
 
 

 
 
 
 
 

ABSTRACT 
 

Assessment of Attachment in Foster and Adoptive Dyads 
 

Diana W. Schofield, Psy.D. 
 

Mentor: Helen E. Benedict, Ph.D. 
 
 

 The Working Model of the Child Interview (WMCI) is a structured interview that 

elicits rich information about caregivers’ internal representations of their children and the 

quality of the relationship within the parent-child dyad.  This instrument is particularly 

useful in the assessment of foster and adoptive dyads in order to determine goodness of 

fit and prevent placement disruption by identifying problematic dynamics that threaten 

the relationship.  Because the training and administration costs of the WMCI are 

immense, it is impractical for use in foster and adoption agencies.  This preliminary 

investigation sought to validate a screening battery of brief, cost-efficient measures (This 

Is My Baby Interview (TIMB), Parenting Locus of Control-Short Form (PLOCSF), 

Revised Inventory of Parent Attachment (RIPA), Relationship Questionnaire (RQ), and 

the Behavior Assessment System for Children, Second Edition, Parent Rating Scales 

(BASC-2))against the WMCI using 44 caregiver-child dyads.  Participants were recruited 

from public and private foster care and adoption agencies.  Child participants ranged 

from age 2 ½ to 9 years old, and had lived with their caregivers for at least four months.  



 
 

 

Nonparametric tests (Kruskal-Wallis and chi-square), oneway ANOVA, and post hoc 

analyses were used to assess the differences in scores between caregiver classifications 

on the WMCI and fourteen variables measured by the screening interview and 

questionnaires.  The Commitment subscale of the TIMB distinguished Disengaged-

Suppressed caregivers from other groups (F=2.96, p<0.5), and the variable of Locus of 

Control from the PLOCSF was found to distinguish Distorted caregivers from the 

Balanced-Strained group (KWt=8.22, p<.05).  The Internalizing Symptoms Index of the 

BASC-2 did not emerge as statistically significant but may indicate a trend in that 

Disengaged-Suppressed caregivers may rate their children as having fewer symptoms of 

anxiety and depression than caregivers from other WMCI classifications.  The WMCI is a 

rich assessment instrument that may be difficult to break down and capture via screening 

measures; the results of this study indicated that the TIMB andPLOCSF possibly may be 

useful in capturing some of the information elicited by the WMCI with highest risk 

caregiver classifications (Disengaged-Suppressed and Distorted).  Future investigation of 

caregiver contributions to the dyad’s functioning is warranted with different screening 

measures, and should be conducted with a larger sample size for maximal results.  
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CHAPTER ONE 
 

Introduction  
 

 
In the United States, over a half-million children are placed in foster care each 

year, and more than 120,000 are adopted annually.  While statistics about foster care 

placement have remained relatively stable over the last two decades, the numbers of 

children adopted have been on the rise.  In 2005, sixty percent of children in foster care 

were adopted by their foster parents, and most foster children remain in the system for an 

average of 29 months (Child Welfare Information Gateway, 2007; The National Foster 

Care Month partnership, 2007).  Further, court actions to terminate parental rights 

displace more than 65,000 children annually from their biological caregivers for their 

own protection (The Children’s Bureau, 2007).   

Maltreatment, as defined by physical abuse, sexual abuse, or neglect, is one of the 

largest contributing factors to placing children outside of their families of origin.  In 

2005, approximately 899,000 children were found to be victims of maltreatment, with the 

largest percentage of victims suffering from neglect (63%).  An estimated sixty percent of 

child victims in 2005 received services from CPS agencies (U.S. Department of Health 

and Human Services, 2007).  Adverse childhood experiences such as exposure to 

psychological, physical, and sexual abuse, and violence in the household have been 

associated with a number of negative outcomes including increased risk for mental health 

problems, substance abuse, and poor physical health (Felitti, Anda, Nordenberg, 

Williamson, Spitz & Edwards, 1998).   
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These outcomes have consequences for placement of children unable to live with 

their families of origin.  Between ten and twenty five percent of adoptions disrupt before 

they are legally finalized (Goerge, Howard, Yu & Radomsky, 1997), resulting in further 

uncertainty about placement and emotional sequelae related to maltreatment and 

attachment disruption.  Externalizing behavior problems appear to be one of the most 

significant predictive factors in placement disruption, in addition to being an outcome of 

multiple placements (Fisher, Burraston & Pears, 2005).  Risk for poor outcomes appears 

to increase with the number of adoptive and foster placement disruptions.  However, 

placement stability has been found to be associated with a number of positive factors 

such as fewer behavioral problems, educational progress, and fewer residential treatment 

stays (Newton, Litrownik & Landsverk, 2004; Aldgate, Colton, Ghate & Heath, 1992; 

James, Landsverk & Slymen, 2004).  

Attachment concerns, stemming from non-optimal caregiving (maltreatment) and 

multiple placements, specifically relate to the quality and outcome of placements for 

children who have been removed from their biological parents.  Detailed information, 

obtained prior to placement about children’s current internal working models/attachment 

histories, trauma histories, and current symptomatology, would better equip foster and 

adoption workers to facilitate high quality, longer-lasting placements (Barth & Berry, 

1988).  Additionally, evaluation of the foster or adoptive caregivers illuminate potential 

strengths and weaknesses that contribute to the success of placements as they relate to 

internal working models and attachment history, child externalizing symptoms, and 

parent commitment to the child (Lindheim & Dozier, 2006; Orme & Buehler, 2001).  
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However, at the present there are no brief, efficient and well-validated methods 

for clinicians to evaluate attachment in child clinical populations.  This issue is further 

complicated by the fact that the current mental health trend towards shorter treatments 

has led to the shortening or elimination of assessment.  Incomplete assessment is likely to 

lead to inadequate understanding of the child’s and/or family’s problems, particularly 

when the challenges at hand relate to adoptive families and their children (Brodzinsky & 

Palacios, 2005; Brodzinsky, Smith & Brodzinsky, 1998).  The purpose of this study is to 

examine the concurrent validity of a brief battery of currently available tests against the 

validity of the well-established Working Model of the Child Interview, as a means of 

evaluating parent and child factors that contribute to the success of the relationship within 

the dyad.  A review of the literature regarding attachment and the clinical implications for 

foster and adoptive children supports this proposal.  

 
Overview of the Developmental Literature of Attachment Theory 

We are geared from birth to relate to our caregivers, driven by the biologically 

based imperative to seek out stable attachment figures to function.  The attachment 

system is the essential foundation of our biological, psychological and cultural survival 

(Schore, 1994; Stern, 1995).  Bowlby formulated his attachment theory in light of his 

observations of the impact of maternal deprivation upon children, and the effects of 

homelessness on children’s mental health.  The attachment system that develops between 

dyads is a psychological organization within an individual that functions as a stress 

regulatory system.  One of the main goals of this system is to regulate behaviors for the 

purpose of maintaining or obtaining proximity to a caregiver/attachment figure, which 

mediates the sense of felt security and arousal (Bretherton, 1985; Bowlby, 1982).  The 
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system becomes most active under two conditions, the first being the perception of threat 

or danger.  The second condition under which the attachment system is most active is 

when encountering challenges during exploration in the environment. Activation of fear 

typically results in behaviors designed to reestablish contact with the attachment figure 

(Kobak, Cassidy, Lyons-Ruth, & Ziv, 2006).  

Four main assumptions underlie attachment theory as Bowlby conceptualized it: 

1) the close, emotional bonds between individuals have a biological function  2) a child’s 

treatment in his or her early years of life influences development and personality 

functioning; 3) attachment behavior is a window into an indivivdual’s internal working 

models of self and other, which guide expectation and planning; and 4) attachment 

behavior is not completely resistant to change, but can be influenced by adversity or 

positive stimuli (Bowlby, 1973 & 1980; Steele, Hodges, Kaniuk, Steele, D’Agostino & 

Blom, 2007).  An internal working model, a notion derived out of the synthesis of 

psychodynamic and cognitive thinking, is a representation that organizes thoughts and 

feelings, expectations and appraisals, and subsequent behaviors of an individual.  A child 

constructs increasingly complex internal working models through continual transactions 

with the world via significant others, such as caregivers.  New information becomes 

incorporated into the existing model, making substantive change over time more difficult 

(Bretherton, 1985).  The internal representations of self and other tend operate outside 

conscious awareness and with automaticity because they are rooted in implicit memories 

(Siegel, 1999).  Bowlby wrote (1973): 

 …once a sequence of behavior has become organized, it tends to persist and does 
so even if it has developed on non-functional lines and even in the absence of the external 
stimuli and/or the internal conditions on which it first depended.  The precise form that 



 
 

5 
 

any particular piece of behavior takes and the sequence within which it is first organized 
are thus of the greatest consequence for its future. 

 
 

Assessment of Attachment Classification 

  Developmental research has increasingly been distinguishing between normative 

caregiver-child interactions and mild to major disturbances in this core relationship 

system.  The sources of the disturbances can be traced to the negative internal working 

models of a) the parent and b) the child, and the interactions between the two.  The 

development of the Ainsworth Strange Situation Procedure permitted researchers to 

classify infant-parent interactions as one of three categories: secure, insecure-avoidant, or 

insecure-ambivalent (Ainsworth, Blehar, Waters & Wall, 1978).  A fourth classification, 

disorganized-disoriented, falling into the insecure attachment style, was empirically 

derived by attachment researchers to classify infants that previously went “unclassified” 

(Main & Solomon, 1990).  Children are found to be stable in their attachment 

classifications, as measured by the Strange Situation Procedure, and their attachment 

styles to their mothers in infancy are highly predictive of attachment classification and 

emotional functioning in later childhood and adolescence (Main & Cassidy, 1988).   

Secure attachment is characterized by organized and stable self development and 

adequate affect regulation from a caregiver.  These infants tend to actively seek proximity 

and contact with their caregivers following separation, and actively explore their 

environments when the caregivers were present.  Mothers of babies in the original 

Strange Situation study evidenced sensitive responding to their infants’ signals and were 

capable of perceiving things from the infants’ point of view.  Securely attached dyads 
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were characterized by mothers who viewed their infants as acceptable, separate 

individuals; these mothers were not intrusive or interfering with their infants’ play.  

Insecure-avoidant infants tend to actively avoid and ignore the parent during 

reunion episodes and do not appear to derive comfort after separations, or display distress 

during separations from the parent.  This attachment style is characterized by maternal 

insensitivity to infant signals, rejection of the infant, and an inability to see things from 

the infants’ point of view.  These mothers appeared to discount their infants’ 

communications and were thus arbitrary in their interventions.  

Infants who were classified as insecure-ambivalent in relation to their caregivers 

were noted to both seek and resist proximity to their caregivers upon reunion.  They 

tended to be distressed prior to the separation and even more dysregulated by the 

separation.  This attachment style is characterized by mothers who were also inaccessible 

and ignoring, yet evidenced a strong investment in the maternal role.  These mothers 

tended to not respond contingently to their infants’ behaviors, and were interfering 

(Ainsworth, et al. 1978; Main & Solomon, 1990).  

Disorganized-disoriented attachment manifests itself in the infant, as described by 

Main and Solomon (1990), in simultaneous displays of contradictory behaviors (i.e. 

strong avoidance and strong proximity-seeking), incomplete or undirected movements 

and expressions, confusion and apprehension, and behavioral stilling, in relation to the 

caregiver.  
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Caregiver Contributions to Attachment Status 
 
  Maternal contributions have been found to be significant to the development of 

attachment style. Specific parental characteristics have been identified as major variables 

influencing the development of attachment.  Ainsworth’s Baltimore study revealed that 

maternal contributions of sensitivity and responsiveness to infant crying were predictive 

of both the quality of the relationship in the future and infant regulation.  Individual 

differences in interaction were found to be associated with later differences in attachment 

style (Stayton & Ainsworth, 1973; Stayton, Ainsworth, & Main, 1973; Ainsworth & Bell, 

1970; Blehar, Lieberman & Ainsworth, 1977; Tracy & Ainsworth, 1981).  These findings 

have been replicated across different studies; for instance, the presence of sensitivity in 

parents has been found to be associated with secure attachment (van IJzendoorn, Juffer & 

Duyvesteyn, 1995).  

