TRAUMA- AND STRESSOR-RELATED DISORDERS

Disinhibited Social Engagement

Disorder

DSM-5-TR 313.89 | ICD-10-CM F94.2

Indiscriminate, overfamiliar approach to unfamiliar adults after early social neglect, with absent age-expected

wariness of strangers.

PREVALENCE
~20% of institution-reared

AGE WINDOW
Toddlerhood onward

®© CLINICAL PICTURE

SEX RATIO COURSE
No consistent difference Can persist despite good
care

4P NEUROBIOLOGY & PHYSIOLOGY

® The child approaches and engages unfamiliar adults with no hesitation, initiating physical
contact and conversation within seconds of meeting.

® Normal social referencing is absent: the child ventures off with strangers and does not check
back with the caregiver in unfamiliar settings.

» Behavior is overfamiliar rather than merely friendly, violating the social boundaries culturally
expected for the child's chronological age.

» Clinicians often see it first in the waiting room, where the child climbs into a stranger's lap or
asks to go home with the receptionist.

 Attention-seeking, impulsivity, and peer relationship problems accompany the pattern well into
school age and adolescence.

® Unlike RAD, these children may have formed a selective attachment, so the disorder can persist
even after placement quality improves.

=, DIAGNOSTIC CRITERIA AT A GLANCE
® A pattern of actively approaching and interacting with unfamiliar adults, demonstrated by
at least two of four specified behavioral indicators.

Indicators include reduced reticence with strangers, overly familiar behavior, diminished
checking back with the caregiver, and willingness to leave with an unfamiliar adult.

e The behaviors must not be limited to impulsivity, so ADHD-type impulsivity alone does
not satisfy the criterion without socially disinhibited approach.

A history of extremes of insufficient care is required, and the child must have a
developmental age of at least 9 months to be diagnosed.

Specify persistent when present for more than 12 months and severe when all symptoms
manifest at relatively high levels of intensity.

) DIFFERENTIAL & COMORBIDITY

Deprivation-related disruption of prefrontal inhibitory control appears to underlie the failure
to modulate social approach toward strangers.

Institutionalized children show reduced cortical volume and lower EEG alpha power, and
signs of the disorder correlate with these markers.

Blunted diurnal cortisol and atypical amygdala responses to unfamiliar faces suggest
impaired threat appraisal of unknown adults.

e« Oxytocin release following caregiver contact is diminished in previously institutionalized
children, weakening the biology of selective bonding.

Unlike RAD, this disorder responds only partially to improved caregiving, implying a more
enduring change fixed during a sensitive period.

@ Signs persist into adolescence in a substantial subgroup, alongside continuing difficulty
with peer relationships and social boundary setting.

Q PSYCHOLOGICAL MECHANISMS

e« The behavior likely reflects absent or shallow discrimination between attachment figures
and strangers rather than genuine sociability or warmth.

Deprived environments with rotating caregivers reward indiscriminate approach, since any
available adult may be the one who happens to respond.

Deficits in inhibitory control and in social boundary learning, rather than attachment quality
alone, best predict which children persist.

Caregivers report feeling replaceable and emotionally rejected, which erodes their
investment and can eventually destabilize the placement.

Safety risk is the central clinical concern, since these children are highly vulnerable to
exploitation, trafficking, and further abuse.

® ADHD shares impulsivity and social intrusiveness but lacks the specific loss of stranger
wariness and the required history of deprivation.

@ Wiliams syndrome produces indiscriminate friendliness characteristic
dysmorphology, cardiac defects, and a distinctive cognitive profile.

@ Distinguish from culturally normative sociability and from disinhibition seen in intellectual
developmental disorder or frontal lobe injury.

alongside

ADHD co-occurs in a large share of affected children, along with language delay, cognitive
delay, and later difficulty with peers.

Prevalence is well under 1% in the general population but reaches roughly 20% among
children reared in institutional settings.

Treatment cvioence-BASED MANAGEMENT

@ PHARMACOLOGIC © PSYCHOTHERAPY

intervention

@ ADJUNCT & SUPPORTIVE

comes first, and °

CPMHT - CLINICAL ONE-SHEET

@ No pharmacologic treatment exists for the disorder itself, °

and medication should be limited to clearly diagnosed
comorbid conditions.

Treat co-occurring ADHD with standard stimulant trials,

Caregiver-focused
Attachment and Biobehavioral Catch-up
caregiver sensitivity across 10 home sessions.

improves

Placement into high-quality foster care before roughly 24

L] L]
which improve impulsivity but do not resolve the months produced the largest reductions in signs in the
indiscriminate social approach. Bucharest Early Intervention Project.

e Do not wuse antipsychotics to suppress social @ Parent-Child Interaction Therapy and video-feedback

intrusiveness, since the risk-benefit balance does not
support that indication in children.

Address comorbid anxiety or depression
pharmacologically only after caregiving stability and
behavioral intervention are already in place.

Monitor growth and development closely, because many
affected children carry deprivation-related delays and
nutritional deficits.

Y% CLINICAL PEARLS

methods build the responsive caregiving these children
did not receive early on.

Explicit teaching of social boundaries, safety rules, and
stranger-awareness scripts becomes necessary as the
child reaches school age.

Coercive and holding-based attachment therapies are
contraindicated and have no evidence base for this or any
other attachment disorder.

« Indiscriminate friendliness is a safety problem, not a charming personality trait.

« RAD remits with good care; DSED often does not, so follow these children.
o Rule out Williams syndrome before settling on DSED as the explanation.

Aligned to DSM-5-TR (APA, 2022) - Educational reference only — not a substitute for clinical judgment or full diagnostic assessment.

@ School

Prioritize placement stability with child welfare partners,
since repeated moves reinforce the indiscriminate
approach pattern over time.
staff need a written safety plan covering
supervision, pickup procedures, and boundaries with
unfamiliar adults on campus.

@ Assess and monitor with structured caregiver interviews

such as the Disturbances of Attachment Interview rather
than brief checklists.

e Early intervention for language, cognitive, and motor

delay should run in parallel with the attachment-focused
caregiver work.

» Follow these children into adolescence, since signs

persist in a meaningful subgroup with continuing
exploitation and peer conflict risk.
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