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Beyond Insecurity: 
A Reconceptualization of Attachment Disorders of Infancy 

Charles H. Zeanah 
Louisiana State University 

Some young children are not merely insecurely attached and at risk for later problems; by virtue of 
the severity of their attachment disturbances they are already disordered. This article reviews and 
critiques the approaches of the Diagnostic and Statistical Manual of Mental Disorders (4th ed.; 
DSM-1V; American Psychiatric Association, 1994) and the International Classification of Diseases 
( 10th ed.; ICD-10; World Health Organization, I992) to attachment disorders and finds that they 
have not made use of findings from developmental research on attachment in developing their cri- 
teria. An alternative system of classifying attachment disorders that is compatible with the major 
findings from developmental research on infant-caregiver attachment is presented. Finally, many 
areas in need of empirical contributions are indicated. 

Ethological attachment theory, as outlined by John Bowlby 
(Bowlby, 1969, 1973, 1980), has provided one of the most im- 
portant frameworks for understanding crucial risk and protec- 
tive factors in social and emotional development in the first 3 
years of  life. Bowlby's ( 1951 ) monograph, Maternal Care and 
Mental Health, reviewed the world literature on maternal de- 
privation and suggested that emotionally available caregiving 
was crucial for infant development and mental health. 

Developmental attachment research, which has formally 
evaluated Bowlby's major premises, has demonstrated convinc- 
ingly that insecure attachment in infancy is associated with sub- 
sequent psychosocial maladaptation in preschool and middle 
childhood years (Cassidy, 1988; Lewis, Feiring, McGuffog, & 
Jaskir, 1984; Easterbrooks & Goldberg, 1990; Erickson, Sroufe, 
& Egeland, 1985; Sroufe, 1983; Troy & Sroufe, 1987; Wartner, 
Grossmann, Fremmer-Bombik, & Suess, 1994). Infants who 
are insecurely attached at 1 year of age to their mothers demon- 
strate more interactive disturbances with their mothers at home 
and in the laboratory (Matas, Arend, & Sroufe, 1978; Solomon, 
George, & Ivins, 1989; Waters, Wippman, & Sroufe, 1979), less 
social competence with peers (Arend, Gove, & Sroufe, 1979; 
Troy & Sroufe, 1987), and more problematic relationship with 
their teachers (Sroufe, 1983). Links between insecure attach- 
ment classifications in infancy and subsequent behavior prob- 
lems have been mixed when parents rate behavior problems 
(Bates, Maslin, & Frankel, 1985; Fagot & Kavanaugh, 1990; 
Lewis et al., 1984) but have been more consistent when teachers 
or observers rate behavior problems (Erickson et al., 1985; 
Fagot & Kavanaugh, 1990; Suess, Grossman, & Sroufe, 1992; 
Wartner, Grossman, Fremmer-Bombik, & Suess, 1994). Inves- 
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tigations in high-risk samples have suggested strong associations 
between disorganized attachment classifications and preschool 
behavior problems (Hubbs-Tait et al., 1991; Lyons-Ruth, Ra- 
pacholi, McLeod, & Silva, 1991 ). 

Overall, studies of  attachment have supported the central the- 
ses of  Bowlby's framework. Nevertheless, developmental attach- 
ment research is grounded in a risk and protective factors ap- 
proach that typifies developmental psychopathology. As such, it 
has focused on demonstrating probabilistic relationships be- 
tween attachment classifications in infancy and subsequent in- 
dices of  psychological adaptation (Sroufe, 1988). 

Bowlby's work has also been important in the clinical tradi- 
tion of  attachment disorders. This tradition, typified by descrip- 
tions of  attachment disorders in the Diagnostic and Statistical 
Manual of Mental Disorders ( 4th ed.; DSM-IV; American Psy- 
chiatric Association, 1994) and the International Classification 
of Diseases (10th ed.; ICD-10; World Health Organization, 
1992), has focused on young children who are not merely at 
increased risk for subsequent disorders but who are disordered 
already. Clinically disordered attachment represents an ex- 
treme and impaired subgroup of  children with insecure attach- 
ments. Thus, disordered attachments are all insecure attach- 
ments, but most insecure attachments are not disordered. Clin- 
ically disordered attachments are the major focus of  this article. 

Reactive attachment disorder is one oftbe few diagnostic cat- 
egories applicable to children under 3 years of age in standard 
nosologies of psychological disorders. Despite its potential im- 
portance, there are no published studies about its validity. In 
fact, attachment disorders are mentioned hardly at all in litera- 
ture published since it first appeared in the Diagnostic and Sta- 
tistical Manual of Mental Disorders ( 3rd ed.; DSM-III; Amer- 
ican Psychiatric Association, 1980) 15 years ago. During this 
same period of  time, there has been an unprecedented explo- 
sion of  knowledge from developmental research on attachment 
that has not been included in criteria for diagnostic categories 
of attachment disorders. One purpose of  this article is to review 
and critique the DSM-IV and ICD-l 0 criteria for attachment 
disorders and to suggest that they would benefit from more sub- 
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stantively integrating the knowledge base available from devel- 
opmental research on attachment. 

After briefly reviewing the historical perspective on clinical 
attachment disorders, I consider the criteria for attachment dis- 
orders in the DSM-IV and !CD - 10, and I highlight their simi- 
larities and differences. A detailed critique of  these criteria fol- 
lows, primarily from the standpoint of  what is known about 
attachment from developmental research. The central thesis of  
this article is that if attachment disorders are defined by criteria 
derived from findings in attachment research, they become ap- 
plicable to a broader range of  children in severely disturbed re- 
lationships with their primary caregivers, rather than only to 
some children who have been physically abused or extremely 
deprived. In conclusion, an alternative system of classification 
that attempts to integrate findings from developmental research 
into criteria for attachment disorders is outlined briefly, and 
some directions for research are highlighted. 

