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Glossary  

Attachment-Based Interventions 

These therapies aim to strengthen the bond between child and caregiver by promoting 

positive interactions, play, and nurturing touch to build trust and safety.  

Attachment disorders in children  

These disorders are characterized by difficulties in forming healthy emotional bonds 

with caregivers, stemming from early experiences of neglect, abuse, or inconsistent 

care. 

Dyad 

Refers to parent/caregiver – infant interaction 

Reactive Attachment Disorder (RAD) 

It's characterized by difficulties in forming secure attachments, experiencing positive 

emotions, and seeking or accepting comfort. 

Trauma and stress-related disorders 

A group of emotional and behavioral problems that may result from childhood 

traumatic and stressful experiences. These traumatic and stressful experiences can 

include exposure to physical or emotional violence or pain, including abuse, neglect 

or family conflict. 

Trauma-focused therapy  

It's a specialized form of psychotherapy designed to help individuals process and 

recover from the emotional and psychological effects of traumatic experiences. 

https://www.google.com/search?sca_esv=019a27fe4d8e4bed&cs=0&sxsrf=AE3TifP2aslwRr5I0r4GIQBqzKtQs6Tn3Q%3A1753876022053&q=Attachment-Based+Interventions&sa=X&ved=2ahUKEwi86MypweSOAxXdVkEAHZPwAF0QxccNegQIEhAB&mstk=AUtExfBP1f0H5QflBolTkzF9VFAFasVEe88SgTiIq_n1dl65bFGhZ7r_DPkwPeCObmJTrrECrXXKULmfmSKGepRhMTxHmEtRPYcgru5oMGVdVJcGHAI23mq55ijAB7YwIAucHKyy4gmIktsxlt06K-8z_-IKBAOeceAV1am7vt_keI0RCSag6Tv6EDoxf71IGMW4F57rqJlpCgTcfLAXSg8fAqjjdx2LjY9J59mVTys4R_QrutEwCSZzrvBmjZhdDHZ8JqcpOKfpjqwA5pLPzl3v9ZdoxRf5PTOEMAhic3Owtc3w6RUoliuQ7O5sHbMvxHFPX5p-K_xYHEke675FCtRM_406nUDdaMqJnXveWnb61epS&csui=3


 

Executive Summary 
 

These guidelines offer evidence-based recommendations on psychotherapeutic and 

pharmacological interventions of reactive attachment disorder in children. The 

recommendations are intended to provide psychiatrists and mental health professionals 

with practical guidance and improve mental health outcomes for children with reactive 

attachment disorder and their caregivers. 

• Caregivers of children with RAD must be patient, remain positive, and have 

realistic expectations about what is achievable. It is also important that caregivers 

take care of their own mental and physical health and seek support from others 

where necessary (strong recommendation).  

• The most important part of management is to improve the child-carer relationship 

where this is possible and relevant. Developing a nurturing parent-child 

relationship is the cornerstone to overcoming the damage caused by severe neglect 

and abuse. Child individual psychotherapy will help them come to terms with an 

abusive parent and so improve their attachment security in relation to that person, 

by enabling them to talk about them in a balanced and coherent way (strong 

recommendation)  

• Parenting skills classes: education for parents and caregivers about attachment 

styles, attachment disorders as well as other necessary parenting skills. Parent 

education focuses on developing positive, non-punitive behavior management 

strategies, ways of responding to nonverbal communication, anticipation and 

coping strategies for when triggers arise (conditional recommendation).  

• Comprehensive psychiatric evaluation and specific treatment plans developed by 

professionals including both individual and family interventions (strong 

recommendation).  

• Multi-Disciplinary Approach: Effective treatment often involves a team of 

professionals, including clinical psychologists, psychiatrists, and social workers 

(conditional recommendations).  

• Child−parent psychotherapy focuses primarily on the caregiver’s and child’s 

experience of one another and on altering patterns of emotional communication in 

the dyad to improve the attachment bond. The therapist helps the caregiver to 

appreciate the emotional experience of the child and its connection to the emotional 

experience of the caregiver (conditional recommendation).  

