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ABSTRACT
OBJECTIVE: This study aimed to assess the validity and reliability of the Turkish version of the
DSM-5 Separation Anxiety Disorder Severity Scale–Child Form.
METHODS: The scale was prepared by carrying out translation and back-translation of the DSM-
5 Separation Anxiety Disorder Severity Scale–Child Form. The study group consisted of 41
patients who had been treated in a child psychiatry unit and diagnosed with separation
anxiety disorder and 100 healthy volunteers who were attending middle or high school
during the study period. For the assessment, Screen for Childhood Anxiety and Related
Emotional Disorders (SCARED) was also used, along with the DSM-5 Separation Anxiety
Disorder Severity Scale–Child Form.
RESULTS: The Cronbach alpha internal consistency coefficient was calculated as 0.932, while
the item–total score correlation coefficients were between 0.400 and 0.874. One factor that
could explain 63% of the variance was obtained. The scale showed a medium correlation
with SCARED. The area under the receiver operating characteristic curve was calculated as 0.898.
CONCLUSION: It was concluded that the Turkish version of DSM-5 Separation Anxiety Disorder
Severity Scale–Child Form could be used as a valid and reliable tool both in clinical practice and
for research purposes.
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Introduction
Separation anxiety disorder (SAD) is an intense and
extreme anxiety and fear that is felt by an individual
within the context of him/her separating from the
people he/she is emotionally attached to, which is
developmentally inappropriate and lasts for at least 4
weeks. It is common that the child feels he/she will
lose his/her main attachment figures, an overt,
extreme, and continuous fear of experiencing some
trouble or a situation that might trigger an unexpected
and undesired separation from these figures, unwilling-
ness to attend school or to go to other places due to fear
of separation, avoidance of being alone at home or out-
side or being in situations where he/she has to be sep-
arate from his/her main attachment figures,
continuous nightmares about the issue of separation,
and a reluctance to go to sleep without one of his/her
main attachment figures present at his/her side.
Somatic symptoms frequently accompany the clinical
course within the context of separation [1].

The frequency of SAD in children is approximately
4–5% [2]. Long-term follow-up studies reported that
children who refuse to attend school due to SAD and
are treated for the condition experience ongoing

emotional difficulties even though their school adjust-
ment improves over time [3]. Recent studies suggested
that SAD in childhood is a risk factor for other anxiety
disorders and depression during adulthood [4], making
this an important condition that needs to be recognized
and treated early.

The diagnostic assessment of SAD is performed
mainly through a clinical interview. One needs to
focus on the onset and development of anxiety symp-
toms, the severity of symptoms, effects of symptoms
on functioning, and stressors related to symptoms
during the interview [5]. Although the most commonly
used method for evaluation is a clinical interview, some
self-report scales to aid in the assessment of the clinical
picture, such as the Multidimensional Anxiety Scale for
Children (MASC) and SCARED, have been presented
in the literature [2]. However, these scales are not
specific to SAD. Indeed, they interrogate the presence
of any anxiety disorder according to DSM-IV criteria,
resulting in an overall assessment. Although they
were confirmed to be effective in distinguishing chil-
dren with anxiety disorders and those without, it has
been largely ignored that age-appropriate and dis-
order-specific scales are much needed during both
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diagnosis and follow-up [6,7]. Separation Anxiety Scale
for Children and Separation Anxiety Assessment Scale
are among the specific scales used within this field [8].
However, these instruments lack Turkish validity and
reliability as they have not been studied so far.

The most commonly used diagnostic system for the
classification of illnesses and disorders in psychiatry,
the Diagnostic and Statistical Manual of Mental Dis-
orders, is prepared and renewed within certain inter-
vals by the American Psychiatric Association and has
been published in its 5th edition [1]. With publication
of the DSM-5 Diagnostic Criteria handbook in 2013,
novel instruments and tools were warranted to deter-
mine severity and monitor follow-up of disorders in
both daily psychiatry practice and field studies, result-
ing in the recommendation of novel assessment tools
that have been adjusted to DSM-5 criteria for many
psychiatric disorders [9].

