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Re v i e w o f Se pa R at i o n an x i e t y a n d 
de v e lo pm e n t o f ab n o R m a l oR a l Ha b i tS

Child Birth and Parenting
Arrival of a new baby brings joy and a sense of responsibility 
on parents. A child’s birth starts a life-long process of mutual 
adaptation between the child, caregivers and social environment 
and their relationship affects physical, mental, and emotional 
well-being of child. In today’s changing concept of happy life 

in t R o d u c t i o n
Separation anxiety refers to excessive fear about separation from an 
attachment figure. It is a developmentally appropriate reaction of 
distress to separation of the caregiver during infancy and is crucial to 
the child’s psychological development.1 In some neglected children 
in early age of attachment formation, symptoms of separation anxiety 
persist and they may show debilitating nervous behaviors during 
growth. It thus becomes an unseen cause of psychological problem 
and development of abnormal oral habits occlusal dysfunctions and 
further psychological problems.2 Early separation has been clearly 
linked to insecure attachment and concomitant mental health 
problems. It is mostly related to attachment loss.3 If the separation 
period is extended for more than a month before age five, the child 
will show definite symptoms of personality disorder in adolescence 
and adulthood.4 If not controlled by responsive parenting it may 
culminate into separation anxiety disorder.5 Behavioral problems 
result from anxious reactions. Many times child may get indulged 
into obsessive compulsive behavior that emerge abnormal nervous 
habits like trichotillomania. Child may also develop abnormal oral 
and paraoral habits leading to malocclusion. Oral habits are learned 
patterns of muscle contraction with a very complex nature. They 
are often associated with anger, hunger, sleep, tooth eruption and 
fear. Sometimes oral habits are displayed for release of mental 
tension. These can be non-nutritive sucking like thumb, finger, 
pacifier and/or tongue, lip biting, and bruxism and result in damage 
of dentoalveolar structures. The present article reports two such 
cases of children affected by separation anxiety and subsequent 
development of unique combination of abnormal nervous habits of 
excoriation and trichotillomania with oral habits and their effects on 
developing malocclusion. The abnormal oral habits are successfully 
managed with appropriate treatment plan (Fig. 1).
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ab S t R ac t
A child’s overall well-being depends on its mutual relationship with the caregiver and social environment. Its attachment with the caregiver forms 
an emotional bond at six months to two years of age. Separation anxiety refers to fear of separation from the attachment figure. In some neglected 
children in early age of attachment formation, symptoms of separation anxiety persist and they may show debilitating nervous behaviors 
during growth. It thus becomes an unseen cause of psychological problem and development of abnormal oral habits occlusal dysfunctions and 
further psychological problems. Oral habits being learnt patterns of muscle contraction are displayed for release of mental tension due to fear 
and anxiety often associated with anger, hunger, sleep, tooth eruption and fear. Pediatric dentist plays an important role in patient education 
through anticipatory guidance. Proper diagnosis and early interception of oral habits as a result of separation anxiety disorder can prevent 
occlusal disturbances in children. The present paper includes review of literature along with the management of two cases of separation anxiety 
as an unseen cause of development of unique socially unacceptable abnormal oral and paraoral habits and resultant malocclusion.
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self-concept and self-esteem. Learning to trust and development 
of affection to others is an important part of social-emotional 
development. The relationship of a child to a trusting and caring 
adult forms basic foundation personality development of child. 
When a child has been neglected, rejected, and does not feel 
secure, he has a difficulty in developing skills to socialize with 
others.10 Infants begin to show fear, anger, and anxiety between 
six and nine months of age. By the end of the second year, children 
develop many other ways to express their emotions (Fig. 2).

Attachment Behaviors in Child
Attachment, an emotional bond between the infant and a care giver 
begins early in life. Infants show various early attachment behaviors 
like cooing, kicking, gurgling, smiling, and laughing. Through these 
infants reveal their response and care for their people. If infants are 
cared for by an unfamiliar person they show anxiety. They may also 
show distress signs such as irregular sleeping or eating patterns.