• Attachment-Based Family Therapy (ABFT): typical therapy for attachment 

problems includes both children and their caregivers. Therapy often involves fun 



and rewarding activities that enhance the attachment bond as well as help parents 

and other children in the family understand the symptoms of the disorder and 

effective interventions. Implementing ABFT in practice requires a comprehensive 

understanding of the family's attachment patterns, dynamics, and needs 
(conditional recommendation).  

•  Play therapy. Help children to learn appropriate skills for interacting with peers 

and handling other social situations (conditional recommendation).  

• Special education services specifically designed programs within your child’s 

school can help them learn skills required for academic and social success, while 

also addressing behavioral and emotional difficulties (conditional 

recommendation).  

• Secure Living Situation: Ensuring the child has a consistent and safe home 

environment is crucial. This may involve placement with foster parents or adoptive 

parents who can provide a nurturing and predictable environment. Avoiding as 

much as possible the transit of the child from one placement to another and from 

one caregiver to another, encouraging the most stable measures possible from the 

moment the child leaves his or her biological family (conditional 

recommendation).  

•  Social Skills Interventions: These interventions help children learn appropriate 

social behaviors and interactions with peers (conditional recommendation).  

• Trauma-Focused Therapies: For children with RAD who have experienced trauma, 

trauma-focused therapies such as Trauma-Focused Cognitive Behavioral Therapy 

(TF-CBT) are crucial for processing traumatic memories and promoting healing 

(conditional recommendation). 

• Medication: While there is no specific medication for RAD, psychiatric medication 

is prescribed to address co-occurring conditions, such as depression or anxiety, if 

present (Strong recommendation).  

Introduction 

The International Classification of Diseases 11th edition (ICD-11) classifies 

reactive attachment disorder and disinhibited social engagement disorder as two 

of the disorders specifically associated with stress, with onset in childhood. 

However, The Diagnostic and Statistical Manual 5th Edition (DSM-5) classifies 

reactive attachment disorder (RAD) as a trauma- and stress-related condition of early 

childhood caused by social neglect or maltreatment. 12, 13 



Children with reactive attachment disorder show a consistent pattern of inhibited, 

emotionally withdrawn behavior towards adult caregivers. The child rarely or 

minimally seeks comfort when distressed, and rarely or minimally responds to comfort 

when distressed. There is minimal social and emotional responsiveness to others, 

episodes of unexplained irritability, sadness, or fearfulness that are evident even during 

non-threatening interaction with adult caregivers. 4 

The child has typically experienced a pattern of extremes of insufficient care, such as 

social neglect or deprivation with persistent lack of basic emotional needs for comfort, 

stimulation, and affection met by caregiving adults. There may be a history of repeated 

changes of primary caregivers that limit opportunities to form stable attachments or 

rearing in unusual settings that severely limit opportunities to form selective 

attachments.4 

 

Scope and Purpose   
This chapter provides guidance on psychotherapeutic interventions for reactive 

attachment disorder in children to be used by policymakers, mental health professionals 

and primary health care providers to offer better treatment strategies. 

The objective of this chapter is to standardize practice to decrease variation of practice 

and improve outcome 

 

Target Audience 

This guideline targets child and adolescent psychiatrists, psychiatrists, mental health 

professionals (clinical psychologists, social workers) family physicians, pediatricians, 

policy makers, as well as non-governmental organizations (NGOs) and other 

stakeholders to offer the most appropriate treatment guidelines for children with 

reactive attachment disorder. 

 

Methodology 

A comprehensive search for guidelines was undertaken to identify the most relevant 

guidelines to consider for adaptation. 



