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Abstract
Introduction: Conduct Disorder with its prevalence varying from 5.8% to 8.7% is characterised by
repetitive and persistent patterns of antisocial, aggressive or defiant behaviour with persistent viola-
tion of age — appropriate social expectations. Major symptoms can be aggressive, destructive behav-
iour, with no remorse about hurting others. Other symptoms include poor academic performance and
social isolation.
Objective: The aim of this study is to find out the efficacy of ReAttach therapy in the treatment and
management of Conduct Disorder.
Method - Case Report: A 13 year old adolescent living in a children’s home was brought in with
chief complaints of destructive behaviour with no fear of punishment, and caught rubbing fecal mate-
rial on the walls. Aggression, physical violence and threatening behaviour towards fellow children,
and cruelty towards animals. He was socially isolated, had poor concentration, anxious behaviour and
poor academic performance.
Intervention: The ReAttach Therapy has been found to be the most effective treatment in this case
study. Since this adolescent was defiant, destructive, aggressive, prone to lying and making up false
stories, his therapeutic intervention through linear analytic verbal techniques and mainstream inter-
ventions may not have brought holistic effectiveness in treatment. ReAttach therapy opened up vast
possibilities to capture intricate relationships between his maladaptive beliefs, emotions, and traumat-
ic memories by providing access to his cognitive structures.
Conclusion: Post therapy results indicated a subjective and objective improvement in the patient after
5 sessions of ReAttach therapy.
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1. Introduction

Conduct Disorder is defined as a repetitive and per-
sistent pattern of behaviour in which the basic rights
of others or major age-appropriate societal norms or
rules are repeatedly violated beginning in childhood
or adolescence (Saddok, 2009). These behaviours
fall into four main groupings: aggressive behaviours
that cause harm to or threaten harm to others, nonag-
gressive property destruction, covert aggressive be-
haviours of deceitfulness or theft, and rule violations
(Sadock, 2009). Conduct Disorder is also character-
ised by antisocial, aggressive or defiant behaviour
with significant violations. Other symptoms may
include iritability, temper tantrums, poor academic
performance and social isolation (DSM 5, 2013).
The disturbance that is found in behaviour must
cause impairment to the child or adolescent in three
domains of life i.e. social, occupational, or academic
functioning. The behaviour pattem is generally per-
vasive and is present in a variety of settings such as
home, school, or the community.

Conduct Disorder casts a long shadow over adult-
hood, often leading to an antisocial personality, drug
misuse, increased rates of psychosis and earlier
death. Adults with substance abuse, anxiety and
eating disorders, and even individuals with schizo-
phrenia spectrum disorders and mania, are more
likely to have a history of conduct disorder (Kim-
Cohen etal., 2003).

The prevalence of Conduct Disorder varies from
5.8% to 8.7% across the world, but the data varies
from country to country. Current data indicates that
the prevalence of conduct disorder in the USA is 2—
5% in children between 5-12 years and 5-9% in
adolescents between 13—18 years (Patel et al., 2018).
The prevalence of Conduct Disorder among primary
school children in a rural area of India was found to
be 5.48%. The prevalence was found to be higher
amongst the males, up to 66.67% whereas it was
found to be around 33.33% in females (Mishra et al.,
2015).

Conduct problems cause children, families and
schools considerable distress, and they result in social
and educational impairment (Loeber et al., 2000).
Childhood conduct problems further predict the risk
of numerous problems in adulthood, serious difficul-
ties in education, work and finances, homelessness,
abuse, dependence on tobacco, alcohol and drugs,
and even poor physical health, including injuries,
sexually transmitted infections, compromised im-

mune function, dental and respiratory problems, as
well as a variety of mental disorders and suicidal
behaviour (Moffitt et al., 2002). It has been found
that Conduct Disorder generally has Attention Defi-
cit Hyperactivity Disorder or Hyperactivity as
comorbidity. Both Conduct Disorder and Hyperac-
tivity were related to family adversity and adverse
styles of parental discipline, subtly different pattems
of associations are also evident. In particular, Con-
duct Disorder is linked with poverty, parental vio-
lence and contact with child care social agencies.
(Moulton & Kosstyn, 2009)