Separation anxiety is attachment behavior of infants. When 
child is left alone by familiar caregiver it becomes unhappy and 
shows distress which is mostly expressed by crying. The first signs 
of separation anxiety appear at about six months of age and are 
more clearly seen by nine months of age. Separation anxiety is 
very strong by 15 months of age and then gradually weakens. This 
is normal phenomenon and is called as Developmental Separation 
anxiety (DSA).10 Here baby begins to cry for no apparent reason 
until reunited with the mother. Developmentally both separation 
anxiety and stranger anxiety appear at the age of two years. At this 
age children develop linguistic skills and start social interaction with 
other children and thus they gain independence from their parents.

Attachment appears to have an important role in the loss 
of DSA. Separation anxiety is considered a normal part of 

working women in nuclear families continue to work till childbirth 
and stay away from their family.6

Attachment Theory
Attachment is an emotional bond. Bowlby8,9 in his ‘attachment 
theory’ stated that, in strong disposal of child to proximity and 
contact of a specific person in certain frightening, tired and ill 
situations, the child gets attached to that figure. This attachment 
relationship forming an emotional bond remains from about 
six months to two years of age between infants and responsive 
caregivers (mainly the mother). This bond also provides security 
to child and decreases with increased growth and mobility of 
the child. Ainsworth et  al. found that infants have four types 
of attachments namely secure, avoidant, ambivalent and 
resistant attachments.7 Later added a fourth category, termed 
disorganized attachment to Ainsworth’s original classification. 
Bowlby6 acknowledged that besides feeding and shelter, infants 
also need emotional support and contact. This “attachment 
parenting’’ is traditionally practiced by mothers through long-term 
breastfeeding, baby wearing, and co sleeping.7 Responsive mothers 
are affectionate and aware about their children’s timely needs to 
provide proper physical care.

pS yc H o lo g i c a l/em ot i o n a l de v e lo pm e n t  
o f cH i l d

From birth to adolescence infant goes through series of changes 
in an orderly sequence for complete physical, cognitive, and 
emotional development. These changes are age related and take 
place in a predictable pattern. Emotional and social developments 
are closely interrelated growth patterns and start with realization of 

Figs 1A to F: (A) Hand-sucking habit; (B) Scar mark on forearm; (C) Open bite with tongue thrust; (D) Fixed modified habit-breaking appliance 
with Quad-helix; (E) Intraoral view of fixed modified habit breaking appliance with Quad-helix; (F) Reduced open bite after habit breaking;  
(G) Mamelons present on axillary and mandibular anterior teeth
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into a “goal-corrected partnership”6 and separation anxiety 
typically starts declining.14,15 It has been indicated by research and 
clinical samples that early separation from caregivers can have 
adverse effects on children’s well-being.6,16-18 The children reared 
in institutions with devoid interaction with warm and responsible 
adults may show problems in socioemotional development.19 So 
also children raised up with unfamiliar care givers are maltreated 
and may show severe behavioral problems than children with 
constantly associated parents.

Early separation has been clearly linked to insecure/disorganized 
attachment and concomitant mental health problems. This 
insecure attachment is mostly related to temporary or permanent 
attachment loss.3 If the separation period is extended for more 
than a month before age five child will show definite symptoms 
of personality disorder in adolescence and adulthood.4 Leventhal 
and Brooks-Gunn20 found that separation from a primary caregiver 
had a negative impact on reading ability and achievement of child 
at eight years of age. However, this stress can be relieved or lessen 
by responsive parenting.21

Attachment Disorders
Attachment disorders are complex pattern of abnormal behaviors 
and other behavioral anomalies resulting from social neglect and 

development It is the period of interaction between child and 
mother during which the psychic structure is formed.11 According 
to Erikson’s psychosocial theory these children are in the stage 
of trust versus mistrust which is the most important issue with 
separation anxiety.

ef f e c t o f ea R ly Se pa R at i o n o f  
cH i l d f R o m mot H e R

Physical availability of attachment figure is an important factor in 
development of secure attachment with child that is commonly 
appraised by child. Whether it is a mother or secondary care 
giver, it should be physically accessible to the child as and when 
required. According to Bowlby this lack of accessibility may be 
through separation or loss. It can be temporary or permanent 
in nature.12 Besides physical accessibility, Ainsworth13 clarified  
that development of certain beliefs in child’s mind about the 
positive response of care giver and their anticipation are other 
important aspects of for infant attachment. During first two  
years of life maternal availability is more important due to infant’s 
limited understanding.

