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Abstract
Attachment theory helps to explain psychopathology, however the clinical applications of
such theory within the treatment of child mental health problems are limited. This dissertation
aimed to address critical gaps within the translation of attachment and family systems theory
into clinical assessment and psychological treatment for child psychopathology. This
involved the development and evaluation of Attachment-focused Family Therapy (AFT),
using both quantitative and qualitative methods. AFT is the latest adaptation of an existing
intervention, Behaviour Exchange Systems Therapy (BEST). The first empirical study
outlines the development of AFT’s assessment protocol comprising of a discourse-based
coding system, the Caregiver Attachment Discourse Scale (CADS), which is applied to an
attachment-based interview for caregivers. Based on a selection of interview transcripts (N =
10), interrater reliability data are presented, with analysis indicating good to excellent
reliability. The second empirical study evaluated the efficacy of AFT compared to cognitive
behavioural therapy (CBT) in a single-blind pilot randomised controlled trial at a communitybased clinic, for children experiencing internalising and externalising problems and their
families (N = 30). Findings indicated that AFT elicited significantly greater improvements in
internalising (d = 0.85) and externalising symptoms (d = 0.85), relative to controls
(internalising d = 0.56; externalising d = 0.52), in addition to improved caregiving behaviours
and family functioning. The final study presents translational research, whereby exploration
of facilitators and barriers to the dissemination of AFT occurred through interviewing child
and family therapeutic services in the community (N = 6). Qualitative analysis revealed broad
acceptability of the treatment and enthusiasm of agencies to implement AFT, alongside
several key barriers at client, clinician, and organisational levels. Altogether, the implications
of our overall findings underscore the value of applying attachment and family systems
theory within the assessment and treatment of child psychopathology.
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Introduction and Dissertation Overview
Attachment theory emphasises the significance of early relational experiences in
shaping an individual’s psychological and socioemotional development (Bowlby, 1969;
DeKlyen & Greenberg, 2016). In line with this notion, researchers have developed numerous
attachment-based interventions (ABIs), with robust evidence of benefits in improving the
attachment security of children and enhancing parental sensitivity (Bakermans-Kranenburg et
al., 2003; Facompre et al., 2017). More recently, focus has been shifted to the utility of ABIs
for targeting childhood psychopathology (Allen et al., 2014; Harden et al., 2021). Evidencebased, attachment-focused approaches for child mental health problems are particularly
appealing given the growing concern raised around the limited effectiveness of currently
recommended first-line treatments for child internalising and externalising problems (FortiBuratti et al., 2016; NICE, 2019bb; van Aar et al., 2017). Within this context, the current
dissertation outlines the continued development and evaluation of an attachment-focused
family-based intervention model, Behaviour Exchange Systems Therapy (BEST).
Grounded within systems theory treatment concepts (Lewis, 2020; Toumbourou et al.,
1997), BEST was initially developed to treat substance-use disorders in adolescents
(Toumbourou & Bamberg, 2009), and evolved to also become a treatment for adolescent
depression (Poole et al., 2017). Subsequently, BEST-Foundations was developed to treat
emotional problems in children aged 3-11 years (Lewis & Benstead, 2016). Outcomes from
pilot evaluation studies of BEST-Foundations have indicated maintained improvements in
child internalising problems (Benstead et al., 2019; Kho et al., 2020). The present research
describes the development and evaluation of the latest adaptation of this treatment approach,
which we have called Attachment-Focused Family Therapy (AFT). AFT was developed to
enable treatment for both internalising and externalising problems in children, and has been
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designed as a shorter-term, case-formulation driven approach that is enabled through
comprehensive assessment of attachment processes within the family.
BEST-Foundations incorporates a purpose-designed attachment-oriented interview at
the start of the intervention, the Parental Reflective Interview (PRI). Based on evidence
suggesting therapeutic benefit of the PRI in terms of enhanced parental reflective functioning
(Low et al., 2021), our objective was to expand upon its utility by providing individualised
feedback to caregivers based on evaluation of the interview content. As such, we developed a
discourse-based coding system to be applied to the interview, with the purpose of identifying
key attachment-related processes within caregivers and families. The coding system assists in
formulating the child’s difficulties within an attachment and family systems framework,
allowing for the provision of feedback to families regarding this formulation, along with
collaborative development of individualised treatment goals.
Chapter 4 outlines the development of this coding system, titled the Caregiver
Attachment Discourse Scale (CADS), and our efforts at establishing preliminary
psychometric properties of interrater reliability. The CADS draws upon the concept of
attachment-related defense (Bowlby, 1981) and the presentation of such defenses through
discourse, and within caregiving (George & Solomon, 2008; Main et al., 2008). In effect, our
conceptualisation of childhood psychopathology is expanded to encompass the underlying
attachment-related defensive mechanisms that may be contributing to caregiving behaviour,
which in turn influences the nature of attachment experiences for a child and potentially
engenders maladaptive psychological development. Furthermore, our approach exemplifies
the clinical application of an attachment-based assessment procedure, suggesting value in
utilising attachment-based assessments within the clinical space more generally.
With the broader goal of utilising the discourse-coding assessment protocol to
enhance the therapeutic effects of BEST as predicated by the pilot findings of Low et al.
