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Abstract
Attachment theory is the primary source
informing Reactive Attachment Disorder (RAD)
as well as providing the framework for other
potential “attachment disorder” diagnoses. This
paper provides an historical overview of the
RAD construct and discusses the personal and
social implications resulting from “disordering”
conduct and separating normal from pathological behaviours.
Résumé
La théorie de « l’affection » est la source
principale d’information du Trouble réactionnel
de « l’affection » (TRA). Elle fournit également
le cadre pour d’autres diagnostics de « troubles
affectifs » potentiels. Cet essai fournit un survol
historique sur la façon dont le TRA construit et
amène des discussions sur les implications
personnelles et sociales résultant de la conduite
trouble, tout en séparant les comportements
normaux des comportements pathologiques.
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[I]f we are to get at least a conceptual grip on
those pervasive and intractable aspects of human
suffering that are of our own making, we are going
to have to struggle with the ways in which power
and interest shape the material conditions of our
lives as well as the structures of meaning that filter
our understanding of our plight. (Smail 2008, 139)
The consequences of “disordering”
conduct created by the socio-economicpolitical environments in which we ask people
to live are grave not only for individuals but
also for the moral fibre of our societies.
Reactive Attachment Disorder (RAD), like so
many of the “disorders” in the Diagnostic and
Statistical Manual of Mental Disorders (DSM),
focuses attention on individual behavioural
and emotional deficits, drawing awareness
away from the broad social-political-economic
conditions in which “disorders” develop and
are sustained. An RAD diagnosis serves to
undermine the need for economic reform
while privileging socially constructed notions
of normality that decrease tolerance for
individual differences. Paradoxically, the
distress seen in children suffering from RAD
is real. As such, the diagnosis may serve the
needs of individual children through clinical
attention to both their “symptoms” and to
altering the contexts in which they live. Thus,
while this paper offers a critique of the RAD
construct, it does so fully recognizing
children's vulnerability to devastating conditions
and to the profound effects negative
circumstances may have on their physical,
cognitive and emotional well-being. This
critique is not asking that we ignore the
impact of abuse. It asks instead that we
acknowledge the devastating consequences
that result from poverty and abuse, and in so
doing, develop solutions that are framed
within a social reform perspective. While RAD
is the only attachment “disorder” appearing in
the DSM, the ubiquitous use of the term
“attachment” in the clinical and popular
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literatures suggests that “attachment disorders,”

both in childhood and adulthood, will soon
find their way into the nosology of the DSM,
expanding once again what societies are
asked to accept as “disordered” behaviours.
What follows is a brief overview of
attachment theory as the primary source
informing the RAD construct. The theory also
provides the framework for a potential and
broadly
defined
“attachment
disorder”
diagnosis. An historical review of the
construct's development is offered as a way
to situate discussions about concerns with its
diagnostic criteria, as well as with the
personal and social implications resulting
from “disordering” attachment conduct. The
concluding section offers a brief and general
critique of the DSM, focusing on dichotomies
that separate normal from pathological
behaviours.

Grounding RAD in Attachment Theory
In the broader literature, attachment
theory has shaped understandings about the
course and consequence of intimate human
relations across the life span (Bowlby 1969;
1973; 1980). Internal Working Models (IWMs)
were conceptualized as active cognitive
“maps” governing memories, knowledge,
perceptions, expectations, behaviours, and
affects of self and other(s) in all attachment
relationships. They were proposed as the
mechanism determining the way individuals
would function in all—present and future—
attachment relationships. Developing in infancy
and early childhood, IWMs were hypothesized
“to persist relatively unchanged throughout
adult life” (Bowlby 1977, 141). Persistence,
combined with the idea that IWMs operate at
an unconscious level, contributed to earlier
understandings that once attitudes about self,
attachment figure(s), and the interactions between them are “... woven into the fabric of
the working models, they are apt henceforward never to be seriously questioned”
(Bowlby 1973, 205). By evaluating a balance
between attachment behaviours (e.g.,
proximity-seeking) and those antithetical to
attachment (e.g., exploration) Mary Ainsworth
and Barbara Wittig (1969) isolated and
measured three distinct infant attachment
styles. These styles defined the strength and
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quality of infants' attachment to their caregivers.