By the third or fourth year of life, with child’s proper understanding 
about motives and plans of care giver, their relationship develops 

Figs 2A to F: (A) Thumb-sucking and hair-pulling habit; (B) Alopecic patch on the left side of skull; (C) Alopecic patches; (D) Regrowth of hair 
on previous alopecic patches after correction of hair-puling habit; (E) High arched palate with anterior open bite; (F) Removable habit-breaking 
appliance for correction of thumb-sucking



Separation Anxiety, Abnormal Oral Habits, and Malocclusion

International Journal of Clinical Pediatric Dentistry, Volume 14 Special Issue 2 (Behavior Management)s202

reactions occur with the unconscious goal of avoiding the anxiety 
or coping with the anxiety. Child may get indulged into obsessive 
compulsive behavior and through these develops abnormal 
nervous habits. They include hoarding disorder, trichotillomania, 
excoriation, body-focused repetitive behavior disorder and 
olfactory reference syndrome. Besides these child may develop 
abnormal oral and paraoral habits leading to malocclusion. The 
present article reports two such cases of children affected by 
separation anxiety and subsequent development of unique 
combination of abnormal nervous and oral habits and their 
effects on developing malocclusion. The abnormal oral habits are 
successfully managed with appropriate treatment plan.

ca S e Re p o R tS
Case 1: Eleven years old female child patient was presented to 
department of pedodontics by her mother with a chief complaint 
of open mouth, inability to contact upper and lower front teeth, 
and unusual habit of constant sucking the skin of hand/forearm 
since eight years (Fig.  1A). The mother was worried about her 
unusual habit. History revealed that the child was from a lower 
socioeconomic group and both the parents were laborers. 
Specifically there was history of separation of patient from mother 
in infancy at nine months of age due to early birth of sibling. This 
was accompanied by parental negligence and bottle feeding in 
childhood. Mother also gave a history of household remedies used 
for the habit breaking. There was also a history of child abuse by 
the mother through harsh deliberate burning of patients hand 
and constant nagging in an attempt to relive patient from the 
socially unacceptable habit. The patient had a brother nine months 
younger to her. The history revealed the early birth of her sibling at 
nine months of her age and the patient was left at the care of her 
grandmother. The nine months old patient used to sleep sucking 
her forearm and was reluctant to come closer to her grandmother. 
Since then the habit continued till date with associate tongue-
trusting habit with a frequency of average 10–12 hours a day. 
Meanwhile with all good intention to get rid of this socially 
unacceptable habit mother attempted to abuse the child at seven 
years of age by injuring the child’s forearm by burning. However 
after healing the burn wound the patient became arrogant and 
more indulged in the habit. Prenatal history was not contributory. 
Postnatally patient was breastfed till eight months of age and 
thereafter was bottle fed. Duration of bottle feeding was till two 
years with frequency of 3–4 times a day.

On general examination, the patient had average built with 
dolichocephalic convex facial profile. Facial divergence was 
posterior with incompetent lips. Anterior open bite of 7 mm, adenoid 
face and a scar mark of left forearm were seen extra orally. Intraoral 
examination revealed severe tongue-thrusting habit, anterior 
open bite, and mixed dentition stage with oronasal respiration 
and normal mastication, speech, and temporomandibular activity. 
There was abnormal perioral lip activity where lips indulged in 
forceful sucking of forearm. Mamelons were present on upper and 
lower anterior teeth (Fig. 1G). The patient was diagnosed to have 
compulsive, empty, harmful, pressure, nonnutritive hand sucking 
habit and secondary tongue thrust habit with resultant open 
bite. A treatment plan was made with definite objectives of habit 
breaking, correction of open bite, arch expansion, and correction 
of proclination and derotation of molars.

It was achieved through psychological counseling of parents, 
psychological therapy of patient, talk therapy, and play therapy. 

parental deprivation. It cannot be done before 9-10 months age 
because child starts making selective attachment at this age.
These are clinically divided as inhibited (emotionally withdrawn) 
and disinhibited type (indiscriminately social).22,23 In the 
emotionally withdrawn/inhibited type, the child will be nervous 
and show limited or no response to social interaction with care 
giver and abnormal social behavior. However, disinherited type of 
child will behave to be an extra familiar with strangers. As the child 
grows he/she will become intrusive, over smart and overindulgent 
with strangers. These children may violate their personal space, or 
may get indulged in physical contact without hesitation which may 
be detrimental to normal personal development.

