics, Year Book, Australia, 2012

R
ecent media stories have highlighted 
increasing levels of anxiety and 
stress in children and adolescents, 
quoting pediatricians and mental 
health professionals expressing alarm 
at the rising number of distressed 
young people they are seeing in their 

practices. In 2013, psychologist Lawrence Cohen wrote 
in Time magazine that “childhood anxiety is indeed 
on the rise at every level, from fear of monsters under 
the bed to phobias and panic attacks to severe anxiety 
disorders”. He recounted what happened when he gave 
a lecture on anxiety at an American public elementary 
school in 2012:

I heard about children who couldn’t be in a 
different room from their parents, even to use the 
bathroom, children who were too afraid of the 
water to swim or even take a shower, and children 
who were too afraid of making a mistake to 
function well in the classroom (Cohen, 2013).

In their practices, Cohen and his colleagues are seeing 
“more and more children who have too much social 
anxiety to go to school, too much stress about grades to 
enjoy life, and too much separation anxiety to achieve 
independence as they grow older”. 

Pediatrician Elizabeth Green, interviewed by The 
Australian about her concerns, says she has treated 
25,000 young patients over the past sixteen years but 
has never seen so many highly-strung children:

Someone’s put something in the water in the last 
five years because anxiety is much worse among 
children. I’m seeing a social shift. The child 
psychiatrists and pediatricians are increasingly 
seeing children who are just having meltdowns. 
We’re seeing children as young as four or five  
with generalised anxiety disorders (as cited in 
Bita, 2014).

Green is convinced that modern parenting is to blame, 
saying that parents are, in the newspaper’s words, 
“too busy, too pushy and too quick to ‘bubble-wrap’ 
their children against every discomfort”, resulting in 
“a generation of children who fret over failures, have 
poor self-esteem and worry about issues beyond 
their control” (Bita, 2014). In the same article, the 
Australian Children’s Commissioner, Megan Mitchell, 
stated that children who are constantly cossetted by 
overprotective parents grow up feeling nervous and 
insecure and, in fact, that “helicopter parents” can do 
just as much damage to their children as neglectful 
parents (Bita, 2014).

Cohen (2013) agrees that parents play a significant 
role in creating anxiety in children, noting that 
parents “want their children to be academically 
successful and always happy and creative and socially/
emotionally intelligent” but that, in the face of such 
impossible demands, the “inevitable result is anxiety 
and burnout”. He also points to the roles that schools 
and society in general play:

Schools are more competitive and stressful, 
children are more overscheduled, parents are 
worried about finances and safety, and our society 
is based on a win-lose model, where only a few 
children will be able to succeed (Cohen, 2013).

There is no doubt that our world is a vastly different 
place to that inhabited by our ancestors. The last fifty 
years, in particular, have seen radical transformations 
in the way we work, live and communicate. We 
are healthier, wealthier and better educated than 
ever before, but our children are being exposed 
at an increasingly young age to the adult world 
of competition, materialism, narcissism and 
sexualisation. Do we now live in a society that is more 
concerned with the externalities of academic success, 
social status, beauty and wealth than with the mental 
health and wellbeing of our children? This article will 
give a brief overview of the latest research and statistics 
on anxiety, particularly focusing on the issue of gender 
and how girls have been impacted by the dramatic 
cultural shifts of the last few decades.

Anxiety statistics
Worldwide, an average of approximately 3% to 20% 
of children and adolescents are diagnosed with an 
anxiety disorder, with rates generally being lower in 
infancy and preschool children and rising throughout 
childhood and adolescence (Huberty, 2013, p. 2). 
Rates continue to increase in young adulthood 
before dropping after the mid-20s (Patton et al., 
2014, p. 1404). Anxiety rates also vary significantly by 
country and are generally higher in Western cultures, 
particularly for girls and women, than in Eastern 
cultures and developing nations (Kessler et al., 2009, 
p. 4; Ranta et al., 2012, pp. 586-587). The United States 
(US) reports some of the highest rates in the world. 
Merikangas et al. (2010, p. 15) found that 31.9% of 
American adolescents aged 13-18 years had an anxiety 
disorder, including 8.3% diagnosed with a severe 
anxiety disorder. The prevalence of anxiety for young 
males aged 13-18 years was 26.1%, whereas for females 
it was 38.0%. 

