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Features of Undersocialized 
Conduct Disorders 
Using the DSM III criteria for a 
definition, the essential feature of a 
Conduct Disorder is seen as a repet­
itive and persistent pattern of conduct 
in which either the basic rights of 
others or age appropriate societal 
norms or rules are violated. (DSM III 
1980). Four subtypes are described, 
based on the presence or absence of 
adequate social bonds and the pres­
ence or absence of a pattern of 
aggressive antisocial behaviour: 
Undersocialized Aggressive, Under-
socialized Non-aggressive, Socialized 
Aggressive and Socialized Non-
aggressive. 

Our discussion focuses on the under-
socialized types who fail to establish a 
meaningful degree of affection, em­
pathy or bond with others, ie. children 
with a serious disturbance in attach­
ment. Our staff have expanded the 
features which these children present 
with and include the following: (Cline 
1979; Bornstein 1986). 
1. Active and/or passive resistance to 

being controlled by adults, 
accompanied by extreme control 
battles at home and at school. 

2. A repetitive and persistent pattern 
of aggressive, or non-aggressive 
conduct in which the basic rights 
of others are violated. This may 
include:-

(a) physical ' aggression and des-
tructiveness towards people 

including the self) and property, 
(b) unprovoked cruelty to animals, 
(c) chronic violation of a variety of 
rules, 
(d) lying in the face of conflicting 
evidence, 
(e) stealing. 

3. Lack of appropriate conscience 
development with no display of 
appropriate guilt or remorse. 

4. Failure to establish a normal 
degree of affection, empathy or 
relatedness with others. This 
pattern may include: 
(a) inability to establish long term 
friends, 
(b) displays of affection on the 
child's terms or not at all and the 
caregiver feels doubtful about its 
genuineness; the child may use 
affection in order to get something 
he wants and when the caregiver 
attempts to initiate touch the child 
withdraws or stiffens, 
(c) abnormal eye contact, especial­
ly avoidance of eye contact when 
the child wishes to avoid facing or 
doing something; this may be 
interspersed with a 'drop-dead' 
stare in which the child looks at the 
adult but it does not feel as if the 
child is making emotional contact -
the child may be able to initiate 
such eye contact when he wants 
something, 
(d) initial superficial attractiveness 
and/or friendliness with strangers, 
who often cannot understand how 
the parents cannot handle such a 
charming, friendly, apparently 
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normal child, 
(e) a sense of phoniness and sneak-
iness with the child engaging in 
unacceptable behaviour when he 
thinks he is not being observed. 

5. Learning lags at school which may 
involve: 

(a) developmental delays of cognit­
ion and language, 
(b) resistance to being taught, 
(c) resistant speech patterns in 
which the child may utilize the 
presence of immature articulation 
and limited vocabulary to avoid 
answering unpleasant questions, or 
may give ambiguous, unclear of 
'playing dumb' answers, 
(d) disturbance in cause and effect 
thinking. 

6. Other features may include:-
(a) gorging or hoarding food, 
(b) pre-occupation with aggressive, 
persecutory or fearful themes in 
speech and play, 
(c) repeated running away from 
home or school. 

Clearly, many of these features are 
present during certain stages of 
normal development and become sig­
nificant only when they are not age 
and stage appropriate. 

... the essential feature of a 
Conduct Disorder is seen as a 
repetitive and persistent 
pattern of conduct in which 
either the basic rights of 
others or age appropriate 
societal norms or rules are 
violated. (DSM III 1980). 

We are therefore looking at a group 
of children who have major inter­
personal difficulties that disrupt the 
child's relationships within the family 
and school in the early days and with 
society in general in later life. These 
children typically fail to respond to 
subsequent good parenting. Tradition­
al supportive or psychotherapeutic 
interventions have also been found to 
be unhelpful with them. This diffi­
culty is, no doubt, due to the fact that 
such interventions depend, for their 
effectiveness, on the child's availab­
ility to form a trusting relationship 
with the caregiver or therapist. It is 
well known (Rutter, 1981) that failure 
to form selective attachments in 

infancy due to factors present in the 
caregiver and/or in the infant can lead 
to persistent and serious problems in 
the child's social behaviour, often 
despite subsequent changes in the 
child's environment. Cline (1979) and 
Bornstein (1986) suggest that the 
following commonly disturb the 
attachment process:-
1. Lack of consistent parenting figure, 
2. Physical separations from the par­

ent figure, 
3. Parental neglect with failure to 

attend to normal child care prac­
tices, 

4. Parental rejection, emotional or 
physical abuse associated with 
psychopathology in the parent or 
physical abnormalities in the child, 

5. Psychological absence of the 
parent figure through illness, 
including depression, stress and/or 
conflict, 

6. Physical handicap of the child, 
7. Unrelieved pain in the child, 
8. Temperamental traits in the child 

interfering with the normal attach­
ment process, e.g. the infant who 
arches his back when picked up 
and gives minimal cues for 
physical and social contact. 