Historical  Perspective on At t achmen t  Disorders 

Clinicians have been concerned at least since the beginning of  
the 20th century with the psychological development and well- 
being of  children raised in institutions (Chapin, 1915 ). Still, for 
the first half of the century, most objections to institutional care 
for infants went unheeded. Skeers (1966) observations of im- 
provement and cognitive delays and social functioning of  insti- 
tutionalized infants were dismissed by the scientific community 
until 25 years after he originally made them because he implied 
that environment might have profound effects on intelligence. 
Similarly, many other demonstrations of  the abysmal psycho- 
logical status of  children in institutions had little impact, per- 
haps because the children's status was thought to be the cause 
of rather than the result of  institutional rearing. Some have ar- 
gued that it was actually the movies of  Rene Spitz about infants 
in institutions that awakened the consciences of  thousands of  
viewers and called attention to the problem in a way that publi- 
cations in professional journals during the preceding 50 years 
had not. 

Large numbers of European children who had been separated 
from their parents or actually orphaned by World War II led the 
World Health Organization to commission a British child psychi- 
atrist, John Bowlby, to prepare a report on the mental health needs 
of homeless children. Maternal Care and Mental Health was pub- 
lished in 1951, and it summarized the observations of Spitz ( 1945, 
1946), Goldfarb (1945), and many other clinicians about the 
harmful effects of institutionalization. It also contained the foun- 
dation of Bowlby's ideas about attachment that evolved into etho- 
logical attachment theory, described in his now famous Attach- 
ment and Loss trilogy, Attachment ( Bowlby, 1969), Separation 
(Bowlby, 1973), and Loss (Bowlby, 1980). 

In the meantime, research findings about children raised in in- 
stitutions accumulated (Provence & Lipton, 1962; Tizard & 
Hodges, 1978; Tizard & Rees, 1974, 1975), case reports of chil- 
dren raised in extremely abusive and depriving environments con- 
tinued to appear (Curtiss, 1977; Koluchova, 1972; Skuse, 1984; 
Thompson, 1986), and social characteristics of maltreated chil- 
dren were delineated (Aber & Allen, 1987; Aber & Cicchetti, 
1984; Gaensbauer & Sands, 1979; George & Main, 1979; Main & 
George, 1985; Mueller & Silverman, 1989; Powell, low, & Speers, 
1987). 

As for the official nosologies, the Diagnostic and Statistical 
Manual of Mental Disorders ( 2nd ed.; DSM-II; American Psy- 
chiatric Association, 1968) did not mention attachment disorders, 
although it illustrated "adjustment reaction of infancy" with the 
protest response of  an infant separated from his or her mother and 
described it as characterized by "crying spells, loss of appetite, and 
severe social withdrawal (p. 49)." Attachment disorders also were 
not described in the ninth edition of the ICD (ICD-9; World 
Health Organization, 1978). Their first appearance in the official 
nosologies was in 1980 in the DSM-III. At that time, reactive 
attachment disorder was equated with failure to thrive, (Spitzer & 
Cantwell, 1980), although with the curious requirement that on- 
set of the disorder occur before 8 months of age. Because selective 
attachments occur between 6 and 9 months of age, infants were 
required to develop onset of a disordered attachment often before 
they even had expressed a preferred attachment. Criteria were sub- 
stantially revised in the revised third edition of the DSM (DSM- 
III-R; American Psychiatric Association, 1987), including drop- 
ping failure to thrive as a central feature ofthe disorder and chang- 
ing age of onset to within the first 5 years of life. In the DSM-III- 
R, two clinical types of"inhibited" and "disinhibited" attachment 
disorders were introduced, types that have persisted in the newer 
classifications of the DSM-I V and ICD- 10. Reliability of diagnosis 
of reactive attachment disorder improved dramatically with these 
changes in criteria (Volkmar, in press ). 

A t t achmen t  Disorders and C o n t e m p o r a r y  Nosologies 

Criteria for attachment disorders as described in the DSM-IV 
and ICD- 10 are presented in Appendixes A and B. As can be seen, 
they both preserve the distinction, first introduced in the DSM- 
III-R, between two major clinical types of  attachment disorder. 
Zeanah and Emde (1994) have suggested that two major data 
bases informed these criteria. Characteristics of social behavior in 
maltreated children, identified in a number of  investigations dur- 
ing the past 15 years, are found in descriptions of the withdrawn, 
unresponsive child who seeks comfort in deviant ways 
(Gaensbauer & Sands, 1979; George & Main, 1979; Main & 
George, 1985; Mueller & Silverman, 1989; Powell et al., 1987). 
These characteristics are used to describe the inhibited or deviant 
type of reactive attachment disorder in DSM-IV (see Appendix 
A) and to describe reactive attachment disorder in the ICD- l0 (see 
Appendix B). Research on the characteristics of children raised 
in institutions (Provence & Lipton, 1962; Skeels, 1966; Tizard & 
Hodges, 1978; Tizard & Rces, 1974, 1975) has influenced the cri- 
teria for the disinhibited and indiscriminately social type of at- 
tachment disorder. In the Tizard and Rces (1975) investigation, 
for example, 10 of  26 children institutionalized for their first 4 
years of life were noted on evaluation at age 4.5 years to have su- 
perticial attachments to staff members, with attention-seeking 
clinginess, and overfriendly behavior with strangers being notable 
social characteristics. 

Similarities in Criteria for D S M - I V  and lCD-IO 
Attachment Disorders 

A review of the DSM-IV and ICD-10 criteria in Appendixes 
A and B indicate substantial agreement about the major fea- 
tures of  the disorders. In both nosologies, the disorders involve 
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a persistent disturbance in the child's social relatedness that be- 
gins before age 5 and that extends across social situations. At- 
tachment disorders in both nosologies must be distinguished 
from pervasive developmental disorders. As noted, both agree 
that there are two distinct clinical pictures of attachment disor- 
ders. One type of disorder is designated as inhibited, wherein 
ambivalent, inhibited, or hypervigilant responses are centered 
on one or more adults. The other type is designated as disinhib- 
ited, wherein there is indiscriminate oversociability, a failure to 
show selective attachments, a relative lack of selectivity in the 
persons from whom comfort is sought, and poorly modulated 
social interactions with unfamiliar persons across a range of so- 
cial situations. 

