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Reactive Attachment Disorder

Using one childhood disorder outline its characteristics, causes and prevalence rates. Discuss appropriate interventions and treatments for this childhood disorder.




Part One
[bookmark: _GoBack]This essay will outline some of the characteristics, causes, diagnostic challenges and prevalence rates of reactive attachment disorder of infancy and early childhood as well as considering some interventions and treatment methods and their success in helping children with this disorder. It will be broken down into two parts, with the first part focusing on the nature, causes, diagnosis and prevalence of the disorder itself and the second part looking at effective treatment methods.
Reactive attachment disorder (RAD) is a serious psychosocial disorder (Kočovská et al, 2012; McLaughlin, Espie & Minnis, 2010) occurring during infancy or early childhood as a result of severe social neglect often in conjunction with maltreatment or traumatic experiences (American Psychiatric Association [APA], 2013; WHO, 1992). It is characterised by an inability to form normal attachments often manifesting as inappropriate relational behaviours or an absence of attachment relationships altogether.
The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) states that whilst the individual may have the capacity to form selective attachments, there is a substantial deficit in their development of such skills often manifesting as disturbed or inappropriate behaviours (APA, 2013). Indeed, although there is some debate about the meaning and use of the term ‘attachment’ (Chaffin et al, 2006; Mercer, 2019), it is clear that social functioning is a defining characteristic of RAD (Minnis et al, 2013) with both the DSM-5 and the ICD-10 listing severe social neglect as a requirement for diagnosis (APA, 2013; WHO, 1992).
Children with RAD are emotionally distant from the primary caregiving adults with whom they would normally be expected to share a particular attachment (APA, 2013). This means they do not tend to seek comfort and protection in situations which would cause most normally developing children to turn to their primary caregiver, for example when they hurt themselves or when they are scared or upset (APA, 2013; Mercer, 2019). Not only do they not seek this comfort, but they are also unresponsive and find it hard to accept it when it is given (APA, 2013; Chaffin et al, 2006). These abnormal, withdrawn social responses are a primary characteristic of RAD (APA, 2013). Other unusual behaviours include hypervigilance (WHO, 1992), fearfulness, sadness (APA, 2013; WHO, 1992), aggression towards themselves and others (Mercer, 2019; WHO, 1992), frozen watchfulness (McLaughlin et al, 2010), depressive symptoms, withdrawal, irritability and sometimes rocking and flapping. They tend to experience dampened positive emotions (APA, 2013), however, they are very sensitive to environmental changes and tend to be overly reactive when they occur (WHO, 1992). It is also common for there to be developmental, cognitive and linguistic delays (APA, 2013). These are often due to the fact that many children diagnosed with RAD have experienced severe neglect and maltreatment early in life (APA, 2013; Kočovská et al, 2012). Many of them are or have been part of the adoptive or foster care system and have experienced numerous changes early in life which have inhibited their ability to form lasting selective attachments with primary caregivers (Prior, Glaser & FOCUS, 2006). It is worth noting, however, that caution is encouraged in diagnosing RAD simply based on a history of neglect, maltreatment or numerous changes (Chaffin et al, 2006). Whilst the causes of RAD are still being explored (Mercer, 2019), and therefore it cannot be said that neglect or maltreatment lead to RAD (Chaffin et al, 2006), according to the National Institute for Health and Care Excellence (NICE) there are no diagnosed cases where these have not been present (British Psychological Society & Royal College of Psychiatrists, 2015). However, in a 2013 study it was noted that that whilst neglect and/or maltreatment were frequently present in the sample population, it was not possible to confirm whether they had been in every single case (Minnis et al, 2013). Therefore it is important to be mindful that although social neglect is a prerequisite for RAD (APA, 2013; WHO, 1992), not all neglected children or children in the care system will have problems with attachment or develop the disorder (Chaffin et al, 2006).
With regards to diagnosis, it has been suggested that RAD is both under- and over-diagnosed (Chaffin et al, 2006). This could be in part due to ambiguity and lack of agreement around terminology and the previously mentioned unclear extent of the connections with attachment theory (Chaffin et al, 2006; Mercer, 2019). 
Given the challenges with diagnosis, it is hard to say with any great certainty the prevalence of RAD (APA, 2013; Chaffin et al, 2006). Generally it is considered a very rare disorder (APA, 2013; McLaughlin et al, 2010). However, a 2013 study published in the British Journal of Psychiatry (Minnis et al, 2013), conducted research on all six- to eight-year-olds in a particular deprived area within the UK and found the prevalence rates to be 1.40% – a lot higher than previously estimated. Given the fact that RAD is under-researched (Chaffin et al, 2006; Mercer, 2019), this was an important study even though it only takes into account a limited age range and a single type of area. Further research encompassing wider variables is vital to gaining a clearer picture of the prevalence of RAD (Minnis et al, 2013).
Given the relatively recent recognition of RAD (Chaffin et al, 2006) and the need for significantly more research (Chaffin et al, 2006; Mercer, 2019), it is hard to speak definitively regarding prognosis. According to the DSM-5 (APA, 2013), the most significant determining factor is the quality of the care and support received. If it is true that attachment is the main defining factor, then with consistency, stability, affection, sensitivity, support and the meeting of physical and emotional needs, healthy attachments may be able to form and therefore enable the individual to recover and lead a normal life with healthy relationships (Chaffin et al, 2006). Some of these interventions will be discussed in part two of this essay.

