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 SEQ CHAPTER \h \r 1Reactive Attachment Disorder (RAD) – and Domestic Violence
The child feels threatened personally even if he is not the direct target of the abuse  (the child within earshot of a shouting out-of-control parent, is terrified no matter who the parent is nominally addressing because either the child believes the anger is directed at him or he figures he’s next); the child feels vulnerable because the one on whom he depends for survival is in danger and is unavailable to protect the child; the child develops an understandable reluctance to engage with other humans than the single trustworthy one because the other(s) who “should” have supported and nurtured him have frightened him and eroded his ability to derive emotional security and satisfaction from their interactions.   

If the child was an infant in his mother’s arms when his father was expressing unhappiness with her, he took it all to heart.  As a baby, his only frame of reference was himself; he had no way of knowing that the emotions he experienced were not intended for him.  Babies feel with their whole selves; they can’t compartmentalize.  The foundation of the baby’s world was severely shaken; a large strong male was upset so the baby internalized that he was the “guilty” party – the one at whom Dad’s anger was directed; the baby’s mother couldn’t keep him safe from his perceived imminent harm; the large strong male was Dad – the one whose job is to protect the family and who from the baby’s perspective, abandoned his role and betrayed the child’s trust.  

Young children who have suffered these and other neglectful or abusive experiences usually respond in one of two ways: inhibited or disinhibited attachment.  They “freeze” – withdraw and retreat from danger; the traumatized child may appear “frozen” like a baby bunny sensing a predator; if pretending to be invisible doesn’t avert danger, he disappears down his rabbit hole into the warren of safety – isolated from (what he feels as intrusive) interaction.  Other children may become indiscriminate in their relationships – accepting intimate overtures from strangers or rejecting closeness and comfort from family or otherwise behaving inappropriately in relationships.   In either case, they may “act out” – exhibit their version of the “fight” response (as in fight or flight.)  
A child who has been through these early emotional experiences will most likely demonstrate insecure attachment to his mother and severe impairment in his ability to form trusting relationships with other people.*  The first step toward healing is for him to solidify his maternal attachment and develop a secure bond.  If that process occurs, he can begin expanding his readiness to trust others in his life.  
The child’s main need with respect to RAD is proper environmental conditions to permit development of secure attachment.  The better and more readily a child’s dependency needs are met early in life, the better and the sooner that child will grow into independence.  The more consistency and security a young child experiences, the better he will be able to tolerate negative events in the future – the more adaptable he will be to all kinds of circumstances.  
Restorative and preventive treatment should follow standard protocol for rehabilitating children with Reactive Attachment Disorder; serendipitously this treatment also addresses important aspects of PTSD.  The child with RAD should endure only the least and most necessary separation from home and mother or primary caretaker (for example, when mother absolutely must work outside the home); he requires maximum physical proximity to his mother and immediate family; he must have absolutely consistent and predictable routine for all activities, especially eating, sleeping; he needs plenty of relaxed family “time-in”; caretakers should offer him verbal and nonverbal reassurance as often as needed; he may be ready to tolerate gradual introduction of trusted (and trust-worthy) loved ones into his home – his place of safety – but he should not be asked to leave his island of safety.  

The child’s therapy should be directed toward: stress reduction and management (including provision for complete safety and security – physical and emotional); social and emotional development toward relationship-building within the primary family unit – gradually expanding to extended family and close friends; resolution of developmental psychological conflicts (trust – versus mistrust – in one’s caretakers leading to feeling safe in one’s world; autonomy – versus shame and doubt – standing up for one’s right and ability to “do it myself”; initiative – versus guilt – at stepping out and being creative or starting something – a project, a relationship, a game; industry – versus inferiority – in achieving mastery of life’s challenges leading to a sense of competence and being a good worker.)  

Multimodal treatment includes sound nutrition, multi-purpose exercise plan, sleep routine, proper recreation, individual therapy, specific skills (relaxation, anger management, etc.)  Targeted (carefully selected) medication may assist in this overall process if specific conditions or behaviors interfere with the child’s ability to respond to appropriate intervention – for example ADHD symptoms or severe tantrums which endanger the child or others.  The cornerstone of all treatment is the establishment of an inviolable zone of safety for the child and his primary caretakers.
*Addendum:  A critical aspect of this process is overstimulation of the hypothalamus-pituitary-adrenal axis which leads to excess glucocorticoids (such as cortisol) which has been demonstrated on MRI to be neurotoxic to aspects of the hippocampus (associated with learning and memory.)   The hippocampus in turn interacts with the locus coeruleus (influences the prefrontal cortex), amygdala (fear learning) and other areas of the brain to prepare the body for “fight or flight.”  Unfortunately this feedback loop hinders proper development of the prefrontal cortex – the part that governs impulsivity (the core deficit in ADHD), directed attention and other important functions. 
 Further, poor development of emotional and cognitive functions result from imbalance between the right and left prefrontal cortices.  The right is specialized for negative emotions and the withdrawal (flight) response.  It tends to develop all right.  However, the left lobe which governs approach behavior and feeling (joy, interest, anger) becomes hypoactive and the negative predominates.  The longer this goes on, the less chance of influencing it to regain proper functioning.  Thus the child suffers learning problems, emotional dysregulation and predisposition to negative thought patterns and feelings.
Structural changes in the brain can persist into childhood and later – for good or ill.  Some of these are stable at least out to 16 years of age.  By the same token, early intervention – between 2 and 6 months for some conditions, before 12-18 months for others.  The earlier intervention is begun, the more effective it is and the smaller amount is required.  After certain critical points additional environmental changes are unlikely to effect improvement.