Although they give it varying emphasis, criteria in both no- 
sologies tie the disorders etiologically to parental abuse or ne- 
glect or to extremes of earegiving such as children raised in in- 
stitutions. Developers of the DSM-IV decided to maintain a 
requirement from the DSM-III-R (American Psychiatric As- 
sociation, 1987) that there be evidence of grossly pathogenic 
caregiving (e.g., frank neglect, harsh treatment) or repeated 
changes in caregivers (see Appendix A). ICD-10 also does not 
make explicit the requirement of parental maltreatment, al- 
though the syndrome is believed to result from "severe parental 
neglect, abuse or serious mishandling" (World Health Organi- 
zation, 1992, p. 279), and the clinician is urged to use caution 
in making the diagnosis "in the absence of evidence of abuse or 
neglect" (World Health Organization, 1992, p. 281 ). Clearly, 
the link with parental maltreatment strongly influences the cri- 
teria of both systems of classification. 

Differences in DSM-IV  and ICD-IO Disorders of  
Attachment 

Differences in criteria for attachment disorders in the two no- 
sologies are more subtle. The DSM-IVlumps together two clinical 
pictures under the single category of reactive attachment disorder; 
whereas the ICD- 10 makes each of the clinical pictures into a dis- 
finctive type. In the ICD-10 criteria, the child must have the ca- 
pacity for social resixmsiveness as revealed in interactions with 
nondeviant adults. In contrast, the DSM-IV emphasizes that ab- 
normal social behavior ought to be apparent in most social 
contexts. Thus, criteria in both systems deemphasize the child's 
behavior with the attachment figure, although the DSM-IV is 
most explicit about a lack of relationship variability. Finally, the 
DSM-IV explicitly excludes children with mental retardation 
from a diagnosis of reactive attachment disorder if any of the 
prominent symptoms are believed to be due to cognitive delays 
(Appendix A). The ICD-10, on the other hand, makes no such 
exclusion, although the child with reactive attachment disorder 
must demonstrate dements of normal relatedness when interact- 
ing with responsive adults (Appendix B). 

Critique of  Attachment  Disorders in Contemporary  
Nosologies 

To organize a discussion of usefulness of DSM-IVand ICD- 
l0 criteria for attachment disorders, I consider three questions 
about reactive attachment disorder here: Is it reactive? Is it at- 
tachment? Is it a disorder? 

Is It Reactive? 

The emphasis in contemporary nosologies on attachment 
disorders as "reactive" appears to serve two functions: First, it 
attempts to differentiate them from the pervasive developmen- 
tal disorders, which also profoundly affect the social behavior of 
young children; second, it ties them etiologically to maltreat- 
ment. Serious questions may be raised about the usefulness of 
this emphasis. 

The ICD-10 suggests that the attachment disorders may be 
distinguished from pervasive developmental disorders in a num- 
ber of ways: (a) a normal capacity for social relatedness in reac- 
tive attachment disorder, (b) remission of social abnormalities 
in a normal rearing environment in reactive attachment disor- 
der, (c) distinctive communicative and language abnormalities 
in pervasive developmental disorders, (d) cognitive deficits that 
improve with improvements in the caregiving environment 
only in reactive attachment disorder, and (e) persistently re- 
stricted, repetitive, and. stereotyped patterns of behavior, inter- 
ests, and activities are features of pervasive developmental dis- 
orders but not attachment disorders (World Health Organiza- 
tion, 1992). 

The reason for the effort to distinguish attachment disorders 
from pervasive developmental disorders is the belief that the so- 
cial behaviors in the two conditions are similar. The underlying 
rationale for the distinction is that similar appearing aberrant 
social behaviors may be the result of different mechanisms of 
pathogenesis. In the case of attachment disorders, children with 
intact central nervous systems who experience extremes of mal- 
treatment and deprivation are believed to develop socially un- 
responsive and deviant behaviors. In the case of pervasive devel- 
opmental disorders, children are presumed to have central ner- 
vous system abnormalities (as yet undelineated) that are 
responsible for the socially deviant behaviors. Thus, the DSM- 
IV explicitly excludes children with pervasive developmental 
disorders (Appendix A) and the ICD- 10 emphasizes the capac- 
ity for normal social interaction in children with attachment 
disorders (discussed earlier; see Appendix B also). 

Essentially, this emphasis represents a version of the func- 
tional versus organic dichotomy that characterized thinking 
about psychiatric disorders in the 1960s. As we have learned 
more about brain-behavior relationships, the functional versus 
organic dichotomy has proven less useful. Our nosologies no 
longer attempt to distinguish between endogenous and reactive 
depression, for example, because it is widely recognized that 
ongoing interactions between life events and brain neurochem- 
istry contribute to the symptoms and to the amelioration of 
symptoms of affective disorders (Hirshfield & Goodwyn, 
1988). Many psychiatric disorders are reactive in the sense that 
their clinical picture represents a final common pathway of in- 
dividual biology and psychology expressed in a social context. 

If  it were possible to determine the etiology of a given clinical 
picture of young children who exhibit problems with related- 
ness with certainty, the distinction might be more valuable. 
From a practical standpoint, it may not be possible to make an 
etiologic determination at a given time of assessment. A child 
exhibiting symptomatic behavior who has a reliable history of 
adequate caregiving with opportunities for attachment to one 
or two figures suggests a central nervous system abnormality, 
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but such a history is neither always nor even often available in 
the clinical setting. Not uncommonly, a symptomatic child is 
referred for evaluation with a clinical picture of  aberrant social 
behavior and a history of  foster care of  unknown quality (e.g., 
see Zeanah, Mammen, & Lieberman, 1993; Richters & Volk- 
mar, 1994). If the child's symptoms improve significantly with 
changes in the caregiving context, attachment disorders are 
likely, but this, of  course, cannot be known beforehand. Fur- 
thermore, it is not clear how much the clinical picture repre- 
sents neither a main effect of central nervous system abnormal- 
ities alone nor of  enVironmental adversity alone but some ongo- 
ing interaction between the two. 