Se pa R at i o n an x i e t y a n d itS ef f e c tS  
o n pe R S o n a l i t y o f gR ow i n g cH i l d R e n
Although separation anxiety is considered a normative phenomenon 
in early childhood (DSA) however if not controlled by responsive 
parenting it may culminate into separation anxiety disorder (SAD) in 
adulthood. SAD is the most commonly diagnosed childhood anxiety 
disorder requiring mental health treatment. It will have negative 
impact on child’s social and emotional functioning.

Children with SAD are fearful about the possibility of imaginary 
disastrous things on their separation from an attachment figure. 
This might lead the child to avoid participation in developmentally 
appropriate activities with peers. In extreme cases SAD may result 
in school refusal and a disrupted educational attainment.5 It may 
lead to short-term problems like declined academic performance, 
detachment from peers and family conflict.24 Affected children 
may also exhibit certain somatic symptoms like stomach-aches, 
headaches and nausea. Somatic complaints often occur in the 
context of separation situations reflecting as an avoidance strategy 
or actual physical distress.25,26 Additionally children may experience 
sleep difficulties in absence of.27 They also experience nightmares 
about separation potentially disrupting sleep. Childhood is 
associated with a heightened risk for the development of other 
anxiety and depressive disorders in adolescence and adulthood, 
such as panic disorder and agoraphobia.28,29

Effects of Separation Anxiety on Family
One affected child in a family by separation anxiety affects overall 
family.26 It may result in parental stress as child’s anxiety limits the 
activities of siblings and parents.30 These accommodations can lead 
to distress among all family members. Parents become frustrated 
while siblings may dislike the extra attention being paid to the 
symptomatic child. Commonly a close bond is developed between 
the SAD child and primary caregiver mostly the mother. This can 
lead to family dysfunction exclude father from the primary caring 
and sharing.31

Separation Anxiety and Nervous Habits
It is now understood that chronic, extreme anxious reactions if 
left without intervention have serious consequences on mental 
health of the child.32 The anxious feelings and resultant physical 
discomfort, are confusing and fear producing for the children. 
Their mind produces a fight-or-flight physical response that can be 
calmed by responsive parenting. However, when parental support 
is lacking, the fight or flight messages are repeatedly inundated 
through neurological process on child’s mind. It results in child’s 
externalized raging, selective mutism, obsessive compulsive 
behaviors, or panic attacks from the anxiety disorder. All these 
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behaviors is hand sucking. 89% of infants develop it in second 
month while 100% of them by first year of age34 as the mouth is 
the primary and permanent location for expression of emotions. 
Sucking also proves to be a source of relief in passion and anxiety 
in both children and adults.35,36

ACEs may result in mental stress leading to development of 
various psychoneurotic oral habits causing malocclusion and 
inferior esthetics to further affect the psyche of developing child. 
ACEs prolong these natural reflex habits beyond their stipulated 
age and are recognized as non-nutritive sucking, finger-sucking, 
tongue thrust swallow which prove to be the most common factors 
influencing dental development and potential facial growth in 
childhood. The link between oral habits and unfavorable dental 
and facial development is associational rather than purely cause 
and effect.37–39

Pedodontists have an important role in improving child’s 
dental health from age zero to thirteen through prevention and 
treatment of all oral maladies as well as developing malocclusion. 
Early dental visits allow anticipatory guidance to help children 
to stop sucking habits by age three years or younger. Beyond 
three years, non-nutritive sucking is implicated in malocclusions, 
such as anterior open bite, posterior cross bite, and Class II molar 
relationship. Also, tongue-thrusting and an abnormal tongue 
position may be associated with anterior open bite, speech 
difficulties, excessive mandibular growth and anterior protrusion 
of upper incisors.40,41

These patients need monitoring to prevent developing 
malocclusion.