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(2021), we incorporated the CADS into the intervention model, which among several other
modifications resulted in the development of AFT. To evaluate the feasibility and preliminary
efficacy of this intervention, we conducted a pilot randomised controlled trial in Perth,
Western Australia. Chapter 5 presents the evaluation of whether AFT yielded greater
reductions in both child internalising and externalising symptoms as measured by the Child
Behavior Checklist (CBCL), compared to treatment as usual (TAU) comprising cognitive
behavioural therapy at a community-based clinic. Secondary outcomes of disorganised
caregiving behaviours and family functioning were also examined, with predictions that AFT
would elicit superior improvements in these areas compared to TAU. The findings of this
study provides initial empirical support that AFT is efficacious in treating both emotional and
behavioral symptoms in primary-school aged children, with strong indications for
undertaking a larger-scale clinical trial of the intervention.
Finally, this dissertation documents our efforts at translating knowledge gained
through empirical research to clinical practice. Implementation science describes a core issue
within the development of evidence-based interventions wherein a significant lag exists
between gaining empirical support for a treatment model and disseminating the model within
practice settings (Williams & Beidas, 2019). In line with key recommendations to ameliorate
this research-to-practice gap, Chapter 6 outlines translational research designed as a
qualitative study to examine feasibility and enhance the likelihood of implementation of AFT
within community-based child mental health services. Through interviewing possible endusers of the intervention and with application of a thematic analysis, we evaluated the
acceptability of the treatment model and identified several potential barriers to
implementation. The findings of the study highlights the need for consideration of future
funding models that align with the structure of an attachment-focused family therapy model,
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thus optimising the extent to which appropriate services meet the needs of children with
mental health problems.
In summary, this dissertation outlines the development of an attachment-focused
family therapy for primary school-aged children presenting with emotional and behavioural
concerns. Through the present research, we postulate that applying a framework of
attachment and family systems is valuable to understanding child psychopathology and
ultimately in treating mental health symptomatology in children. While at the preliminary
stage of development, the findings of this dissertation provide overall support for the efficacy
of AFT and the foundational basis for larger-scale evaluations of the model. The clinical
significance of this research lies in its illustration of the rigorous process of intervention
development, its contribution to the limited evidence base for treating childhood
psychological disorders, ultimately highlighting the importance of considering child mental
health through the lens of attachment and family systems theory.
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Chapter 1: The Role of Attachment within Child Psychopathology
Mental health problems in childhood are of significant concern, particularly given the
vulnerability of children who are still undergoing critical stages of their development. As
such, efficacious early intervention for children with mental health problems is paramount,
predicated on ensuring a comprehensive and accurate understanding of how child
psychopathology arises so that treatment can be effectively targeted. A broad array of
biological, psychological, and environmental aetiological factors have been researched as
contributing to childhood psychological disorders. While a brief overview of such factors will
be provided, this chapter focuses on reviewing the literature on influences grounded within
attachment theory, thus understanding how attachment concepts are implicated in the
development and maintenance of child psychopathology.
Child Psychopathology
Prevalence
The prevalence of common mental health problems in childhood has shown little
improvement over past decades, with national Australian data revealing a small increase in
rates of childhood mental health disorders from 13% in 1998 to 14% in 2014 (Lawrence et
al., 2015; Sawyer et al., 2000). Comparable rates have also been found in the United States
and United Kingdom (Bitsko et al., 2018; NHS, 2018). Findings from a longitudinal study
revealed that children with behavioural problems at 3-4 years of age were five times more
likely to experience mental health difficulties eight years later (Prior et al., 2000).
Furthermore, an estimated 74% of adults with a psychological disorder had a childhood
history of behavioural difficulties (Newman et al., 1996), and nearly half of all psychological
disorders are present by 14 years of age (Kessler et al., 2005). These concerning figures
highlight the urgency required in evaluating and implementing efficacious psychological
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treatments for child mental health problems, including both internalising and externalising
problems.
Internalising and Externalising Problems
Childhood psychopathology has been traditionally classified into internalising and
externalising problems, with early origins in empirical classification studies (Achenbach &
Edelbrock, 1984; Cicchetti & Toth, 1991). Internalising problems typically refers to mood
and anxiety symptoms, often clustered together due to the considerable overlap in their
clinical presentation (Schleider & Weisz, 2017). Externalising problems tends to include
oppositional defiant behaviour, aggression and conduct problems. Historically, some
researchers have argued that simplified binary classifications of child mental health problems
does not capture the heterogeneity of clinical presentations in children, particularly in the
case of externalising behaviours (Wolff, 1971). Nonetheless, the distinction and validation of
the two broad symptom clusters have been well-documented in relation to aspects including
age, gender, disorder course and prognosis (Achenbach & Edelbrock, 1978).
Complexity between the two syndromes is apparent through the common presentation of
internalising problems manifesting as externalising behaviours (e.g., anxiety presenting as
aggression), and vice versa (Bubier & Drabick, 2009). Additionally, longitudinal studies
indicate heterotypic continuity of these indices, with findings of externalising problems in
childhood predicting mood disorders in adulthood (Reef et al., 2010). Considerable
comorbidity between the two broad internalising and externalising syndromes in children has
also been well established (Angold et al., 1999; Willner et al., 2016). Co-occurrence of
symptomatology is typically associated with increased symptom severity and negative
sequelae, along with poorer response to treatment (Angold et al., 1999; Drabick & Kendall,
2010). Accordingly, researchers have recommended that psychological treatments be focused
on the comorbid presentation of symptoms (Chase & Eyberg, 2008; Sallis et al., 2019).