A better question for the clinician is whether distinctions can be 
made between the socially deviant behaviors in pervasive develop- 
mental disorders and those in attachment disorders, as asserted in 
the ICD-10. There are few data available to address this question 
directly, in part because of the vagueness about the abnormalities 
in social behavior that have characterized descriptions of attach- 
ment disorders. Children raised in institutions are problematic as 
the sole source of data because it is not always clear what factors 
led parents to place the children there originally. If parents de- 
tected early signs of socially aberrant behavior in their infants, then 
one of the reasons for placement may have been the abnormalities 
they detected. A detailed examination of the characteristics of  chil- 
dren with reactive attachment disorders, compared with those di- 
agnosed with pervasive developmental disorders who live in stable, 
secure environments, will be useful a start for exploring this ques- 
tion further. 

Another aspect of the functional versus organic dichotomy in 
the DSM-IV is that the disturbed attachment behaviors are not 
solely the result of developmental delays. However, if a child has 
delays and aberrant social behavior, how do we know that the delay 
causes the aberrant social behavior? In fact, as we know from chil- 
dren raised in impoverished institutions and in extremes of depri- 
vation, significant cognitive impairments are likely to occur along 
with disordered attachments (Provence & Lipton, 1962; Rosen- 
berg, Pajer, & Rancurello, 1992). We also know that children in 
institutions that are more stimulating and developmentally sensi- 
tive have normal intelligence but disordered attachments (Tizard 
& Hedges, 1978). Essentially, the DSM-IVeriterion about cogni- 
tive delays is another manifestation of the attempt to limit attach- 
ment disorders to children with an intact central nervous system. 
There seems to be little justification for presuming that children 
with cognitive delays or mental retardation cannot also have at- 
tachment disorders. Perhaps what could be included instead is a 
requirement that children with attachment disorders have a level 
of cognitive abilities of at least l0 to 12 months, since this would 
ensure that they are cognitively capable of having a preferred at- 
tachment figure. 

Finally, there is the problem of the "reactive" label invoking 
parent blaming. Maltreatment by parents is unmistakably re- 
lated to problem behaviors, unhappiness, and psychiatric dis- 
orders in children. Still, histories of  abuse or neglect may not be 
known, and the problems associated with adequately defining 
emotional maltreatment, which may be an important contrib- 
utor to attachment disorders, are numerous and complex 
(Cicchetti, 1991; McGee & Wolfe, 1991 ). Volkmar (in press) 
has pointed out that focusing on parental maltreatment com- 
plicates determining the behavioral features that may occur in 

the absence of  severe adversity. Furthermore, the arbitrariness 
with which maltreatment is identified in the clinical and legal 
worlds is not sufficiently reliable for diagnostic criteria. Finally, 
pejorative labeling of  parents, even implicitly, is unlikely to be 
helpful and runs counter to the prevailing clinical practice in 
infant mental health of  evaluating the fit between parent and 
infant, with attention to the strengths and weaknesses each part- 
ner brings to their relationship. On balance, there is little justi- 
fication for singling out attachment disorders and specifying 
only their etiology in classification systems that are explicitly 
phenomenologic. The innumerable complexities inherent in de- 
termining the etiology of  psychiatric disorders are no less true 
of attachment disorders. 

Is It Attachment? 

Perhaps the most striking characteristic of  both DSM-IVand 
ICD- 10 criteria for disorders of  attachment is their depiction of  
the disorders in terms of  socially aberrant behavior in general 
rather than focusing more specifically on attachment behaviors 
per se. The DSM-IVemphasizes a failure to initiate or respond 
to social interactions across a range of  relationships (Appendix 
A), and the ICD-10 similarly focuses on contradictory or am- 
bivalent social responses that extend across social situations 
(Appendix B). This emphasis has the effect of  deemphasizing 
attachment in attachment disorders. 

Bowlby ( 1969, 1988) has described attachment as a behav- 
ioral control system concerned with maintaining infants' safety 
and survival through access to the care, nurturance, and espe- 
cially, protection given by an attachment figure. Feelings of  se- 
curity, safety, and value become associated with the qualitative 
features of the infant's relationship with attachment figure. Be- 
tween the ages of 1 and 3 years, the attachment behavioral sys- 
tem is responsible for motivating a child to attain felt security 
(Bischof, 1975 ), initially through physical proximity to the at- 
tachment figure when needed. As representational processes 
mature during the second and third years, literal proximity to 
the caregiver becomes gradually less necessary to attain felt se- 
curity, and psychological availability of  the attachment figure 
becomes even more pronounced. 

The attachment system and the exploratory system operate in 
tandem within the child to produce an attachment--exploration 
balance; that is, at times when the child feels secure, he or she is 
motivated to explore. If the child becomes frightened in the 
course of  exploration, however, the motivation to explore di- 
minishes as the motivation to seek proximity and comfort in- 
tensifies. Disruptions of  this balance represent disturbances in 
the use of the attachment figure as a secure base from which to 
explore with confidence or disturbances in the use of  the attach- 
ment figure as a safe haven (Ainsworth, 1967) to which to re- 
treat in times of  danger. The Strange Situation Procedure devel- 
oped by Ainsworth and her colleagues (Ainsworth, Blehar, Wa- 
ters, & Wall, 1978) makes it possible to observe the child's 
attachment-exploration balance with a particular caregiver. 
This perspective has been elaborated and clarified by over 2 de- 
cades of  empirical research involving attachment classifications 
derived from the organization of  the child's behavior and the 
Strange Situation (see Bretherton & Waters, 1985; Sroufe, 
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1988; Zeanah & Emde, 1994, for reviews) and has great value 
in the clinical arena as well. 

Controversies about the interpretation of research using the 
Strange Situation Procedure (see Lamb, Thompson, Gardner, 
Scarnov, & Estes, 1984; Sroufe, 1988) notwithstanding, there 
are a number of well-replicated findings from attachment re- 
search that can usefully be applied to clinical disorders of at- 
tachment. Despite an enormous developmental literature with 
careful operationalization of attachment in these terms, there is 
little attention in the nosologies to the broad range of behaviors 
that might index disordered attachment relationships. Drawing 
on clinical experience and developmental attachment research, 
Zeanah et al. (1993) have proposed several domains of child 
behavior expressed toward caregivers that ought to be evaluated 
in considering disordered attachment. These include lack of 
affection or promiscuous affection; absent, odd, or ambivalent 
comfort-seeking from the caregiver; excessive dependence or 
failure to use the supportive presence of the caregiver when 
needed; noncompliance or overcompliance; excessively inhib- 
ited exploratory behavior or exploration without checking back; 
oversolicitous and inappropriate careglving of the excessively 
bossy and punitive attempts by the child to control the parent's 
behavior; and failure to reestablish affective contact after brief 
separations including ignoring, angry, or unaffectionate re- 
sponses. Although some of these behaviors are indices of inse- 
cure attachments, they become clinical indicators only at ex- 
tremes of the normal distribution. When these behaviors repre- 
sent extremes, and when they indicate together a pattern of the 
child's behavior expressed toward attachment figures, these as- 
pects of child behavior may be useful in identifying disordered 
attachments (see case examples in Zeanah et al., 1993, & Lieb- 
erman & Zeanah, 1995). 