 
Caregivers’ attachment classifications.  Parents’ own attachment histories and 

narratives are associated with their own levels of sensitivity and with their childrens’ 

attachment styles.  The publication of the Main, Kaplan and Cassidy’s (1985) paper on 

the Adult Attachment Interview (AAI) significantly advanced attachment research and 

provided an alternative mechanism for assessing attachment between parent and child.  

The AAI was established as an interview technique aimed at assessing the internal 

working models in adult parents.  This instrument illuminates the ways in which early 

attachment experiences are likely to influence later development and how parents have a 

powerful and formative emotional influence on their own children.  The AAI was 

designed, however, to assess parents’ general attachment styles with significant others, 

rather than their attachment styles within particular relationships.  The AAI assesses 
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parental characteristics associated with infant strange situation classifications by focusing 

on the narrative aspects of the parents’ descriptions of own attachment histories in order 

to assign one of four classifications of attachment style: autonomous-secure, insecure-

dismissing, insecure-preoccupied, and insecure-disorganized/unresolved (Main & 

Goldwyn, 1984; Steele, et al. 2007).   

Individuals bearing an autonomous-secure classification tend to acknowledge the 

importance of early relationships and their influences on personal development.  These 

individuals’ narratives are affectively rich, and both clear and coherent to the interviewer.  

Autonomous-secure adults also tend to have a balanced and empathic view of the self and 

of their parents.  Typically, these individuals had loving, supportive parents or caregivers, 

who may have helped them overcome any negative experiences that occurred.   

Insecure-dismissing individuals tend to minimize or deny the early effects of 

affective experiences and tend to have poor recall of past events.  They may idealize their 

parents and present an incoherent, impoverished narrative (Main & Goldwyn, 1984; 

Crowell, Waters, Treboux, & O’Connor, 1996).  Individuals with the dismissing 

classification may have had parents who were rejecting of their attachment needs and 

who pushed them to be independent.   

Insecure-preoccupied individuals’ narratives reflect a state of mind that is 

engrossed with their parents and anger towards them.  These individuals may feel 

confused or ambivalent about relationships, and present an incoherent, unclear and often 

times irrelevant narrative.  They may have experienced role-reversing parenting styles, 

and may be enmeshed with their parents.  
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 Finally, individuals who are classified as disorganized/unresolved tend to have a 

looser grip on reality than the other classifications indicate, and may present with 

disorganized speech.  Their narratives tend to be rife with psychologically confused 

statements.  Disorganized/unresolved individuals may have experienced trauma and/or a 

loss, which altered their internal working models to become more chaotic and 

maladaptive (Main & Goldwyn, 1985; Crowell, et al. 1996).   

 
Quality of caregiving.  Caregiving quality continues to be a primary factor in a 

child’s trajectory toward attachment security.  That is, insensitive, inadequate care 

contributes to insecure attachment.  A guiding hypothesis for attachment research is that 

insecure attachment organization, particularly disorganized attachments, increases the 

risk for the development of psychopathology (Kobak, et al. 2006; Lynch & Cicchetti, 

1998).  Taken together, these assertions point to the significance of children’s first 

caregivers and the subsequent damage resulting from non-optimal care.  Maternal 

depression, poverty and inadequate caregiving have all been associated with the 

development of insecure attachment and negative developmental outcomes in children, 

(Lyons-Ruth, Connell & Grunebaum, 1990).  Further, caregivers who exhibit fear-

inducing behaviors and/or suffer from post traumatic stress themselves are more likely to 

have children with attachment classifications on the disorganized end of the spectrum 

(Lyons-Ruth, Repacholi, McLeod & Silva, 1991; Trevarthen, Aitken, Vandekerckhove, 

Delafield-Butt, & Nagy, 2006).  Children who suffer maltreatment and severe trauma, 

while underrepresented typically in empirical studies, are also more likely to evidence 

disorganized attachment (Cicchetti & Barnett, 1991; Lyons-Ruth & Jacobvitz, 1999); 
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infants who are classified as having failure to thrive are overwhelmingly classified as 

having insecure attachments to their primary caregivers (Benoit & Coolbear, 2004).   

 
Clinical Implications for Foster and Adopted Populations 

 
 Adoptive and foster care children are susceptible, because of the disruption in 

their relationship with their original primary caregivers, to having attachment problems 

(Hodges, Steele, Hillman, Henderson, & Kaniuk, 2005).  Foster children, by definition, 

come from high-risk birth family backgrounds, often characterized by adversity and 

maltreatment.  Foster parents, who are usually not mental health professionals, are 

charged with providing care for these children, in the hopes of reversing developmental 

damage.  Parents parenting older foster children may struggle with the desire to respond 

to their children’s emotional needs generated by the gaps in their emotional development 

and negative internal working models, while also feeling pulled to promote age-

appropriate academic and social behaviors (Schofield & Beek, 2005a).  While growing 

up in an adoptive family may provide a nurturing and reparative family experience, a 

high percentage of domestic adoptions take place with children who are older, have 

trauma histories, and who have suffered many separations and losses, without the benefit 

or support of a stable attachment figure (Steele, et al. 2007; Hodges, et al. 2005).  In some 

cases, the initial, non-optimal caregiver may have also been a perpetrator of abuse. 

Maltreatment requires that the child adapt in order to survive the consequences of abuse 

and neglectful caregiving.  The resulting coping mechanisms may involve maladaptive 

strategies such as withdrawal or freezing, which may present challenges and non-

reinforcing experiences for adoptive families (Schofield & Beek, 2005a).   
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Development of Attachment Patterns with Foster and Adoptive Caregivers 

Clearly, strong evidence for intergenerational patterns and social transmission of 

attachment exists in the literature regarding biologically linked dyads, and studies 

historically have tended to focus on adjacent generations of children genetically linked to 

their parents (van IJzendoorn, Goldberg, Kroonenberg & Frenkl, 1992; van IJzendoorn, 

1992; van IJzendoorn, et al. 1995; Steele, Steele & Fonagy, 1996; Crowell, O’Connor, 

Wollmers, & Sprafkin, 1991).  However, several studies have examined the social 

transmission of attachment between children and their caregivers who are genetically 

unrelated, as in the case of foster or adoptive families (Steele, Hodges, Kaniuk, Hillman, 

& Henderson, 2003; Dozier, Stovall, Albus & Bates, 2001; Stams, Juffer & van 

IJzendoorn, 2002).  The contributions of nonbiological parents are significant to the 

emerging dyad and the social and cognitive outcomes of the children in their care.  

Specifically, maternal sensitivity and attachment organization, as measured by the SSP 

were factors indicated in positive outcomes regarding ego-control and cognitive 

development (Stams, et al. 2002).  

 Additionally, the attachment classification of parents, measured by the AAI, has 

been evidenced to provide support for the notion that transmission of attachment 

organization can occur between nonbiologically related members of a dyad.  AAIs with 

adopted mothers and their children confirmed that securely attached mothers,whose 

narratives were typified by coherence, autonomy, and valuing of attachment had children 

who showed similar narrative qualities.  Insecure mothers, whose narratives were 

characterized by incoherence and detachment, had children who evidenced negative 

affect and troubling themes in their narratives.  Children who were placed with 
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autonomous-secure parents showed declines in negative themes (Steele, et al. 2003). 

Associations were observed between AAIs from adoptive mothers and emotional themes 

appearing in narrative play of their adopted children.  Results reveal that maternal state of 

mind and representation of the child are strong influences on the child’s narrative. 

Adoptive mothers who were judged insecure in their attachment style were likely to have 

adopted children who evidenced higher levels of aggressiveness in their narratives, as 

measured by story stems (Hodges, et al. 2003).  Foster mothers’ state of mind was 

concordant with foster infants’ attachment security at levels similar to that seen in 

biologically related dyads.  Foster children appear to be able to organize their attachment 

behaviors around the availability of their new caregivers, regardless of age when placed 

(Dozier, et al. 2001).  In fact, distinct patterns of attachment have been shown as early as 

within the first two months of placement for some dyads; these patterns appear to emerge 

more quickly for children placed at younger ages (Stovall & Dozier, 2000).  These 

findings indicate that the assessment of foster/adoptive caregiver attributes and 

representations of the child are warranted in establishing more information for foster and 

adoption workers to create better matched dyads and stronger continuity of care.  

 
Risk factors for Placement Disruption: Child Contributions  
 

Factors playing a part in placement disruption include child and caregiver 

contributions mediated by internal working models and history, and the presence (or 

absence) of professional support.  Child contributions to the dyad are driven by the 

internal working models that developed during their time with their original, non-optimal 

caregivers, and as a function of early maternal separation and loss.  Bowlby (1980) 

suggested that children may have conflicting representations of the same primary 
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caregiver, as a result of the caregiver’s contradictory behaviors in the relationship.  These 

various representations form multiple internal working models, which may require more 

psychic energy to manage than a singular, well functioning internal working model made 

up of coherent and positive representations.  Children exposed to multiple risk factors 

(abuse, disruption in care, parental drug abuse) tend to become less coherent in their 

attachment strategies and show decreasing levels of secure behaviors over time (Stovall 

& Dozier, 2000).  These findings are consistent with Main and Hesse’s (1990) hypothesis 

that this type of non-optimal caregiver is the source of both comfort and alarm, resulting 

in the child’s simultaneous need both to approach and to flee the parent.  

 
Time spent with non-optimal caregivers.  The resulting attachment styles of these 

early, formative experiences are also mediated by age and duration.  Children who are 

placed in foster care or adopted after the age of three are thus more likely to have 

suffered multiple forms of maltreatment show much more troubled narratives when 

assessed than do children who were adopted as infants (Hodges, et al. 2003; Schofield & 

Beek, 2005b).  Later-placed children also show more negative representations of parents 

and the parent-child relationship than infancy-adopted children.  It seems that the 

younger children are placed in foster or adoptive families, the more coherent their 

attachment strategies become.  Children placed earlier demonstrated higher levels of 

secure behavior and lower levels of avoidant behavior sooner than children placed in 

families at older ages (Stovall & Dozier, 2004).  What is not clear at this stage in the 

literature and research is whether foster/adopted children have difficulty forming new 

attachments at later ages or whether the increased time spent in adverse conditions 

impedes their relational abilities.  
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Impact of trauma.  Children with histories of maltreatment (physical abuse, 

sexualabuse, physical neglect, emotional neglect) show deviations in the development of 

relational processes, which can present challenges to foster or adopted parents. 

Convergent evidence supports the notion that the development of insecure and 

disorganized attachment styles emerge from the context of severely disturbed parenting 

and exposure of children to trauma (Lyons-Ruth, et al. 1991; Crittenden, 1988; Barnett, 

Manly & Cicchetti, 1999; Cicchetti & Barnett, 1991).  The disorganized style of 

attachment to a caregiver is associated with a number of affective, cognitive, and 

behavioral sequelae, which may be difficult for foster/adopted parents to handle (Lyons-

Ruth & Jacobvitz, 1999).  