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However, despite the co-occurrence and complex relationship between internalising and
externalising problems, they have historically been targeted separately and distinctly within
psychological interventions for children.
Along with the documented comorbidity and lack of specificity in psychopathology,
particularly in more severe cases where the continuity of clinical presentations over time are
heterotypic, many researchers have called for transdiagnostic approaches to psychological
intervention (Chu, 2012; Ehrenreich-May & Chu, 2014). Transdiagnostic interventions are
intended to cut across existing nosology of psychiatric disorders based on their shared
features, however empirical efforts have fallen short at justifying a credible paradigm shift
(Fusar-Poli et al., 2019). A necessary prerequisite to such an approach is identification of a
unifying conceptual model that explains varied presentations via common key mechanisms.
Relatedly, Caspi et al. (2014) examined the structure of psychological disorders across the
lifespan, suggesting the existence of one general psychopathology factor, labelled p, that may
explain the persistence, co-occurrence, and dimensionality of psychiatric disorders. Higher p
scores are associated with chronicity and severity of impairment, and amenability to change
with treatment, underscoring the value in conceptualising and treating psychological
problems in a unified manner. Shared aetiological processes of internalising and externalising
problems in children can be understood within the framework of developmental
psychopathology which outlines a multitude of dynamic influences leading to maladaptive
outcomes (Sroufe & Rutter, 1984), which will now be examined in more detail.
Aetiological Factors of Child Psychopathology
The broad model of developmental psychopathology was developed by Sroufe and
Rutter (1984) to study the origins and course of behavioural adaptation and maladaptation in
individuals. The framework emphasises the interaction between individual and contextual
factors that may lead to disordered behaviour. In terms of individual influence, several
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biological and psychological factors have been highlighted by researchers. Biological
influences include genetic factors which are considered to play a probabilistic rather than
determinative role in the aetiology of many psychological problems (Rutter et al., 2003).
Temperament has been identified as a factor influenced by genetics (Ball et al., 1997;
Saudino, 2005), and may be involved in the pathogenesis of psychological disorders in
children. Vulnerability to mental health problems has been particularly linked to
characteristics of high emotionality/neuroticism and low effortful control (Muris &
Ollendick, 2005). Pre- and peri-natal complications may also predispose the development of
psychopathology, including compromised intrauterine environments, perinatal brain insults,
and premature birth (Aylward, 2009; Rutter & Casaer, 1991). Furthermore, physical injuries
and illnesses may be associated with cognitive and behavioural problems (Johnson et al.,
2009; Rutter & Casaer, 1991). Of the individual psychological factors that have been
highlighted in the aetiology and maintenance of childhood psychological disorders, the
majority of emphasis has been placed on an array of cognitive processing factors (Dodge et
al., 1995; Jacobs et al., 2008; Teasdale & Barnard, 1993).
While individual variables clearly play a role in the development of child
psychopathology, it is widely accepted that such individual factors may exert interactive or
additive effects on pathogenesis in the context of important contextual factors (Rutter &
Sroufe, 2000). For example, research on the cognitive processing of experiences in both
antisocial behaviour and depression indicates the dynamic interplay between individuals and
their environments (Dodge et al., 1995; Teasdale & Barnard, 1993). Psychosocial experiences
may also influence variations in certain biological factors that create vulnerability for
psychopathology, including brain structure and neuroendocrine functioning (Cicchetti &
Tucker, 2008; Rutter & Casaer, 1991). Rutter and Sroufe (2000) have posited a
neurobiological conceptual framework of developmental psychopathology based on evidence
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that the maturation of neuronal pathways critical to affective and social regulatory
functioning is experience-dependent, specifically in relation to experiences with the primary
caregiver and an infant’s early psychosocial environment (Braun & Bock, 2011). Such
research suggests a bidirectional transactional nature within the interaction between heredity
and environment, and further highlights the critical role of the caregiving and family
environment.
Caregiving and Family Environment
A child’s early familial and parenting environment has been widely considered to
confer significant risk for and protection against child psychological problems. Children who
are exposed to family-oriented stressful life events are reported with a significantly elevated
risk for developing mental health problems. Such exposures include marital discord and
separation, loss and death, abuse, and family violence (Cicchetti & Toth, 2015; Evans et al.,
2008; Kessler et al., 2010; Lamb, 2012; Teubert & Pinquart, 2010). Likewise, parental mental
health problems have been identified as factors that render children vulnerable to
psychological difficulties (McLaughlin et al., 2012). Mechanisms by which this particular
pathway occurs include the reduction in parental capacity to provide optimal early
stimulation, effective parenting, and foster a secure attachment relationship, in addition to
modelling and reinforcement of maladaptive behaviours and coping strategies.
With regard to parenting styles, extensive research has documented the beneficial
effects of authoritative parenting characterised by high warmth and limit-setting, compared to
authoritarian, permissive, and neglecting parenting styles (Larzelere et al., 2013). Research to
date has shown externalising behaviours in children to be associated with harsh parenting
characterised by control and hostility (Hoeve et al., 2009; O'Leary et al., 1999). On the other
hand, internalising problems including childhood anxiety and depression have been linked to
low warmth, rejection, and overinvolvement in parenting (McLeod et al., 2007; Yap et al.,
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2014). Notably, parenting styles and child psychological problems have been conceptualised
as bidirectional and transactional, with research indicating that early child externalising
symptoms predicts the later presence of parental permissiveness and authoritarianism
(Kopala-Sibley et al., 2017). Consequently, researchers have suggested that dysfunctional
parenting may endure over time in part due to the persistence of child symptoms (Allmann et
al., 2021).