Another problem is that, although developmental research 
has demonstrated clearly that attachment may vary across 
different relationships, the DSM-IVand the ICD- 10 emphasize 
the continuity of socially aberrant behavior across contexts. 
This emphasis may reflect an attempt to distinguish attachment 
disorders from relational problems that are coded as V codes 
rather than as Axis I disorders in DSM-IV(Volkmar, in press). 
Nevertheless, in addition to broad support from developmental 
research, clinical experience also suggests that an infant may 
have a disordered attachment relationship with one particular 
careglver without manifesting severely deviant or symptomatic 
behavior outside of the context of that relationship. A broader 
definition of attachment disorders would make it possible to 
include children who do not have obviously symptomatic be- 
havior with day-care providers, preschool teachers, or peers, for 
example. 

Certainly, peer relations do not appear to be central to a con- 
ceptualization of the disorders as disturbances of attachment. 
Even if research indicates that disturbed peer relations are com- 
mon in children with attachment disorders, this probably should 
be an associated feature, with disturbed behaviors in attachment 
relationships forming the core features of the disorders. 

All of this contributes to the impression that the disorders as 
described by the DSM-IV and ICD-10 are more maltreatment 
syndromes rather than attachment disorders. The emphasis on 
maltreatment is evident in the data bases used to develop the 
criteria, in the explicit or implicit emphasis on parental mal- 

treatment, and in the description of general problems with de- 
viant social behaviors in general rather than a more specific fo- 
cus on attachment behaviors. Defining attachment disorders by 
using criteria that are drawn primarily from children who have 
been physically abused, who have suffered extremes of depriva- 
tion, and who have been deprived in institutions limits the dis- 
orders to children in extreme situations and does not account 
for children who are in stable, albeit unhealthy, relationships 
without overt abuse or neglect. Focusing on unusual social be- 
haviors across a range of situations tends to restrict the diagno- 
sis of the disorder to severely mistreated children. Although 
maltreatment is probably one important contributor to some 
types of attachment disorders, it is neither necessary nor suffi- 
cient to make the diagnosis. Similarly, not all maltreated chil- 
dren will exhibit attachment disorders. Focusing on disordered 
attachment behaviors rather than on maltreatment avoids the 
problem of attempting to determine what constitutes emo- 
tional maltreatment, recognizes that attachment is only one 
among several possible sequela of maltreatment, and recognizes 
that maltreated children have diverse outcomes. 

Is It a Disorder? 

Both DSM-IV (Volkmar, in press) and the ICD-10 (World 
Health Organization, 1992) note the lack of direct validity data 
about disorders of attachment. They justify inclusion of this 
group of disorders provisionally because of their obvious clini- 
cal importance and because the signs and symptoms cannot be 
explained by other disorders. One of the difficulties for the tra- 
ditional nosologies is that, as noted earlier, attachment disorders 
are relational in nature. A long tradition in science and medi- 
cine, exemplified by the DSM-IVand the 1CD-10, defines dis- 
orders within individuals. A newer but less well-accepted scien- 
tific paradigm, represented by systems theory, defines disorders 
between, rather than within, individuals. 

A variant of the systems approach has been proposed by a 
group of developmental investigators (Sameroff & Emde, 
1989). For children under 3 years of age, they proposed a con- 
tinuum of dysfunctional parent-infant relationships, culminat- 
ing in the most severe dysfunctions, which they designated "re- 
lationship disorders." These are disorders between rather than 
within individuals, which involve rigid patterns of maladaptive 
interactions and which are associated with a failure to attain 
age- and stage-appropriate developmental tasks for one or both 
partners (Anders, 1989 ). The rationale for considering psycho- 
pathology in terms of relationship disorders is the assertion that 
most clinical problems in infancy are firmly rooted in impor- 
tant relationships and that intervening in these relationships is 
what helps clinically (Erode & Sameroff, 1989). Relationship 
disorders may result from, lead to, co-occur with, or be inde- 
pendent from individual psychopathology and symptomatology 
(Zeanah, 1994). 

Whether this proposed conceptualiTation reflects a paradig- 
matic shift or a passing fad remains to be seen. The Zero-to-Three 
Task Force on Diagnostic Classification in Infancy (1994) has in- 
corporated both a parent-infant relationship global assessment 
scale and a slaecific axis of relationship disorders into its system. 
Validation of these approaches is needed. 

All of this is relevant to a consideration of attachment disorders 
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because they are invoked to describe a disorder involving the 
child's primary relationships. Nevertheless, it is not essential to 
conceptualize attachment disorders as relationship disorders. 
Symptoms and signs of attachment disorders need not be manifest 
across all or even multiple contexts; that is, at least some types of 
disordered attachment behaviors and symptomatology may exist 
within an individual infant but be elicited only in the context of  
the primary careglving relationship. A young child who allows a 
day care center staff member to comfort him somewhat when dis- 
tressed but who does not seek comfort from his primary caregiver 
when distressed may have an attachment disorder. Note that 
DSM-IVcriteria would not permit diagnosing this child with an 
attachment disorder because his comfort-seeking behavior is vari- 
able in different relationships. 