We have used a developmental and 
systems approach in an endeavour to 
understand the disturbances in these 
children and to institute effective 
management interventions. Bowlby's 
attachment theory has been particul­
arly useful in this regard. Attachment 
behaviour is defined by Bowlby as 
any form of behaviour that results in 
a person attaining or retaining proxi­
mity to some differentiated and pref­
erred individual. Bowlby conceptual­
izes attachment behaviour as a major 
and distinct behaviour system which 
influences and is influenced by other 
behaviour systems within the individ­
ual. The attachment behaviour system 
is described as a set of feelings, 
thoughts and behaviours which lead to 
the development of affectional bonds 
initially between child and parent and 
later between adult and adult. The 
forms of behaviour and the bonds to 
which they lead are present and active 
throughout life. When the child's 
psychosocial development follows a 
deviant pathway, disturbed patterns of 
attachment behaviour can be evident 
(Bowlby, 1980). 

Hypothesising that the 
Undersocialized Conduct Dis­
order is significantly linked to 
serious disturbances in the 
organization of the child's 
attachment behaviour, we 
have been able to identify the 
critical factors responsible for 
the child's behaviour, and use 
management strategies that 
help the child to adoptively 
negotiate those early critical 
stages of trust development 
and acceptance of external 
controls. 

In Erikson's terms, the central task of 
the first year of life, is to develop 
trust in, and to become attached to a 
caregiver. This appears to occur thr­
ough a cyclical repetition of mother-
infant interactions which we call the 
Trust-Attachment Cycle. (Table I) 

TABLE I 

- relaxation Trust Tension 

T of arousal 
Care / 

Caring / 
"~**V Response Cry 

speech ^«— 
touch V 
eye contact >v 
smiling \ 
bouncing, rocking ) 

The way in which this interaction 
takes place between the infant and the 
caregiver has an important and a 
significant effect on the degree and 
quality of the infant's attachment 
behaviour. If the caregiver responds in 
a reliable and a predictable manner to 
the need-tensions or communication 
signals of the infant (by patterns of 
speech, touch, eye contact, bodily 
movement etc.) the scene is set for 
the reciprocal development of trust 
and secure attachment behaviour on 
the part of the infant. However, if the 
caregiver's response to the infant's 
signals has been insensitive, unreliable 
and unpredictable, the infant, unable 
to trust his caregiver, experiences 
difficulties in establishing a secure 
and adaptive attachment to the care­
giver. 
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TABLE n The Case of Gary 

lit year 2nd year 

TRUST 

ANGRY CRY 
RAGE * v 

TENSION 

NO GRATIFICATION 
OR RELAXATION 

INCREASING LACK OF 
CONTROL Lack SELF 
BATTLES of CONTROL 

Control 

LACK OF 
TRUST 

LACK OF 
INTERNALISED 

PARENT 

/ 

A major task in the second year of 
life as described by Erikson is the 
development of self control and auto­
nomy within an environment of safe 
and secure limits for the child. As 
seen in Table II, the child's response 
to the caregiver's controls and limits 
is necessarily dependent upon the 
development of attachment and trust 
in the first year. If the establishment 
of trust and attachment in the first 
year is seriously disturbed, the basis 
for the child's acceptance of parental 
controls and in rum, for the estab­
lishment of internal controls is 
seriously compromised. It is not sur­
prising therefore that such children 
with attachment problems frequently 
display in their early years evidence 
of poor ego integration, learning and 
problem solving difficulties and 
serious control battles with the 
caregiving adults (Bornstein, 1986). 
When presenting in their later years, 
these children frequently display the 
features outlined earlier. 