Beyond parenting style, the quality of parent-child interactions and a child’s resulting
experience of the attachment relationship is considered integral to adaptive development, thus
departures from optimal parent-child attachment is implicated in the pathogenesis of child
psychological difficulties. Research has demonstrated associations between attachment
security and psychopathology (Groh et al., 2016; Madigan et al., 2013), pointing to the value
of considering attachment as a modifiable risk factor within psychological models of
aetiology and treatment for children experiencing emotional and behavioural problems. As
such, the following section will examine key mechanisms underlying the attachment system
with the objective of elucidating potential targets for clinical assessment and psychological
treatment of childhood psychopathology.
The Nature of Attachment
Attachment theory, first formulated by Bowlby (1969, 1973, 1981), outlines the
significance of early relational experiences in shaping psychological development.
Attachment is defined as the universal and intrinsic propensity to seek relationships that
protect and comfort. Primarily driven by evolutionary demands, infants are purported to
possess a desire for proximity, fulfilled through the ties they form with their primary
attachment figure (Bowlby, 1969). Discernible attachment behaviours in infants are activated
upon perceiving an environmental stressor or threat, with the intrinsic function of eliciting
protection and comfort from their caregiver. Attachment behaviour ceases once the goal of

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

24

the system is achieved, within the presence of the primary caregiver. With repeated and
consistent attunement and responsiveness to an infant’s attachment behaviours, security of
attachment is promoted and the caregiver effectively functions as a secure base and safe
haven from which a child can explore the world around them, thereby enabling autonomy and
successful development (Bowlby, 1982). In contrast, when an infant’s attachment behaviours
are repeatedly met with unreliable, inconsistent, or insensitive responses, their development
of attachment security is hindered. Over repeated experiences with their caregiver, children
are thought to internalise these early attachment experiences, resulting in the formation of
internal working models (IWM). IWMs have been described as knowledge structures or
mental representations of the self, others, and the relationship between the self and other that
are typically thought to operate beyond childhood (Bowlby, 1982; Bretherton & Munholland,
2016). These representations influence an individual’s expectations of interactions within
attachment relationships, in turn predicting their relational behaviour and their ability to
regulate emotions at an interpersonal level (Ainsworth et al., 1979; Main et al., 1985).
Individual differences in attachment were first observed in the seminal work of
Ainsworth (1963), who identified three initial patterns of attachment behaviour, as observed
through infant interactions with their caregiver (Ainsworth & Bell, 1970; Ainsworth et al.,
1979). Secure attachment was reflected by infants who were active in exploration and when
distressed after a brief separation with their mother, were easily comforted and returned to
play. Insecure-avoidant attachment was characterised by avoidance during the infant’s
reunion with their mother. Infants who demonstrated an insecure-ambivalent/resistant
attachment tended to oscillate between seeking and resisting interaction with their mother
after a brief separation, some showing anger and others passivity. A fourth pattern of
attachment was later identified by Main and Solomon (1990), termed
disorganised/disoriented attachment. This pattern is reflected in infants who exhibit no
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organised style of relating to their caregiver and whom are instead characterised by
frightened, contradictory or disoriented behaviour. Bowlby (1973) suggested that individual
differences in attachment are associated with variations in the degree to which they may
influence the development of psychopathology.
Attachment and Child Psychopathology
Psychological development has been conceptualised within attachment theory as
occurring through interpersonal dynamics, whereby cumulative maladaptation resulting from
a person’s attachment history, in combination with their current circumstances is predictive
of pathology (Blatt & Levy, 2003). Early experiences hold significance in framing an
individual’s subsequent transactions within their environment, predicated on the tenet of
IWMs as prototypes for later close relationships, including intimate relationships and
parenting. Children approach new situations and interpersonal interactions with certain
cognitive and behavioural biases, thus creating experiences consistent with their history in a
self-perpetuating manner. Securely attached children tend to perceive less hostility within
social situations, more successful resolutions of conflict, and perceive themselves as more
connected to others, particularly their family members (Bretherton, Ridgeway, et al., 1990;
Main, 1993). Comparatively, avoidantly attached children expect rejection from others,
therefore push others away and tend towards isolation, which often leads to the actual
experience of rejection and confirmation of their preconceptions (Sroufe & Fleeson, 1988;
Sroufe et al., 1983). In children with ambivalent/resistant attachment, dependency on others
and lack of resourcefulness is common, leading to greater allowances and involvement from
others, in turn perpetuating limited independence and reliance on others (Sroufe & Fleeson,
1988).
Bowlby (1973) theorised that insecure attachment underlies disordered personality
traits, specifically connecting the tendency towards anxiety and clinginess in ambivalent
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attachment to dependent, histrionic, and borderline personalities, and the isolation seen in
avoidant attachment to narcissistic, antisocial, and paranoid personalities. Indeed, empirical
support has been demonstrated for these distinct associations between attachment insecurity
and personality organisations (Blatt & Levy, 2003; Carlson et al., 2009; Smith & South,
2020). Conceptual associations between attachment insecurity and differential forms of
psychopathology in childhood have also been suggested (Sroufe, 2003). The minimising of
attachment behaviour and needs seen in avoidant attachment arguably results in emotional
isolation and social hostility, leading to externalising problems. Alternatively, the heightening
of attachment behaviours in children with ambivalent/resistant attachment is thought to lead
to internalising problems, particularly anxiety disorders, resulting from chronic vigilance and
limited environmental exploration. This parallels with Bowlby’s (1973) assertions that
anxiety stems from children’s concern about the availability or wellbeing of attachment
figures, however research illustrating these associations have been inconclusive.