The Australian Temperament Project — a thirty-year 
longitudinal study conducted in Victoria between 
1983 and 2012 — found that most adolescents aged 
11-18 years had low levels of anxiety, some had 
moderate anxiety, and “a worrying 15% of girls and 
9% of boys had high and increasing levels of anxiety” 
(Vassallo & Sanson (Eds.), 2013, p. 8). An Australian 
Bureau of Statistics report (2010) found that 15% 
of young adults aged 16-24 years reported having 
an anxiety disorder in 2007, with rates in young 
women rising to be double that of young men (22% 
compared with 9%). Statistics are similar in New 
Zealand where a longitudinal study found that the 
average rate of anxiety disorders in young men and 
women, measured at four points between the ages of 
16 and 30 years, ranged from 12.7% to 18.9% (Jakobsen, 
Horwood, & Fergusson, 2012, p. 305). 

Have rates of anxiety increased?
In the United Kingdom (UK), the Nuffield Foundation 
Changing Adolescence Programme was established 
in 2005 “in response to research findings that showed 
a significant increase in young people’s emotional 
and behavioural problems between 1975 and 1999” 
(Nuffield Foundation, 2012, Preface). The proportion of 
young people in the UK reporting frequent feelings of 
depression or anxiety doubled between the mid-1980s 
and the mid-2000s (p. 1). In boys aged 15-16 years, 
rates increased from 3% to 6%, while in girls rates 
jumped from 10% to 20% (p. 1). It was noted, however, 
that there were “encouraging signs of levelling off in 
these trends post-2000”, including no further rises in 
anxiety and depression in 11-15 year olds between 1999 
and 2004 (p. 2). 

In the US, Twenge (2000, p. 1018) reviewed the results 
of two meta-analyses, based on studies of 40,000 
college students and 12,000 children aged 9-17 years 
conducted between 1952 and 1993, finding large and 
consistent increases in anxiety and neuroticism in 
American children and college-age students. Anxiety 
is “so high now that normal samples of children 
from the 1980s outscore psychiatric populations 
from the 1950s”. Ten years later, Twenge (2010, p. 
145) extracted data from two meta-analyses based 
on surveys of 75,000 students and found “large 
generational increases in psychopathology” among 
college students between 1938 and 2007 and in 
high school students between 1951 and 2002. She 
wrote that each successive generation of students 
reported significantly more symptoms of mental 
health disorders and that adolescent mental health 
had declined significantly since the 1980s, with 
increases on paranoia, hysteria, hypochrondriasis and 
depression scales apparent from mid-adolescence (p. 
152). Twenge used several models to track the increase 
in anxiety rates, one of which showed that in 1938, 1% 
to 5% of college students scored above a T-score of 70, 
“often considered the cut-off for psychopathology”, but 
by 2007 rates had “increased dramatically”, with 40% of 
students scoring above 70 (p. 150).

What is driving the increase?
The Nuffield Foundation (2012, pp. 3-9) identified three 
key social trends driving changes in young people’s 
wellbeing in the UK:

• the collapse of the youth labour market in the 1980s, 
leading to significantly more 16-18 year olds remaining 
at school, where “major changes in the basic structure 
of school experiences” have seen students competing 
against each other in a pressurised and results-driven 
educational environment in order to secure limited 
access to further education, training and jobs,

• the greater availability of alcohol and drugs, which 
“may influence the physical pathways to anxiety and 
depression”, and 

• dramatic changes in family structure, including 
a doubling of the number of children experiencing 
divorce from 10% to 20% and a significant rise in single-
parent and blended families since the 1970s, evidenced 
by rates of conduct and emotional disorders being 
consistently higher in non-intact families (separated, 
divorced and step-families) than intact families. 

Similarly, Twenge (2010, p. 152) notes that “large changes 
over relatively short periods of time cannot be attributed 
to genetics” and, therefore, something has changed 

in the external environment to cause such dramatic 
increases in anxiety among young people. Twenge 
writes that while it is difficult to prove causation:

These results suggest that as American culture 
has increasingly valued extrinsic and self-centred 
goals such as money and status, while increasingly 
devaluing community, affiliation, and finding 
meaning in life, the mental health of American 
youth has suffered (2010, p. 153).