Prevention of ACEs is also a part of pediatric dental treatment 
with lifelong and whole systems approach. Thus life course 
approaches to dental health start with anticipatory guidance on 
safe nurturing childhood free from ACEs to prevent all dental 
abnormalities in children.42 Self-injurious or self-mutilating behavior 
is extremely rare in the normal child.29 However, such behavior has 
been associated with mental retardation, psychiatric disorders, 
develop-mental disabilities, and some syndromes.

Many factors affect the management of the developing 
occlusion and minimize the overall success of any treatment. The 
variables associated with the treatment of the developing dentition 
are not merely restricted to chronological/mental/emotional age 
of the patient. They additionally depend on the patient’s ability to 
understand and cooperate for the treatment, intensity, frequency 
and duration of an oral habit, parental support for the treatment, 
compliance with clinician’s instructions, craniofacial configuration, 
craniofacial growth, concomitant general illness, and accuracy of 
diagnosis and appropriateness of treatment.43

Habit treatment modalities include patient/parent counselling, 
behavior modification, myofunctional therapy, appliance therapy, 
or referral to other specialists although not limited to orthodontists, 
psychologists, myofunctional therapists, and otolaryngologists. 
Patients and their primary caregivers must be informed regarding 
the consequences of an oral habit. Sometimes parents may play a 
negative role in the correction of an oral habit because nagging 
or punishment will cause increase in habit behaviors. So change 
in the home environment may be necessary before correction of 
a habit.44 Deleterious habits affecting oral musculature are often 
associated with perverted or impeded osseous growth, teeth 
malposition, imbalance in facial musculature and psychological 
problems. Use of an appliance to manage oral habits is indicated 
only when the child wants to stop the habit and would benefit 
from a reminder.37

Patient and parent education was done regarding the effects of 
habit on occlusion and esthetics. The patient and parents were 
also educated and motivated for tongue exercises, removable 
habit breaking appliance. The habit was successfully broken 
with fixed modified habit breaking appliance with Quad-helix 
(Figs  1D and E). Later the patient was advised corrective 
orthodontic mechanotherapy (Fig. 1F).
Case 2: A ten years old boy was brought by his parents for 
the treatment of malaligned teeth and correction of socially 
unacceptable habits of unique association of simultaneous 
thumb sucking and hair pulling (trichilomania). Detailed case 
history retrieved from the parents revealed patients constant 
engagement with uniquely associated habits of simultaneous 
thumb sucking and hair pulling (Fig.  2A). Patient having the 
working mother and the child was left at the care of an old lady 
since his infancy to childhood from six months to six years of 
his age. Till six years of age patient’s physical and psychological 
growth was normal; however, after the death of patients old care 
taker patient became highly anxious and got engaged with the 
unique association of the habits of simultaneous thumb sucking 
and hair pulling. Parents noticed that when patient’s thumb was in 
mouth, at the same time he used to roll a bunch of his hair and pull 
it along. The patient’s school performance was also declined after 
the loss of care taker. The habit was realized when mother noticed 
an alopecic patch on the left side of skull (Fig. 2B and C). This was 
followed by constant nagging to leave the unwanted habits. It 
further worsen the conditions resulting in stubborn and arrogant 
behavior of patient. So parents reported to dental clinic for 
treatment of habits and malocclusion. Patient’s facial profile was 
convex. Intraorally high arched palate and anterior open bite were 
noticed. General examination showed the alopecic patch on left 
side of temporal region of scalp.

In first phase psychological counseling was done and followed 
and study models were prepared. The second phase of treatment 
consisted of removable habit breaking appliance and wearing a 
tight surgeon’s cap to get rid of the hair pulling habits. The patient 
was also advised to get engaged in outdoor sports as a means of 
distraction and for physical wellbeing.