Inclusion/ exclusion criteria followed in the search and retrieval of guidelines to be 

adapted: 

• Selecting only evidence-based guidelines (guideline must include a report on 

systematic literature searches and explicit links between individual 

recommendations and their supporting evidence) 

• Selecting only national and/or international guidelines 

• Specific range of dates for publication (using Guidelines published or updated in 2015 

and later) 

• Selecting peer reviewed publications only 

• Selecting guidelines written in English language 

• Excluding guidelines written by a single author, not on behalf of an organization to 

be valid and comprehensive, a guideline ideally requires multidisciplinary input 

• Excluding guidelines published without references as the panel needs to know 

whether a thorough literature review was conducted and whether current evidence 

was used in the preparation of the recommendations 

The following characteristics of the retrieved guidelines were summarized in: 

• Developing organization/authors 

• Date of publication, posting, and release 

• Country/language of publication 

• Date of posting and/or release 

• Dates of the search used by the source guideline developers 

All retrieved Guidelines were screened and appraised using AGREE II instrument 

(www.agreetrust.org) by at least three members. The panel decided on a cut-off point 

or ranked the guidelines (any guideline scoring above 50% on the rigor dimension was 

retained). The GDG decided to adapt the NICE and American (AACAP) standard of 

care for reactive attachment disorder. 1, 10 

Evidence assessment 

According to WHO Handbook for Guidelines, we used the GRADE (Grading of 

Recommendations, Assessment, Development and Evaluation) approach to assess the 

quality of a body of evidence, develop and report recommendations. GRADE methods 

are used by WHO because these represent internationally agreed standards for making 

transparent recommendations. Detailed GRADE information is available on the 

following sites: 



• GRADE working group: http://www.gradeworkingroup.org 

• GRADE online training modules: http://cebgrade.mcmaster.ca/ 

• GRADE profile software: http://ims.cochrane.org/revman/gradepro 

Table 1 Quality and Significance of the four levels of evidence in GRADE: 

 

Table 2 Factors that determine How to upgrade or downgrade the quality of 

evidence 

 

http://cebgrade.mcmaster.ca/
http://ims.cochrane.org/revman/gradepro


The strength of the recommendation 

The strength of a recommendation communicates the importance of adherence to the 

recommendation. 

Strong recommendations 

With strong recommendations, the guideline communicates the message that the 

desirable effects of adherence to the recommendation outweigh the undesirable effects. 

This means that in most situations the recommendation can be adopted as policy. 

Conditional recommendations 

These are made when there is greater uncertainty about the four factors above or if local 

adaptation should account for a greater variety in values and preferences, or when 

resource use makes the intervention suitable for some, but not for other locations. This 

means that there is a need for substantial debate and involvement of stakeholders before 

this recommendation can be adopted as policy. 

When not to make recommendations 

When there is lack of evidence on the effectiveness of an intervention, it may be 

appropriate not to make a recommendation. 

 

Recommendations  

Recommendation 1: Caregivers of children with RAD must be patient, remain 

positive, and have realistic expectations about what is achievable. It is also important 

that caregivers take care of their own mental and physical health and seek support from 

others where necessary. 

 

Strong Recommendation   

High Quality Evidence 1 

 

Recommendation 2: The most important part of management is to improve the 

child-caregiver relationship where this is possible and relevant. Developing a 

nurturing parent-child relationship is the cornerstone to overcoming the damage 

caused by severe neglect and abuse. Child individual psychotherapy will help 

them come to terms with an abusive parent and so improve their attachment 

security in relation to that person, by enabling them to talk about them in a 

balanced and coherent way  

 

Strong Recommendation   

High Quality Evidence 1,2,4 

 



Recommendation 3: Parenting skills classes: education for parents and caregivers 

about attachment styles, attachment disorders as well as other necessary parenting 

skills. Parent education focuses on developing positive, non-punitive behavior 

management strategies, ways of responding to nonverbal communication, anticipation 

and coping strategies for when triggers arise.  

 

Conditional Recommendation  

High Quality Evidence 3,4,5 

Recommendation 4: Comprehensive psychiatric evaluation and specific treatment 

plans developed by professionals including both individual and family interventions  

Strong Recommendation   

High Quality Evidence 4,5 

Recommendation 5: Multi-Disciplinary Approach: Effective treatment often involves 

a team of professionals, including clinical psychologists, psychiatrists, and social 

workers.  