The DSM-5 Separation Anxiety Disorder Severity
Scale–Child Form is an instrument that determines
the severity of SAD symptoms in children and adoles-
cents 11–17 years of age. The scale was designed to be
used in the initial assessment and treatment processes
of children and adolescents diagnosed with SAD (or
cases that have clinically severe SAD symptoms) [9].

The basic reason why we attempted to translate and
validate the measure was because we need a specific
scale that assesses the SAD entity. Although this dis-
order is commonly seen in clinical practice in our
country, there have not been many large-scale studies
regarding it, and nationwide epidemiological studies
are even more scarce. In one recent study attempting
to determine the prevalence of the disorder in Izmir,
a city in Turkey, the prevalence rate was found to be
1% among primary schoolers [10]. In Turkey, two
other studies in this field included participants aged
7–12 years. In both studies, the most common com-
plaint at the time of application to a child psychiatry
unit was refusal to attend school, and high rates of
comorbidity with other anxiety disorders were seen
[11,12]. To the best of our knowledge, no research
has been conducted on SAD in adolescents in Turkey.
Not having specific tools designed to measure the
symptoms of this disorder in adolescents might be
one of the reasons for the shortage of studies in the rel-
evant age group. In that sense, our study and adap-
tation of a tool that could be used in this age group
might accelerate novel studies in adolescents with
SAD. The use of this tool might provide standardiz-
ation with other studies worldwide and might also
lead to the scale being used as a screening instrument.

The aims of this study were to prepare the Turkish
version of the DSM-5 Separation Anxiety Severity
Scale to test its psychometric properties in Turkish
populations, to determine its cultural adaptability
through a translation/back-translation process, to
determine the internal consistency coefficients of the

DSM-5 Separation Anxiety Disorder Severity Scale, to
evaluate its construct validity by performing factor
analysis, to determine correlations with SCARED (cri-
terion validity), and to assess its discriminative validity
among clinical and nonclinical samples.

Methods

Translation process

With the intention of carrying out the Turkish adap-
tation of the DSM-5 Separation Anxiety Disorder
Severity Scale, written permission was obtained from
HYB Publishing Firm and Boylam Psychiatric Institute
regarding approval to initiate scale studies, as they held
the translation and publication rights of the DSM-5
Source Book and Handbook. Recommendations of
the World Health Organization were applied through-
out the translation and adaptation process of the scale
[13]. The translation was performed by two experi-
enced specialists working within the field of child and
adolescent psychiatry and an adult psychiatrist who
knew the English language well, independent of each
other. The final draft of the manuscript was organized
with participation of both the translation and the
research teams. Translation was controlled and was
turned into a text regarding meaningfulness, use of
language, and cultural, conceptual, and writing appro-
priateness with the intent of emphasizing conceptual
rather than literal translations as well as the need to
use natural and acceptable language for the broadest
audience. Then, the scale was translated back into Eng-
lish by another adult psychiatrist who knew the English
language well who was also blind to any information in
relation to the scale. This final translation material was
compared to the original format of the scale by the
whole team with regard to its ability to meet the con-
cepts it covers. To test the readability of the translated
measure, the scale was applied to 10 children (5 girls
and 5 boys) who had been diagnosed with an anxiety
disorder and had sought help from a child psychiatry
unit, prior to a clinical interview. Conceptual penetr-
ability and comprehension of the scale were assessed
within the clinical interview. There was no question
that was regarded as lacking clarity or not being under-
stood by the study populations.