It is obvious that the above features 
encompass many of the criteria out 

-lined in DSM III or Undersocialized 
Conduct Disorder and although the 
classification generally consists of 
descriptions of the clinical features of 
disorder and is generally atheoretical 
with regard to aetiology, our clinical 
experience suggests that there is a 
relationship between attachment dis­
orders and the aetiology of Under-
socialized Conduct Disorders. 

It is appropriate to consider a range of 
variations in the way attachment be­
haviours develop in a child, and it is 
our observation that the most intract­
able Conduct Disorders are associated 
with the most serious disturbances in 
attachment behaviour. Hypothesising 
that the Undersocialized Conduct Dis­
order is significantly linked to serious 
disturbances in the organization of the 
child's attachment behaviour, we have 
been able to identify the critical 
factors responsible for the child's 
behaviour, and use management strat­
egies that help the child to adaptively 
negotiate those early critical stages of 
trust development and acceptance of 
external controls. 

This case study of an 11 year old boy 
Gary, illustrates the connection 
between the attachment disorder and 
Undersocialized Conduct Disorder. It 
will also highlight the effect of 
difficulties and delays in securing co­
operation and co-ordination amongst 
the support systems involved - i.e. 
the family, and the welfare, educ­
ational and psychiatric services. It 
provides an example of the pressures 
to reunite separated children with their 
families, without first effectively 
dealing with the underlying issues that 
led to the separation. Some approp­
riate management strategies that take 
into account the difficulties such 
children have in utilizing traditional 
therapies will be presented. 

Gary is the second of Sue's four 
children, and the only child to have 
been placed outside the family. Gary 
was first referred for help with 
behavioural problems at three and a 
half years to the local General Pract­
itioner. His mother then described his 
behaviour as aggressive, defiant and 
sadistic. In the following year Gary 
was excluded from two kindergartens 
because of aggressive and destructive 
behaviour. He kicked, pushed and 
punched other children, stamped on 
and destroyed toys, demonstrated 
sadistic behaviour, such as cutting up 
caterpillars and swore when disciplin­
ed. He also sucked on dolls' bottles, 
dirtied his pants and threw temper 
tantrums. Gary was then referred for 
assessment to the local child psych­
iatric centre. 

Gay has an eventful developmental 
and family history. Following a 
healthy pregnancy and normal birth, 
Gary developed a severe eczematous 
skin rash at two months of age which 
needed repeated hospitalisations. He 
was extremely distressed by these 
periods of separation and it was at 
this stage that Sue first experienced 
her difficulties in managing Gary. He 
also had a chronic bowel problem in 
his early months, which cleared up 
along with his eczema towards the 
end of his second year. His mother 
remembered the first eighteen months 
of Gary's life as an extremely difficult 
period both in her own personal life 
and in her relationship with Gary. 
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Loss of Gary's father through a gaol 
term, a number of moves both inter­
state and within the state, and the 
entry of Gary's stepfather into the 
family were stresses that preoccupied 
Sue, whilst Gary demanded attention 
through his physical problems. This 
critical period appears to have set the 
scene for problems in attachment and 
the subsequent mother-child relation­
ship which has been characterised by 
extreme testing and acting out 
behaviour by Gary and rejection by 
his mother. 

... in spite of much input from 
the teachers and the school 
counselling service, no 
improvement occurred,., five 
different mothers helped the 
teacher ... Three weeks later 
four of the mothers resigned 
and the teacher went on sick 
leave ... Gary's group home 
parents left, retiring early 
because of difficulties they 
had with him, 

Sue's own background is that, as the 
youngest of eight children, she grew 
up in a chaotic home environment 
with punitive and unreliable parents. 
There is a family history of alcohol­
ism, violence and criminality. She 
spent considerable periods of her 
childhood in institutional care and left 
home in mid-adolescence. Shortly 
afterwards she became pregnant with 
her first child. Sue has had a number 
of short term relationships, Gary 
being the result of another liaison. 
Gary's father is described as violent 
and unreliable and has served heavy 
prison sentences for assault and 
larceny. There has been no contact 
with him since Gary was nine months 
old. His stepfather, on the other hand, 
appears to be a contrast to Sue's other 
men. He has a stable and supportive 
family background, yet Sue has not 
been able to develop a close, trusting 
relationship with him. 