Twenge acknowledges that other factors may be 
involved but writes that her results are “consistent 
with the theorizing of several authors arguing that 
materialism, individualism, and impossibly high 
expectations have led to an epidemic of poor mental 
health”, both in the US and more generally in other 
Western nations. 

The Centre for Appearance Research at the University 
of the West of England also points the finger at the 
“beauty ideals which saturate all media”, creating 
“anxiety and shame around personal appearance” 
(Halliwell, Diedrichs & Orbach, 2014, p. 7). Appearance 
anxiety, eating disorders and body dysmorphia are now 
“normative and widespread” among young people and 
adults. Halliwell et al.’s analysis of 25 empirical studies 
relating to female body image highlights a “disturbing 
trend” in girls and young women:

At the same time as they are being encouraged 
by their teachers and families to achieve their 
potential, countervailing commercial forces, 
presented as fun but predicated on creating 
insecurity, have already begun clipping their 
wings. The resultant tendency to spend a great deal 
of time on appearance related anxiety is curtailing 
their intellectual performance and confidence 
about achievement (2014, p. 11).

International studies from countries including Finland 
and China have shown that girls concerned about their 
weight achieved lower marks than girls of the same 
weight who did not suffer from body dissatisfaction 
(Halliwell et al., 2014, pp. 14-15). Conversely, studies 
have shown that adolescent girls who scored well 
in body esteem were more confident about their 
mathematics ability and female college students 
“who were able to reject the imperative to pursue 
societal norms in relation to appearance did better 
academically” (p. 15).

What is anxiety?
Huberty (2013, p. 1) writes that anxiety principally 
manifests itself as worry that “future events will have 
negative outcomes”. It creates arousal and alertness 
to danger and can be a normal reaction to stressful 
situations, however anxious children are much more 
likely than non-anxious children to overreact to minor 
threats. Nelemans et al. (2014, p. 181) note that it is 
important to distinguish between normal, transient 
anxiety and the more severe, persistent anxiety 
experienced by some young people. Anxious children 
engage in avoidance behaviours to reduce exposure 
to the perceived threat, with impacts occurring in the 
thinking/learning, behavioural and physical spheres 
(Huberty, 2013, p. 1). Signs of anxiety can include 
problem-solving difficulties, attention and memory 
problems, task avoidance, perfectionism, withdrawal, 
perspiration, headaches, nausea and sleeping 
problems. Children experience anxiety differently, 
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however the distinguishing factor of an anxiety 
disorder is a stable pattern of excessive, atypical or 
inappropriate anxiety, resulting in the impairment of 
personal, social and academic performance (p. 1). 

Anxiety disorders encompass several different 
disorders and phobias, including:

• specific phobias — about things or situations, such as 
dogs, injections or heights,

• panic disorder — a sudden and intense fear of 
catastrophe

• social anxiety disorder or SAD (also known as social  
phobia) — an excessive fear of social situations,

• separation anxiety disorder — fear of being separated 
from home or family,

• generalised anxiety disorder or GAD — excessive 
worrying,

• Obsessive Compulsive Disorder or OCD — repetitive 
thoughts or actions, and

• Post Traumatic Stress Disorder or PTSD — distress 
after a traumatic event. 

Merikangas et al. (2010, p. 15), who found that 31.9% 
of American adolescents had an anxiety disorder, 
reported that specific rates for each disorder ranged 
from 2.2% and 2.3% for generalised anxiety disorder 
and panic disorder, respectively, to 7.6% for separation 
anxiety disorder, 9.1% for social phobia and 19.3% for 
specific phobia (adolescents may have more than one 
anxiety disorder). 

Different types of anxiety may appear in response to a 
child’s developmental stage or the developmental tasks 
they encounter as they age. For instance, separation 
anxiety is more likely to occur in childhood, whereas 
panic disorder is more frequent in late adolescence 
and young adulthood (Nelemans et al., 2014, p. 181). 
Overall, generalised anxiety disorder and panic 
disorder symptoms have been found to increase over 
time, while separation anxiety symptoms decrease 
over time and social anxiety disorder remains 
relatively stable (p. 188). 