The risk factors for ODD and CD are not well un-
derstood; however, it appears that genetic, environ-
mental, and family factors all contribute towards it.
Therefore, a review of a child's history should in-
volve prenatal exposures, exposure to adverse child-
hood experiences, and cognitive or other develop-
mental problems. It is also essential to assemble a
history of the current illness, including age of onset,
the environmental situations in which the symptoms
manifest, the duration of the symptoms, any precipi-
tating events or situations, and persons, places, or
events that ameliorate or exacerbate the behavioural
problems should be noted. An assessment for other
psychiatric problems, such as substance abuse, trau-
ma-related symptoms, and ADHD, should also be
conducted.

If not treated, there can be some severe functional
consequences of Conduct Disorder. Decision-
making difficulties in CD may stem from deficits in
emotional and executive function. (Bechara et al.,
1994). It may lead to school suspension or expulsion,
and social reclusiveness. It is not uncommon for in-
dividuals with Conduct Disorder to come into con-
tact with the criminal justice system for engaging in
illegal behaviour. (DSM V, 2013)

Since lack of remorse or guilt emanating from lack
of empathy and no concem about school or work
performance are associated with the disorder, it is
tough to persuade them to start treatment. With lim-
ited prosocial emotions, insensitivity to punishment
and thrill seeking in troubling others, it is tough to
bring change in them.

The multi-systemic therapy is imparted in the family
environment to the adolescents with conduct prob-
lems. It combines intensive case management in the
home setting with family interventions, and this has
been found to be cost effective. Psychoeducational
intervention to inculcate social skills, address conflict
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resolution and anger control skills to target adoles-
cents and parents are found to be helpful. (Sagar et
al., 2019, p. 270)

Cognitive behavioural skill training has also been
intended to address the social cognition deficit and to
improve problem-solving skills in the social context
in children and adolescents with CD. Most of these
programs teach the skills to decrease impulsivity and
an angry response. This approach mainly consists of
problem-solving steps, for example, how to recog-
nise problems, how to consider altemative responses,
and how to select the adaptive one to deal more ef-
fectively with the problems in hand. In this approach,
the therapist plays an active role, modeling the skills
being taught, role-playing social situations with the
child, prompting the use of skills being taught, and
delivering feedback and praise for developing the
skills. (Sagar et al., 2019, p. 270)

The above discussed clinical interventions for treat-
ment generally include the psychosocial model of
behavioural training which takes a long time with
multiple sessions with parents or care takers. Where-
as, ReAttach Therapy focusses on the individual and
brings change in a short period of time, if successful.
The significant others and the environment can be
managed through Psychoeducation. Therefore, Re-
Attach Therapy seemed to be the viable alternative
for intervention.

2. Objective

The aim of this study is to find out the effectiveness
of ReAttach therapy in the treatment and manage-
ment of Conduct Disorder in an adolescent.

3. Method

3.1 Case Report

A 13 year old adolescent living in a children’s home
was brought in with chief complaints of destructive
behaviour in the form of rubbing and smearing fecal
material on others’ clothes in the almirahs and on the
walls of the children’s home. He was violent and
showed bouts of physical aggression towards other
children in the school, as well as in the children’s
home. When contradicted, he would throw temper
tantrum and disobey without fear. He would steal
and snatch things while threatening or beating the
other children. When caught doing such behaviours,
he would lie and argue with a figure of authority. He
would often deliberately do things that annoy other
people and often blamed others for his own mis-
takes. He showed frequent cruelty towards stray an-

imals. He had been spiteful or vindictive and fre-
quently initiated physical fights with fellow children
for the past year.

Very recently in school, he attacked a student on the
head with a brick injuring him, and a police com-
plaint was launched by the parents of the injured boy.
Because of his behaviour, he has been socially iso-
lated making him angrier and more spiteful. He
showed temper tantrums, and defiance towards au-
thority, no feeling of remorse, and disobeyed rules of
the children’s home. He had poor academic perfor-
mance and couldn’t concentrate on his studies.