 
Regulatory issues.  Emotion regulation is a developmentally acquired process 

emerging from experiences with the primary caregiver and organizational changes in 

neurobiological systems.  Maltreated children show deficits in their abilities to modulate 

their own emotional arousal to foster an optimal level of engagement with their 

environments.  The processes of emotional expression, recognition, understanding, and 

communication, which underlie the development of emotional regulation, are deviant in 

children exposed to maltreatment and trauma (Cicchetti & Valentino, 2006).  Negative 

affects of fear and anger appear four to six months earlier in maltreated infants, and for 

increased durations.  Further, these children tend to have less accurate recognition of 

emotions in others, almost as if they have a bias or hypersensitivity to the detection of 

anger.  As a result of these social information biases, maltreated children are more likely 

to respond to aggressive or angry cues with aggression and dysregulation.  Attention 
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deficits, emotional lability, and inappropriate affect also characterize children exposed to 

maltreatment and trauma (Cicchetti & Valentino, 2006).  

 
Development of the self.  Maltreated children tend to develop mental 

representations that evidence delays in the formation of self systems.  These types of 

children tend to talk less about themselves and about their internal states than 

nonmaltreated children.  These delays also impede the development of theory of mind, 

which is essential to the development and subsequent display of empathy towards 

significant others.  In the most severe cases of trauma and abuse, a lack of self-integration 

can occur resulting in affective splitting and dissociation (Cichetti & Valentino, 2006; 

Kobak, et al. 2006).  The severity and chronicity of abuse and neglect also have correlates 

to challenging symptoms and behaviors found in foster and adopted populations. 

In childhood, severity of physical neglect was associated with internalizing 

symptomatology and withdrawn behavior while severity of emotional maltreatment and 

physical abuse were associated with externalizing behaviors, such as aggression (Manly, 

Kim, Rogosch, & Cicchetti, 2001; Kobak, et al. 2006).  Externalizing behaviors were 

among the significant child characteristics present among disrupted adoptions, in addition 

to older age and history of prior placements (Barth & Berry, 1988; James, Landsverk & 

Slymen, 2004; Newton, Litrownik & Landsverk, 2000).    

 
Behavioral challenges.  Further, children classified as disorganized in infancy 

were also classified as displaying controlling behavior toward the parent later in life 

(Main & Cassidy, 1988; Wartner, Grossmann, Fremmer-Bombik, & Suess, 1994; van 

IJzendoorn, Schuengel & Bakermans-Kranenburg, 1999).  Typically, children who have 
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survived abusive and/or neglectful backgrounds enter into foster care with a profound 

lack of trust, and a need to control others (Schofield & Beek, 2005a).  Hypervigilance 

may also result, in addition to a resistance to responsive and secure caregiving, in 

particular.  The need to survive previously depriving and/or dangerous environments may 

make some foster and adopted children maximally self-reliant, which will play a major 

part in the resistance to secure caregiving (Schofield & Beek, 2005a).  After a year in 

placement, there was found to be little change in adopted children’s emotional or 

behavioral adjustment.  Without intervention; these children showed behavior issues  

including oppositionality, high levels of fearfulness, anxiety, restlessness, and inattentive 

behavior (Quinton, Rushton, & Mayes, 1998). This may be because as new positive 

representations develop, negative representations are not immediately replaced or 

extinguished.  Instead, it is suggested that new representations compete with the existing 

negative representations, and these older representations remain as vulnerabilities that 

can be easily triggered by events that confirm their validity (Hodges, et al. 2005).  

 
School performance.  In addition to the development of affective, cognitive and 

behavioral challenges in placement, there appear to be some longer term challenges that 

can emerge for traumatized children.  School functioning sequelae include poor academic 

performance, school suspensions and other disciplinary actions (Eckenrode, Laird, & 

Doris, 1993).  Also, these children tend to exhibit lower agreeableness, 

conscientiousness, and openness to experience, and higher neuroticism than do 

nonmaltreated children.  These less adaptive personality clusters were found to remain 

stable for a three-year period during middle childhood (Rogosch & Cicchetti, 2004).  

Insecure attachment in children who had failure to thrive has been related to long-term 
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socioemotional problems above and beyond those found among their healthy counterparts 

(Benoit & Coolbear, 2004).  Often, school performance and behavior problems result in 

increased demands of caregivers, particularly when aggression and school suspensions 

require additional parent-teacher meetings, and removal of the child from school.  

 
  Interaction of internal working models.  These attachment impairments often 

compromise the success of adoptions and foster placements, which result in these 

children having many placements and caregivers throughout childhood.  Foster and 

adoptive parents face the challenge of recognizing that a child’s internal working models 

have developed out of the many interactions the child has had with non-optimal 

caregivers (Steele, et al. 2007). Securely attached children do not have the need to 

develop such a finely tuned awareness of the caregiver’s state because the caregiver is 

inherently more predictable and attuned to the child’s needs (Steele, et al. 2003).  

However, it is all too easy for adoptive parents to inadvertently trigger existing negative 

representations, especially when they do not have full knowledge of a child’s trauma 

history.  Children consciously or unconsciously seek to re-create familiar negative 

interactions because they are predictable and expected, based on their past experiences 

with non-optimal caregivers. As a result, adoptive parents may feel pushed into roles in 

which they feel uncomfortable or out of place, roles that are being evoked by the child’s 

behavior and internal working models (Hodges, et al. 2005; Steele, et al. 2003; Stovall & 

Dozier, 1998, 2000; Schofield & Beek, 2005a).  

 Autonomous attachment status foster parents were found to respond “in kind” to 

their children’s resistant and avoidant behaviors, despite being capable of providing 

nurturant care.  For example, if children behaved in an avoidant manner, the caregivers 
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responded with avoidance or anger (Stovall & Dozier, 2000).  Additionally, it has been 

found that foster mothers tend to provide more or less nurturance depending on the 

behavior of the child.  Later placed children were found to display fewer behaviors that 

elicited nurturance (Stovall-McClough & Dozier, 2004).  These findings illuminate a 

trickier side to foster parenting: even secure parents have the potential to perpetuate 

negative internal working models in foster or adoptive children who perceive others as 

unavailable or rejecting.  

 
Risk Factors for Placement Disruption: Caregiver Contributions 

The developing attachment relationship between foster parents/adopters and child 

is critical in the viability of a placement (Quinton, et al. 1998). The state of mind of the 

foster or adoptive caregiver is extremely important to the success of the dyad and the 

attachment organization of the child, as was previously stated.  Additionally, the presence 

or absence of specific behaviors in the caregivers was found to enhance the developing 

attachment relationship between caregiver and their nonbiological children in a study 

conducted by Steele’s group in 2007.  These “attachment-facilitating behaviors” include 

maintenance of a positive emotional exchange via verbal and nonverbal means: facial 

expressions, the use of the child’s name, and use language to reference shared past 

experiences.  The use of subtle expressions of avoidance was shown to be a potential 

indicator of poor attachment outcomes.  However, avoidance in a child, if overridden by 

a positive parent committed to responding to the child’s needs, was unlikely to deter a 

positive trajectory (Steele, et al. 2007).   
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Commitment to the child.  There appears to be quite an amount of variability in 

the commitment that foster parents feel towards the children they accept into their homes. 

Commitment, as a variable in the context of foster parenting, is defined as “a 

commitment to an enduring relationship with [a] young child” (Dozier & Lindheim, 

2006, p. 338).  This construct is relevant to attachment constructs in that the flourishing 

of the attachment system is dependent on the extent to which the child is confident the 

caregiver is committed to him or her.  Foster parent acceptance and commitment 

predicted child outcomes that are also predicted by attachment quality, suggesting that 

acceptance of and commitment to foster children are important constructs to attachment 

within this population.  A number of variables have been identified in the literature that 

appear to influence foster parents’ level of commitment.  For example, experience, 

meaning foster parents with previous foster caregiving in their history, was associated 

with lower levels of commitment, while age of the foster child was inversely related to 

commitment.  Higher levels of commitment were associated with greater likelihood of 

adoption and long term placement and mediation of child behavior problems; thus 

commitment is indicated as an important variable to assess in foster and adoption 

populations (Bates & Dozier, 2002; Dozier & Lindheim, 2006). 

 

Presence of pathology.  Foster or adoptive caregivers appear to play an important 

role in the shaping of the parent-child dyad when the original caregiver is impaired or 

pathological (van IJzendoorn & Goldberg, 1992).  However, impairment or pathology on 

the part of foster or adoptive parents creates additional vulnerability to risk for foster or 

adopted children.  Maternal problems within the dyad contribute to the development of 

increased insecure attachments in dyads, whereas child problems do not appear to have 
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the same effect on attachment status.  Children of foster or adoptive parents suffering 

from mental illness or pathological caregiving (maltreatment) are unable to compensate 

for the lack of responsiveness and attunement and are therefore vulnerable to insecure 

attachment.  However, well-functioning parents are able to compensate and overcome 

child problems in the dyad, and thus child problems do not lead to decreases of secure 

attachments, relative to the normal population.  

 
Professional support issues.  Several indices related to post-placement services 

were found to contribute to the disruptions of foster and adoption placements.  Families 

involved in disrupted placements indicated that they needed more frequent and consistent 

contact with case workers.  Agency support appears to be crucial, particularly in the first 

three months of a placement; however, three months is too soon to terminate post-

placement services.  Barth and Berry (1988) recommend, based on their study of 

adoption disruptions, that agencies provide services through the adolescent years of the 

child to ensure maximal adjustment.  In terms of the characteristics of therapy indicated 

in placement disruption, the failure of therapists to promote understanding and alter the 

interactions between the caregiver and child was found to be detrimental to the placement 

(Barth & Berry, 1988).   

 
The Need for Assessment 

 Children seeking foster and adoptive placements run a high risk for trauma 

exposure, behavior problems, insecure attachment related to attachment disruption. 

History of failed placements appears to only increase the risk for future failed 

placements, which underscores the importance of assessment to obtain appropriate 
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treatment to address the child’s needs and the dyad’s functioning in order to increase the 

chances of successful, stable placements (Steele, et al. 2007).  When correctly identified 

as having attachment problems, therapies have been shown to have efficacy in treating 

the attachment problems. Strong motivations exist on the part of the adoptive parent and 

also the child to begin to build a new attachment relationship (Steele, et al. 2003) and 

these motivations can be capitalized on in treatment.  The use of attachment-based 

assessment of parent-child interactions provides windows into implicit patterns of 

relating.  A therapist is then able to make the implict explicit to adoptive and foster 

parents, helping these caregivers to better understand and relate to their children (Zeanah, 

2007).  Effective treatments are available for attachment related problems, although it 

seems that only in the last five years have authors integrated the wealth of research and 

variety of attachment-related interventions.  Presently, numerous intervention strategies 

are in various stages of empirical validation and controlled studies (Benedict, 2007).  

Parent management training-based interventions such as the Early Intervention Foster 

Care Program have shown that appropriate identification and intervention with at-risk 

dyads are effective in reducing placement disruptions (Fisher, Burraston & Pears, 2005). 

Assessment of attachment and functioning in the dyad is a crucial step to providing early 

intervention in dynamics that may disrupt an otherwise appropriate placement for a foster 

or adopted child and to promoting a system of care-enhancing permanence and stability 

(Dozier & Lindheim, 2006). 
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Assessment and the Established Instruments 

Empirically validated assessment instruments that evaluate attachment problems 

began with the Strange Situation Procedure, devised in 1964.  Naturalistic observations of 

mother-infant pairs in Baltimore and Uganda revealed that infants use the mother as 

secure base from which to explore, experience distress from brief separations from the 

mother, and experience fear when encountering a stranger. Ainsworth and her group 

constructed the Strange Situation Procedure (SSP) to observe the individual differences 

in the ways that infants respond to an “accumulation of instigations of attachment 

behaviors,” in a controlled laboratory setting.  Eight different episodes were scripted to 

instigate attachment behaviors in the dyad through observing the dyad’s exploration of a 

new environment such as a playroom, the child’s response to the caregiver’s absence and 

return, the child’s response to the presence of and being left alone with a stranger, and the 

child’s response to being left alone for a brief time.  Different patterns of responses 

emerged, indicating differences in the way infant-mother attachment had been organized.  