Sample group

The study subjects consisted of healthy volunteers and
patients seen in the Celal Bayar University Child Psy-
chiatry Outpatient Unit. The community sample that
represented the low-psychiatric-risk group was
obtained from schools in the area. Discrepancies
regarding criteria and perspective over the required
sample size to conduct multivariate analyses for asses-
sing psychometric properties and adaptation of scales,
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such as factor analysis, are present in the relevant lit-
erature. One of the common suggestions on this matter
is that the sample size needs to be 5 or even 10 times
the number of items [14]. To reach an appropriate
sample size based on basic research statistics, the non-
clinical sample size was calculated as 100 in our study.
Inclusion criteria for the control group comprised
being between 11 and 17 years of age, with no reported
history of mental health problems or physical dis-
orders, and having enough intellectual capacity to fol-
low the study instructions. Three patients from the
nonclinical sample were excluded due to physical ill-
nesses and one was also excluded for having a psychia-
tric disorder.

To determine whether the scale could discriminate
clinical and nonclinical samples, the clinical sample
was established, which represented a high-risk group
regarding psychiatric disorders including 41 adoles-
cents between 11 and 17 years of age diagnosed with
SAD according to DSM-5 criteria who had attended
the child and adolescent psychiatry unit at CBU Medi-
cal School Hospital. Children who had consulted with
the child psychiatry unit and had been evaluated and
formally diagnosed by any child psychiatrist in the
unit were referred to the research team after giving
information to both the child and the parents and
obtaining their consent. Diagnoses in the patient
group were made using clinical interviews based on
the DSM-5 diagnostic classification system. Fourteen
of the patients (34.1%) had just been diagnosed at the
time of the study and had not been treated, while 27
cases (65.9%) were being followed up in the child psy-
chiatry unit (for 1–6 months) and were being treated.
Inclusion criteria comprised being 11–17 years of age,
meeting the criteria for SAD according to the DSM-
5, and having a high enough level of intellectual func-
tioning to follow the study instructions. Exclusion cri-
teria included having a physical or neurological
disorder that would require continuous treatment.
Ethical approval for this study was granted by Celal
Bayar University Medical School Clinical Research
Evaluation Committee.

Assessment tools

1. Sociodemographic data form: The sociodemographic
data form was created by the researchers to collect
such data from the study group. The form included
questions on age, gender, school attendance, whether
the subject had a physical or a psychiatric disorder,
age of the parents, educational levels of the parents,
whether the parents work, the structure of the family,
diagnosis of the case, time since diagnosis, and treat-
ment-related issues.

2. DSM-5 Separation Anxiety Disorder Severity Scale–
Child Form: The DSM-5 Separation Anxiety Dis-
order Severity Scale–Child Form is a scale with 10

items that determines the severity of SAD symp-
toms in children and adolescents between 11 and
17 years old. The scale was designed to be used in
the first assessment and for the follow-up of chil-
dren and adolescents with SAD (or with severe
clinical separation anxiety symptoms). It involves
a self-report form for the child to fill out. For each
item, the individual is asked to rate the severity of
separation anxiety symptoms in the last 7 days.
Each item is rated on a five-point scale, ranging
from zero to four (0 = never; 1 = occasionally; 2 =
half of the time; 3 =most of the time; 4 = all the
time). Total score varies between 0 and 40, with
higher scores reflecting a more severe form of the
clinical condition. In a study conducted in the Neth-
erlands within a community sample that included
children between 8 and 13 years old, the scale was
found to be valid and reliable [15].

3. Screen for Child Anxiety and Related Disorders–
SCARED: The Screen for Child Anxiety and
Related Disorders–SCARED was developed by Bir-
maher et al. (1999) to screen childhood anxiety
disorders [16]. A Turkish validity and reliability
study was performed by Çakmakçı (2004), and
the scale has both parent and child forms [17].
Although the time frame referred to in the ques-
tions is the past 3 months, SCARED can also be
used to evaluate current or lifetime anxiety dis-
orders. SCARED comprises 41 items that are
rated on a three-point scale of responses (0 = not
true, 1 = sometimes true, and 2 = often true). The
scale also has subscales for somatic/panic, general-
ized anxiety, separation anxiety, social anxiety, and
school phobia symptoms. In addition, the total
anxiety score is the simple sum of all items. A
score of 5 for items 4, 8, 13, 16, 20, 25, 29, and
31 might indicate the presence of SAD. In our
study, we used the child form of SCARED to assess
the DSM-5 Separation Anxiety Disorder Severity
Scale and its concurrent validity.