One of the most important difficulties in considering a diag- 
nosis of attachment disorders is the problem ofcaseness, that is, 
when signs and symptoms of  a disorder are severe enough to 
warrant a diagnosis. The difficulty arises in part because the 
orientation to the first 3 years of  life, as well as the vast majority 
of research in developmental psychopathology in this period, 
has been framed in terms of risk and protective factors as they 
impact developmental trajectories. The risk and protective fac- 
tors approach invites consideration of  symptoms, not in terms 
of current distress but instead in terms of whether the infant's 
current behaviors are probabilistically related to impairment at 
a later date. This has been an enormously valuable approach for 
clinicians and researchers, and one that should be preserved, to 
the degree that it is possible, in determining caseness of attach- 
ment disorders. Before discussing what a case of  disordered at- 
tachment is, it is important to revisit the distinction between 
insecure and disordered attachments. 

It is important not to have caseness of  attachment disorders 
tied directly to Strange Situation classifications of insecure at- 
tachments (Ainsworth et al., 1978) for a number of  reasons 
(Zeanah & Emde, 1994 ). The Strange Situation Procedure was 
designed to classify infant attachment among groups of  infants 
in a research setting rather than to diagnose a particular infant 
in a clinical setting. Clinicians must be concerned with behav- 
iors in naturalistic rather than laboratory settings, and the links 
between infant behaviors in the Strange Situation Procedure 
and those in naturalistic settings are too variable for individual 
infants to be useful clinically. It is also problematic to over-rely 
on separation and reunion behaviors, which as noted earlier, 
constitute only one aspect of  attachment relationships salient 
for evaluating attachment disorders (Gaensbauer & Harmon, 
1982). In addition, behavior of  the adult caregiver is con- 
strained in the Strange Situation, making evaluation of adult- 
child interaction problematic. Consider, for example, that in- 
fants who avoid their caregivers in the Strange Situation Proce- 
dure have not been observed to avoid them in naturalistic set- 
tings (Ainsworth et al., 1978). Finally, as Sroufe (1988) has 
emphasized, insecure classification in the Strange Situation is 
not indicative of  psychopathology but risk for psychopathology. 

If there is a classification that most approaches psychopathol- 
ogy on its own, it is the disorganized-disoriented classification 
(Main & Solomon, 1986, 1990). Two lines of evidence support 
this association. First, the proportion of  infants classified as dis- 
organized is clearly increased in high-risk samples of infants 
(Carlson, Cicchetti, Barnett, & Braunwald, 1989; DeMulder & 

Radke-Yarrow, 1991; Hubbs-Tait et al., 1991; Lyons-Ruth, Re- 
pacholi, & Silva, 1991; O'Connor, Sigman, & Brill, 1987; Rod- 
ning, Beckwith, & Howard, 1989). Second, preliminary evi- 
dence suggests that it may be strongly linked to disruptive be- 
havior disorders in later childhood (Lyons-Ruth, Alpern, & 
Repacholi, 1993). Still, determining how even this classification 
relates to caseness is problematic for three reasons. First, there 
is a lack of  data about the distinctive naturalistic correlates of  
infants classified disorganized or disoriented in the Strange Sit- 
uation. Second, the classification is found in roughly 20% of 
infants in nonclinical samples, suggesting that it is not synony- 
mous with caseness. Finally, the classification itself is deter- 
mined by a continuous rating scale that reflects a judge's cer- 
tainty about the presence of  disorganized or disoriented attach- 
ment behavior rather than the severity of disorganized or 
disoriented behavior. Because there are no data examining ad- 
aptation of  children with different levels of  disorganized or dis- 
oriented attachment behavior in the Strange Situation, it is not 
clear how many children at different levels satisfy the require- 
ments of caseness. 

Disorders of attachment ought to represent more profound 
and pervasive disturbances in the child's feelings of  safety and 
security than are reflected by insecure attachments. If insecure 
attachment is not synonymous with disordered attachment, 
then one must ask, when is a child's attachment behavior indic- 
ative of  disordered attachment? In other words, at what point, 
if any, does a risk factor (insecure attachment) become a case 
(attachment disorder) ? Zeanah et al. ( 1993 ) have proposed that 
attachment problems become psychiatric disorders when emo- 
tions and behaviors displayed in attachment relationships are so 
disturbed as to indicate, or substantially to increase the risk of, 
persistent distress or disability in the infant. This definition 
maintains a focus on disturbed feelings and behaviors within an 
individual, attempts to preserve risk as a legitimate aspect of 
the diagnosis, and makes persistent distress and disability core 
features of the disorder. 

Admittedly, this definition leaves wide latitude for clinical 
judgment about a particular case, which at the current state of 
the art is probably appropriate for two related reasons. First, as 
noted previously, there are no data available for evaluating the 
usefulness of  any of  the criteria. Second, there are no standard- 
ized and validated measures for assessing attachment disorders 
nor methods for quantifying symptoms of  attachment disor- 
ders. Parent report measures of  psychiatric symptoms and dis- 
orders are often used for children less than l0 years of  age, but 
these seem especially unlikely to be helpful in cases of attach- 
ment disorders which are so closely tied to the relationship be- 
tween parent and child. Possibly, an observational or clinical 
interview instrument for assessing behaviors to be salient for 
attachment disorders would be most desirable, but no such 
measure exists at present. Proposing arbitrary cutoff levels for 
symptoms other than the clinicians' estimation of sufficient de- 
gree of or risk for persistent distress and disability seems ill ad- 
vised. Most of  the disorders in the DSM and the ICD, in fact, 
allow latitude for clinical judgment with regard to caseness. 

There is still the question of whether insecure attachments 
ever can be considered disorders of attachment. If the fact that 
40% to 50% of infants in low-risk samples are classified insecure 
in the Strange Situation is taken seriously, then it is likely that 
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each category of  insecure attachment represents a broad range 
of  adaptive functioning. There are undoubtedly extremes of  
maladaptation that indicate psychopathology at some point 
within the range of  each type of  insecurity. It is possible that 
extremes of  avoidant or resistant behavior during reunions in 
the Strange Situation procedure, for example, represent "cases" 
of disordered attachment, but this has not been examined em- 
pirically. In summary, disordered attachments are always inse- 
cure attachments (or the absence of  attachments altogether), 
but insecure attachments are likely to be disordered only at the 
extremes of each type. 