There have been numerous studies seeking to test these theories, as summarised in
several systematic reviews and meta-analyses. Groh et al. (2016) reviewed the meta-analytic
findings obtained over several analyses, relating to early attachment and mental health and
developmental outcomes (Fearon et al., 2010; Groh et al., 2014; Groh et al., 2012). Results
indicated that early attachment insecurity was negatively related to social competence.
Avoidant attachment was significantly associated with both internalising and externalising
problems, while ambivalent/resistant attachment was not significantly related to either
syndromes. Partially supporting this finding, Madigan et al. (2013) demonstrated a significant
moderate relationship between insecurely attached children and internalising behaviour
across 60 studies, revealing avoidant attachment as more strongly associated with
internalising symptoms. The presence of concurrent externalising problems appeared to
strengthen associations between attachment avoidance and internalising behaviours,
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suggesting attachment as a risk factor for comorbidity (Madigan et al., 2013). These findings
contradict widely suggested distinctions between attachment insecurity and
internalising/externalising presentations. However, it aligns with Bowlby’s (1973) tenet that
caregiver unavailability in general is associated with internalising problems. Children with an
avoidant attachment suppress the expression of negative emotions in an effort to detach from
interpersonal threat, however the experience of physiological arousal has still been observed
to occur (Hertsgaard et al., 1995), in effect representing the internalisation of emotion without
behavioural signs of distress.
Contrastingly, both meta-analytic and narrative review findings have indicated that
ambivalent/resistant attachment in early childhood is associated with the presence of anxiety,
with medium to large effect sizes and stronger associations in pre-adolescence/adolescence
(Brumariu & Kerns, 2010; Colonnesi et al., 2011). Notably, variability exists within these
studies in the measurement approach of attachment styles (i.e. the use of self-report measures
in older children), representing potential bias in results. Other methodological challenges may
help explain inconsistencies in the literature regarding empirical links between attachment
and internalising problems, including small samples that are underpowered, unequal
distributions of attachment patterns (i.e., low rates of ambivalent attachment), and unreliable
measurement of child internalising problems, all of which may increase the risk of inaccurate
results (Groh et al., 2016; Madigan et al., 2013). Another important point to note is that
internalising behaviours were clustered together in the meta-analytic findings of Groh et al.
(2016), rather than considering anxiety and depressive symptoms distinctively. The
associations found between ambivalent/resistant attachment and anxiety support the need for
separating these presentations (Brumariu & Kerns, 2010; Colonnesi et al., 2011), suggesting
that avoidant attachment may relate to depressive symptoms rather than anxiety. Larger, wellpowered investigations are clearly needed to elucidate differential pathways to internalising
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and externalising problems in relation to specific attachment patterns. Additionally, other
factors such as genetics and stressful life events are likely to interact with the effects of
attachment experiences on development (Mikulincer & Shaver, 2012; Pielage et al., 2000).
Nonetheless, overall evidence provides support for the proposition that early attachment
experiences elicit enduring implications for psychological development and adaptation.
Empirical research appears more consistent in relation to disorganised attachment and
psychopathology, highlighting early disorganisation as placing children at the greatest risk for
externalising problems (Fearon et al., 2010; Fearon & Belsky, 2011). Disorganised
attachment has been found to overrepresent boys with diagnoses of oppositional defiant
disorder or conduct disorder (Pasalich et al., 2012), and to be associated with childhood
anxiety (Kerns & Brumariu, 2014). While disorganisation was not found to be significantly
associated with internalising problems in the summary of meta-analyses by Groh et al.
(2016), infant disorganisation was found to predict depressive symptoms at 8 years of age
(Bureau et al., 2009), and several other studies have replicated this relationship (Borelli et al.,
2010; Goodman et al., 2012). Recent neurobiological research has revealed important
findings that disorganised attachment is linked to atypical amygdala functioning, reflecting
deficits in processing and regulation of fear and emotional stimuli, and in turn representing a
possible neural basis of vulnerability to psychopathology (van Hoof et al., 2019). Along with
other studies, this suggests attachment disorganisation as a transdiagnostic risk factor for
general psychopathology (Lyons-Ruth & Jacobvitz, 2016; Riem et al., 2019). Disorganised
attachment is commonly theorised to result from frightened or frightening caregiving, where
a child is faced with an irresolvable dilemma where the intended source of their comfort is
also a source of fear. This creates an approach-avoidance conflict and can be reflected by the
fragmented and contradictory behaviours seen in disorganised attachment (Hesse & Main,
2000; Lyons-Ruth et al., 1999). Central to understanding the mechanisms by which both
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disorganised attachment and attachment insecurity influences maladaptive outcomes are
concepts relating to affect regulation and attachment-related defenses.
Affect Regulation and Attachment
The experience of emotion represents a fundamental mechanism within attachment
(Bowlby, 1973). A child’s affect serves to maintain proximity, whereby distress may be
displayed to their caregiver as a way to establish closeness and comfort. In turn, the
attachment figure functions to regulate the child’s experience of heightened emotion.