Plan and schedule of the study

The data collection phase of this study was between
May 2015 and August 2016. Cases consulting within
this period, meeting the inclusion criteria, and volun-
teering to be included were briefed about the study
after being included in it. Exclusion criteria were eval-
uated and a written informed consent form was col-
lected from the participants and their parents. The
sociodemographic data form was filled out by each par-
ticipant in the study. Meanwhile, for validity assess-
ment, each participant was asked to fill out the DSM-
5 Separation Anxiety Scale–Child Form. For validity,
both DSM-5 Separation Anxiety Disorder and
SCARED were applied, and responses were provided
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by the children themselves. Clinical interviews based
on the DSM-5 diagnostic classification were applied
to cases within the clinical sample. No clinical inter-
views were conducted for cases in the nonclinical
sample; however, a sociodemographic data form that
assessed the presence of any physical or psychiatric dis-
order completed by the children and also their care-
givers was evaluated.

Statistical analysis

The study data were analysed using Statistical Package
for Social Sciences (SPSS) 15.0 for Windows and
AMOS 18.0 statistical package programs. The chi-
square test was used to analyse the difference between
categorical variables. Student’s t-test was used to ana-
lyse the difference between continuous variables of
the two groups. Pearson’s and Spearman’s correlation
coefficient tests were used to examine the relationship
between parameters. A two-tailed p-value of .05 was set
as the cut-off for statistical significance. To control for
the effects of differences in age and gender between the
clinical and nonclinical samples on the total scale
scores, ANCOVA was applied [18].

A Cronbach alpha internal reliability analysis was
also performed, and the item–total score correlation
coefficients were measured to determine the reliability
of the scale [19]. For the construct validity of the scale,
both exploratory and confirmatory factor analyses
were performed using all data of the study groups.
First, to control the congruity of the sample for the
exploratory factor analysis, the Kaiser–Meyer–Olkin
and Bartlett tests were used. The exploratory factor
analysis was carried out by applying varimax rotation
based on the principal components method, and fac-
tors with eigenvalues equal to 1 or greater were
included. Among the factor constructs, items with fac-
tor loads of 0.4 and above were included in the analy-
sis. The exploratory factor construct was compared to
the original dimension structure of the scale. Even
though this was a single-factor scale, to obtain an
understanding of whether the Turkish form was a
similar construct or not (to elaborate the construct
over Turkish communities) and to obtain more infor-
mation about the nature of factors measured by the
instrument, exploratory factor analysis was
implemented. The results showed that it was congru-
ent with the original construct. Rotation was not
applied as only a single factor was obtained. The con-
sistency model of data and its adjustment to the model
were assessed. Different types of goodness-of-fit indi-
ces were used [root mean square error of approxi-
mation (RMSEA) and comparative fit index (CFI)].
Values of RMSEA below 0.05 indicate good adjust-
ment with the data, 0.05–0.08 acceptable adjustment,
0.08–0.1 poor adjustment, and greater than 0.1

unacceptable adjustment. CFI values can vary between
0 and 1, but should be greater than 0.9 [20].

The strength for distinguishing between community
and clinical samples was shown by the receiver operat-
ing characteristic (ROC) curve. Measures of the area
under the ROC curve equal to or above 0.9 indicate
good discriminative strength, while measures between
0.8 and 0.9 are regarded as acceptable [19]. In addition,
correlation between the Separation Anxiety Disorder
Severity Scale–Child Form and SCARED was assessed
for concurrent validity. For validity and reliability ana-
lyses, data from 141 children were used.