If untreated, anxiety disorders can have a “profound 
impact on the emotional and social development of 
young people”, not only heralding ongoing anxiety 
disorders in adulthood but also causing other comorbid 
conditions such as depression (Pereira et al., 2014, 
p. 399). Previous studies have shown that childhood 
anxiety disorders are a major risk factor for mental 
disorders in adulthood, with half of adult anxiety 
sufferers first experiencing anxiety symptoms below 
the age of 11 years (Paulus, Backes, Sander, Weber, & 
von Gontard, 2015, p. 150). In addition, the costs of 
anxiety are “substantial”, not only for families but for 
society as a whole, with a 2008 study estimating that 
it costs society 21 times more to fund a family with a 
clinically anxious child than without (p. 151). 

Genetic and biological factors
Studies have shown that children of parents with 
clinical levels of anxiety are more likely to develop 
anxiety disorders than children whose parents do 
not have anxiety disorders (Pereira et al., 2014, p. 
399; Möller, Majdandzic, Vriends, & Bögels, 2014, p. 
1268). A child may therefore be born with a genetic 
predisposition to developing anxiety, but this does 
not mean that they will go on to develop an anxiety 
disorder. A Brazilian survey of 10,000 children aged 6 

to 12 years found that the higher the number of family 
members (parents, siblings, half-siblings) with the 
same anxiety disorder (e.g. social phobia), the higher 
the risk that the survey child would also have the 
same disorder (Helwick, 2011, p. 2). It was also found 
that anxiety disorders carry different levels of risk. For 
instance, when two-thirds or more of a child’s family 
members had a specific phobia, the survey child’s risk 
of having the same specific phobia was at least 60%. In 
contrast, the risk of a survey child having generalised 
anxiety disorder was 40%, even when all of their 
parents and siblings were affected (p. 2). Conversely, 
the study showed that in families in which no parents 
or siblings had an anxiety disorder, the prevalence of 
anxiety in the survey child was only 10% (p. 1).

The Australian Temperament Project (ATP) notes 
that there is considerable debate about the causes of 
anxiety and depression, with some arguing in favour of 
biological differences making people more susceptible 
to emotional difficulties and others believing that 
anxiety and depression are “mostly a reaction to 
adverse life circumstances” (Vassallo & Sanson (Eds.), 
2013, p. 9). To explore these differing viewpoints, the 
ATP partnered with the Australian National University 
to collect DNA samples from 680 ATP study members 
aged 16 years old (p. 9). The study results suggest that:

genetic differences between people may work in 
two ways: first, by increasing their susceptibility to 
challenging life events; and second, by affecting 
their ability to recover or bounce back after 
experiencing difficult circumstances (Vassallo & 
Sanson (Eds.), 2013, p. 9).

The key parts of the brain involved in fear and 
anxiety are the amygdala, which alerts the brain to 
a threat and triggers a fear or anxiety response, and 
the hippocampus, which converts these threatening 
events into memories (Shin & Liberzon, 2010, pp. 169-
170, 174). Lau et al. (2011, p. 4503) found that adolescent 
brains have more activity in the hippocampus and 
amygdala than adults when exposed to a “threat 
stimulus” (images and sounds designed to convey 
different levels of threat), as compared to a “safety 
stimulus” (a neutral image). In contrast, adults showed 
more brain activity in the dorsolateral prefrontal 
cortex (DLPFC) when processing the threat stimulus. 
Given that an “immature DLPFC, although generally 
capable of drawing categorical distinctions, fails to 
adapt appropriately under conditions of increased 
ambiguity between categories”, this provides a possible 
explanation as to why adolescents are more vulnerable 
to stress and report more fears and worries (p. 4504). 

Links with depression and inhibited behaviour 
The Australian Temperament Project found that 
adolescents with anxiety and depression were more 
likely to have been shy and irritable babies and toddlers, 
and to have had difficult relationships with parents 
and friends in childhood and adolescence (Vassallo & 
Sanson (Eds.), 2013, p. 8). The “seeds for many school-
age problems”, therefore, can be found in toddlers and 
preschool children with difficult temperament traits or 
behaviour problems (p. 7). It was noted that parents of 
highly anxious teenage boys tended to report problems 
from early childhood, possibly because shyness 
and anxiety are less common and considered more 
concerning in young boys, whereas parents of highly 
anxious teenage girls did not report being concerned 
about these traits in early childhood, perhaps because 