(Cassidy, 1994). The notion that an individual’s emotion regulation capacity develops within
the context of attachment relationships is widely recognised within psychological literature
(Cassidy, 1994; Mikulincer & Shaver, 2016; Schore & Schore, 2008; Thompson, 2016). The
basis of a child’s emotion regulation relies on their caregiver’s co-regulating capacity,
signifying the dyadic regulation of emotion (Schore, 2000). Within this framework, insecure
attachment patterns can be understood as dyadic regulatory patterns that maximise a child’s
likelihood of close proximity to their attachment figure in the context of rejecting or
unresponsive caregiving. Avoidantly attached infants minimise their distress signals in an
effort to prevent alienation of an unavailable caregiver, while infants with ambivalent
attachment heighten their distress signals to maintain the attention of intermittently available
caregivers.
Further, while emotional reactions associated with attachment insecurity may be
understood within an adaptive context of maintaining proximity, they reflect the inhibited
acquisition of effective regulatory abilities. Empirical evidence has indicated distinct emotion
regulation strategies corresponding to attachment classifications (Brenning et al., 2011;
Cooper et al., 1998; Karreman & Vingerhoets, 2012; Pascuzzo et al., 2015). Research from
the field of neuroscience has further highlighted links between attachment variations and
particular right hemispheric regions associated with emotion-related processes (Schore, 2000,
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2001). Disruptions to early dyadic regulatory processes therefore renders an individual
vulnerable in the face of normative environmental stressors and to the development of
psychopathology. Evidently, a significant relationship exists between the attachment system
and affect regulation, elucidating an important mechanism by which attachment disruptions
may lead to emotional and behavioural dysregulation seen in child psychological difficulties.
Existing literature implicates the dyadic regulation of emotion as a pertinent process to be
considered when identifying potential attachment-related targets for treatment models of
psychopathology (Schore & Schore, 2008).
Attachment-Related Defenses
Related to the function of affect within the attachment relationship, theorists have
viewed the attachment system through the lens of a defensive framework (Bowlby, 1981).
Unconscious psychological defenses are perceived to arise in situations where stress is placed
upon mental processes to the point where homeostatic regulation is compromised (Solomon
et al., 2017). Grounded within information-processing theory, Bowlby (1981) proposed the
concept of ‘defensive exclusions’, describing how children begin to exclude selective
information from their awareness to prevent psychological breakdown. In effect, defensive
exclusions operate to protect a child from distress when their goal for proximity is not met,
and thus when affect is not sufficiently regulated within the attachment relationship (Hesse &
Main, 2006). As such, this selective processing has been deemed adaptive when considered in
an immediate regulatory context, however, when applied inflexibly may result in maladaptive
and pathological consequences. (Bowlby, 1981; George & Solomon, 2008).
Two main forms of defensive exclusion have been described by researchers to occur
within attachment insecurity (Bowlby, 1981; George & Solomon, 1999b; Solomon & George,
1996). The deactivation of the attachment system is posited to involve the minimising or
denial of a person’s own attachment-related needs, consequent in their reduced experience of
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certain behaviours, thoughts, and affect. The tendency towards this defensive process is
theoretically linked to an avoidant form of attachment organisation, where the deactivation of
the attachment system serves to prevent further distress in response to an unresponsive and
rejecting caregiver (George & West, 2001). The minimising of emotion, reduced emotional
expressivity, and avoidance of interdependence resulting from defensive deactivation may
contribute to psychopathology (Zeijlmans van Emmichoven et al., 2003). The second form of
defensive exclusion termed cognitive disconnection is argued to involve a person’s affective
or behavioural response becoming disconnected from the relational context that is eliciting
the response, leading to heightened uncertainty, anxiety and a hyperactivation of emotionfocused attachment behaviours. Theoretically associated with ambivalent/resistant
attachment, hyperactivating strategies are defensively utilised to elicit proximity from
attachment figures which tends to reinforce inconsistent and insensitive caregiver responses
(George & West, 2001). Importantly, the intensified emotion resulting from cognitive
disconnection is thought to contribute to the development of psychopathology. Of note, the
occurrence of deactivation and cognitive disconnection may be recognised amongst typically
functioning individuals (George & Solomon, 1999b). Thus researchers argue that it is only
when these defenses become systematic and persistent that adverse outcomes may develop.
In particular, when displays of emotion that facilitate experiences of affective communication
and exchange are defensively modified or diminished, the child is unlikely to experience
supportive and comforting social relationships that are protective of psychopathology (Sroufe
et al., 1999a).
A third more extreme defensive exclusion termed segregated systems is thought to be
associated with intensely painful and distressing states, often accompanying loss or trauma
(Bowlby, 1981; George & West, 2001). Researchers posit that the integration of distressing
events is unable to occur, making them inaccessible to consciousness and executive control,
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and leading to the operation of a separate representational system that hinders the integration
necessary for self-organisation (Granqvist et al., 2017; Juen et al., 2013). This system is seen
as vulnerable to breakdown upon experiential or affective triggers, leading to incongruent and
disorganised behaviour, as seen in individuals with disorganised/unresolved attachment
(George & Solomon, 2008; George et al., 1999; Juen et al., 2013). Segregated systems are
associated with experiences of failed protection, loss, and trauma (George & West, 2012;
Solomon & George, 2011), and the persistency of segregation is considered dependent on
whether there is resolution regarding the loss or trauma. In relation to psychopathology, the
lack of integration, self-organisation and conflicting attentional and behavioural strategies
seen in segregated systems is thought to significantly impair a child’s psychological
adaptation (Reisz et al., 2018). The theorised process of segregation is essentially argued to
impede the effective and flexible communication and feedback between mental systems that
is thought to support long-term mental health (Bowlby, 1981).