Underlying the classification of infant
attachment styles was John Bowlby's concept
that infants use their caregiver as a “secure
base” during times of distress (Bowlby 1958;
1969). As such, infant attachment styles
develop in direct response to the ways in which
primary caregivers (often defined as the mother)
manage their infants' attempts at proximity
seeking. Thus, appropriately responsive,
consistently available, and ever sensitive
caregivers become responsible for “secure”
infant attachment outcomes. Alternatively,
inappropriate caregiving results in negative
outcomes for the infant in the form of “insecure”
models of attachment. Infants classified as
“secure” are described as being able to express their anger and fear of separation,
while still able to explore novel surroundings.
They can also be readily comforted when reunited with their caregiver(s). In contrast, those
classified as “avoidant,” although appearing
unconcerned about separation, show signs of
physiological arousal for longer periods of
time compared to infants classified as secure.
They also resist being comforted by their
caregivers when re-united. Infants classified as
“ambivalent” show the same levels of arousal
as “avoidant” infants, but tend to respond to
reunions with undue and exaggerated demands
for attention and with clinging behaviours
(Ainsworth et al. 1978).
Over the past four decades, these
infant attachment style categories have
remained largely unchallenged. A fourth,
“disorganized-unresolved” (Main and Solomon
1986) was introduced to capture the
behaviours of infants who appear confused
and display no organized strategy for handling
reunions (Main and Hesse 1990). Using these
classification categories, between 57‒73% of
infants are described as “secure,” leaving the
balance to be labelled as insecure (avoidant or
ambivalent) or disorganized-disoriented (Main
and Solomon 1986). These attachment styles
were typically viewed as descriptors of infantcaregiver interactions and the somewhat fixed
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cognitive strategies with the potential to
influence future relational outcomes. They were
also viewed as playing a powerful role in
mediating a variety of psychopathologies
(Green and Goldwyn 2002). From a description
of cognitive coping strategies used to navigate
interpersonal relationships, the “secure” style
has now become the privileged benchmark defining “normal” healthy relationship functioning.
Reactive Attachment Disorder
Reactive Attachment Disorder (RAD)
highlights problems in a child's ability to function
in and benefit from attachment relationships. It
made its first appearance in the DSM nosology
in 1980 (APA 1980). RAD was a response to
findings from a sparse literature emerging from
the study of institutionalized children exposed to
severe maltreatment and extreme deprivation
(Bakwin 1949; Bowlby 1944; Provence and
Lipton 1962; Rutter 1972; Skeels and Dye
1939; Spitz 1945; Tizard and Hodges 1978;
Tizard and Rees 1975). In the first iteration of
RAD, failure-to-thrive was used as an important
defining criteria (Harris 1982). Dating back to
the late 1800s, a failure-to-thrive diagnosis
helped make sense of physical and emotional
deficits resulting from severe sensory deprivation and malnutrition (Olsen 2006; Schwartz
2008). By contrast, the early works of attachment theorists tended to draw emphasis
away from physical or contextual indicators of
deprivation by stressing its psycho-social
consequences (Bowlby 1951; Dennis 1953;
Spitz 1945 & 1946). The impact of this shift is
seen in later iterations of the RAD diagnostic
criteria.
In the DSM-III (APA 1980) RAD diagnostic criteria applied only to infants under the
age of eight months. In concert with the age
criteria, a diagnosis was informed by failureto-thrive, signs of age inappropriate social responsiveness, and apathy. A single criterion
was included to address a lack of adequate
caregiving (Spitzer and Cantwell 1980). This
early description was criticized because it
lacked precision and offered little insight into the
underlying dynamics of the disorder (Achenbach
www.msvu.ca/atlantis ■□

1980; Derivan 1982). Notwithstanding these
concerns, the disorder became synonymous
with “maternal deprivation,” a concept largely
drawn from attach-ment theory (Bowlby 1951 &
1958; Spitz 1945). RAD came to be equated
as a “disorder of mothering” and was linked to
poor mothering skills and maternal psychopathology (Derivan 1982; Evler 1982; TibbitsKleber and Howell 1985).