shyness and anxiety “are considered more ‘normal’ 
and less worrisome in girls” (p. 9). Chan, Chan and 
Kwok (2015, pp. 59, 62), who found that 28.02% of 
Hong Kong adolescents had high anxiety, note that 
anxiety symptoms can be “covert” and that children 
and adolescents with anxiety are more likely to be 
“quiet and wary”. Furthermore, when adults “endorse 
children’s inhibited behaviors as desirable, adolescent 
anxiety symptoms can easily escape the attention 
of parents and teachers” (p. 62). The Australian 
Temperament Project concluded that anxiety “may not 
be ‘just a stage’ that will pass in time” and that the early 
treatment of anxiety and depression during childhood 
or early adolescence could lead to substantial 
improvements in the mental health and wellbeing of 
young people (p. 9).

Paulus et al. (2015, pp. 151, 155) concluded that anxiety 
disorders are common in preschool children and 
specific subtypes can not only be identified, but also 
be shown to be preceded by Behavioural Inhibition 
(BI), characterised by consistent avoidance of, or 
distress in response to, unfamiliar people or new 
situations. BI appears to be a genetically determined 
and stable temperamental style (p. 151), with nearly 10% 
of girls and 10% of boys noted by their parents to have 
demonstrated inhibited behaviour in early childhood 
(p. 154). While BI was most strongly associated with 
social phobia, it was also found to be a risk factor for 
other anxiety disorders and depression (p. 154). The 
study authors concluded that since BI can be shown to 
precede anxiety disorders in preschool children, early 
identification and treatment of BI “could prevent the 
manifestation of anxiety disorders not just in preschool 
age (sic), but also in childhood, adolescence and even 
adulthood” (p. 155). 

In a study of 796 children aged 4 to 7 years, Lavigne, 
Hopkins, Gouze and Bryant (2015, p. 163) demonstrated 
that anxiety at age 4 and 5 is a “significant positive 
predictor of subsequent depression”, and higher 
levels of depression at age 4 and 5 are associated with 
subsequent anxiety. The study authors concluded that 
preschool children who present with either disorder 
should routinely be assessed for both anxiety and 
depression and that, regardless of which disorder a 
child presents with, intervention strategies should 
target both anxiety and depression (p. 174). Lavigne et 
al. also write that clinicians who, basing their actions 
on previous research, have been less concerned about 
young children with depression, “should reconsider 
their treatment approach” and be “more vigilant about 
possible increases in anxiety among young children 
exhibiting depressive symptoms”.

The role of gender in anxiety
Wesselhoeft, Pedersen, Mortensen, Mors, and Bilenberg 
(2015, p. 829) write that it is a “robust finding” that 
“gender poses a risk factor for the development of 
certain mental disorders”. Previous studies have shown 
that boys are more likely to develop autism, attention 
deficit hyperactivity disorder, conduct and oppositional 
disorders. Girls are more likely to be diagnosed with 
depression and anxiety disorders. It was unclear, 
however, “whether the causal pathways of female gender 
act through biological, psychological, environmental or 
relational pubertal changes”. Wesselhoeft et al.’s study, 
based on 907,806 children born in Denmark between 
1992 and 2008, identified that depression and anxiety 
are more likely to occur before the age of 11 years 
in boys, but after the age of 11 years in girls (p. 835). 

Therefore “girls appear to be more resilient to emotional 
disorders before puberty and markedly more vulnerable 
after puberty than boys” (p. 836).

Similarly, an eight-year longitudinal study of 
adolescent boys and girls aged 12 to 19 years conducted 
by Nelemans et al. (2014, pp. 195-196) found “significant 
sex differences” for symptoms of generalised anxiety, 
separation anxiety and social anxiety. Their study 
demonstrated that girls experience stable levels of 
generalised anxiety in early adolescence but become 
especially vulnerable to rising levels of generalised 
anxiety from middle adolescence onwards (p. 196). Girls 
are also more susceptible to social anxiety in middle 
adolescence, with results showing a “steep increase” 
in social anxiety symptoms between early and middle 
adolescence (p. 197). 