Alternative Conceptual izat ions 

Several alternative conceptualizations to disordered attach- 
ment have appeared besides those appearing in the official no- 
sologies. Greenspan and his colleagues (Greenspan, 1981; 
Greenspan & Lieberman, 1988; Greenspan & Lourie, 1981) 
considered attachment disorders as phase-specific disturbances 
within their developmental-structuralist framework Call ( 1980, 
1983), on the other hand, considered attachment disorders 
from the psychodynamic perspective of the developmental pro- 
cesses of separation and individuation. These two approaches 
have provided alternative conceptualizations to the criteria in 
DSM-IV standard nosologies by focusing disordered attach- 
ment more specifically on the infant's behavior with the pri- 
mary attachment figure and by including a broader focus than 
responses to maltreatment alone. Nevertheless, neither the 
Greenspan nor the Call approaches to attachment disorders in- 
corporated findings from developmental attachment research in 
either their definitions or in the criteria used to operationalize 
them, neither has had the reliability or validity of  their criteria 
assessed, and neither has won widespread acceptance. 

In contrast to these approaches, Lieberman and Pawl ( 1988, 
1990) drew upon developmental attachment research in defin- 
ing attachment disorders as secure base distortions. They de- 
scribed three patterns of  disordered attachment and illustrated 
each of  them with clinical vignettes. The first, recklessness and 
accident proneness, described infants who failed to check back 
with their caregivers at times when their infants' attachment 
systems ought to have been aroused. In the second type, inhibi- 
tion of exploration, infants seemed unwilling to venture away 
from the secure base that their caregivers were to provide. Fi- 
nally, in the third pattern, precocious competence in self-pro- 
tection, infants seemed to have inverted the secure base so that 
they were excessively self-reliant and providing care and protec- 
tion to the parent. This system of classifying attachment disor- 
ders, although not fully developed in the form of criteria, 
formed the foundation for the expanded system of classifying 
attachment disorders described by Zeanah, Mammen, and 
Lieberman (1993) and more recently by Lieberman and Zea- 
nah (1995). 

This most recent alternative system for classifying disordered 
attachment also was created from clinical observation but also 
with the explicit attempt to fashion criteria for attachment dis- 
orders that incorporated the major findings of  developmental 
attachment research. The system of classification identifies 
three different major types of disorders of  nonattachment, dis- 

ordered attachments, and disrupted attachment disorder. These 
are described briefly later (see Table 1 ). 

Nonattached attachment disorder describes infants who do 
not exhibit a preferred attachment to anyone, despite having 
attained a cognitive age of  10 to 12 months. There are two types, 
an emotionally withdrawn, inhibited subtype and an indiscrim- 
inately social subtype. These two subtypes are similar to the 
DSM-IVand ICD-10 descriptions of  attachment disorders. 

Disordered attachments, on the other hand, are distortions in 
the child's use of  the caregiver as a secure base from which to 
explore the world and a safe haven to which to return in times of  
danger. What is characteristic of  secure-base distortions is that the 
symptomatic behaviors are relationship-specific and confined to 
the disordered attachment relationship. The young child who is 
excessively clingy and extremely inhibited about exploring typifies 
an attachment disorder with inhibition. The child who moves 
away from the caregiver too easily without checking back even in 
times of danger and who exhibits a pattern of reckless and danger- 
ous behavior characterizes attachment disorder with self-endan- 
germent. Finally, if the attachment relationship is inverted so that 
the child tends to and ~mrries excessively about the emotional well- 
being of  the attachment figure to a developmentally inappropriate 
degree, then disordered attachment with role reversal ought to be 
considered. 

Disrupted attachment disorder describes the grief response of  
young children who lose their major attachment figure. These 
reactions were originally described by Robertson and Robert- 
son's (1989) work with children separated from their parents. 
Because of  the central importance of  the attachment figure in 
the first 3 years of  life, the loss of  an attachment figure at this 
time may be qualitatively different than if the loss occurs at 
other points in the life cycle. 

Each of  these types of  attachment disorders has specific cri- 
teria to be used in its identification. What is characteristic of  
this system is that it is more specifically focused on the child's 
attachment behaviors and attachment relationships rather than 
on social behaviors in a variety of  contexts. Although the cri- 
teria in this system have not yet been validated, the criteria are 
operationalized sufficiently to permit such investigations. 

It is likely that focusing disordered attachment more specifi- 
cally on relationship disturbances between infants and parents 

Table 1 
An Alternative Conceptualization of Disorders of Attachment 

Disorder Alternative conceptualization 

Nonattachment Nonattaehment with indiscriminate 
sociability 

Nonattaehment with emotional 
withdrawal 

Disordered attachment with inhibition 
Disordered attachment with self- 

endangerment 
Disordered attachment with role reversal 
Grief reaction following loss 

Disordered attachment 

Disrupted attachment 

Note. From Child and Adolescent Psychiatric Clinics of North Amer- 
ica, by A. Lieberman and C. H. Zeanah, 1995, Philadelphia: W. B. 
Saunders. Copyright 1995 by W. B. Saunders. Adapted with permission. 
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and less specifically on aberrant social behavior would mean 
that attachment disorders will become applicable to a larger 
number of symptomatic young children. For example, in the 
seven cases of infants with disturbed attachment relationships 
presented by Zeanah, Mammen, and Lieberman (1993), only 
one could be diagnosed with attachment disorders using DSM-  
IV  and ICD-l0  criteria. Attention to attachment behaviors in 
these symptomatic infants also is useful in focusing treatment 
efforts. 

S u m m a r y  

Several related theses have been set forth in this article re- 
garding disorders of  attachment in early childhood. First, the 
criteria used to described attachment disorders in DSM-IVand  
ICD- l 0 more properly define maltreatment syndromes than at- 
tachment disorders. They implicitly (ICD-10) or explicitly 
( D S M - I V )  require parental maltreatment or absence of stable 
caregiving. As such, their clinical usefulness is diminished by 
the narrowness of  the population to whom they can be usefully 
applied. By incorporating research findings and definitions 
from basic developmental research, it is possible to modify the 
criteria and to describe the clinical features of  a larger group of 
children who are in stable but disordered attachment relation- 
ships (Zeanah, Mammen, & Lieberman, 1993). Furthermore, 
these assertions are testable in groups of high-risk and clinic- 
referred infants. 