The patient had an age appropriate build with strong
muscular hands and arms. He was neatly dressed
with average hygiene. He gave apprehensive looks
iitially, but settled down after sometime. He
showed an anxious disposition and spoke in a hurry
as if to defend himself, making his voice shaky. His
intelligence was below average, and he had a good
memory. No other mental health issues were detect-
ed.

Family history revealed that his mother had some
psychiatric problems. She was raped when she was
14 years old and gave birth to this boy. He never
knew who his father was, but, does ask about his
mother now and then. He has no other known rela-
tives. He had lived in a children’s home for some
years. Later he came to this children’s home and has
been living here for the past few years. No other in-
formation could be elicited about his family. He has
been quiet initially, but for the past two years, there
has been a drastic change in his behaviour. Picking
fights, hurting others, lack of fear for authority fig-
ures, and not following the rules has been some of
the dominant behaviours. Many other maladaptive
behaviours and other symptoms mentioned above
appeared during the past year.

Risk factors in the case of the Adolescent may have
been a genetic predisposition from parental source,
probable exposure to adverse childhood experiences,
inconsistent caregivers, turbulent or unstable up-
bringing, lack of stable emotional anchor and con-
sistent environment could be the reasons for precipi-
tation and manifestation of the symptomology. Since
there was no access to his prenatal, perinatal, post-
natal or the childhood history, no other factor could
be taken in to consideration.

The patient was assessed for diagnosis by the follow-
ing tools.
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3.2 Assessment Tools
Initial session was devoted to the history taking and
clinical interview. Then patient was assessed with the
help of two evaluations. One through Core Symp-
toms Evaluation and another comprehensive evalua-
tion for symptomology of Conduct Disorder by
DSM-V.

1) Core Symptoms Evaluation — Reattach therapy
Institute.
Itis a 35 items self-report evaluation with rating scale
of 0-5, based on the thoughts or problems that some-
one might experience and how much these thoughts
and problems affect you. The evaluation is calculated
on subscales of

¢  Risky behaviour

e  Short Symptom Inventory

e Happiness

e Total score
It gives a comprehensive measurement of symp-
tomology instead of compartmentalised, narrow,
disorder-based psychopathology.
2) Conduct Disorder Rating Scale — Parents’ form
(in this case filled by ‘Mother Manager’ and guardi-
an of the Children’s home), and a Teacher’s form.
The rating Scale has 20 items on the parents’ form,
and 15 items on the teacher’s form that describe the
child’s behaviour in three domains of his life, i.e.
home, school and playground for the past 12
months. (Waschbusch & Elgar, 2007). The assess-

patient was assessed with the above-mentioned
evaluations to record pre and post therapy assess-
ment for symptomology of Conduct Disorder.
Diagnosis: Conduct Disorder 312.82 (F 91.2)
Adolescent onset type

33 Intervention

ReAttach therapy was planned for the patient with
five ReAttach sessions to be given. The patient was
slightly perturbed during the first session, but later
was cooperative and receptive during the next four
sessions. The intervention may work well for the
patient, but for the immediate environment, psy-
choeducation helps in accepting and recognising the
change in the patient. For this purpose, the ‘Mother
Manager’ and other care takers were psycho-
educated about his condition and were told to be
considerate and patient with him. Special attention
was suggested for his studies. Other children of his
age were also psycho-educated so that during recov-
ery he’d not feel socially isolated. His teacher was
also psycho-educated through his care taker to pro-
vide conductive environment for change happening
within him.