Chan et al. (2015, pp. 57-58) suggest that one reason 
girls are more likely to experience an anxiety disorder 
is that when faced with negative, unfamiliar or 
challenging events, women are more likely than men to 
ruminate (have repetitive thoughts about past negative 
events) and catastrophise (expect disastrous outcomes 
in the future). It was found that catastrophising is 
a significant predictor of anxiety in both boys and 
girls, but that “the direct impact of catastrophizing on 
anxiety among girls is double that among boys”. In 
addition, rumination has a direct effect on anxiety in 
girls but not in boys (p. 63). Chan et al. conclude that 
these gender differences have important implications, 
both for mental health professionals and for future 
research directions. They recommended that the 
development of positive thinking strategies, such as 
assisting girls to put things into perspective and using 
positive reappraisal, “may specifically be useful in 
counteracting the harmful effects of catastrophizing”.

Ohannessian and De Los Reyes (2014, pp. 10-11) 
examined discrepancies between the perceptions of 
adolescents and their mothers and found that girls 
reporting lower family satisfaction and less positive 
communication with their mothers reported more 
anxiety symptoms one year later. It was found, however, 
that boys were not similarly affected (p. 11). These 
findings are consistent with previous research showing 
that adolescent girls are more sensitive to family stress 
and conflict than boys. In addition, girls and boys 
express their distress differently: girls are more likely to 
respond to stressors with internalising symptoms such 
as anxiety, whereas boys are more likely to respond with 
externalising symptoms, including substance abuse 
and aggressive behaviour (pp. 3, 12).

A survey of 1,000 Swedish 16-18 year olds found that 
“girls report more pressure and demands, stress, and 
health complaints than boys” (Wiklund, Malmgren-
Olsson, Ohman, Bergström, & Fjellman-Wiklund, 
2012, p. 10). Perceived stress was associated with 
physical symptoms (e.g. headache, nausea, back 
pain), psychosomatic symptoms (e.g. sleep problems, 
stomach ache, palpitations), anxiety and depression 
(p. 9). However, “the strongest associations were found 
between perceived stress, psychosomatic symptoms 
and anxiety“ (p. 9). A significantly higher number of 
girls than boys reported high pressure and demands 
from school (63.6% compared with 38.5%), but the 
proportion reporting demands from home was much 
lower, indicating that “the school environment and/
or school-work is an important possible stressor”. Girls 
were more likely to report self-imposed demands and 
inner pressure, as well as feelings of helplessness, 
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which reveals a “perceived inability to handle their 
situation” and a “lack of individual power and control”. 
In summary, “perceived high demands in school and 
high responsibility-taking have been highlighted as 
possible stressors and contributors to mental strain in 
adolescent girls”.

The role of parents and families
Children copy their parents from the time they are 
very young, learning how to speak, how to behave, 
what is safe and what is dangerous. Parents also play 
an important role in modelling anxious behaviours to 
their children. Pereira et al. (2014, p. 406) write that a 
large number of empirical studies have documented 
the relationship between parenting and children’s 
anxiety symptoms. In particular, mothers of children 
with anxiety disorders have been shown to be more 
likely to have an anxiety disorder than parents of non-
anxious children (p. 399). An “important shortcoming” 
of the current body of research, however, is its 
“excessive focus” on maternal behaviours, despite 
there being “good reasons to believe that fathers play 
a unique role in the development of anxiety problems 
in youths” (p. 401). The study authors, who set out 
to examine the role of both mothers and fathers in 
the development of anxiety in children, found that 
children were influenced by their mothers’ anxious 
thoughts and behaviours to behave in a similarly 
anxious way, whereas fathers made their children 
anxious through only offering limited encouragement 
towards independence and autonomy (p. 406). This 
overprotection by fathers can “prevent children from 
having opportunities to explore their environment and 
to develop coping skills in difficult situations” (pp. 406-
407). Verhoeven, Bögels, and van der Bruggen (2012) 
found that fathers’ overcontrol had the most effect in 
adolescents aged 13-18 years (p. 338), and that the link 
between paternal overcontrol and adolescent anxiety 
was the strongest in older adolescents aged over 15 
years (p. 341). 

Möller et al. (2014, p. 1268) assessed the responses 
of children aged 8 to 13 years who were asked to 
indicate how anxious they felt after reading scenarios 
containing ambiguous situations in which their 
mother or father demonstrated anxious or confident 
behaviour. Unsurprisingly, it was found that children 
responded with more anxiety to scripts in which their 
parent employed anxious behaviour. It was also found 
that children, including highly anxious children, did 
not respond differently to the signals of mothers and 
fathers. Möller et al. concluded that “fathers’ signals 
have as much influence on their children’s anxiety 
as mothers”. They felt this was particularly notable 
since fathers spend less time with their children than 
mothers (p. 1274). 