Observation of the reunions between the caregiver and child became the most significant 

parts of the procedure in establishing distinct patterns between organizations of 

attachment (Ainsworth, et al. 1978).  

 Main, Kaplan and Cassidy’s (1985) Adult Attachment Interview (AAI) moved to 

the level of the representation in the investigation of childhood attachment experiences in 

adults.  The development of the AAI and its subsequent scoring system were based on the 

ideas that early representations, which may exist outside of conscious awareness, provide 

guidelines for behavior and appraisal of experience.  Further, the development of the AAI 

was predicated on the notion that behavioral and representational processes are reflected 
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in language, and can be accessed through the evaluation of the narrative.  Thus, adults are 

interviewed about their general views about their relationships with parents and 

significant others, the experience of loss, and the meaning that adults attribute to these 

experiences.  The transcribed narrative is examined for coherence, consistency, and 

factors that capture issues tapped by the Strange Situation Procedure, namely, an 

individual’s ability to use an attachment figure as a secure base (Crowell, Fraley & 

Shaver, 1999).  Patterns of scale scores are utilized to assign an adult to one of the four 

classifications (autonomous-secure, insecure-dismissing, insecure-preoccupied, insecure-

disorganized/unresolved), paralleling the four attachment patterns identified by 

Ainsworth, et al. (1978) and Main and Solomon (1990).  

The Working Model of the Child Interview (WMCI) was derived from the AAI 

and its development represented an attempt to devise a clinically useful research method 

to assess a parent or caregiver’s representation of a particular child.  The WMCI elicits 

from the caregiver important content about parent perception of and narrative quality 

features about the relationship with the child.  Typically, the interview is videotaped for 

later review and then coded using a formal coding system established by Zeanah, Benoit, 

Barton, and Hirshberg (1996).   

 

Limitations of Empirically Validated Instruments 

The SSP, AAI, and WMCI are unpublished and extensive training is required to 

administer and score all three instruments (Crowell, et al. 1999).  This training is costly 

both in terms in terms of monetary expense and time, particularly for private 

practitioners.  A five day intensive course is offered for the SSP, and training in the infant 

version must be completed prior to obtaining training in the preschool version (Family 
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Relations Institute, 2007).  The training for the AAI can be obtained in a ten day intensive 

course for $1500 plus the expenses for travel, lodging and food. Presently, there are only 

a handful of certified AAI trainers in the United States (Waters, 2007).  WMCI training 

can be obtained at Tulane University over the course of 5 days at the cost of $1500.  Each 

of these trainings includes a reliability certification requirement, which involves different 

prerequisites upon completion of the training courses.  The SSP training requires that 

participants generate a set of tapes reflecting their intended use and application; these 

tapes will be used to create a reliability test participants must complete with a certain 

percentage of agreement as determined by the trainer.  The AAI training requires that 

trainees continue their study in preparation for three certification tests taken at six month 

intervals (ten transcripts per test to code).  The WMCI training requires that participants 

accurately code 80% of a set of tapes upon completion of the course in order to obtain 

research certification (Tulane Institute of Infant and Early Childhood Mental Health, 

2007).   

The time and cost of training is not the only prohibitive element to empirically 

supported attachment assessment instruments.  The administration demands of these 

instruments may also be unreasonable for clinicians who are looking to identify and treat 

attachment problems, particularly in foster and adoption populations.  While the actual 

administration time of the SSP is approximated to be 20 minutes, it takes three people in 

addition to the parent and child to carry out the entire procedure.  Both the AAI and 

WMCI interviews take about an hour to administer, and involve coding systems that 

require review of transcripts and/or videotapes, which are time-intensive.  At the present, 

there are no empirically valid and reliable screening batteries readily available to mental 
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health practitioners who are not researchers.  The purpose of this study is to cross validate 

a specifically selected battery of screeners whose objective is to identify attachment 

problems in a dyad in a foster or adopted context.  As more children are placed who show 

a high prevalence of emotional and behavioral problems rooted in attachment disruption, 

there will be an increased need for services that can help parents and professionals 

address these children’s particular needs (Hodges, et al. 2005).   

Ultimately, the WMCI was selected because of its combination of narrative 

features and attachment categories into the same instrument.  Additionally, the WMCI’s 

assessment of the attachment relationship between caregiver and child is specific to that 

particular relationship.  This feature is particularly useful to the assessment of attachment 

of foster and adopted children and their caregivers.  No studies prior to Hodges, et al. 

(2005) sought to examine the attachment development of maltreated children placed in 

new adoptive families. Their study piloted the use of narrative assessments (story stems) 

to assist adoptive parents in their children’s new placement with them.  The use of 

narrative assessment has been found to be useful in tracking attachment representation 

changes in children as they settled into new families (Hodges, et al. 2003).  Thus, the 

Working Model of the Child Interview appears to be an important resource as it taps into 

the narrative of the parent’s representation of the child and is among the three empirically 

validated “gold standards” of attachment assessment.   

 
The Working Model of the Child Interview 

The WMCI elicits parent perceptions about the relationship to a particular child 

and is videotaped for later coding.  Eight narrative features of the WMCI are denoted as 

useful clinical indices to the parent’s representations of the child: richness of perceptions, 
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openness to change, coherence, intensity of involvement, caregiving sensitivity, 

acceptance, infant difficulty, and fear for infant’s safety.  Additionally, a number of 

affective tones (joy, pride, anger, disappointment, anxiety, guilt, indifference) can be 

noted as thematic in the interview; typically between one and three tones are prominent in 

a given interview.  This data is combined to classify narratives about the relationship with 

the child into three categories: balanced, disengaged, and distorted (Zeanah & Benoit, 

1995; Zeanah, Larrieu, Heller & Valliere, 2000).  WMCI categories have been shown to 

be stable and reliable across time (Zeanah, Benoit, Hirshberg, Barton & Regan, 1994).  

Parent classifications also have been found to be associated with the clinical statuses of 

their infants, in that the WMCI is able to distinguish infants with clinical problems from 

those who do not (Benoit, Zeanah, Parker, Nicholson & Coolbear, 1997).   

 
Classifications.  The balanced classification is characterized by straightforward 

narratives that convey a sense of the infant as a unique individual.  A reasonable amount 

of detail is included in balanced narratives and a sense of meaningful involvement with 

the child.  Joy and pride are the most common affective tones that emerge from a 

balanced interview.  Disengaged narratives communicate a coolness or emotional 

distance in which the infant is described in generic terms with little specific detail.  These 

parents appear much less psychologically involved with their infants than parents with 

balanced narratives, and tend to evidence indifference as the predominant affective tone.  

The distorted classification is characterized by confused, inconsistent, or unrealistic 

statements about the relationship.  A sense of struggle is present, with regard to the 

parent’s lacking ability to feel close to the infant.  A number of obstacles may get in the 

way of a parent with a distorted narrative: they may find their infant confusing, a source 
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of comfort or care for themselves, or they may be so distracted by other issues that they 

may not view the infant as a distinct individual.  Often, a combination of these distortions 

is present, in addition to a combination of affective tones that propagate the incoherence.  

 
Utility.  Clinically, the WMCI has a great deal of usefulness in that it is able to 

diagnose relationship disorders through the quality of the dyad’s relationship and 

narrative of interactive behaviors via parent perception.  Interview questions can also 

identify child and caregiver specific vulnerabilities that may contribute to placement 

disruption such as child regulatory issues, negative internal working models and insecure 

attachment style, child behavioral problems and externalizing symptoms, potential 

psychopathology of the caregiver, commitment to the child, and attachment style in the 

relationship.  Understanding of the child’s behavior toward the caregiver as a function of 

the dyad’s interaction (subjective experiences of each other) can direct clinician to the 

primary focus of treatment.   

 The WMCI has been validated in numerous published studies and has been 

shown to be stable, associated with caregiver and child’s interactive behaviors, and 

meaningfully associated with risk conditions and clinical status (Zeanah, 2007; Zeanah et 

al. 2000).  Additionally, the WMCI classifications have been demonstrated to associate 

with infant attachment classifications, as measured by the SSP (Zeanah, Benoit, 

Hirshberg, Barton, & Regan, 1994), and with caregiver-child interactive behavior 

(Benoit, Zeanah et al. 1997).   

 
Study design.  In an effort to empirically validate an attachment screening battery, 

the concurrent validity of a carefully selected battery of tests was examined against the 
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Working Model of the Child Interview.  The use of concurrent validity as a useful 

parameter in evaluating the utility of assessment instruments and batteries has been 

demonstrated across several studies (Van Humbeeck et al., 2004; Dolan & Rennie, 2006; 

Croce, Horvat & McCarthy, 2001).  Based on the attachment literature available, both 

child and parent contributions to dynamics within a dyad that lead to the disruption of a 

placement; these factors, when understood in the context of a specific dyad, may assist 

agency workers in preventing disruption.  The child’s contributing factors include: the 

child’s internal working models and attachment style, trauma history, affective/regulatory 

problems and behavioral problems.  Important parent contributions to the dyad include: 

the parent’s internal working models and attachment style, commitment to and 

representation of the child, presence of attachment facilitating behaviors, and presence of 

pathology/pathogenic care.  Screening questionnaires (Behavior Assessment System for 

Children, Second Edition-Parent Rating Scales, Parenting Locus of Control-Short Form, 

Relationship Questionnaire, Revised Inventory of Parent Attachment) and a brief 

interview (This is My Baby Interview), in addition to the Working Model of the Child 

Interview, were selected to tap these specific factors.  

 
Hypotheses 

Hypothesis 1 

Healthier classifications on the WMCI will correspond with higher scores on 

commitment, acceptance and belief in influence as measured by the TIMB interview. 

Lower scores on the WMCI will be associated with lower scores on the three TIMB 

scales.  
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Hypothesis 2 

 Balanced classifications on the WMCI will be associated with higher scores on 

trust and communication factors of the R-IPA, while Disengaged/Distorted classifications 

on the WMCI will accordingly correspond with lower scores on the two R-IPA factors. 

Hypothesis 3 

 Healthier classifications on the WMCI will correspond with normative scores on 

the PLOCSF, indicating a parent internal locus of control.  Disengaged and Distorted 

classifications on the WMCI will be associated with an external locus of control 

manifested in clinically significant scores on the PLOCSF. 

Hypothesis 4 

 Caregivers classified as Balanced on the WMCI will rate their children as having 

adequate adaptive skills as measured by the Adaptive Skills Index, and less clinically 

significant difficulties on the Behavior Symptom Index, Externalizing Symptom Index, 

Internalizing Symptom Index, and emotional self-control, executive functioning, and 

anger control scales of the BASC-2.  Caregivers classified as Disengaged and Distorted 

will rate their children as having less adaptive skills as measured by the Adaptive Skills 

Index, and more clinically significant difficulties on the remaining scales.   

Hypothesis 5 

 It is expected that caregiver WMCI classifications will correspond to self ratings 

of adult attachment style on the RQ according to the following scheme: Participants 

classified as Balanced (Full, Strained or Restricted) will tend to self rate as Secure; 

Disengaged-Suppressed classifications will correspond with Dismissing; Distorted will 
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correspond with Preoccupied; Disengaged-Impoverished will correspond with 

Disorganized.  
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CHAPTER TWO 
 

Methods 
 
 

Participants 
 

Participants were adoptive and foster parents and children recruited from local 

adoption and foster care agencies, both public (for example, Child Protective Services) 

and private (Lutheran Social Services), by sending letters detailing the study.  Criteria for 

participation included the following child characteristics: aged two and a half to nine 

years, lived with foster or adoptive parents at least four months, and born in the United 

States.  This age group was selected to maximize the number of participants that could be 

included with the age delimitations specified by the measures selected.  Children must 

have been in placement for at least four months, despite the finding that attachment 

patterns with foster or adoptive parents emerge after two months; four months in 

placement appeared to be a reasonable timeframe during which attachment patterns 

should have emerged for all participants (Stovall & Dozier, 2000).  Foreign adoptions, 

infants, and children over nine years of age were excluded, as foreign adoptions and the 

cross-cultural ramifications of attachment are beyond the scope of this study.  Siblings 

living with the same foster or adoptive caregiver were eligible for the study if they met 

the aforementioned requirements.   