Critics of this earliest version of RAD
also noted how selective attachments are
only apparent in infants older than eight
months (Rutter and Shaffer 1980). Others
suggested a removal of failure-to-thrive as a
diagnostic criteria (Richters and Volkmar
1994). Although critics generally agreed that
the criteria needed revision, overall there was
a consensus that RAD was a distinct disorder
and one that could not be captured by other
diagnostic categories in the DSM at that time
(Volkmar 1997). The DSM-III-R (APA 1987)
saw a re-conceptualization of the RAD criteria
with age of onset revised from eight months
to five years to accommodate attachment
theory’s understandings of the developmental
trajectory of attachment formations. “Grossly
inadequate” care was expanded to include
care encompassing psychological concerns
as well as physical abuse and neglect (APA
1987). Failure-to-thrive was dropped as an
essential diagnostic feature. These revisions
were largely replicated in the DSM-IV (APA
1994) and later in its text revision (DSM-IVTR; APA 2000). Proposals for the DSM-V
would see RAD split into two distinct disorders of infancy and childhood, the first to be
labelled as Reactive Attachment Disorder, the
second as Disinhibited Social Engagement
Disorder (Zeanah and Gleason 2010).
At the moment, the DSM-IV-TR (APA
2000) defines the essential feature of RAD as
“markedly disturbed and developmentally inappropriate social relatedness in most contexts that begins before age 5 years and is
associated with grossly pathological care”
(127). Two distinct categories are articulated:
the “Inhibited Type,” characterized by the
child's persistent failure to initiate and
respond to most social interactions; and the
“Disinhibited Type” distinguished by the
child's indiscriminate sociability or inability to
35.2, 2011
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select figures who are appropriate to serve
attachment needs. Disturbances of both
types must not be solely accounted for by
developmental delays and should not meet
criteria for any of the developmental disorders. Pathogenic care, a key requirement for
diagnosing RAD, must underpin marked
disturbances in the child's social relationships
and attachment behaviours (APA 2000).
Problems with RAD as a Diagnostic
Construct
Evidence shows us that infants and
young children deprived of responsive caregiving are more likely to experience difficulties
in forming healthy affectional bonds throughout their lifespan (Grossman et al. 2005;
Stroufe 2005; Stroufe et al. 2005; Vaughn
2005). While deprivation is a serious social
issue, it is not one effectively addressed by
pathologizing those behaviours that occur as
a result of the deprivation. Alongside broad
social concerns surrounding the “disordering”
of behaviours, there are a number of technical problems with the RAD diagnostic
construct as currently defined. In 1997 Fred
Volkmar noted that “[a]lthough empirical data
on the reactive attachment disorder diagnostic concept, strictly defined, are rather
limited, ample evidence supports its continued
inclusion in the DSM-IV” (Volkmar 1997,
261). Thus far, only a handful of case studies
have been published that assess the impact of
severe deprivation on children as a consequence of institutionalization (Chisholm
1998; Iftene and Roberts 2004; O'Connor et
al. 1999; O'Connor et al., 2003; O'Connor and
Rutter 2000). Fewer studies report on the
effects of maltreatment of noninstitutionalized
children (Heller et al. 2006; Newman and
Mares 2007; Skuse 1984a&b; Solomon and
Peltz 2008). Also problematic are the lack of
prevalence statistics. While the DSM notes
that RAD “appears to be very uncommon”
(APA 2000, 129), other sources exaggerate
prevalence rates by conflating RAD with the asyet un-authorized “attachment disorders,”
suggesting “over 1 million children in New York
have attachment disorder symptoms” (Cain
2006, 1).
The way in which RAD criteria underwent revision is also problematic. Rather than
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acknowledging failure-to-thrive as a broad
enough concept to accommodate the psychosocial symptoms associated with the disorder, it was dropped as a diagnostic criteria.
Negative developmental outcomes for children
raised in poverty and subjected to physical,
sensory, nutritional, and emotional deprivations
have been well documented (Ayoub et al. 2009;
Richter 2004). Acknowledging the extent of
deprivation as a consequence of poverty and
abuse has in the past adequately accounted
for children's psycho-social deficits, including
those associated with forming and maintaining
healthy relationships. Attachment theory's increasing popularity, in concert with a need to
root mental illness in a psychiatric rather than
medical or social discourses, are likely responsible for this unfortunate change in
emphasis.
Other substantive concerns with the
revisions made to the RAD criteria reflect the
current lack of epidemiological and empirical
evidence supporting the diagnosis. While two
distinct forms of RAD are defined in the DSMIV-TR, little evidence justified this division; some
have questioned the approach, suggesting that
infants and young children can exhibit
symptoms of both the inhibited and disinhibited
types of RAD, despite the fact that there is no
provision in the DSM for making such a dual
diagnosis (Newman and Mares 2007). Charles
Zeanah and Anna Smyke's (2008) review of
international adoption studies indicated how a
substantial minority of adopted children display
signs of indiscriminately social/disinhibited RAD
persisting even after situations had been
improved. By contrast, children who received
an RAD diagnosis of emotionally withdrawn/
inhibited tended to improve following placement in situations where the quality of care
improved. These findings suggested to the
authors that indiscriminate social behaviour may
not, in fact, be a valid symptom representing
RAD as currently defined (Zeanah and Smyke
2008). Given the issues noted above, RAD
has been a demanding disorder to isolate and
to diagnose accurately (Chaffin et al. 2008). It
is one of the few disorders in the DSM
requiring clinicians to evaluate both the child's
physical and psycho-social environment as
well as behavioural indicators of the disorder.
