Separation Anxiety Disorder 
Introduction and Diagnosis
Separation Anxiety Disorder (SAD) is defined as the anxiety of a child that is triggered by separation from home or an attachment figure and this anxiety must exceed what is typical for that child’s developmental level (American Psychiatric Association, 2000). For instance, anxiety over separation in infancy is due to the parent's frequent separations when the infant physically and emotionally needs them, but this is normal and eventually the infant self-regulates this behavior and is not diagnosed as having SAD (Davies, 2004). The American Psychiatric Association (2000) gives several additional factors that must be met in order to diagnose SAD:

· the anxiety issues must last beyond four weeks

· occur before the age of 18

· cause social, academic, occupational, or other impairment in functioning

· must not be due to another psychotic disorder or occur only during a pervasive developmental disorder

· anxiety in adolescents or adults can sometimes better be diagnosed as panic disorder with agoraphobia, rather than SAD
Symptoms and Behaviors

On a behavioral and emotional level, these children tend to avoid or refuse to be alone in a room or to be involved in such activities as school, camps, sleepovers, visits to friend’s houses, or even simply running errands, and if they are involved in these activities, they become homesick, miserable, and even have reunion fantasies (American Psychiatric Association, 2000). Other behaviors include clinging to a parent or shadowing the parent throughout the house, difficulty with falling asleep alone, and nightmares. These nightmares are the expressive form of the child’s fear of being separated from his or her family member by illness or accident and never being reunited, such as dreaming of a family member dying due to murder or a natural disaster (American Psychiatric Association, 2000).

Children suffering from SAD may also experience physical symptoms when faced with or experiencing separation. These may include stomachaches, headaches, nausea, and vomiting, and in older children, cardiovascular symptoms including palpitations, dizziness, and feeling faint may occur (American Psychiatric Association, 2000).
The onset of SAD can happen as early as preschool, and can sometimes be the result of a stress in life, such as the death of a loved one or even moving (American Psychiatric Association, 2000). SAD can also continue into adolescence and since teenagers are usually very social children, this disorder can greatly affect their daily functioning (American Psychiatric Association, 2000). The American Psychiatric Association (2000) suggests that adolescents will sometimes deny their anxiety, but they still limit their independence and are disinclined to leave their home. As they get older, SAD may affect how they handle major changes in their lives, particularly the typical milestones of leaving home to attend college, moving into their first apartment, or even getting married (American Psychiatric Association, 2000). Adults may suffer from SAD as well, however, their symptoms seem to be more focused on their offspring and spouses (as opposed to their parents) and not wanting to be away from them (American Psychiatric Association, 2000). Parents looking for treatment usually do so because their child is refusing to go to school or complains of physical symptoms (Lewis, 2000). Other symptoms include (American Psychiatric Association, 2000; Lewis, 2000):

· social withdrawal and avoidance

· apathy, sadness, and/or depressed mood

· demanding and intrusive

· difficulty concentrating

· fears of animals, monsters, the dark, burglars, kidnappers, car accidents, etc. or anything that they believe is dangerous to their family or to themselves

· school refusal and academic difficulties

· saying no one loves them and they wish they were dead

· anger and physical altercations when faced with separation

· when they are alone, seeing or feeling people or creatures looking at them, even though there is no one there

· attention-seeking

· clinging, crying, and/or begging to prevent separation
Prevalence and Culture

Separation Anxiety Disorder affects an average of four percent of children and young adolescents in the population although this number does decrease in adolescence because onset is unusual for adolescents (American Psychiatric Association, 2000). While other anxiety disorders affect adults, Lewis (2000) says SAD is the only anxiety disorder that is exclusively a child disorder and does not usually affect adults, but can lead to panic disorder or agoraphobia in adults.