While empirical research demonstrating the links between defensive exclusions and
psychopathology are limited, contemporary research on general psychological defense
mechanisms provides support for such a link. Ciocca et al. (2020) demonstrated that both
attachment styles and defense mechanisms exert a significant impact on psychological
distress in young adults, with immature defenses (e.g., projection, acting-out, denial,
dissociation, splitting) mediating the effect of attachment. Similarly, Laczkovics et al. (2018)
indicated that the relationship between attachment insecurity and psychopathology in
adolescents was mediated by greater levels of immature defensive mechanisms in both
interpersonal and intrapsychic domains. Altogether, the concept of defenses along with affect
regulatory mechanisms are central to understanding the impact of disrupted attachment on
child psychological development and behaviour. In turn, understanding the antecedents to
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such disrupted attachment, including caregiving behaviour, allows for greater insight into the
complex pathways to child psychopathology.
Caregiving and Attachment Transmission
The gold-standard measure of attachment in adults, the Adult Attachment Interview
(AAI; George et al., 1985), allows for classification into either a secure, dismissing,
preoccupied, or unresolved/disorganised attachment ‘states of mind’. These classifications
correspond respectively to infant attachment styles of secure, insecure-avoidant, insecureambivalent/resistant, and disorganised. Meta-analytic findings suggest a moderate degree of
stability in attachment classification from infancy to adulthood (Fraley, 2002). Landmark
meta-analytic findings indicate that a caregiver’s own attachment representations are
predictive of their child’s ensuing attachment style (Van Ijzendoorn, 1995; Verhage et al.,
2016), lending robust support for what has been termed the ‘intergenerational transmission of
attachment’.
In exploring the mechanisms behind the association between a parent and their child’s
attachment, caregiver responsiveness has been considered a significant variable (De Wolff &
van Ijzendoorn, 1997; Van Ijzendoorn, 1995; Verhage et al., 2016). The concept of ‘maternal
sensitivity’ is defined as flexible and attuned responding to children’s cues (Ainsworth et al.,
1979). Meta-analytic evidence highlights that sensitive and consistently responsive care
fosters attachment security, whereas harsh, interfering, unresponsive or inconsistent
caregiving contributes to insecure attachment (Bakermans-Kranenburg et al., 2003; Boom,
1994; De Wolff & van Ijzendoorn, 1997; Main et al., 1985). As previously noted, further
studies have implicated parenting characterised as frightening, frightened or dissociative
within the development of disorganised attachment (Hesse & Main, 2006; Madigan et al.,
2006). Findings additionally highlight the association between parental withdrawal and
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attachment disorganisation (Hesse & Main, 2006; Lyons-Ruth et al., 2013; Madigan et al.,
2006).
A recent meta-analysis demonstrated the link between parents’ unresolved attachment
and child maltreatment (Lo et al., 2017), highlighting the relationship between a caregiver’s
own experience of trauma and the likelihood of inflicting harm to their child. Child
maltreatment represents the extreme end of frightening caregiving behaviour, leading to
severe disruptions to the attachment relationship. In a study examining attachment among
maltreated infants, 90% were classified as disorganised (Cicchetti et al., 2006). Likewise,
meta-analytic findings report large effect sizes supporting the presence of both insecurity and
disorganisation in maltreated children (Baer & Martinez, 2006; Cyr et al., 2010). Distinctions
have been made between an abusive parent, related to more aversive, intrusive, and
controlling behaviours, and a neglecting caregiver, characterised by greater inconsistencies in
responsiveness and sensitivity (Cyr et al., 2010). Both of these patterns, termed hostile and
helpless caregiving respectively, have been observed in parents of disorganised children
(Lyons-Ruth et al., 1999; Lyons–Ruth et al., 2005). Such variations in caregiving are thought
to be attributable to parents’ own early attachment experiences and their resulting attachment
representations.
Caregiving Representations
The ability for caregivers to respond to their child’s attachment needs in a sensitive
manner is thought to be grounded within their own attachment systems (De Wolff & van
Ijzendoorn, 1997). Conceptually, the caregiver interprets their child’s behaviours against a
framework shaped by their own attachment experiences, in turn influencing their capacity to
respond to their child. Hence, parents who experienced emotional support and nurturance
themselves are better able to respond to their child’s distress with attunement and empathy.
Substantiating this notion, significant concordance has been demonstrated between a parent’s
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own attachment classification and the quality of their caregiving (George & Solomon, 1996;
Jones et al., 2015; Whipple et al., 2011). Researchers have elaborated on this understanding
through what has been termed the ‘caregiving behavioural system’, thought to organise
parenting behaviours, emotions, and cognitions (Bowlby, 1969, 1981; George & Solomon,
1996, 1999a, 2008). This system is posited as complementary to the attachment system, both
evolving in parallel and functioning to achieve proximity between child and caregiver.