Of the 44 children who participated in the study, 26 (59%) were male and 18 

(40.9%) were female.  The ethnic composition of the sample consisted of 50 % 

Caucasian, 25% African American, 13.6% Hispanic, 6.8% Multiracial, and 4.5 % 

Biracial.  The average age of participants was 5.25 years (SD=2.0812).  Their ages ranged 
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from 2.5 to 9 years.  The average number of months in foster or adoptive placement was 

29.9 months (SD=21.017).  Time in placement ranged from 5 to 87 months.  Twelve 

(27.3%) children had previous psychiatric histories reported by their foster or adoptive 

families.  

The extent to which a child has been exposed to trauma is an important piece of 

information from the standpoint of children’s internal working models and attachment 

relationships in foster and adoptive placements.  The Traumatic Events Screening 

Inventory- Parent Report- Revised (TESI-PRR) was selected because it inquires about a 

variety of traumatic events, including past and present injuries, hospitalizations, domestic 

and community violence, disasters, accidents, and physical and sexual abuse.  The 

inventory is comprised of 24 yes/no/unsure items, and further questions examine whether 

the events involved a threat to the child’s physical integrity and whether the child’s 

response involved intense fear, helplessness or horror (Ippen, et al. 2002).  The TESI-

PRR’s psychometric properties are currently under examination, however, it is based on 

the well-established TESI (Ribbe, 1996), which is used widely as a self report screening 

instrument for older children.  This particular instrument was selected for the descriptive 

information it elicits.  While no variables will be taken from this measure and used in the 

analysis, of the 44 children who participated, 39 (88.6%) were found to have had a 

history of one or more traumatic events, characterized by physical, emotional or sexual 

abuse, or neglect.  

 
Procedures 

 
 Parents made an appointment to come to the Baylor University Psychology Clinic 

for either one three hour or two 1.5 hour sessions, according to their preference.  The first 
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90 minute session was dedicated to reading and signing of the informed consent (see 

Appendix A), and the administration of interviews (first the WMCI followed by the 

TIMB) to the caregiver.  The second 90 minute session involved the administration of 

five questionnaires (PLOCSF, BASC-2 PRS, R-IPA, TESI-PRR, RQ), filled out by the 

caregiver, while the child participated in the MacArthur Story Stem Battery and an IQ 

screener (WASI or K-BIT-2).  The parent and child also participated in the Marschak 

Interaction Method.  Data from the IQ screener, Marschak Interaction Method and 

MacArthur Story Stem Battery were not analyzed in this study but were given and 

interpreted for the purpose of a richer assessment and feedback report.  The order in 

which the questionnaires were given was randomly assigned.  

 In return for participation, subjects received a written summary and in-person 

feedback about the strengths, weaknesses and issues observed during their evaluations 

within two weeks, and $25 remuneration for gas mileage per child, and per visit to the 

laboratory.  In the event that parents were unable to attend the feedback session, written 

feedback was sent to the home and a telephone session was conducted to clarify the 

interpretation.  Participants completing the study were also entered in a raffle to win an 

iPod nano, and gift certificates to local restaurants.  

 
Measures 

The selection process of the battery began with a comprehensive literature review 

of measures related to attachment constructs.  Then, each was reviewed for 

appropriateness based on the aforementioned factors related to placement disruption in 

foster and adopted children.  Instruments that were restrictive in their definitions of 

attachment problems, such as questionnaires measuring Reactive Attachment Disorder, 
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were disregarded (see Appendix B).  Additionally, child self-report questionnaires were 

also disregarded because the participant pool is nine years and younger; the 

questionnaires selected were limited to parent report only as self reports with children 

under the age of eight are not viable.  Measures were then evaluated for administration 

time and ease of coding, in order to maximize the amount of information obtained in the 

shortest amount of time. 

 
Working Model of the Child Interview  

 The Working Model of the Child Interview is a structured interview that elicits 

information about the caregiver’s conceptualization of the child, and takes about one hour 

to administer.  Several studies have shown concurrent and predictive validity of the 

WMCI.  The initial study done by Zeanah, Benoit, Hirshberg, Barton & Regan in 1994 

indicated that a strong concurrent relationship existed between mothers’ WMCI 

classifications of their infants and the infants’ Strange Situation classifications in that 

69% of dyads were in agreement (kappa = .50).  A later study using the WMCI found that 

classifications predicted infant Strange Situation classifications in 74% of cases, and 

concordance between the WMCI and Strange Situation classifications over time was 

found to be 73%.  Interrater agreement has been found to range from .57 to .76 (Cohen’s 

ĸ) (Benoit, Parker & Zeanah, 1997; Zeanah, Benoit, Hirshberg, Barton & Regan, 1994).  

The interview was videotaped and then coded by a qualified rater who had been 

trained at Tulane University under the supervision of Drs. Charles Zeanah and Anna 

Smyke, and had reached satisfactory reliability (80% accuracy on twenty WMCI tapes).  

 Using the Zeanah, Benoit, Barton & Hirshberg (1996) system, the coder rated the 

eight narrative features of the WMCI, in addition to present affective tones, and then 
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made a determination on which classification and subclassification best fit the caregiver 

representation of the child.  The classifications (Balanced-Full, Balanced-Restricted, 

Balanced-Strained, Disengaged-Impoverished, Disengaged-Suppressed, Distorted-

Confused, Distorted-Distracted, Distorted-Role Reversed, Distorted-Self Involved) were 

converted into a continuous variable for the purpose of the analysis by placing each 

classification-subclassification pair on a ranked continuum of 1 to 5 with 5 being the 

classification deemed the least pathological, and 1 being the most pathological (see Table 

1).  For the purpose of this study, only the overall WMCI classifications and 

subclassifications will be used in the analysis.  

 
Table 1 

 
Continuum of WMCI categories/subgroups and predicted corresponding adult 

attachment patterns 
 

 

WMCI continuum 

 

RQ continuum: corresponding 

adult attachment pattern 

5- Balanced Full 4-Secure 

4- Balanced 

Strained/Restricted 

4-Secure 

3- Disengaged 

Suppressed 

3-Dismissing 

2- Distorted 2-Preoccupied 

1- Disengaged 

Impoverished 

1-Disorganized 
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This Is My Baby Interview 

The “This is My Baby Interview” (TIMB) was developed by Bates in 1998 to 

assess foster parents’ conceptualization of their foster children across the three 

dimensions of acceptance, commitment, and belief in influence (Bates & Dozier, 2002). 

The semi-structured interview takes approximately ten minutes to administer.  Using a 

five point Likert scale, the caregiver is rated on the three dimensions by a coder. 

Acceptance is operationalized as the degree to which a parent expresses positive feelings 

about the child, respect for the child’s individuality, and a sense of delight in caring for 

the child.  Commitment is defined as the extent to which a parent views the child as his or 

her own, invests emotionally in the child, and commits physical or emotional resources to 

the child’s development.  Belief in influence is conceptualized as the degree to which a 

parent believes he/she can influence the child’s psychological development in the present 

and also in the future.  

Ratings on these dimensions have been found to be useful in terms of predictive 

validity.  For example, Albus and Bates (1999) found that higher belief in influence 

scores were associated with higher levels of sensitivity during parent-child interaction. 

Additionally, Dozier and Lindheim (2006) found commitment to be a predictive factor in 

the stability of the relationship between caregiver and child, and higher levels of 

commitment associated with a greater likelihood of adoption or long-term placement. 

Separate coders have been found to rate two of the three dimensions reliably in studies 

using the TIMB.  Specifically, interrater reliability was found to be .90 for commitment 

and .89 for acceptance (Ackerman and Dozier, 2005; Lindheim & Dozier, 2007).  

Additionally, parents’ scores on each of the three dimensions have been found to be 
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stable over time.  Test-retest reliability over an 11-month period was found to be r=.61 at 

p <.01 (Lindheim & Dozier, 2007).   

Each TIMB interview was coded by two raters blind to other study variables who 

met research reliability criteria of 80% accuracy on a set of reliability tapes provided by 

the University of Delaware laboratory that developed the TIMB.  Both raters coded 32 

tapes, 20 of which were common to both coders.  Interrater reliability coefficients were 

0.81 for acceptance, 0.76 for commitment, and 0.71 for belief in influence.  Coders were 

blind as to which tapes were reliability tapes.  Scores were averaged, in the event of 

discrepancy between coders.  

 
Relationship Questionnaire 

The Relationship Questionnaire (Bartholomew & Horowitz, 1991) was selected as 

a parent self-report instrument for the purpose of assessing adult attachment within 

Bartholomew’s (1990) four category framework.  The Relationship Questionnaire (RQ) 

is a single item measure made up four short statements, each describing a prototypical 

attachment pattern in close adult relationships (secure, fearful, preoccupied, dismissing).  

Participants are asked to rate the extent to which they correspond to each statement on a 

seven point Likert scale.  Then, participants are asked to circle one of the four statements 

that best fits their relationship style and preferences.  RQ classifications were converted 

into a continuous variable for the purpose of the analysis by placing each classification on 

a continuum of 1 to 4 with 4 being the classification deemed the least pathological, and 1 

being the most pathological (see Table 1).   

While individual self reports about attachment style is not equivalent to the 

classifications derived from the AAI, the RQ was found to be related to attachment status 
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as measured by the AAI in that 81 % of women classified as secure by the AAI rated 

themselves as secure on the RQ.  It has a slight bias in favor of producing more secure 

attachment classifications, which is not surprising given the self-report nature of the RQ; 

for example, 42% of women found to be of the insecure attachment style identified 

themselves as an insecure classification on the RQ (Crowell, et al. 1999).  Attachment 

style identified by the RQ has been shown to be stable over an 8-month time period for 

63% for women and 56% for men.  Additionally, the reliability estimates of the four RQ 

classifications were around r=.50 (Scharfe & Bartholomew, 1994).  Within this study, 

Cronbach’s alpha was calculated as .70.  Despite some psychometric concerns, the RQ 

data collected from the caregivers’ seven-point Likert ratings will be helpful in 

establishing attachment classifications on a continuum rather than as categories. 

 
Parenting Locus of Control-Short Form 

The Parenting Locus of Control-Short Form (PLOCSF) was revised by Rayfield 

and Eyberg (1995) and is a twenty-five item questionnaire about locus of control in the 

parent-child dyad, which has been found to be associated with parenting style and other 

aspects of the parent-child relationship (Lovejoy, Verda, & Hays, 1997).  Parents rate 

their response to each item on a five point Likert scale, and the sum of their ratings is 

totaled to represent one factor.  Parents with clinically significant scores, designated by 

being one standard deviation (10.50) above the normative mean (55.50) have more 

externally focused locus of control and believe they have little impact on their children’s 

behavior and development, which in turn correlates with feelings of parental self-

efficacy, self-esteem, and parenting attitudes (Campis, Lyman, & Prentice-Dunn, 1986; 

Koeske & Koeske, 1992).  The questionnaires were scored by a trained psychology 
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undergraduate whom was blind to WMCI and TIMB variables.  The scorer reverse-

scored items 3, 5, 11, 19, 20, 21, 25 and then added all of the item scores together. If 

more than 3 items were left unanswered, the measure was deemed invalid. If three or 

fewer items were left unanswered, then those items received a score of three before 

summing the total score.  Despite numerous attempts to obtain reliability and validity 

data in Rayfield and Eyberg’s 1995 paper, the information was unavailable from the 

authors.  For this administration, however, Cronbach’s alpha was found to be .82.  