4. Results

Assessments for both pre therapy and post therapy
intervention are given in two tables, Table 1 and Ta-
ble 2. Results of Core Symptoms Evaluation — Reat-
tach are given in table 1 and Conduct Disorder Rat-

ment confirmed the diagnosis as Conduct Disorder ~ Ing Scale results are provided in Table 2.
with comorbidity of anxious predisposition. The
Table 1
Results of Core Symptoms Evaluation — Reattach
Sno Test Condition Cluster-1 Cluster-2 Cluster-3 Cluster4
Risky behaviour ~ Short Symptom Happiness Total score
Inventory
1. Pre-Therapy 12 24 01 82
2. Post-Therapy 01 03 04 07
Table 2
Results for Conduct Disorder Rating Scale
Sno Rating Scale assessment type Pre-Therapy Post Therapy Present Observa-
Symptoms Symptoms tion
1. Parents/Caretaker form Moderate to Severe Nil Improvement in
behaviour Present
2. Teacher’s form Moderate to Severe Nil No symptoms pre-
sent
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As validated by the results given in table 1 and table
2, Post therapy assessments indicate a subjective and
objective improvement in his behaviour, thoughts,
and emotional reactions after 5 sessions of ReAttach
therapy.

S. Discussion

Conduct disorder is more prevalent among children
and adolescents from families living in poverty and
of low socio-economic status. Since the patient has
had a turbulent past and probable genetic predisposi-
tion for mental illness, the symptomology ranged
from moderate to severe with 11 symptoms present
out of 15, which increased the probable risk of de-
veloping antisocial behaviour in adulthood. The
number of Conduct Disorder symptoms present pri-
or to age 15 significantly increased the risk of serious
assaults over the lifespan, aggressive behaviour in the
past 6 months, and violent crime after controlling for
alcohol and illicit drug use. (Hodgins et al., 2007)
The intervention in form of ReAttach therapy, used
in the present scenario of Conduct disorder can be
explained on the basis of the following theories and
principles along with its major elements.

5.1 Physiological aspect of Conduct Disorder
Studies have shown that individuals with conduct
disorder, antisocial behaviours, and aggression often
demonstrate many signs of physiological under
arousal and decreased sensitivity to stress.

Arousal theory hypothesises that low levels of
arousal are related to conduct problems in two ways.
Sensation-seeking theory (Zuckerman & Neeb,
1979) argues that low physiological arousal is a con-
stant and unpleasant state for antisocial individuals.
As such, risk-taking activity including aggression
and conduct problem behaviours are considered a
mode of sensation seeking through which the indi-
vidual seeks to normalise or optimise arousal levels.
Fearlessness theory (Raine. A., 1993) says that low
levels of physiological arousal indicates towards the
markers of decreased sensitivity to fear leading to no
fear of punishment. A lack of fear and anxiety in
childhood to cues of social punishment may contrib-
ute to disturbed fear conditioning, the preferential use
of aggression to solve interpersonal conflicts, and a
lack of moral and conscience development in antiso-
cial individuals (Sadock, 2009).

When physiological factors such as low resting heart
rate are combined with environmental risk factors
such as having a teenage mother, or being economi-

cally disadvantaged, as was true in case of this pa-
tient, the risk for antisocial behavior becomes much
greater in adulthood.

5.2 Mental Imagery and Conduct Disorder
Scientific interest in mental imagery dates back to the
19th century (Galton, F, 1880). Peter Lang was one
of the first scientists to formulate a testable theory of
emotion-inducing mental imagery (Lang, 1977).
This theory of emotional imagery was originally
developed to explain the role of mental imagery in
facilitating behavioral fear extinction in imaginal
exposure therapy (Lang, 1979). But the usage of
mental imagery for emulation has also been de-
scribed. Emulation is defined as the episodic con-
struction of a hypothetical scenario that simulates not
only perceptual information about an event, but also
rich semantic and affective information about plausi-
ble causes and consequences of the imagined scenar-
ios (Moulton & Kosslyn, 2009). There have been
some more recent theories which have indicated to a
larger role mental imagery can play in planning,
problem solving, and self-regulation (Gilbert and
Wilson, 2007, SuddenDorf and Corballis, 2007,
Taylor et al., 1998).

Mental imagery named as mentalization has been
used as basic element in Cognitive Bias Modifica-
tion during ReAttach Therapy as an effective model
(Bartholomeus, 2018).