Second, in addition to broadening the criteria of  attachment 
disorders beyond maltreatment, the criteria for attachment dis- 
orders should be focused more specifically on the child's attach- 
ment-exploration balance and use of the attachment figure as a 
secure base and a safe haven. These behaviors provide clinically 
apparent and meaningful guidelines to the evaluating the con- 
struct of  attachment in naturalistic settings and avoid the con- 
fusion introduced by diffusing the features of the disorder to 
broad indices of social functioning. By focusing more specifi- 
cally on infant-caregiver attachment, the disorder is broadened 
to include not only children with no attachment relationships 
but also those with extremely disturbed attachment relation- 
ships with their caregivers. 

Third, the requirement that disordered attachment be pres- 
ent across social contexts should be dropped in recognition that 
attachment, whether disordered or not, may be expressed 
differentially in different relationships. It is possible to define a 
disorder within an individual even if its expression is not cross- 
contextual. This perspective requires acknowledgement of  the 
child's capacity to construct differing relationships with differ- 
ent caregiving adults, which has been repeatedly demonstrated 
in developmental research. 

Fourth, as noted repeatedly in this article, the absence of efforts 
to validate these disorders, using any of the available criteria, is 
currently a major problem for the field. The validity data relevant 
to all classifications of attachment disorders are all indirect, and 
the effort to validate attachment disorders should be a top research 
priority. As a part of that effort, these disorders must be distin- 
guished from insecure attachment and from other types of psychi- 
atric disorders affecting young children. This na~ require develop- 
ment of structured interviews and observational rating paradigms 

tO facilitate evaluation of patterns of the child's behavior relevant 
to attachment disorders. 

Fifth, another area in need of attention is how to distinguish 
clearly between insecure and disordered attachment. Another way 
of  framing the question is, When do risk factors (insecure 
attachments ) become clinical disorders (attachment disorders ) ? 
This is the question of caseness described earlier, and in the future, 
investigators should address this question empirically. At present, 
it is likely that a consensus of clinical judgment about what consti- 
tutes a case of attachment disorder will be most useful as a starting 
point. 

Finally, integration of findings from developmental attachment 
research into criteria for clinical disorders of attachment may en- 
rich the perspective on important clinical problems and also pro- 
vide us with even more pressing questions for developmental 
research. 
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A p p e n d i x  A Appendix B 

D S M - I V C r i t e r i a  for  R e a c t i v e  A t t a c h m e n t  D i s o r d e r  I C D - 1 0  C r i t e r i a  fo r  A t t a c h m e n t  D i s o r d e r s  

Reactive Attachment  Disorder 

Criterion A. Markedly disturbed and developmentally inappropriate 
social relatedness in most contexts, beginning before 
age 5, as evidenced by either A 1 or A2: 
I. Persistent failure to initiate or respond in a 

developmentally appropriate fashion to most social 
interactions, as manifest by excessively inhibited, 
hypervigilant, or highly ambivalent and 
contradictory responses (e.g., the child may respond 
to caregivers with a mixture of approach, avoidance, 
and resistance to comforting or may exhibit frozen 
watchfulness) 

2. Diffuse attachments as manifested by indiscriminate 
sociability with relative failure to exhibit 
appropriate selective attachments (e.g., excessive 
familiarity with relative strangers or lack of 
selectivity in choice of attachment figures) 

Criterion B. The disturbance in Criterion A is not accounted for 
solely by developmental delays (as in mental 
retardation) and is not a symptom of pervasive 
developmental disorder. 

Criterion C. Pathogenic Care as evidenced by at least one of the 
following: 
1. Persistent disregard ofthe child's basic emotional 

needs for comfort, stimulation, and affection 
2. Persistent disregard of the child's basic physical 

needs 
3. Repeated changes of primary caregiver that prevent 

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

Criterion D. There is a presumption that the care in Criterion C is 
responsible for the disturbed behavior in Criterion A. 
(e.g., the disturbances in Criterion A began following 
the pathogenic care in Criterion C). 

Specify type: 
Inhibited type: If criterion A l predominates in the clinical 

presentation 
Disinhibited type: If criterion A2 predominates in the clinical 

presentation 

Note. From Diagnostic and Statistical Manual of Mental Disorders, 
Fourth Edition (p. 118), by the American Psychiatric Association, 
1994, Washington, DC: Author. Copyright 1994 by the American Psy- 
chiatric Association. Adapted with permission. 

Reactive At tachment  Disorder 

A. Onset before age of 5 years. 
B. Strongly contradictory of ambivalent social responses that extend 

across social situations (but which may show variability from 
relationship-to-relationship). 

C. Emotional disturbance as shown by misery, lack of emotional 
responsiveness, withdrawal reactions, aggressive responses to 
one's own or another's distress, and/or fearful hypervigilance. 

D. Evidence of capacity for social reciprocity and responsiveness as 
shown by elements of normal social relatedness in interactions 
with appropriately responsive, non-deviant adults. 

E. Does not meet the criteria for pervasive developmental disorders. 

Disinhibited At tachment  Disorder 

A. Diffuse attachments as a persistent feature during the first five 
years of life (but not necessarily persisting into middle 
childhood). Diagnosis requires a relative failure to show selective 
social attachments manifested by: 
i. A normal tendency to seek comfort from others when 

distressed. 
ii. An abnormal or relative lack of selectivity in the person from 

whom comfort is sought. 
B. Poorly modulated social interactions with unfamiliar persons. 

Diagnosis requires at least one of the following: generally clinging 
behavior in infancy or attention seeking and indiscriminately 
friendly behavior in early or middle childhood. 

C. Lack of situation-specificity in the aforementioned features. 
Diagnosis requires that the first two features are manifest across 
the range of social contexts experienced by the child. 

Note. From the ICD-IO Classification of Mental and Behavioral Dis- 
orders: Clinical Descriptions and Diagnostic Guidelines (pp. 279- 
282), by the World Health Organization, 1992, Geneva, Switzerland: 
Author. Copyright 1994 by the World Health Organization. Adapted 
with permission. 

Received August 26, 1993 
Revision received January 14, 1995 

Accepted July 10, 1995 • 