Results

The study included 41 patients consulting at the CBÜ
Child Psychiatry Unit who had SAD and 100 healthy
volunteers. The data were normally distributed. The
sociodemographic and clinical features of the study
groups are shown in Table 1. Table 2 presents mean
total scores of the applied scales by gender.

Mean age and gender ratio differed between the clini-
cal and nonclinical samples. To control the effect of this
difference on the total scale scores, ANCOVA was
applied. In the model, gender and group were regarded
as fixed factors, while age was a covariate. When the
effects of age and gender were controlled, the DSM 5
Separation Anxiety Scale–Child Form total scores
remained significantly different between the two groups
(clinical and nonclinical samples) (F = 82.823; p = .0001).

Twenty-seven of the 41 patients (65.9%) who formed
the clinical sample had ongoing treatment. Fourteen
(34.1%) were newly diagnosed. Among the cases,
85.4% (n = 35) had a comorbid diagnosis. A total of
48.8% (n = 20) had social anxiety disorder, 24.4% (n =
10) had generalized anxiety disorder, 17.1% (n = 7)
had specific phobia and panic disorder, 12.2% (n = 5)
had agoraphobia, 9.8% (n = 4) had attention-deficit
hyperactivity disorder, 4.9% (n = 2) had eating disorders,
and 2.4% (n = 1) had depressive disorder.

Reliability analyses

The Cronbach alpha internal consistency coefficient
was determined to be 0.932 in the reliability analyses
of the DSM-5 Separation Anxiety Disorder Severity
Scale–Child Form. Cronbach’s alpha with each item
extracted is shown in Table 3. The item–total score cor-
relation coefficients were found to be between 0.400
and 0.874 (Table 3).

Validity analyses

To determine the construct validity, an exploratory fac-
tor analysis was used to assess the DSM-5 Separation
Anxiety Disorder Severity Scale–Child Form. Before
the exploratory factor analysis, a Kaiser–Meyer–Olkin
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analysis was used to assess whether the sample was in
congruity, and the results showed a coefficient value
of 0.924. Using the Bartlett test, the chi-square value
was calculated to be 1026.385 (p < .0001). These results
indicate that the sample group was congruent with the
factor analysis.

In the factor analysis, one factor with an eigenvalue
greater than 1 was confirmed, which explained 63% of
the total variance (Table 3). All factors of the scale were
represented within the factor construct. The eigenvalue
of the factor was 6.296, which explained 63% of the
total variance. Factor loads are shown in Table 3.

To determine the congruity of the scale construct,
confirmatory factor analysis was performed and the
distribution of the sample was assessed. The CFI
value for the model constructed according to the single
dimension construct of the scale was 0.932, while the
RMSEA value was 0.10, as determined by confirmatory
factor analysis (Table 4).

With the ROC analysis of the DSM-5 Separation
Anxiety Disorder Severity Scale–Child Form that
included the healthy group and the group diagnosed
through a clinical interview, the area under the ROC
curve was measured at 0.898. The scale has a cut-off
score of 13 and scores equal to 13 and above had a sen-
sitivity of 80.5% and specificity of 83%.

In the concurrent validity analysis for the DSM-5
Separation Anxiety Disorder Severity Scale–Child
Form and SCARED, the correlation coefficients were
found to be r = .682, p < .0001, for the total score of
the scale and r = .636, p < .0001, for the separation
anxiety subscale.