Pereira et al. (2014, p. 407), Verhoeven et al. (2012, 
p. 342) and Möller et al. (2014, p. 1275) concur that 
targeting parental behaviour and anxieties may be 
beneficial. As noted by Möller et al.:

Parents’ confident signals can teach the child the 
world is safe, and in this sense parents may act as 
a buffer against child anxiety. However, as anxious 
parental signals may induce anxiety in the child, 
targeting parents’ own anxiety may be important 
as well (2014, p. 1275).

Pereira et al. (2014, p. 407) suggest that in order to 
reduce anxiety in children, their exposure to the “overt 

manifestation” of their mother’s anxious behaviour 
should be reduced by helping mothers to deal with 
their own anxiety. On the other hand, fathers could be 
assisted to help their children to “gradually confront 
anxiety-provoking situations” and encourage their 
independence. 

Effects of “helicopter parenting” on 
independence and resilience
Overparenting, also commonly referred to as 
“helicopter parenting”, is gaining increasing attention 
from anxiety researchers. Munich and Munich (2009, 
p. 235) write that with the increased competition 
that American students face to secure places at top 
colleges, and with community concerns about threats 
from global terrorism to financial collapses, parents 
have adopted overparenting in an “effort to control 
these natural anxieties”. They warn, however, that 
parents who tell their child what to do and how to feel, 
and become “over-involved in their child’s school 
life, particularly their academic work”, prevent their 
child from “engaging in the powerfully maturational 
moments that come with frustration, loss, and 
disappointment”, helping to “create an inner world that 
cannot tolerate disappointment and rejection” and 
“postponing still further successful integration into a 
difficult, competitive, and often hostile world”. In fact, 
research on anxiety shows that the result of parents 
acting intrusively and doing tasks for their child that 
they should be doing themselves, is higher levels of 
separation anxiety and reduced self-efficacy (p. 259). 

Locke, Campbell, and Kavanagh (2012, p. 251), surveyed 
128 Australian psychologists, counsellors and teachers 
working with children and families, who reported that 
they were encountering a wide range of overparenting 
behaviours, giving examples such as parents cutting 
up food for a 10-year-old, not allowing a 17-year-
old boy to catch a train, confronting another child’s 
parent about their child not receiving an invitation 
to a birthday party, doing their child’s homework, 
demanding extensions for assignments, and 
threatening to withdraw a student from a school unless 
they received better grades (pp. 253-257). In sum, they 
“perceived child outcomes from the parental actions 
as poor resilience, a sense of entitlement, high anxiety 
levels, poor life skills, and an inadequate sense of 
responsibility” (p. 260). Locke et al. also warn that their 
study raises issues about the impacts of overparenting 
on schools, writing that:

Not only do these impacts probably include 
excessive demands on parents’ time, they are 
also likely to cause difficulties for schools in 
maintaining discipline and providing proper care 
and opportunities to allow children to experience 
appropriate maturational experiences  
(2012, pp. 262-263).

The consequences of this loss of independence in 
childhood and adolescence is considerable. Megan 
Mitchell, the Australian Children’s Commissioner, says 
that parents are under a lot of pressure to protect their 
children, but she warns that “one of the greatest risk 
factors for anxiety in children is anxiety in parents” 
and that limiting the development of independence in 
children results in feelings of helplessness and anxiety 
(as cited in Bita, 2014). Ron Rapee, Distinguished 
Professor and Director of Macquarie University’s 
Centre for Emotional Health, says parenting is one 
factor that it should be possible to alter in order to 

lessen the incidence of anxiety in young people. He 
advises parents not to attempt to overcontrol their 
children but to be warm, open and supportive, giving 
them clear guidelines and boundaries, and allowing 
them the freedom to make their own mistakes (Doyle, 
2013).