Part Two
This part of the essay will consider some of the treatment and intervention options available for children with reactive attachment disorder and their effectiveness.
Treatment for RAD tends to fall into two categories – conventional or unconventional/controversial (Chaffin et al, 2006; Mercer, 2019; Prior et al, 2006). Conventional treatments are based on empirical evidence from clinical research, whilst unconventional methods are often experiential, anecdotal and theoretical. Most psychologists and psychiatrists support a conventional approach. However, there are a small number of attachment therapists, counsellors, mental health practitioners and other healthcare workers who subscribe to the less evidence-based, unconventional methods (Mercer, 2019). These methods have included such practices as holding therapy, forced eye contact, tickling, controlling food and drink, isolating, encouraging regression to infancy. 
As previously mentioned, prevalence rates of RAD are highest in children who have experienced institutional care (Minnis et al, 2013). Given the foundational basis of RAD being rooted in attachment theory and the fact that institutional care is a challenging place to form such attachments, one of the first and best interventions for those showing signs of or diagnosed with RAD is often to be placed in a stable foster care environment (McLaughlin, Zeanah, Fox & Nelson, 2012). A 2012 study in Bucharest, Romania showed that those placed in secure foster care homes with parents who had received proper training and preparation were far more likely to thrive than those who remained in institutional care (McLaughlin et al). In a separate study, one particularly complex foster care case was of a four-year-old boy named Tom (Shi, 2014). Tom was taken into care at the age of ten months due to the significant danger he was in with his birth mother. After ten months in his sixth foster home, Tom began a cycle of treatment for RAD to deal with the severely disturbed and destructive behaviour he was exhibiting. Due to the nature of his early experiences and the lack of opportunities to form secure attachments, an attachment informed therapeutic approach was taken to Tom’s treatment which also incorporated some basic play therapy. The initial focus was on establishing a strong human connection rather than addressing behavioural problems with the hope that in providing love, a safe haven and a secure base, Tom would begin to trust and would allow himself to connect with his own emotions. 
Over the nine month course of his therapy, Tom had many ups and downs. However, eventually he began to show encouraging signs of connecting with genuine feelings, of helping behaviours through play, of responsiveness, of positive affect and of increasing comfort with physical contact. At a three year follow up, Tom had consistently improved in every way. He still experienced challenges due to his traumatic early life, but crucially had learned to trust and form secure attachments and was allowing himself to recognise and engage with his emotions. Due to the significant role Tom’s foster mother played and the intensive guidance and support she received from the therapist, Tom’s therapy was a success as was his foster placement with it eventually leading to adoption.
This type of attachment influenced therapy as well as foster care interventions have some limitations, however. Firstly, foster care is not always an option for all children (McLaughlin et al, 2012). This could be due to the lack of suitable foster carers who would be able to handle children with such complex needs. Additionally, some countries and cultures don’t have a fully-formed foster care system as was the case in the 2012 Romanian research prior to the study. In such cases, institutional care may be the ongoing reality for some children, meaning appropriate interventions must be developed to meet their needs. At the end of Tom’s case study, the author suggested that the same therapy techniques of understanding emotional dynamics and secure-based care could benefit children in institutional care (Shi, 2014). Limitations of this type of therapy on an individual basis such as Tom’s include the expensive nature of the treatment. There is also a time commitment as the intervention requires consistency and a significant period of time for trust and attachments to be formed which would make this type of therapy inappropriate for children in short-term placements as there may not be sufficient time to complete the therapy. Also children with RAD who finally build an emotional attachment with a primary caregiver may become re-traumatised if they are then removed from the care of that individual and may revert to an even more severe state of disorder. It is also important to note the intensive nature of the therapy and the importance of the primary caregiver throughout the process and the demand placed on them. Not every caregiver may be able to give this level of support due to other demands, their own physical or mental health condition or even a lack of commitment to the process.
There are a number of other experimental interventions and treatments available for children with RAD (Mercer, 2019). However, these are still very under-researched and are being questioned as to their efficacy and appropriateness. After looking at the available literature, it is clear that a great deal more research is necessary to provide evidence of what methods have produced successful outcomes. Only one study using a randomised controlled trial was found. This study used a newly developed treatment known as Dyadic Developmental Psychotherapy (DDP) (Becker-Weidman, 2006). Although initial results were positive, this study has had significant questions raised on the effectiveness of DDP as a valid treatment method (Mercer, 2015). Given the lack of evidence-based research, it is essential that further studies are conducted to test the efficacy and ethicality of currently utilised methods of treatment and intervention. 
In conclusion, although much remains unknown about RAD, clearly it is an important issue acutely affecting the lives of untold numbers of children and families. Although there are treatments available, some of which are showing positive results, these treatments may not be an option for all those in need. Therefore it is necessary that future research continues to build on the basic knowledge already available, continues to explore the numbers of those affected and, perhaps most importantly, seeks to further develop suitable and effective treatments which can be made available to those who need them.
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