While a child's symptoms may be assessed as
meeting criteria for “indiscriminately social ,”
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without an evaluation of a pathogenic environment, an RAD diagnosis is precluded. Also
problematic is the lack of standardized assessment tools available for diagnosis (Minde

2003). From a diagnostic perspective, other
disorders of infancy and childhood share some
of the same criteria with RAD and symptoms
that should be used to define other disorders
are sometimes confused as informing an
RAD diagnosis (Newman and Mares 2007).
Perhaps most problematic, while RAD is
firmly entrenched in the DSM, to date there
are no empirically tested or accepted treatments for the disorder (Chaffin et al. 2008).
In short, there are serious problems
associated with RAD as a diagnostic construct,
making its inclusion in the DSM questionable
or, at the very least, premature. What we do
have is the making of a “disorder” that can be
used to describe and pathologize attachment
behaviours of children who have been subjected to extremes of abuse and/or physical,
sensory, nutritional, and emotional deprivation.
With the proposed expansion into two distinct
disorders, the problems are intensified.
Attachment Disorders
Although attachment styles of infancy,
childhood, and adulthood are well established
in the psychological and psychiatric literatures,
they do not yet inform the DSM nosology for
classifying mental disorders (Chaffin et al.
2008; Newman and Mares 2007). There is,
however, an established trend in the literature
suggesting RAD be subsumed under a general
umbrella of “attachment disorders.” In so doing,
the “disorder” construct would be expanded to
include attachment relationship anomalies as
“disorders” (Pearce 2009; Prior and Glaser
2006). This expansion is proposed in spite of
existing concerns about RAD as a diagnostic
construct and the lack of evidence that would
show clear associations between attachment
classifications and specific psychiatric sequelae
(Zeanah and Smyke 2008). At best, attachment
styles might be considered as possible
protective or risk factors for other “disorders.”
On their own, attachment classifications have
limited predictive power and are without
established links between specific patterns of
attachment and specific disorders (Stroufe
2005).
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Regardless of these concerns, efforts
are ongoing to further pathologize relationship patterns that would see attachment security at the extreme positive end of an attachment disorder continuum, followed by insecure
attachment, disorganized attachment, secure
base distortions, and finally, disorders of nonattachment (i.e., RAD) at the extreme negative
end of the continuum (Byrne 2003; O'Connor
and Zeanah 2003a,b&c; Zeanah 1996; Zeanah
and Boris 2000). Instruments have already been
developed to evaluate “attachment disorders”
(Boris et al. 2004), resulting in a surge of unstandardized tools (e.g., Minnis et al. 2002)
some prematurely applied to suspected RAD
cases. This has led to both mis- and overdiagnoses of the disorder (Green 2003;
O'Connor et al. 2000). “Holding” therapies,
advocated as treatment for ill-defined “attachment disorders” and by some for the treatment
of RAD (e.g., Cain 2006), have resulted in some
disastrous outcomes for children (e.g., death)
(Chaffin et al. 2008; Steele 2003).
“Attachment disorders” are currently
outside of the domain of the DSM. Given the
flurry of activity in the extant literatures
promoting the construct as well as understandings within the psychiatric and psychological communities of the important role
attachment plays in informing psychopathology (Ross 2009), “attachment disorders”
will likely find their way into the DSM in the
not too distant future. Accepting “disordered”
attachment as an individual deficit seems
contrary to evidence suggesting how individuals
use different attachment “styles” in different
relationship contexts (Ross and Spinner
2001) as well as how “styles” can change
over time in the same relationship (Baldwin
and Fehr 1995). This would suggest that
attachment styles can be conceptualized as
flexible constructs that are open to change
both within and between relationships. In
order to fully under-stand “attachments,” emphasis should be placed on the interactions
between individuals and the contexts in which
relationships develop and change. “Attachments” are far from immune to the same socioeconomic stressors that burden children's cognitive and emotional development.