 

Behavioral Assessment System for Children, Second Edition, Parent Rating Scales 

Because regulatory and behavioral problems in the child are indicated in the 

disruption and dissolution of adoptions, and generally cause a great deal of stress in the 

dyad, the Behavior Assessment System for Children, Second Edition, Parent Rating 

Scales (BASC-2 PRS) were selected as part of this battery.  This questionnaire, which 

ranges from 134 items (for preschool) to 160 items (for ages 6-11) in length, asks parents 

to rate their impressions and observations of their child’s behavior on a four point Likert 

scale from never seen to almost always seen.  The resulting clinical profile provides 

information about eight clinical subscales (hyperactivity, aggression, anxiety, depression, 

somatization, atypicality, withdrawal, attention problems), three composite scales 

(externalizing problems, internalizing problems, and a behavioral symptoms index), 

seven content scales (anger control, bullying, developmental social disorders, emotional 

self-control, executive functioning, negative emotionality, and resiliency) and an adaptive 

profile including four subscales (adaptability, social skills, activities of daily living, and 

functional communication) and an adaptive skills composite scale, in the form of T 

scores.  The advantage to the BASC-2 over other parent report questionnaires is that in 
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addition to its superb reliability and validity, it also has a lie scale embedded, and has 

been normed on a variety of populations.  Internal consistency has been shown to be .90 

to .95 for PRS composites and .80 to .86 for scales.  Test-retest reliability has been shown 

to be .84 to .91 for PRS composites and .77-.84 for scales.  Interrater reliability has been 

shown to be .71 for PRS composites and from .69 to .74 for scales.  This instrument has 

the ability to give maximal data in a minimal amount of time about behavior, regulation, 

and clinical symptoms present in children (Kamphaus & Reynolds, 2004). 

For the purpose of this study, the T scores of the four composite scales 

(Internalizing, Externalizing, Adaptive Skills, Behavior Symptom Index) and three of the 

content scales (Anger Control, Emotional Control and Executive Functioning) will be 

used for the analysis, as they represent variables most closely related to attachment 

constructs.  The BASC-2 scores were computed using the ASSIST software (Kamphaus 

& Reynolds, 2004) by a trained psychology undergraduate who was blind to WMCI and 

TIMB variables.  Cronbach’s alpha was calculated to be .83 for the preschool version, 

and .93 for the ages 6-11 version.  

 
Revised Inventory of Parent Attachment 

The Revised Inventory of Parent Attachment was derived from the Inventory of 

Parent and Peer Attachment (IPPA) (Armsden & Greenberg, 1987).  Johnson, Ketring, 

and Abshire (2003) rewrote the items from the adolescent version of the IPPA so that 

parents could complete a questionnaire about their attachment relationships to their 

children.  While the questionnaire has been primarily used with parents of adolescents, it 

appears to have relevance to parents of younger children as well, because internal 

working models of parents and children interact well before children reach adolescence.  
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Internal consistency of the three scales ranges from .86 to .91.  Test-retest reliability over 

a three-week period was found to be .93.  Parents rate their response to each item on a 

five point Likert scale.  In this study, Cronbach’s alpha was found to be .77.  

Five items were added to the original IPPA in order to enhance validity, making 

the RIPA a thirty item questionnaire.  However, only the first twenty-two items were 

found to cluster into two factors: items 1 through 16 make up the first factor of 

trust/avoidance, while items 17 through 22 make up the second, communication factor. In 

the present study, the R-IPA was scored in accordance with the article published by 

Johnson, Ketring, and Abshire in 2003, and mean scores were calculated for each of the 

two factors by a trained psychology undergraduate blind to WMCI and TIMB variables.   

 
Statistics 

Nonparametric tests (Kruskal-Wallis and chi-square) were used to assess the 

differences in scores between caregiver classifications on the WMCI and the 

variables measured by the screening interview and questionnaires.  These particular 

statistical tests were selected due to the presence of a small sample size, ranked, 

categorical data values (WMCI and RQ), and the fact that the data are not normally 

distributed.  RQ and WMCI data were analyzed using a chi-square analysis.  A multiple 

comparisons procedure was calculated post hoc for significant Kruskal-Wallis findings 

(Siegel & Castellan, 1988).  Following this analysis, the RQ Likert data were transformed 

into one score by summing the Likert ratings after the Secure paragraph rating was 

reverse-scored.  Then, a oneway ANOVA was utilized to investigate the differences 

between WMCI groups for all variables (Kirk, 1995). Finally, a pairwise correlation 

analysis was conducted with the questionnaire variables from BASC-2, PLOCSF, R-IPA, 
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TIMB, and RQ using the Pearson Product-moment correlation in order to discern whether 

or not screening variables were related to one another.   All statistical computations were 

performed using JMP 7 (SAS Institute, Inc, Cary, NC, USA) and SAS 9.2 (SAS Institute, 

Inc, Cary, NC, USA). 
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CHAPTER THREE 

 
Results 

 
 

Of the 43 caregivers who participated, 11 were classified as Distorted, 6 were 

classified as Disengaged-Suppressed, 13 were classified as Balanced-Strained/Restricted, 

and 13 were classified as Balanced-Full on the WMCI.  No caregivers in this sample 

were classified as Distorted-Impoverished, thus only four categories of the WMCI were 

utilized in the analysis to compare with the other variables.  

 
Univariate Analyses 

 
Table 2 shows significant differences between the medians of the four WMCI 

categories by the variables measured by the TIMB, PLOCSF, RIPA, and BASC-2.  

Specific p values for nonsignificant results noted in Table 2 can be found in Appendix 

C.1.  Analysis of the RQ data by WMCI resulted in a Mantel-Haenszel Chi-Square value 

of 0.73, p= 0.39.  See Appendix D.1 for a breakdown of frequencies and percentages of 

WMCI by RQ categories.  

Table 3 shows significant differences between the means of the four WMCI 

categories by variables based on the oneway ANOVA analysis.  Specific p values for 

nonsignificant results noted in Table 3 can be found in Appendix E.1.  
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Table 2 
 

Differences between median scores across variables for Balanced-Full, Balanced-
Strained/Restricted, Disengaged-Suppressed, and Distorted caregivers  

 
Measure Variable WMCI Classification Chi-square, p 

  Distorted Disengaged-

Suppressed 

Balanced-

Strained/ 

Restricted 

Balanced-

Full 

 

TIMB Acceptance 4 3 3.5 4 ns 

 Commitment 4 3.25 3.75 4 ns 

 Belief in 
influence 
 
 

3 2.375 2.5 2.5 ns 

PLOCSF Locus of control 62 47 46 52 8.22, p= 0.04* 

RIPA Trust/avoidance 3.87 4 4.19 4.06 ns 

 Communication 2.33 1.83 2 2 ns 

BASC-2 Adaptive Skills 43 47.5 41 47 ns  

 Behavioral 
Symptoms Index 
 

65 50 59.5 61 ns 

 Externalizing 
Symptoms 
 

67 52.5 59 61 ns 

 Internalizing 
Symptoms 
 

59 47.5 52 55 ns 

 Anger Control 64 50 57 56 ns 

 Emotional Self-
Control 
 

61 44.5 53 56 ns 

 Executive 
Functioning 

69 46.5 58.5 58 ns 

*p<.05 
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Table 3 

 
Differences between means for Balanced-Full, Balanced-Strained/Restricted, 

Disengaged-Suppressed, and Distorted caregivers across variables 
 

Measure Variable WMCI Classification F, p 
  Distorted Disengaged-

Suppressed 
Balanced-
Strained/Restricted 

Balanced-
Full 

 

TIMB Acceptance 3.96 3.17 3.46 3.73 ns 
 Belief in 

influence 
2.86 2.54 2.27 2.71 ns 

 Commitment 3.98 2.96 3.85 3.94 2.96, 
p=0.04* 

RIPA Trust/avoidance 3.90 4.00 4.12 4.10 ns 
 Communication 2.58 1.75 1.99 2.19 ns 
PLOCSF Locus of 

Control 
59.82 49.00 48.82 51.69 ns 

BASC-2 Adaptive Skills 41.64 45.83 42.83 45.77 ns 
 Behavioral 

Symptoms 
Index 

61.55 50.00 60.83 59.31 ns 

 Externalizing 
Symptoms 

59.82 52.67 62.31 61.62 ns 

 Internalizing 
Symptoms 

56.55 44.67 57.69 55.85 ns 

 Anger Control 58.91 49.33 58.92 57.69 ns 
 Emotional Self-

Control 
59.46 46.50 57.62 58.54 ns 

 Executive 
Functioning 

60.82 48.00 60.83 58.77 ns 

RQ Attachment 
Style 

10.36 11.17 12.15 11.38 ns 

*p<0.05 
 

Variables that May Differentiate WMCI Classifications 

Commitment.  The variable of Commitment distinguished between WMCI 

classification groups at the .05 significance level, based on oneway ANOVA findings. 

Caregivers classified as Disengaged-Suppressed showed markedly lower scores on 

Commitment scale of the TIMB, compared to caregiver scores from other WMCI 

classifications as predicted (Figure 1).  
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Figure 1. Box plots of Commitment scores for each WMCI classification. 

 
 

Post hoc pairwise comparisons of WMCI groups were computed using Tukey-

Kramer HSD, revealing that the Disengaged-Suppressed group is significantly different 

from Balanced-Full and Distorted groups, but not Balanced-Strained/Restricted (see 

Table 4). 

 

Locus of Control.  The variable of Locus of Control, as measured by the 

PLOCSF, distinguished between the four WMCI groups at the .05 level of significance 

using the Kruskal-Wallis test.  As shown in Figure 2, caregivers classified as Distorted 

evidenced significantly higher scores on the PLOCSF, indicating an externally focused 

locus of control when relating to their children as predicted.  
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Table 4 

 
Mean comparisons of WMCI groups by Commitment using Tukey Kramer HSD 

 
WMCI  Mean Subset 

Distorted 3.98 A 
Balanced-Full 3.94 A 

Balanced-
Strained/Restricted 

3.85 AB 

Disengaged-Suppressed 2.96 B 
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Figure 2.  Box plots of Locus of Control scores for each WMCI classification. 
 

Post hoc pairwise comparisons of WMCI groups computed using a multiple 

comparison procedure detailed in Siegel and Castellan’s 1988 work revealed that the 

Distorted group significantly differed from the Balanced-Strained/Restricted group only 

(see Table 5).  
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Table 5 
 

Post hoc analysis of comparisons between WMCI groups 
 

Comparison Difference between 
average rankings 

Critical value Significant difference 
between groups 

Distorted v. 
Disengaged-Suppressed 

13.28 15.61 No 

Distorted v. Balanced-
Strained/Restricted 

13.18 13.11 Yes 

Distorted v. Balanced-
Full 

9.09 12.60 No 

Disengaged-Suppressed 
v. Balanced-

Strained/Restricted 

0.10 15.61 No 

Disengaged-Suppressed 
v. Balanced-Full 

4.19 15.18 No 

Balanced-
Strained/Restricted v. 

Balanced-Full 

4.09 12.60 No 

 

Internalizing Symptoms.  The variable of Internalizing Symptoms did not emerge 

as statistically significant in distinguishing between WMCI groups.  However, it appears 

that there may be a trend in the opposite direction as predicted.  Caregivers classified as 

Disengaged-Suppressed on the WMCI were found to have somewhat lower scores on the 

Internalizing Symptoms scale of the BASC-2 than the other three groups (see Figure 3).  