di S c u S S i o n
A habit is an automatically done repetitive act. Oral habits can  
be divided into two groups namely acquired and compulsive. 
Acquired oral habits are the learned behaviors which could be easily 
stopped. Children can give up these behaviors with growth and 
may adapt another one. However compulsive habits are the fixed 
behaviors that are adapted by child due to intolerable emotional 
pressures. Non-nutritive sucking exhibit normal pattern of oral 
habits that are developed in infancy and are considered to be 
normal till three years of age. Apart from these, many abnormal 
paraoral habits are reported in literature in developing children 
with psychosocial causative factors mainly related to adverse 
childhood experiences (ACEs). These are often categorized as 
compulsive oral habits. The child feels safety with this habit and 
preventing the child from these habits build him or her anxious 
and disquieted. Such habits include nail biting, bruxism, hair 
pulling/trichotillomania, lip sucking or lip biting, arm sucking, toe 
sucking, hoarding disorder, excoriation, body-focused repetitive 
behavior disorder, etc.33 Repetitive behaviors are common in 
infancy and most of them, like sucking reflex are started and 
finished spontaneously.34 Foremost common of these repetitive 
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behavior modification techniques, use of habit breaking appliances, 
physical exercise, followed by recall visits and reinforcement. 
Dentists come across patients with psychosomatic disorders on 
a daily basis. Hence, recognition and efficient management of 
such disorders in population has become a necessity in modern 
and developing world living in constant worry and undergoing 
stressful lifestyles.45

co n c lu S i o n

Children may display oral habits for release of mental tension and 
anxiety. Separation anxiety if remains unattended or unnoticed may 
result in development of abnormal nervous habits and deleterious 
effects on development of both personality and occlusion. The 
resultant malocclusion and its effects on esthetics may further 
create anxiety and disrupt the personality of growing child. Hence, 
every child should have tender loving care and sense of security 
about protection from parent and family members, along with 
scope for self-expression and recreation. As correct development 
of a stable, functional, and esthetically acceptable occlusion is 
an integral component of comprehensive oral health care for all 
pediatric dental patients, pediatric dentist plays a crucial role in 
giving necessary information to parents through anticipatory 
guidance, proper diagnosis, management or appropriate referral. 
As most of the etiologic factors of malocclusion are of genetic 
origin and thus cannot be prevented, environmental etiological 
factors may be the focus of attention. In this context, the early 
interception of oral habits proves to be integral in preventing 
occlusal disturbance.
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Separation Anxiety as is related to normal development (DSA) 
is coped up by the developing child with increasing age and those 
who cannot cope up end up with a disorder called as separation 
anxiety disorder (SAD). They may get indulged in abnormal nervous 
habits to find a way to release their mental tension. Oral cavity is a 
primary site of gratification since childhood. Hence, these nervous 
habits primarily include abnormal nutritive or non-nutritive oral 
habits. Present article reports two such cases of SAD indulged 
with abnormal arm sucking habit and unusual association of 
trichotillomania and tongue-thrusting habits and their effective 
management with cognitive behavioral therapy and orthodontic 
mechanotherapy. The first case an 11 years old female patient was 
a victim of SA due to early birth of a sibling and got indulged in 
abnormal arm sucking habit for a persistent period of eight years 
to result in definite abnormal dentoalveolar changes to result in 
unesthetic open bite that forced a mother to seek dental treatment 
for this developing girl child.

Second case was deprived of the attention and mentally tensed 
due to the death of secondary caretaker, an old lady. This male 
child was a sufferer due to the non-attending working mother and 
secondly with the death of caretaker. This resulted in a compulsive 
obsessive disorder of trichotillomania and associated with thumb 
sucking habit to result in open bite. In both cases esthetics was 
a primary concern of the parents. While managing such cases 
needing orthodontic treatment in clinical pediatric dentistry, 
cognitive behavior management is the first step to be considered 
in the treatment, as habit was the main cause of malocclusion. 
While shaping the behavior management of such patients the 
treating dentist must have thorough knowledge of psychological 
development of the child and be considerate towards his own 
feelings and perspective towards dental treatment. In both of our 
cases the parents were constantly nagging the children to get rid of 
the unwanted habit that created a negative impact on the patients 
mind and ultimately the children became stubborn arrogant and 
got more indulged in the habit. So while managing these patients 
thorough counseling was done separately of parents as well and 
patients were dealt with tender loving care giving the priority to their 
own emotions throughout the conversation. While communicating 
with these patients a fact was noticed that the children wanted to get 
rid of the habit but they could not due to the compulsive act. So a 
positive reinforcement was done for behavior alteration in a targeted 
period. Also, a distraction technique was used to distract his or her 
attention from the habit. Patient was taught different controlled 
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