Conditional Recommendation   

High Quality Evidence 4,5 

 

Recommendation 6: Child−parent psychotherapy focuses primarily on the 

caregiver’s and child’s experience of one another and on altering patterns of 

emotional communication in the dyad to improve the attachment bond. The 

therapist helps the caregiver to appreciate the emotional experience of the child 

and its connection to the emotional experience of the caregiver 

Strong Recommendation   

High Quality Evidence 5 

Recommendation 7: Attachment-Based Family Therapy (ABFT): typical therapy for 

attachment problems includes both children and their caregivers. Therapy often 

involves fun and rewarding activities that enhance the attachment bond as well as help 

parents and other children in the family understand the symptoms of the disorder and 

effective interventions. Implementing ABFT in practice requires a comprehensive 

understanding of the family's attachment patterns, dynamics, and needs.  

 

Conditional Recommendation  

High Quality Evidence 5,6 

Recommendation 8: Play therapy. Help children to learn appropriate skills for 

interacting with peers and handling other social situations. 

 

Conditional Recommendation 

Moderate Quality Evidence 9 

Recommendation 9: Special education services. Specifically designed programs 

within your child’s school can help them learn skills required for academic and social 

success, while also addressing behavioral and emotional difficulties.  



 

Conditional Recommendation  

Moderate Quality Evidence 7 

Recommendation 10: Secure Living Situation: Ensuring the child has a consistent and 

safe home environment is crucial. This may involve placement with foster parents or 

adoptive parents who can provide a nurturing and predictable environment. Avoiding 

as much as possible the transit of the child from one placement to another and from one 

caregiver to another, encouraging the most stable measures possible from the moment 

the child leaves his or her biological family.  

 

Conditional Recommendation    

High Quality Evidence 8,10 
 

 

Recommendation 11: Social Skills Interventions: These interventions help 

children learn appropriate social behaviors and interactions with peers.  
 

Conditional Recommendation   

High Quality Evidence 8,10 

Recommendation 12: Trauma-Focused Therapies: For children with RAD who have 

experienced trauma, trauma-focused therapies such as Trauma-Focused Cognitive 

Behavioral Therapy (TF-CBT) are crucial for processing traumatic memories and 

promoting healing.  

 

Conditional Recommendation   

High Quality Evidence 11 

 

 

Recommendation 13: Medication: While there is no specific medication for RAD, 

psychiatric medication is prescribed to address co-occurring conditions, such as 

depression or anxiety, if present. 

 

Strong Recommendation   

High Quality Evidence 8 

 

Implementation Considerations 

Several factors (barriers) may hinder the effective implementation and scale-up of the 

recommendations in this guideline. These factors may be related to the negative attitude 

of families, cultural beliefs towards mental disorders, inadequate resources, lack of 

trained mental healthcare professionals and limited financial resources. By addressing 

these challenges and implementing targeted strategies, Egypt can improve the 

implementation of treatment guidelines, ultimately enhancing the quality and equity of 

healthcare services for all children.  



 

 

These factors were identified from case studies and systematic reviews exploring 

factors affecting the implementation of interventions to prevent /reduce complications 

rates. Additional barriers were identified from qualitative reviews undertaken for this 

guideline and Cochrane overviews of reviews of health system implementation, care 

delivery arrangements and financial strategies. 

Research Needs 
During the review of evidence and the development of recommendations, several 

research gaps were identified regarding Egyptian population. Addressing these will 

help inform revision of these guidelines. 

1. Long-Term Effectiveness: follow up studies should be done to evaluate the long-

term effectiveness of psychotherapeutic programs (trauma-focused therapy, play 

therapy, and parenting. and attachment-based therapy.,,etc). 

2. Tailoring Interventions: Investigate the effectiveness of personalized or modified 

psychotherapeutic and family intervention programs. Explore how personal and 

temperamental traits, cultural factors, socioeconomic status, mental health literacy, 

and stigma of mental illness influence program outcomes and identify strategies for 

optimizing prescription customization. 

 

3. Cost-Effectiveness Analysis: Conduct cost-effectiveness analyses of 

psychotherapeutic intervention programs to assess the economic impact of these 

interventions. Evaluate the balance between costs, health outcomes, and potential 

healthcare savings to inform policy decisions and resource allocation. 