 
Pairwise Correlation Comparisons between Variables 

Pearson Product-moment correlation coefficients were calculated for comparisons 

between all screening measure variables.  Table 6 shows all pairwise comparisons that 

were significant at the .05 level.  
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Figure 3. Box plots of Internalizing Symptoms scores for each WMCI classification. 

 
 

Table 6 
 

Significant Pairwise Correlations of Screening Variables 
 

Variable (Measure) By Variable 
(Measure) 

Correlation p-value 

Trust/avoidance  
(R-IPA) 

Externalizing (BASC-2) -0.58 0.0004 

 Internalizing (BASC-2) -0.35 0.02 
 Behavioral Symptoms Index 

(BASC-2) 
-0.51 0.0006 

 Adaptive Skills (BASC-2) 0.49 0.0009 
 Anger Control (BASC-2) -0.59 <.0001 
 Emotional Self Control (BASC-2) -0.54 0.0002 
 Executive Functioning (BASC-2) -0.50 0.0007 
 Belief in Influence (TIMB) -0.31 0.04 
Locus of Control 
(PLOCSF) 

Externalizing (BASC-2) 0.46 0.0028 

 Internalizing (BASC-2) 0.41 0.0081 
 Behavioral Symptoms Index 

(BASC-2) 
0.46 0.0024 

 Adaptive Skills (BASC-2) -0.48 0.0016 
 Anger Control (BASC-2) 0.52 0.0004 
 Emotional Self Control (BASC-2) 0.48 0.0017 
 Executive Functioning (BASC-2) 0.53 0.0004 
 Trust/avoidance (R-IPA) -0.63 <.0001 
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CHAPTER FOUR 
 

Discussion 
 
 

The results of this study indicate that the screening measures selected for the 

purpose of identifying risk factors in foster and adoptive dyads do not capture the same 

material as the WMCI.  The variables of commitment and locus of control from the 

measures TIMB and PLOCSF, respectively, may differentiate between some WMCI 

groups.  While the fourteen variables from the selected screening battery in this study did 

not capture major aspects of the WMCI, delineating between healthy and unhealthy 

caregiver-child relationship dynamics through the use of screening measures is worthy of 

further investigation because it would be helpful for adoption and foster care agencies in 

assessing placements.   

The variable of commitment is crucial to determining caregiver emotional 

investment in a child and his or her development.  Low caregiver commitment scores on 

the TIMB interview (3 and lower) would appear to be useful signals to alert evaluators to 

emotional detachment and decreased attunement to the child characteristic of the 

Disengaged-Suppressed category.  Likewise, Disengaged-Suppressed caregivers 

evidenced somewhat lower Internalizing Symptoms scores on the BASC-2, albeit this 

observation was not statistically significant.  It appears that Disengaged-Suppressed 

caregivers may tend to endorse fewer concerns about anxiety and depression in their 

children than their Distorted and Balanced counterparts.  However, nearly 90% of the 

child participants in this study had known trauma histories, and it seems possible that the 

internalizing symptoms of the children of Disengaged caregivers went unnoticed.  Further 
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investigation of the BASC-2 with perhaps a larger sample size might clarify whether or 

not significant differences exist between caregivers with regard to Internalizing 

Symptoms.  

This trend is consistent with previous research indicating that Disengaged 

caregivers are less attuned to their children’s emotional states and inner worlds than 

Distorted and Balanced types of caregivers (Zeanah, 2007).  Lacking emotional 

attunement and low commitment to foster/adopted children denote significant risk factors 

for stability in foster and adoptive placements, and for insecure attachment outcomes.  

This study provides modest support for the notion that the TIMB and perhaps the BASC-

2 have future utility in detecting Disengaged features of caregiver representations of their 

children.  

The variable of Locus of control distinguished Distorted caregivers from the 

Balanced classifications in that Distorted caregivers rated higher on external locus of 

control on the PLOCSF.  This finding is also consistent with previous research indicating 

that Distorted caregivers have more difficulty with abdication of their authority and with 

maintaining appropriate parental boundaries with their children.  These caregivers are 

likely to feel confused by their childrens’ emotional responses and needs, and may tend 

to respond with a great deal of intensity because of their own emotional distress.  

Distorted representations also present significant risk for the caregiver-child dyad and 

stabilization of the foster/adoptive placement in that parental boundary problems and 

dysregulation are pathological patterns, which in turn foster attachment insecurity in 

children that they are not equipped to overcome.   
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While the original screening battery was not able to capture as much of the 

WMCI as was initially hoped, based on these findings the TIMB and PLOCSF may 

provide important information about the high risk categories of Distorted and 

Disengaged-Suppressed.  There were no caregivers in this study who were classified as 

Disengaged-Impoverished, the most pathological classification-subclassification of the 

WMCI, and therefore no conclusions can be drawn about this category.  Interestingly, 

two out of the these three variables described caregiver contributions to the dyadic 

relationship, rather than child contributions.  The BASC-2 may be more useful in 

eliciting descriptive information about the child’s emotional/behavioral strengths and 

weakness than assessing the dyadic functioning.  The salience of caregiver characteristics 

in this study seems to provide more support for the notion that caregivers and their styles 

are more influential than child contributions in determining the functioning of a parent-

child dyad.  Further evaluation of caregiver characteristics as part of the assessment of 

dyadic functioning is clearly warranted.   

The use of the RQ to measure general adult attachment patterns may have been a 

poor choice given its face valid presentation, and the fact that social desirability bias may 

have encouraged caregivers to select the secure attachment style description because it 

appeared the most positive of the four options.  The WMCI and TIMB are more protected 

from this bias due to their somewhat projective nature; the characteristics of the 

caregivers’ narratives are more salient to coding than the overt content.  It may have been 

beneficial to select a less simplistic measure of general adult attachment style (such as the 

Adult Attachment Scale) with less face validity and potential for response bias; however, 

issues of response time, participant fatigue, and necessity of general adult attachment 
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style information would have to be weighed.  It may be that a caregiver’s general 

attachment style is not particularly useful in evaluating of caregiver-child functioning in 

adoption and foster placements.  Rather, the caregiver’s specific representation of and 

feelings toward a particular child may be the most relevant information that needs to be 

attained by an evaluator.  It may be that the WMCI is such a rich instrument in capturing 

this specific information that it is difficult to break it down into variables encapsulated in 

existing screening measures.   

Small sample size was a definite limitation of this study and it obviously 

contributed to the failure to detect significant findings that may have otherwise emerged.  

Given the specific nature of the participants needed, it was difficult to forecast how many 

caregiver-child dyads would be available in the central Texas region.  Thus, the sample 

size became dictated by availability rather than power. It might be fruitful to attempt to 

replicate this study with a larger sample size so as to increase power.  With respect to the 

study’s design, it is likely that the order of the interviews could have limited the richness 

of detail elicited from the TIMB because the WMCI, which is significantly lengthier, was 

administered first.  Caregivers may have become fatigued by the time the TIMB was 

completed and subsequently, given the similarity of questions, may have limited their 

responses.   

 There is considerable overlap in characteristics between Balanced-Full, Balanced-

Strained and Balanced-Restricted classifications on the WMCI.  Taken together with the 

study’s small sample size, it might have been more beneficial to group Balanced 

classifications together and compare the three main WMCI groups rather than break them 
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down by subclassification.  There may be merit in factor analyzing the nine subscales that 

comprise the WMCI to see if clear cut dimensions emerge.  

 Clinical information derived from assessment of attachment in foster and 

adoptive dyads facilitates the generation of specific, tailored intervention and support 

recommendations that serve to preserve and improve the relationship context.  The 

ultimate hope for this study was to make both research and clinical contributions to foster 

and adoption communities and ultimately enhance our understanding and utilization of 

assessment with these families.  The current study fulfilled the task of making clinical 

contributions to the way foster and adoption agencies utilize psychological evaluations by 

assessing dyadic functioning.  However, this study was not able to establish the utility of 

the selected screening battery as a replacement for the WMCI.  
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APPENDIX A 
 

Certification of Informed Consent 
 
 
 This form asks for your consent to participate in a psychological experiment.  You 
will be asked to complete two interviews, participate in a series of play tasks, and fill out 
five questionnaires about you and your child. Your child will be asked to make up 
narrative stories in response to a prompt, which consists of the beginning of a simple 
story about familiar events for most children. This experiment consists of one or two 
sessions, depending on your preference for one 3 hour session or two 90 minute sessions. 
The entirety of the experiment’s tasks will be videotaped. This experiment provides 
minimal risk, and it is unlikely that there are any physical risks involved in the study 
given that subjects will be seated in order to answer questions or perform simple play 
tasks. However, there is the rare possibility of psychological distress as a result of the 
emotional aspects to the questions being asked in the interviews and questionnaires. You 
will be asked to think about and articulate your feelings about your child and your 
relationship, which may be distressing for some individuals.  However, the interviews 
and questionnaires have been used in many studies and the potential risks involved have 
not been found to have lasting sequelae. There is also a rare possibility that you child will 
experience psychological distress while telling stories.  Again, the story task has been 
used in many studies and children your child’s age typically find the stories interesting 
and fun to do.  
 Your participation is fully voluntary and if at any time you choose not to 
participate you will be able to end your participation without any penalty or loss of 
benefits to which you are otherwise entitled.  By participating you will not only gain 
experience at participating in a scientific experiment, but you will also receive written 
feedback in the form of a report detailing the strengths within your relationship with your 
child.  The report may be reviewed with you by one of the administrators in person. In 
the event that you are unable or unwilling to return to Baylor’s campus to receive written 
feedback, it will be possible to receive feedback on the phone and be mailed a copy of the 
report. This window of observation on the relationship between child and caregiver may 
also illuminate challenges, in addition to strengths, which may result in suggestions that 
may be used to enhance the relationship. You may also receive referrals to appropriate 
mental health practitioners should you request further information about mental health 
services. You will also receive remuneration for mileage in the form of gas money, 
depending on how many times they traveled to Baylor to participate ($25 for one session, 
$50 for two sessions). If you and your child complete the study, you will be given an 
opportunity to enter a raffle to win either an ipod nano video or one of four $25 gift cards 
to T.G. I. Friday’s. The raffle will be held at the conclusion of data collection, which is 
estimated to be between the end of April and early June.  
 The principal investigator of this experiment is Diana Whitney Schofield, a fourth 
year graduate student in the department of Psychology and Neuroscience in the Clinical 
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Psychology Program.  Diana has observed other experiments similar to this one, and has 
received extensive training in the interviews that will be administered.  She has also read 
several articles in the field of psychology.  You may reach her at 254-498-7794 or by 
email at Diana_Schofield@baylor.edu.  
 The faculty advisor of this experiment is Helen E. Benedict, PhD, a professor in 
the Psychology and Neuroscience department.  She has published extensively as well as 
delivered several scientific presentations regarding child development.  She has 
conducted as well as supervised many experiments in this field.  Dr. Benedict can be 
reached at 254-757-0535. 
 If you have any questions regarding your rights as a subject, or you have other 
questions regarding your participation as a subject, contact Baylor University Committee 
for Protection of Human Subjects in Research, Matthew S. Stanford, Chair, Baylor 
University, One Bear Place #97334, Waco, TX 76798-7334.  Dr. Stanford’s phone 
number is (254) 710-2961. 
 
I have read and understood this form, am aware of my rights as a participant, and have 
agreed for myself and my child to participate in this experiment.  By signing this I 
acknowledge that I am 18 years of age or older. Further, by signing this I acknowledge 
that I have been given a copy of this consent form for my own records.  
 