Psychiatric assessment showed Gary 
to be an immature boy with some 
developmental delays particularly in 
speech. He was easily distracted and 
was preoccupied with themes of 
aggression, punitiveness and violence. 
A significant degree of emotional 

disturbance was evident, consistent 
with the history given by the parents 
and the teacher. It also became 
evident that Gary's mother, unable to 
tolerate his behaviour, was resorting 
to physical abuse in an attempt to 
contain him. Gary was regarded as a 
child at risk. State Wardship was 
discussed with the parents who 
accepted the recommendation posit­
ively, and Gary was placed in a 
family group home. He commenced 
his primary schooling a day later. The 
placement was planned to be of twel­
ve months duration as the social 
worker from the Department of 
Community Services was impressed 
by Sue's parenting abilities and was 
optimistic about Gary's return home. 

During his initial six months in the 
group home, Gary proved to be ext­
remely difficult. He continued to 
taunt, hit and punch other children. 
Some of his behaviour was of a sex­
ual nature. He denied his behaviour 
even when caught in the act. At 
school he engaged in similar behav­
iours, and in spite of much input from 
the teachers and the school counsell­
ing service, no improvement occurred. 
Gary's attendance was reduced only to 
afternoons and five different mothers 
helped the teacher by taking him 
individually for some periods of the 
day. Three weeks later four of the 
mothers resigned and the teacher went 
on sick leave. The school excluded 
Gary until the end of the academic 
year. Gary's group home parents left, 
retiring early because of difficulties 
they had with him. The new group 
home mother, a very experienced 
worker, was able to control his 
behaviour through setting clear limits 
and consequences and felt she formed 
a relationship with him. However, 
when Gary was out of her control he 
reverted to his previous misbehaviour. 

Unable to attend a school, Gary 
became very bored during the day and 
when the other children returned from 
school he was aggressive towards 
them. The strains and tensions within 
the group home became so unbearable 
that a psychiatric re-assessment of 
Gary and help in management was 
sought by the supervising Social 
Worker. At this point, Gary was 
referred to our Centre for residential 
treatment. Our assessment of Gary 

was not very optimistic. At five and a 
half years of age he showed many of 
the features outlined previously and 
was diagnosed as a Conduct Dis­
ordered child with serious attachment 
problems. 

It was postulated that the inability of 
his mother to alleviate Gary's physical 
symptoms, together with her pre­
occupation with her problems inter­
fered with the development of secure 
and adaptive attachment behaviour on 
the part of Gary. He was not access­
ible to the traditional therapeutic 
modes that depend on a trusting rela­
tionship for success. Admission to the 
Residential Unit was declined, but 
instead he was referred for Control of 
Trust-development (C.O.T.) therapy 
which is a confronting technique aim­
ed at establishing an adaptive attach­
ment between the child and his parent 
figure as a prelude to traditional ther­
apies. This therapy was complemented 
by a very structured routine for Gary, 
with the therapist and the group home 
mother working together to maintain a 
consistent and secure environment. 

Over the many years that 
Gary has been in treatment, 
he has made significant 
progress in his capacity to 
trust and to accept controls 
from significant people in his 
world. 

Following C.O.T. therapy Gary's 
aggressive and destructive behaviour 
decreased significantly with a corres­
ponding improvement in his relation­
ship with his group home mother and 
in his behaviour at home during 
holidays and weekend leave. Gary's 
behaviour was still too difficult for 
him to return to mainstream schooling 
and he needed to attend a social 
adjustment centre. He attended there 
for two years until he was eight years 
old when he was discharged home. 
His mother had requested this because 
Gary's behaviour was seen to be more 
settled. After this decision was made, 
Gary was re-referred to our Centre 
for day-patient treatment including 
attendance at the Centre's school. This 
was to facilitate Gary's transition from 
the social adjustment centre to main­
stream schooling and also to support 
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the family during the initial phase of 
discharge home. 

Following psychiatric re-evaluation, 
the referral was accepted, and in 
addition to the day patient prog­
ramme, individual therapy was also 
commenced. Sue attended parent 
counselling sessions with another 
therapist with her husband joining in 
occasionally. 