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Poverty and Mental Health
In a recent review of the literatures
assessing the relationships between socioeconomic status (SES) and psycho-social
well-being, Jamie Pope and Nancy Arthur
note, “[a]s one moves down the SES ladder,
mortality and morbidity increase in almost
every disease category, including psychological disorders” (2009, 56). In comparison
to their economically advantaged peers,
children from lower socio-economic groups
“experience elevated levels of family conflict,
diminished parental warmth, and less positive
communication with caregivers” (57). Although
SES is generally an understudied variable in
counselling psychology (Bullock and Limbert
2009), in the attachment literature it has been
identified as a risk factor (e.g., Cain 2006).
Children raised in poverty are at higher risk
for poor attachment outcomes and are more
likely to be classified with insecure or
disorganized attachment styles (Raikes and
Thompson 2005). This is highlighted by the
fact that teaching caregivers to be more
sensitive to infant attachment needs by
helping them to develop responsive parenting
skills has been somewhat effective in treating
RAD and other attachment problems (Cain
2006; Cairns 2008). As with other disorders
noted in the DSM, the medicalization of
attachment “de-politicizes the diagnosis and
wipes away the troubling implications” (Marecek
and Hare-Mustin 2009, 80) that overshadow
social issues of poverty and intolerance to
individual differences.
The DSM and the Making of Disorders
The DSM-IV-TR (APA 2000) conceptualizes mental disorder as “a clinically significant behavioral or psychological syndrome
or pattern that occurs in an individual and that
is associated with present distress (e.g., a
painful symptom) or disability (i.e., impairment in one or more important areas of
functioning) or with a significantly increased
risk of suffering death, pain, disability, or an
important loss of freedom” (2000, xxxi). The
syndrome or pattern cannot be “merely an
expectable or culturally sanctioned response
to a particular event” (2000, xxxi). Whatever
the disorder's original cause, it must be considered “as a manifestation of a behavioral,
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psychological, or biological dysfunction in the
individual” (xxxi). Jerome Wakefield (2005)
notes how diagnostic criteria used to identify
specific disorders in the DSM generally do
not satisfy this definition. Pathogenic care,
severe maltreatment, and deprivation can result in patterns of interpersonal behaviour
dramatically different from those seen in
children raised in less challenging circumstances. However, these different and less
socially acceptable ways of relating could be
framed more realistically as adaptive responses
to intolerable social and economic conditions.
Assessing a child's “indiscriminant sociability”
or “marked inability to exhibit appropriate
selective attachments” as adaptive responses
would require both acknowledging the severe
impact of poverty on child development as
well as a revision to attitudes about what
constitutes “normal” behaviour. If failing “to
initiate or respond in a developmentally appropriate fashion to most social interactions” is a
consequence of growing up in environments
typified by “pathogenic care” in light of acts of
violence and negligence, this failure would
better be described as adaptive rather than
“disordered.” In short, RAD symptoms rely on
negative social contexts. Societies that are
tolerant of the conditions causing the “disorder”
are intolerant of the resulting symptoms.
Conclusion
Many critics (Burstow 2005; Caplan
1995; Furedi 2004; Kirk and Kutchins 1992;
Kutchins and Kirk 1997) have noted how the
DSM purports to be a scientific inventory of
psychiatric “disorders” but is in fact a “patchwork of scientific data, cultural values, political compromises, and material for making
insurance claims” (Marecek and Hare-Mustin
2009, 78). The number of disorders appearing
in the DSM has grown steadily from 198
categories in 1952 to 340 in 1994 (Marecek
and Hare-Mustin 2009) and, with this growth,
the DSM has played a dramatic role in
expanding notions of pathology as well as
public thinking about psychological matters
(Martin 2006). The recent proposal to split
RAD into two distinct disorders exemplifies
this trend. With this expansion, society is led
more and more towards adopting narrowing
standards of what constitutes “normal” and
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acceptable behaviour and what should be
regarded as pathological and in need of
psychiatric intervention (Malacek 2006). An
RAD diagnosis demands pathological care as
the precipitating factor for the disorder;
pathological care is also implicated as underlying the more general descriptions of “attachment disorders.” Poverty plays a major role in
accounting for conditions that lead to pathological care. The time is long overdue to shift
focus away from “disordering” behaviours and
towards seeking the social and economic
reforms that would change the contexts in
which child-rearing and interpersonal relationships are doomed to pain and suffering.
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