 
 
________________________________________________________________________ 
Printed name and signature 
 
 
_____________________  _________________________________________ 
Date     Name and birth date of your child



 
 

 

APPENDIX B 
 

Table B.1 
 

Literature Review of Attachment-related Assessment Instruments 
 
 

 

Instrument Source Respondent Dimensions assessed 
Limi-
tations* 

Questionnaires     

Attachment Disorder Assessment 
Scale-Revised  Ziegler, 2004 Parent of child 3-18yrs 

Developmental history, quality of 
relatedness with significant others, and 
personality characteristics 

1 

Behavioral Rating Form- Revised Hughes & Pugh, 1984 4-6 yrs Self esteem 1 
Brief Attachment Screening 
Questionnaire 

vanIJzendoorn,  in 
development Parent or observer Child's use of parent as secure base 

2 

Childhood Experience of Care and 
Abuse Questionnaire 

Bifulco, Bernazzini, Moran & Jacobs, 
2005 

Adult retrospective on 
adolescence 

Physical, sexual, and emotional abuse; 
physical and emotional neglect 

3 

Child Rearing Inventory Scale Brestan & Eyberg, 2003 Parents Parental tolerance of child misbehavior 1 
Childhood Trauma Questionnaire- 
Short Form Bernstein et al. 2003 Adolescents 

Physical, sexual, and emotional abuse; 
physical and emotional neglect 

3 

Colorado Parental Child Rearing 
Scale George & Bloom, 1997 Older adolescents 

Parental affection, punitiveness, control, 
and lax discipline. 

3 

Family Adaptability and Cohesion 
Evaulation Scale-4th Edition  Olson & Gorall, 2006 Age 12 + Cohesion, flexibility, family functioning 

3 

Inventory of Parent and Peer 
Attachment Armsden, Greenberg, 1987 Older adolescents Trust, communication, alienation 

3 

Inventory of Parent and Peer 
Attachment-R for Children Gullone, 2005 9-15 yrs Trust, communication, alienation 

3 

 
 
    

 

  (table continues) 
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Instrument Source Respondent Dimensions assessed 
Limi-
tations* 

Life Experiences Survey Sarason, Johnson, & Siegel, 1978 Adults 
Positive and negative life events and self 
report rating of severity of stress 

3 

Parental Bonding Instrument Parker, Tupling, & Brown, 1979 Retrospective; 16 yrs + 
Affectionate constraint, optimalv. 
neglectful parenting, affectionless control 

4 

Parenting Stress Index- third 
edition 

 
Abidin, 1995 

 
Parents of children 0-12 
yrs 

Distractibility/Hyperactivity, 
Adaptability, Reinforces Parent, 
Demandingness, Mood, and 
Acceptability. Competence, Isolation, 
Attachment, Health, Role Restriction, 
Depression, and Spouse 

 
4 

 
Randolph Attachment Disorder 
Questionnaire 

 
Randolph, 2000 

 
5-18 yrs Avoidant, anxious attachments 

 
1 

Relationship Problems Checklist  Lieberman, Wieder, Fenichel, 1997 Therapist 
Behavior quality, affective tone, 
psychological involvement 

5 

Strengths and Difficulties 
Questionnaire 

Bourdon, Goodman, Rae, Simpson, 
& Koretz, 2005 4 to 17 yrs 

Emotional, conduct, hyperactivity-
inattention, peer relationship, and 
behavioral sx/problems 

1 

Social Competence and Behavior 
Evaluation Scale LaFreniere &Dumas, 1995 2.5 to 6 yrs 

social competence, affective expression, 
adjustment 

4 

Trauma Symptom Checklist for 
Children Briere, 1996 8-16 yrs 

anxiety, depression, traumatic stress, 
anger, dissociation, sexual concerns 

1 

Interviews         

Adult Attachment Interview George, Kaplan, Main, 1996 Adults 

parental behavior: loving, rejecting, 
neglecting, involving, pressuring; state of 
mind: idealization, insistence on lack of 
recall, active anger, derogation, fear of 
loss, metacognitive monitoring, and 
coherence of mind 

4 

Attachment Interview for 
Childhood and Adolescence Ammaniti, et al. 1990 10-14 yrs rejection, idealization, coherence 

3 
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  6058  Instrument Source Respondent Dimensions assessed 
Limi-
tations 

Childhood Experience of Care and 
Abuse Interview 
 Bifulco, 1997 

adult retrospective on 
adolescence 

physical, sexual, and emotional abuse; 
physical and emotional neglect 
 

3 

Children's Impact of Traumatic 
Events Scale Wolfe, et al. 1991 8-16 yrs 

PTSD symptoms, Social Reactions, 
Abuse Attributions, and Eroticism 

3 

Friends and Family Interview 
 
Steele & Steele, 2003 

 
8-12 yrs old 

 
 
coherence, reflective functioning, 
evidence of secure-base availability, self-
esteem, peer relations, anxiety  

 
4 

 
Insightfulness Assessment 

 
Oppenheim & Koren-Karie, 2002 

 
Parents 

 
insight into child's motives, complexity in 
description of child, and 
opennes/flexibility of thought 

4 

 
 
 
Parent Attachment Interview Bretherton, Lambert, & Golby, 2005 Parents 

affection/closeness, 
socialization/discipline, 
companionship/play 
 

4 

 
 
 
 
Parent Development Interview Aber, Slade, Berger, Bresgi, & 

Kaplan 1985 Parents 

Parent anger, neediness, separation 
distress, guilt, joy and pleasure, and sense 
of competence and efficacy, and child 
anger, separation distress, and 
dependence–independence, general 
coherence and richness of perception 

4 

 
Interactional/Behavioral 
Observations         
Attachment Q Sort Waters, 1995 1-5 yrs security of attachment and dependency 6 

Attachment Story Completion Bretherton, & Ridgeway, 1985 3 to 6 yrs 
emotional openness, coherence, quality 
and creation of story resolution 4 

CARE-Index  Crittenden, 1979 0-15 mo./ 15 mo.-3 yrs 
sensitivity, covert and overt hostility, and 
unresponsiveness 3 

Crowell procedure Crowell & Feldman, 1988 12-54 months 

dyad's comfort level with one another, 
affection, familiarity with play, and fun 
orientation versus task-orientation 3 

(table continues) 
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*Limitations key: 1= too narrowly focused; 2= in development; 3= inappropriate ages; 4= better measures available; 5= no norms 
or reliability/validity data available; 6= too costly 

Instrument 
 
Source 

 
Respondent 

 
 
Dimensions assessed 

 
Limi-
tations* 

Manchester Child Attachment 
Story Task  

Green, Stanley, Smith & Goldwyn, 
2000 4-8 yrs 

attachment-related behaviors, narrative 
coherence, disorganized phenomena, 
bizarreness of narrative content 4 

Maternal Sensitivity Scales  Ainsworth , 1969 Infants and young children 
sensitivity/insensitivity, 
cooperation/interference 1 

Parent infant relationship global 
assessment scale  

Lieberman, Wieder, & Feinichel, 
1997 0-3 yrs 

intensity, frequency and duration of 
relationship difficulties in the dyad 5 

Separation Anxiety Test-Revised 
Version Wright, et al. 1995 8-12 yrs 

emotional openness, coherence, 
dismissing/devaluing, self-blame, 
resistance/witholding, preoccupied anger, 
displacement of feelings, anxiety 3 

 
Strange Situation Procedure 

 
Ainsworth, 1978 

 
9 months- 4 yrs 

 
interactive behaviors with mother: 
proximity seeking, contact maintaining, 
avoidance, resistance; interactive 
behaviors with stranger: resistance, 
distance interaction; exploratory behavior: 
locomotion and manipulation; crying 

 
6 

61



 
 

62 
 

 
 
 

APPENDIX C 
 

Table C.1 
 

Differences between medians for Balanced-Full, Balanced-Strained/Restricted, 
Disengaged-Suppressed, and Distorted caregivers across nonsignificant variables 

 
Measure Variable WMCI Classification Chi-

square, p 
  Distorted Disengaged-

Suppressed 
Balanced-
Strained/Restricted 

Balanced-
Full 

 

TIMB Acceptance 4 3 3.5 4 3.9148, 
p=0.2708 

 Belief in 
influence 

3 2.38 2.5 2.5 1.7238, 
p=0.6316 

 Commitment 4 3.25 3.75 4 7.7158, 
p=0.0523 

RIPA Trust/avoidance 3.87 4 4.19 4.06 1.1925, 
p=0.7548 

 Communication 2.33 1.83 2 2 5.0792, 
p=0.1661 

BASC-2 Adaptive Skills 43 47.5 41 47 1.8879, 
p=0.5960 

 Behavioral 
Symptoms 
Index 

65 50 59.5 61 3.6073, 
p=0.3071 

 Externalizing 
Symptoms 

67 52.5 59 61 2.3521, 
p=0.5026 

 Internalizing 
Symptoms 

59 47.5 52 55 7.2232, 
p=0.0651 

 Anger Control 64 50 57 56 2.5012, 
p=0.4751 

 Emotional Self-
Control 

61 44.5 53 56 5.0006, 
p=0.1718 

 Executive 
Functioning 

69 46.5 58.5 58 3.9689, 
p=0.2648 
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APPENDIX D 
 

Table D.1 
 

Frequencies (and percentages) of WMCI classifications by RQ classifications 
 

WMCI RQ 
 Disorganized Preoccupied Dismissing Secure Total 

Distorted 1 (2.63) 0 (0.00) 3 (7.89) 6 (15.79) 10 (26.32) 
Disengaged-
Suppressed 

0 (0.00) 1 (2.63) 1 (2.63) 3 (7.89) 5 (13.16) 

Balanced-
Strained/Restricted 

1 (2.63) 0 (0.00) 1 (2.63)  9 (23.68) 11 (28.95) 

Balanced-Full 3 (7.89) 0 (0.00) 0 (0.00) 9 (23.68) 12 (31.58) 
Total 5 (13.16) 1 (2.63) 5 (13.16) 27 

(71.05) 
38 

(100.00) 
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APPENDIX E 
 

Table E.1 
 

Differences between means for Balanced-Full, Balanced-Strained/Restricted, 
Disengaged-Suppressed, and Distorted caregivers across variables 

 
Measure Variable WMCI Classification F, p 
  Distorted Disengaged-

Suppressed 
Balanced-
Strained/Restricted 

Balanced-
Full 

 

TIMB Acceptance 3.96 3.17 3.46 3.73 1.67, 
p=0.19 

 Belief in 
influence 

2.86 2.54 2.27 2.71 0.91, 
p=0.45 

 Commitment 3.98 2.96 3.85 3.94 2.96, 
p=0.04* 

RIPA Trust/avoidance 3.90 4.00 4.12 4.10 0.52, 
p=0.67 

 Communication 2.58 1.75 1.99 2.19 2.45, 
p=0.08 

PLOCSF Locus of 
Control 

59.82 49.00 48.82 51.69 2.70,  
p=0.06 

BASC-2 Adaptive Skills 41.64 45.83 42.83 45.77 0.49, 
p=0.70 

 Behavioral 
Symptoms 
Index 

61.55 50.00 60.83 59.31 1.08, 
p=0.37 

 Externalizing 
Symptoms 

59.82 52.67 62.31 61.62 0.63, 
p=0.60 

 Internalizing 
Symptoms 

56.55 44.67 57.69 55.85 1.22, 
p=0.32 

 Anger Control 58.91 49.33 58.92 57.69 0.70, 
p=0.56 

 Emotional Self-
Control 

59.46 46.50 57.62 58.54 1.29, 
p=0.29 

 Executive 
Functioning 

60.82 48.00 60.83 58.77 1.46, 
p=0.24 

RQ Attachment 
Style 

10.36 11.17 12.15 11.38 0.21, 
p=0.89 

*p<0.05 
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