During the early weeks and months 
following return to his mother and 
admission to our Centre as a day-
patient, Gary was disturbed, distressed 
and chaotic. His school life showed 
poor adjustment with severe learning 
difficulties. He required almost 
constant one to one attention for 
control and to secure 'on task' 
behaviour. Staff attitudes were at 
times conflicted regarding him. He 
aroused strong feelings, either of 
intense loyalty by those to whom he 
was becoming attached, or of ambiv­
alence or rejection by those staff who 
were repulsed by his sadistic behav­
iour. With provision of a predictable, 
accepting and supportive milieu, 
Gary's behaviour showed some imp­
rovement, coinciding with the estab­
lishment of attachment to a few 
significant people of the Centre. 
However, his overall progress 
remained erratic. It was very much 
influenced by the way things were 
going between him and his mother. 
Our contact with Sue demonstrated 
that her acceptance of Gary remained 
entirely conditional upon his behav­
iour being acceptable to her and she 
was unable to accept Gary in the 
same way as she did her other child­
ren. Though manageable within the 
Centre's school environment, he made 
no progress towards schooling out. 
Stability, consistency and acceptance 
were crucial requirements for Gary 
and each time any of these were 
threatened, Gary's behaviour deter­
iorated markedly. During one such 
crisis Gary's mother requested that 
Gary be admitted to care. 

Over the many years that Gary has 
been in treatment, he has made sig­
nificant progress in his capacity to 
trust and to accept controls from 
significant people in his world. He 
has now settled into a structured 
school environment and takes pride in 

mastering skills that he should have 
accomplished in his earlier years. He 
has also internalized some controls as 
illustrated in a recent comment to his 
therapist who was late for his 
appointment - "Of course I feel 
angry, but I am able to control it 
now". It has been a lengthy process 
for Gary and those involved with him. 
His case illustrates some of the 
factors that contribute to the failure in 
development of normal attachment 
behaviour, and the difficulties 
encountered in attempts to manage 
subsequent behaviours. 

The Case of Peter 
The case of Peter will illustrate the 
importance of resolving the mourning 
process following prolonged separa­
tion with intermittent contact with the 
parent figures as commonly found in 
these children. Peter is an eleven year 
old boy who has been in care for six 
years. His foster placement of three 
and a half years duration broke down 
when his behaviour became uncon­
trollable and he asked to return to a' 
reception centre. He saw this move as 
the only way in which he would be 
reunited with his mother. In the foster 
placement he had frequently refused 
to go on outings in case his mother 
visited. Her visits were unpredictable 
and she often failed to keep her 
promises to him. There was evidence 
that, while Peter's foster-mother had 

become attached to him, he had 
formed no attachment to her. 

At a case conference it was revealed 
that Peter had never been told the 
reason for his placement away from 
home by his parents. It was consider­
ed that Peter's violent, anti-social 
behaviour was directly related to his 
intense anger aroused by his separ­
ation. The consultant from our Centre 
suggested that a meeting be held with 
the parents and Peter to tell him why 
he was in care, that he would not be 
returning home to live with his 
parents and that parental access would 
not necessarily be a prelude to event­
ual return home. Discussion of a less 
frequent but more realistic and thus 
reliable parental visiting pattern was 
also recommended. This meeting went 
ahead. Since then Peter's mother has 
visited him as planned. Two days 
after the meeting Peter had an emot­
ional outburst saying, "How would 
you feel if you were told you could 
never go home?" A child care worker 
supported him in talking about how 
he felt and this support has continued 
with a corresponding decrease in his 
anti-social behaviour. 

Children such as Gary and Peter often 
first come to attention in the child 
welfare system and, if referred to a 
child psychiatric service, it is usually 
at the point of breakdown of the 
child's placement. Child psychiatry is 
generally not perceived by other 
agencies as being helpful in the 
management of such children. The 
traditional therapies used by child 
psychiatric agencies rely on the child's 
capacity to relate. These are generally 
unsuccessful with undersocialized 
children who are thus frequently not 
accepted into the programmes offered 
by child psychiatric services. Some­
times the initial deceptiveness of such 
children in assessment, due to their 
apparent ability to relate in a one-to-
one situation, results in them being 
accepted inappropriately into psycho­
therapy with no subsequent improve­
ment. This does not mean child 
psychiatry does not have a significant 
role to play. We have found that the 
development of consultation links 
with child and family welfare agen­
cies, reception centres, foster care, 
adoption and school counselling 
services can influence positively the 
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impact of the various systems in the 
child's life. Frequently these are 
fragmented and poorly co-ordinated. 
It is the Undersocialized Conduct 
Disordered child who tends to expose 
the limitations of the support systems 
most dramatically. 