5.3 ReAttach intervention and Conduct Disorder
This intervention has been found to be the most ef-
fective treatment in this case study. Since this adoles-
cent was defiant, destructive, aggressive, prone to
lying and making up false stories, his therapeutic
intervention through linear analytic verbal techniques
and mainstream behavioural interventions may not
have brought holistic and comprehensive effective-
ness.
The ReAttach Therapy is an effective and tailor-
made intervention, which works wonders by com-
bining major elements like, controlling physiological
arousal by tapping, mental imagery in form of Cog-
nitive Bias Modification through mentalisation, and
restructuring of maladaptive schemas through CBM.
There are six basic steps of ReAttach (Barthol-
omeus, 2018):

¢  Proactive Arousal and Oxytocin regulation

¢ Joint Attention: for Creating connection.

e  Multiple Sensory Processing,
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e Social Cognitive Training for self and relation-
ships
e Improving connectivity within the default
mode network (DMN)
e Cognitive Bias Modification: optimising at-
tachment and mentalisation.
ReAttach therapy with Multi-Sensory Integration
Processing by Cognitive Bias Modification opened
up vast possibilities to capture intricate relationship
between his maladaptive beliefs, facts, assumptions,
emotions, thoughts and traumatic memories by
providing access to his cognitive structures. (Bar-
tholomeus, 2018). The distortion inherited in the
schemas was identified and restructured by using the
words and sensory inputs, which were integrated
through CBMs and which worked holistically and
extensively in his treatment. During optimal arousal
in ReAttach, processing and differentiation of prob-
lematic schemas and pathological concepts occurs.
Once processed, the psychopathology caused by
those schemas reduces. (Bartholomeus, 2015).
The effectiveness of ReAttach therapy has been
proved again, as during the intervention, combining
tactile sensory input at the time of optimal arousal,
mental imagery was introduced where the patient
imagined himself in the best of behaviour with others
and he found happiness in helping others and doing
things for others.
When new positive experiences and skills were add-
ed with verbal instructions, along with mental image-
1y, during the phase of optimal arousal, it may have
led to self-regulation as well as perception of a new
experience of seeing himself in a different behaviour
and consequences. In relation to Lang’s original pos-
tulation that ‘Only mental imagery has the capacity
to activate physiological and behavioural response
systems’, the added stimulus through tapping along
with verbal input worked wonders and helped him to
integrate those experiences in day to day life, and led
him to manage himself in a better way.
This intervention brought changes in his behaviour
pattens. He started volunteering to help in the com-
munity kitchen, bringing flowers for decoration and
helping other children with their work. He took up
the responsibility of watering the garden and looking
after the plants.
After five sessions, his anxious predisposition had
improved. Although, he is still lagging behind in his
studies, his concentration whilst studying has im-
proved slightly. Presently, he is being given personal

attention and extra study hours at the children’s
home.

This intervention also helped the patient in develop-
ment of Theory of Mind. When earlier he was so-
cially isolated due to lack of empathy, as he had no
understanding for other’s feelings, thoughts, reasons,
and needs. Now he has developed a positive feeling
of attachment towards the ‘Mother Manager’ and
caretaker as well as other children in the home.

6. Conclusion

The ReAttach intervention has proved to be an effec-
tive intervention in this case. There has been a con-
siderable improvement in the behaviour pattem of
the patient which has paved way to his better integra-
tion and adjustment in the present environment, and
opened the door to a better life for him in the future
where he could become a well-adjusted and positive
contributing member in society.

7. Limitation of the study

This being a single case study, the results can only be
validated when more such interventions might bring
equivalent results. There may have been many un-
known factors which played a role in effective treat-
ment of the patient.

8. Future directions

The effectiveness of ReAttach Therapy may be fur-
ther studied on Oppositional Defiance Disorder as
well as Conduct Disorder to avoid long term damage
to the underprivileged population, so that they can
lead an effective life, and be a contributing member
of society.
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