Culture may play an influence in SAD, both in diagnosis and understanding differences in feeling separation. Some cultures may value independence more than others or they may view separation from the mother as a bad thing, which can affect the diagnosis of SAD, or lack thereof. For example, Mizuta and colleagues (1996) found that Japanese children as a culture show more desire for bodily closeness with others than children from the United States do. In a study by Muris and his colleagues (2002), they found that when comparing “non-Western” children from Africa and “Western” children from the Netherlands, the non-Western children were found to have higher levels of anxiety than their Western counterparts. Even though their study was based on several different anxiety disorders, some of the survey questions included issues of separation anxiety disorder, such as “Has scary dreams about bad happening to self”, “Has scary dreams about bad happening to parents”, and “Does not like being away from family” (Muris et al, 2002, Table 2). Muris and his colleagues (2002) suggest that this increase in anxiety may be due to differences in ways of rearing children, or stressors from the recent fall of the apartheid regime in South Africa at the time of the study in 2002. 
Treatment
Treating SAD can involve cognitive and behavioral techniques and/or medication, although medication is not typically used. Kendall et al (as cited in U.S. Department of Health and Human Services, 1999) have used cognitive-behavioral therapy, also known as CBT, for the treatment of anxiety. The four steps to CBT begin with the child’s need and ability to recognize when they are having anxious feelings, and moves on to the child understanding that their anxiety in these situations is coming from distorted thinking, so they can start learning how to reduce and defeat their anxiety (U.S. Department of Health and Human Services, 1999; Evans et al., 2005). For example, when the child is faced with a separation and starts having anxiety, they are taught to realize that what they are fearing (usually permanent separation) is very unlikely and unusual. The final two steps in the process of CBT is to prepare a plan for dealing with the anxiety and fear that comes with separation, and finally to assess whether or not the plan is working for the child (U.S. Department of Health and Human Services, 1999).
In addition to CBT, there are other strategies that may work for children with SAD. Systematic desensitization, in which there is a slow and steady exposure to being separated, is another effective strategy used for treating SAD, and it can also be combined with relaxation techniques and positive reinforcement (Lewis, 2000). Contingency management also uses positive reinforcement and shaping as behavioral techniques (Lewis, 2000). Shaping involves rewarding each successful gradual step a child makes towards a behavior (Feist & Feist, 2002). For example, the contingency management process would involve positive reinforcement and shaping, where the child would receive a reward for each step they made toward separating from their home or attachment figure without anxiety, until they are able to separate without feeling fear or anxiety. CBT may also be helpful from a school refusal aspect if the child’s teacher is involved with the system (Evans et al, 2005).
Lewis (2000) also suggests that psychotherapy for the child to help them with issues of independence and self-sufficiency that are fitting for their age, as well as separation and self-esteem is also helpful, while family therapy that looks at the parent’s issues of separation could give some insight into the child’s anxiety. Including the family in therapy is also helpful by teaching them the contingency management strategies, which has been studied and found to help with specific behaviors such as school and bedtime anxiety (Evans et al, 2005).
Psychotherapy is often the first step in treating SAD, but if it is not effective, children may be given medications in addition to the therapy, especially if they are also diagnosed with an additional anxiety disorder (Lewis, 2000). Fluvoxamine, a drug classified as a selective serotonin reuptake inhibitor (SSRIs), was found to be effective for children with SAD in a trial by Walkup and colleagues (as cited in Lewis, 2000). In general, the SSRIs have been found to be the most effective type of drug, while studies on other types of drugs have failed to find effectiveness (Evans et al, 2005).
Play therapy also involves a chance for children to receive therapy for SAD and could be useful if the child is wary of therapists or strangers. This play therapy can also sometimes be taught to the parents to continue with the child if they want to. Danger (2003) developed an activity with dolls that helped one five year old child decrease her clinging and crying, and reduced her need to call her parents while she was in school. The child’s mother provided details of their home life and daily activities, and the therapist recreated a day in the life of the mother and children using the dolls. The script of the recreated day was very detailed and at the end of five sessions of play therapy, the child was able to re-tell the story without negative emotions and without the child trying to control the story or the dolls. Danger gives several guidelines that are important to this type of play therapy:
· does not last longer than 5 minutes and is repeated 3 to 5 times by therapist
· clear beginning, middle, and end and includes some realistic elements (sound effects)

· no distractions in surrounding environment

· focuses on specific behavior (in this case, separation from parent)

· uses details from the child’s personal home and school experiences

· limits the amount of characters and events

· uses people’s actual names in a third person view

· at end of story there is a shared, concrete action (in this particular story, the mother makes a snack and they sit down to eat together)
· does not include negative emotion by parent (such as saying “I will miss you”)

Education
The website www.CopeCareDeal.org is a great website for teens that explains mental disorders in a way that teens can understand (Annenberg Foundation Trust at Sunnylands, 2008), as well as the www.gotanxiety.org website (Anxiety Disorders Association of America, 2008). These websites both do an excellent job of catering to a teen’s way of thinking, and making their explanations simplistic, understandable, and with less medical jargon. While the Got Anxiety website does not specifically include SAD, it may still be helpful for older children or adolescents who are also diagnosed with a second anxiety disorder, such as social anxiety disorder or generalized anxiety disorder. Children’s anxiety over separation may be partly due to the unknown, and the www.CYKE.com website has games for children about bullying, depression, and other childhood issues (CYKE, 2008). It is also a good educational tool for parents about different types of treatment, including cognitive, behavioral, and the role of the parent, which is extremely important for a child’s anxiety issues. In particular, http://www.cyke.com/cat.swf is a link that leads to a story about a caterpillar that is afraid to change and break away from what she has known her whole life, which may help a child dealing with anxiety over going to school for the first time.
In addition to websites, there are several children’s books that may help a child who is diagnosed with SAD to understand why they are having these feelings and what they can do to cope with their symptoms and this disorder. These books may be helpful to parents who have difficulty explaining to a child why they are having anxiety. Into the Great Forest: A Story for Children Away From Parents for the First Time is an illustrated children’s book by Irene and Paul Marcus (2000) about a prince who leaves home and learns that being in the forest by himself was not so scary after all (Northern County Psychiatric Associates, 2007). In addition, because SAD can occur after a child experiences a traumatic event such as the death of a parent, the book The Fall of Freddie The Leaf by Leo Buscaglia (1982) does a great job of teaching a child about the death of a loved one, and may help prevent anxiety for the child (P. Buckus, personal communication, circa 2006).
Conclusion

To conclude, Separation Anxiety Disorder is a debilitating disorder for any child to have. It can limit a child’s social interactions and prevent them from enjoying their childhood, which should ideally be free of worries. They may not understand their anxiety or why they fear being away from their home or family, but with the right treatment and support from family, friends, and school staff, these children and adolescents can overcome SAD and learn to live healthy, worry free lives.
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