Assessment Issues 
In assessing such children, we main­
tain an emphasis on a developmental 
approach. The importance of the 
family and other socializing influences 
in the child's life are also taken into 
account. Assessment of the child in a 
one-to-one situation is not enough. 
Observations and reports of the child 
in both structured and unstructured 
situations are valuable. We should 
note what prompts the referral of such 
children. Often it is not simply 
because they are conduct-disordered. 
Referral often occurs when caregivers 
realize that their attempts at genuine 
relationships are not reciprocated. 
Behaviour is always seen in a devel­
opmental context in relation to events 
in the child's life at the time. Detailed 
assessments of the child's cognitive 
and language skills are sometimes 
helpful. 

A developmental and family history is 
necessary. Assessment of family 
functioning and in particular the 
parenting capacity of the child's 
caregivers is included. Detailed 
information is sought regarding any 
separations and placements, how they 
were handled, what the child was told 
and by whom and how he responded. 
In our experience such information 
regarding children when in care is 
often incomplete and this difficulty is 
compounded when there have been a 
number of caregivers and workers 
involved. The search for this inform­
ation is to help to understand the 
nature of the undersocialized child's 
attachment behaviour and to identify 
possible intervention points to assist 
him to resolve his attachment diffic­
ulties. 

Management Issues 
A frequently encountered problem in 
helping these children is the failure of 
workers to deal adequately with the 
mourning process in both child and 

parents following separation. This is 
often because of the inability to 
tolerate the distress of the pain of the 
child and the parents, resulting in 
collusion in avoiding the work of 
mourning. This then leads to diffic­
ulties for the child in re-attachment 
with new caregivers. 

A frequently encountered 
problem in helping these 
children is the failure of 
workers to deal adequately 
with the mourning process in 
both child and parents 
following separation. 

Another difficulty we commonly 
experience is the resistance to our 
recommendation that long-term 
placement of a particular child away 
from the family would be in the best 
interests of that child. This is due to 
pressures to reunite the child with the 
family for personal, economic and 
political reasons. If an appropriate 
long term plan cannot be agreed upon, 
and the workers continue with unreal­
istic expectations of reunion of child 
and family, as happened in Gary's 
case, it will delay and complicate the 
child's opportunities to resolve his 
attachment disturbance. This situation 
also influences the degree of commit­
ment that caregivers can make to the 
child. The importance of such com­
mitment has been demonstrated in 
Tizard's (1977) follow-up study of 
children in care. 

Due to the very nature of their 
psychopathology, these children 
arouse intense feelings of loyalty or 
rejection as seen in Gary, often 
leading to a splitting process amongst 
the adults who are involved with 
them. The child may behave well in a 
structured setting such as a school or 
in the presence of individuals who 
provide external controls for him, but 
respond less well to those who 
attempt to establish a close relation­
ship with him eg. foster parents. This 
frequently leads to conflicted situa­
tions, eg. a teacher and a foster 
mother blaming and criticizing one 
another for what each may feel is 
inappropriate management by the 
other. 

In working within the various systems 
and their inherent tensions, we have 
found it important to understand the 
theoretical and philosophical bases of 
agency policies and procedures. We 
believe it is important to be prepared 
to negotiate with those systems on 
behalf of the child in order to reduce 
the fragmentation which is all too 
often a repeated feature of these 
children. We have found the follow­
ing strategies to be of value in their 
management and treatment. 

1. Initial clarification of the long 
term plan for the child with all 
the significant members within 
the systems surround the child. 

2. Ensuring that the child receives 
a mutually agreed upon state­
ment about the reasons for his 
placement in care, and the long 
term plans that are being made 
for him. The parent's involve­
ment in this process is crucial. 

3. Supporting the substitute care­
givers and other involved work­
ers to encourage and accept the 
verbal expression of the child's 
anger following separation and 
placement, thereby helping the 
resolution of the mourning 
process. The child's birth 
parents should also be supported 
in this way. 

4. Providing opportunities for the 
child to "put the pieces of his life 
together" in order to establish 
some experience of continuity in 
his life, eg. use of life-books, 
family genograms, rituals around 
important events. 

5. Assisting caregivers to institute 
behaviour management strategies 
which provide a caring, consist­
ent and predictable environment, 
aimed at helping the child devel­
op trust and control. 

6. Provision of consultation to 
agencies involved with such 
children and families in order to 
educate and support their work­
ers in the difficult task of 
helping the Undersocialized 
Conduct Disordered child. 
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