Discussion

This study examined the validity and reliability of the
Turkish version of the DSM-5 Separation Anxiety Dis-
order Severity Scale–Child Form and showed that the

Table 1. Sociodemographic data of the study groups.
Separation anxiety disorder group

N:41
Control group

N:100

Age* 14.0 ± 2.2 15.7 ± 1.1
Gender* Female 27(65.9%) 42(42%)

Male 14(34.1%) 58(58%)
School Attending 41(100%) 100(100%)

Not attending 0 0
Time since diagnosis New diagnosis 14(34.1%)

1–6 months 27(65.9%)
More than 6 months 0(0.0%)

Medication use Antidepressants 27(65.9%)
Antipsychotics 7(17.1%)
Benzodiazepines 0

DSM-5 Separation Anxiety Disorder Scale–Child Form* 20.5 ± 7.6 5.9 ± 8.1
Separation anxiety subscale of SCARED* 9.9 ± 3.3 3.4 ± 3.1
SCARED total score* 44.6 ± 12.8 21.9 ± 13.9

*p < .05.

Table 2. Mean total scores of applied scales by gender.
Total sample
N = 141

Mean ± SD

Female
N = 69

Mean ± SD

Male
N = 72

Mean ± SD

DSM-5 Separation Anxiety Disorder Scale–Child Form* 10.1 ± 10.3 12.9 ± 10.6 7.5 ± 9.4
Separation anxiety subscale of SCARED* 5.2 ± 4.3 6.7 ± 4.3 3.9 ± 3.9
SCARED total score* 28.2 ± 17.0 34.1 ± 16.4 22.7 ± 15.8

*p < .01.

Table3. Item–total score correlation coefficients, Cronbach’s alpha coefficients, and factor loads for the items in the DSM-5
Separation Anxiety Disorder Severity Scale–Child Form.

Item–total score
correlation coefficients

Itemless
Cronbach’s alpha

coefficients
Factor
loads

Felt moments of sudden terror, fear, or fright when separated 0.819 0.920 0.868
Felt anxious, worried, or nervous about being separated 0.773 0.923 0.828
Had thoughts of bad things happening to people important to me or bad things
happening to me when separated from them (e.g. getting lost, accidents)

0.805 0.921 0.853

Felt a racing heart, sweaty, trouble breathing, faint, or shaky when separated 0.732 0.925 0.789
Felt tense muscles, felt on edge or restless, or had trouble relaxing or trouble sleeping
when separated

0.650 0.930 0.714

Avoided going places where I would be separated 0.874 0.918 0.905
When separated, left places early to go home 0.751 0.924 0.808
Spent a lot of time preparing for how to deal with separation 0.788 0.923 0.836
Distracted myself to avoid thinking about being separated 0.728 0.925 0.786
Needed help to cope with separation (e.g. alcohol or medications, superstitious objects) 0.400 0.939 0.456
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Turkish version is acceptable. The initial reliability
study of the scale in children yielded a Cronbach
alpha correlation coefficient of 0.86 [15]. For psycho-
metric assessments, the closer the Cronbach alpha
coefficient value gets to 1, the higher the reliability of
the scale [19]. In our study, the internal consistency
of the Cronbach alpha coefficient was 0.932, indicating
high reliability, which reflects that the scale construct
can appropriately represent the whole. Item–total
score correlation coefficients were found to be high
again, proving the reliability of the scale construct.

In concurrent validity analysis, correlation with
SCARED was measured. In the first study of the scale
measured in children, correlation with SCARED was
assessed and the coefficient was found to be 0.48
[15]. In our study, the scale had a medium correlation
with the separation anxiety subscale of SCARED (r
= .636) and again a medium correlation with the total
anxiety scores of SCARED (r = .682); both were statisti-
cally significant. Among the cases included in this
study, 85.4% had a comorbid disorder. Moreover,
65.9% of the cases in the clinical sample involved
patients who had started treatment and were under fol-
low-up. Cases might have scored higher on a scale that
assesses all anxiety disorders, such as SCARED. Total
SCARED scores also had a higher correlation with
DSM-5 Separation Anxiety Disorder Severity Scale
scores, compared to the correlation between SCARED’s
SAD subscale and DSM-5 Separation Anxiety Disorder
Severity Scale scores. The questions in the DSM-5 Sep-
aration Anxiety Disorder Severity Scale also refer to
avoidance behaviour as well as cognitive and physical
symptoms related to fear and worry. The number of
items that assess the presence of avoidance behaviour
in SCARED is small. As 65.9% of cases in the clinical
group were being treated at the time, the rate of avoid-
ance behaviour might have decreased, resulting in
lower scores. This might explain the lower correlation
coefficient measured in concurrent validity analyses
and, again, might account for the higher correlation
coefficient with total scores due to the presence of
somatic symptoms within other subscales of SCARED.
Concurrent validity of the scale indicates that the scale
could be used as a valid instrument.