Addressing anxiety in schools
Adolescence is a time of great uncertainty for girls. 
Not only are they transitioning to secondary school 
and becoming aware of the pressures to achieve 
academic success, they are also going through puberty, 
discovering boys and negotiating their way through 
the minefield of adolescent friendships, social media 
and body image concerns. It hardly seems surprising 
that in this fraught environment, teenage girls lose 
confidence and become increasingly stressed and 
anxious at school. 

The Australian Temperament Project found that 
young adults aged 19-28 years who were flourishing 
had shared common experiences in childhood and 
adolescence, including strong relationships with 
family and peers, better adjustment to life at school, 
better control over their emotions, and working for or 
being involved in their community (Vassallo & Sanson 
(Eds.), 2013, pp. 13-14). Furthermore, a positive school 
experience, combined with good social skills and 
strong relationships, were found to help children who 
started out with high levels of anxiety and depression 
to become less anxious and depressed in adolescence 
(p. 8). The study authors suggest that “encouraging 
better relationships and building more supportive 
school climates may help young people to deal 
successfully with anxiety and depression”. 

The Children’s Rights Report 2014 states that an 
important component of any public health model is 
building resilience and that mental health intervention 
programs should be embedded in schools, not only 
as part of the curriculum but also within the school 
culture (National Children’s Commissioner and 
Australian Human Rights Commission (NCC & AHRC), 
2014, p. 100). The KidsMatter Evaluation Final Report, 
detailing the outcomes of the KidsMatter mental health 
program recently trialled in 2,000 Australian primary 
schools, similarly concludes that there is:

an emerging body of national and international 
literature that a “whole school” approach can be 
protective for students, promoting a positive shift 
in mental health for the whole school population, 
and helping to enhance academic and social 
competencies through more positive interactions 
between all members of the school community (as 
cited in NCC & AHRC, 2014, p. 101).

Many mental health programs are available for 
implementation in schools, and it is beyond the 
scope of this paper to provide an overview, however 
approaches can range from the school-wide 
implementation of programs based on Cognitive 
Behavioural Therapy (CBT), to targeted therapies 
for individual students, to wellness programs and 
stress management techniques such as mindfulness 
and yoga. A 2007 study reviewing 24 trials of nine 
Australian intervention programs to address anxiety, 
depression or resilience, found that about 80% of 
anxiety programs (for students identified as at risk of 
developing anxiety) and 60% of universal programs 
(for all students regardless of symptoms) were 

associated with reductions in anxiety symptoms (Neil 
& Christensen, 2007, p. 307). It was also found that 
effectiveness was similar whether the trials were led by 
teachers or researchers: six of nine teacher-led trials 
were successful, compared with six of eight researcher-
led trials. The study authors concluded that their 
review found “strong support” for the implementation 
of mental health prevention and early prevention 
programs in schools.

Conclusions
Today’s young people feel pressured to achieve 
academic and sporting success, conform to an 
unrealistic body image, fit into an increasingly 
materialistic society and, ultimately, secure 
employment in a difficult economic climate. While 
there are a multitude ways in which our lives have 
been immeasurably transformed for the better over 
the past century, this message seems to have been lost 
in transmission, with the result that anxiety has risen 
dramatically, especially in girls and young women. 

Studies show that girls are more prone to anxiety 
than boys for a variety of reasons, including their 
heightened response to family stress, their tendency 
to ruminate and catastrophise, and their vulnerability 
to body image dissatisfaction which undermines their 
confidence as well as their academic performance. 
Girls are particularly susceptible to anxiety disorders 
after puberty, with generalised anxiety and social 
anxiety rising significantly at this time. Given that 
between 20% and 30% of girls will have an anxiety 
disorder at some point during their adolescence, up 
to one-third of families sending their adolescent 
daughters to girls’ schools may be affected, while in 
the classroom context, teachers may have several 
anxious girls in each class.

Alliance schools have a vital role to play, not only in 
supporting families and relaying information and 
advice to parents about dealing with anxiety, but 
also in implementing a whole-of-school approach 
encompassing the provision of psychology and 
counselling services, mental health programs, stress 
management activities, and professional development 
opportunities for teachers to ensure they are confident 
of their ability to assist anxious girls in their school 
community. In this way, girls at Alliance schools can 
achieve their best through feeling safe, supported, 
valued, confident, independent, resilient and ready 
to face the challenges of an ever-innovative and 
constantly changing world. 

Jan Richardson 
Researcher
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