Monitoring and Evaluating the Impact of the 

Guideline 

There are potential indicators that can be used to evaluate the success 

of the psychotherapeutic programs in treating reactive attachment 

disorder 

 

1. Observing changes in the child's social interactions, emotional regulation, and 

overall behavior patterns. 

2. Changes in the child's ability to form secure attachments, regulate emotions, and 

respond appropriately to caregivers 

3. Development of healthy peer relationships and decreased social isolation.  

4. Increased self-esteem and confidence, reduced feelings of guilt, and greater sense 

of hope and optimism about the future.   

5. Program Engagement and Participation: Evaluate the level of engagement and 

participation of the target audience, including attendance rates for educational 

sessions, participation, and utilization of support resources. Higher engagement 

indicates increased program reach and potential effectiveness. 



6. Cost-effectiveness: Assess the cost-effectiveness of the different treatment 

strategies  

7. Patient Satisfaction and Feedback: Collect feedback from children and their 

families through surveys or interviews to evaluate their satisfaction with the 

program, perceived benefits, and suggestions for improvement. Positive  

satisfaction of children and their families indicates a well-received and impactful 

program.    

 
Update of the Guideline:  
This guideline will be updated whenever there is new evidence.   
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Annexes 

 Table 1: Reactive Attachment Disorder (DSM-5 criteria). 

 

Adapted from: American Psychiatric Association, (2013).13 

Diagnostic Criteria: 313.89 (F94.1) 

A. A consistent pattern of inhibited, emotionally withdrawn behavior toward adult 

caregivers, manifested by both of the following:  

 

1. Rarely or minimally seeks comfort when distressed 

2. Rarely or minimally responds to comfort offered when distressed  

 

B. A persistent social and emotional disturbance characterized by at least 2 of the 

following:  

1. Minimal social and emotional responsiveness to others  

2. Limited positive affect  

3. Episodes of unexplained irritability, sadness, or fearfulness which are evident 

during non-threatening interactions with adult caregiver 

C. Child has experienced a pattern of extremes of insufficient care (pathogenic care) as evidenced by at 

least one of the following:  

1.Social neglect or deprivation in the form of persistent lack of having basic emotional 

needs for comfort, stimulation, and affection met by caregiving adults 

2. Repeated changes of primary caregiver that limit opportunities to form stable 

attachments (e.g., frequent changes in foster care) 

3. Rearing in unusual settings that severely limit opportunities to form selective 

attachments (e.g. institutions with high child-to-caregiver ratios) 

 

D. The care in Criterion C is presumed to be responsible for the disturbed behavior in 

Criterion A (e.g. the disturbances in criterion A began following lack of adequate 

care in Criterion C) 

 

E. The criteria are not met for autism spectrum disorder 

F. Disturbance is evident before age 5 

G. The child has a developmental age of at least 9 months 

 

Specify if: 

Persistent: The disorder has been present for more than 12 months 

Specify current severity:  

Reactive Attachment Disorder is specified as severe when a child exhibits all symptoms 

of the disorder, with each symptom manifesting at relatively high levels. 



Table 2: Reactive Attachment Disorder (ICD-11 criteria). 

6B44: Reactive Attachment Disorder 

Reactive attachment disorder is characterized by grossly abnormal 

attachment behaviors in early childhood, occurring in the context of a history 

of grossly inadequate, childcare (e.g. severe neglect, multi treatment, 

institutional deprivation).  

Even when an adequate primary caregiver is newly available, the child does 

not turn into the primary caregiver for comfort, support, and nurture rarely 

displays security seeking behaviors towards any other and does not respond 

when comfort is offered.  

Reactive attachment disorder can only be diagnosed in children, and features 

of the disorder develop within the first five years of life. However, the 

disorder cannot be diagnosed before the age of one year (or developmental 

age of less than nine months, when the capacity for selective attachments may 

not be fully developed, or in the context of spectrum disorder. 

Exclusions: Asperger syndrome (coded as 6A02) and inhibited attachment 

disorder of childhood (coded as 6B 45) 

 
 

Adapted from: International Classification of Diseases 11th Revision, (2019/2021).12  

https://icd.who.int/en/