An exploratory factor analysis was used to assess the
DSM-5 Separation Anxiety Disorder Severity Scale. In
our study, one factor with an eigenvalue over 1 was
obtained. Specifically, the eigenvalue of this factor
was 6.296; it explained 63.0% of the total variance
and was in congruity with the original scale construct
[15]. The second tool applied to test construct validity
was confirmatory factor analysis, in which the dimen-
sional model structure of the scale and its adjustment
were assessed. The findings showed that the scale con-
struct was appropriate with the model.

The scale could correctly assess clinically positive
cases diagnosed with SAD upon clinical assessment

at a rate of 80.5%. The scale could also successfully dis-
criminate individuals without the disorder determined
through clinical assessment at a rate of 83%. As is well
known, higher sensitivity might indicate that the non-
clinical group could be well distinguished from the
pathological subjects, while higher specificity indicated
that it would be appropriate in discriminating normal
cases. Sensitivity and specificity of the DSM-5 Separ-
ation Anxiety Disorder Severity Scale–Child Form
were both high. This might be interpreted as meaning
that the scale could be used both for screening and for
clinical follow-up.

Both the construct and concurrent validities indi-
cate the validity of the Turkish version of the DSM-5
Separation Anxiety Disorder Severity Scale–Child
Form. The primary limitation of this study is that
the subjects in the clinical group had comorbid diag-
noses with SAD and other anxiety disorders. It is
important to carry out additional studies to determine
features of the scale that discriminate SAD from other
psychiatric disorders. The presence in the clinical
sample of subjects who were newly diagnosed and
untreated as well as patients who had been treated
could also be considered as another limitation. Associ-
ated with this, the absence of children with longstand-
ing SAD might also be a limitation. Two other
limitations were that we did not use a structured clini-
cal diagnostic interview to search for possible diag-
noses in the control group and we did not perform
test–retest procedures. In addition, the significant
differences between the patient and control groups
regarding age and gender must be taken into consider-
ation when evaluating the differences obtained in the
comparative analyses of the items in the scale. In
directing the study aims, most of the statistical ana-
lyses could be accomplished without excluding any
subjects with the given sample size. The strength of
this study is that the sample might be representative
of patients in clinical practice.

Our results confirmed that the scale is a valid and
reliable instrument, and strongly suggest that the
scale could be used in future SAD studies. This
study adds a novel scale that could be used in
research to the literature. The scale was also shown
to be appropriate for clinical studies, treatment fol-
low-up, monitoring, and trauma, and could be widely
used.

Table 4. Single-factor confirmatory factor analysis results of
DSM-V Separation Anxiety Disorder Severity Scale–Child Form.
Adjustment
tests

Adjustment values of DSM-V Separation Anxiety
Disorder Severity Scale–Child Form

CFI 0.932
NFI 0.902
RMSEA 0.10

Note: CFI: comparative fit index; NFI: normed fit index; RMSEA: Root mean
square error of approximation.
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Informed consent

Informed written consent was obtained from all indi-
vidual participants included in the study.

Research involving human participants and/
or animals

All procedures performed in studies involving human
participants were in accordance with the ethical stan-
dards of institutional and with the 1964 Helsinki
declaration and its later amendments or comparable
ethical standards.

Disclosure statement

No potential conflict of interest was reported by the authors.
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