Defensive Processes in Caregiving
In illustrating processes underlying the caregiving behavioural system, George and
Solomon (1999a, 2008) have integrated the aforementioned concept of defensive exclusions
through their conceptualisation of caregiving behavioural defenses.. The manifestation of
these defenses in caregiving and their influence on child attachment has been supported
through the development and validation of several measures assessing attachment-related
defenses (George & Solomon, 1988, 1996, 2016; George & West, 2001; Solomon et al.,
1995). Specifically, mothers of avoidant children have been associated with the process of
deactivation, where psychological distance is maintained through a form of ‘distanced
protection’. This pattern consisting of limited intimacy and increased discipline, has been
noted in observations of avoidant children (Britner et al., 2005). Dominant in mothers of
ambivalent/resistant children is cognitive disconnection, embodying caregiving practices
termed ‘close protection’ and reflecting confused ineffectiveness. Research with ambivalent
infants has indicated such confusion within their mothers’ thoughts and cognitions
(Oppenheim et al., 2001; Zeanah et al., 1993).
While these two patterns of behaviours reflect imbalance and limited effectiveness,
they represent a greater degree of care and protection compared to caregiving associated with
disorganised children (Solomon & George, 1996). The defensive process of segregated
systems within these mothers has been termed ‘abdicated caregiving’, characterised by failed
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protection and dysregulated helplessness. Here, caregivers struggle to remain in control and
provide comfort to their children in need. Alternatively, mothers may perpetuate role reversal
(blurring of mother-child boundaries), or psychological merging with their child and their
distress (George & Solomon, 1996, 1999a, 2008; Solomon & George, 1996). Evidence has
supported these patterns of disorganised caregiving through observational methods (Britner et
al., 2005), and by utilising measures of helplessness (George & Solomon, 2016).
Moreover, the concept of caregiving behavioural defenses allows us to understand
how parenting behaviours are influenced by parents’ own attachment histories and resulting
defenses, in turn promoting particular attachment relationships with their children and thus
impacting child psychological development. Another related process that has been
increasingly studied as a factor contributing to the transmission of attachment through
caregiving is the way in which parents represent their child’s mental states.
Parental Reflective Functioning
A growing body of research has explored the concept of ‘reflective functioning’,
originally defined as the capacity for understanding mental states (e.g., feelings, thoughts,
intentions, and desires) in both oneself and others (Fonagy et al., 1991). This process is
considered crucial in the development of the self, enabling meaningful self-knowledge, and
has also been recognised as central within parenting. Caregivers must recognise their infant’s
emotions and anticipate their needs in order to adapt their environment correspondingly. As
such, the term ‘parental reflective functioning’ (PRF) has been coined to describe caregivers’
ability to hold their child’s mental states in mind, and understand their behaviour as related to
such mental states (Slade, 2005). PRF is perceived to foster healthy attachment and
circumvent insecurity, in turn facilitating the development of their child’s own reflective
capacity (Fonagy et al., 1991). Slade et al. (2005) demonstrated that maternal attachment
representations was associated with reflective functioning, with secure mothers scoring
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significantly higher than mothers with insecure or unresolved states of mind. PRF was also
found to predict infant attachment styles, and mediate the relationship between maternal and
infant attachment (Slade et al., 2005). Further research has established the link between PRF
and caregiving quality (Rosenblum et al., 2008; Stacks et al., 2014), suggesting that a
mother’s inability to regulate her child’s distress is significantly associated with limited
reflective functioning (Grienenberger et al., 2005).
Research on PRF reflects the increasingly complex understanding of how a
caregiver’s representational quality may influence the transmission of attachment
organisation. Through increased understanding of how attachment transmission may occur
from parent to child, the antecedents of disrupted attachment styles in children become
clearer. Moreover, psychological models of assessment and intervention can target these
modifiable risk factors to ameliorate the vulnerability to psychopathology associated with
insecure and disorganised attachment in children. A final concept to consider within this
context is how attachment processes occur within whole family systems, and thus how family
approaches to intervention can be of important value when focusing on attachment.
Attachment Within the Family System
Several attempts have been made by researchers to integrate attachment and family
systems theories (e.g., Bowlby, 1949; Byng-Hall, 1995; Crittenden & Dallos, 2009; George,
2009; Marvin & Stewart, 1990; Ng & Smith, 2016; von Sydow, 2002). The family consists of
individuals within dyadic and triadic relationships, each comprising specific relational
dynamics influencing the other (Crittenden & Dallos, 2009). Research has shown that one
relationship has implications for other relationships within the family system (Stroud et al.,
2011). The notion of triangulation (Minuchin, 1974) has been considered a significant
component within attachment processes, given the potential for the parental relationship to
influence a child’s distress and behaviour. Dickstein et al. (2009), demonstrated that maternal
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attachment representations related to both their parents and marital partner, predicted couple
functioning. Couple functioning predicted family functioning, which in turn was the greatest
predictor of infant attachment style. Essentially, both individual and couple attachment
representations were found to influence child attachment organisation through mediating
pathways involving both couple and family functioning. These results evidence the benefit of
considering attachment within a broader family context rather than limiting explorations to
the typical mother-child dyad. Growing research also attests to the fact that important
attachment relationships are formed with fathers, found to only moderately correlate with
children’s attachment to their mothers (Furman & Simon, 2004). Thus, considering the
influence of paternal attachment may help in explaining instances where transmission of
attachment is not found between mother and child (Mikulincer et al., 2002). Furthermore,
parallels have been drawn between family-level processes such as enmeshment (excessive
parental concern and involvement), disengagement (emotional distance), and attachment
organisations (e.g., Hilburn-Cobb, 1996).
In understanding the dynamics behind how different family relationships may affect a
child’s attachment system, the regulation of emotion has been posited as a central factor (e.g.,
Cowan et al., 2009). Relating to prior discussions of affect and attachment processes, the
capacity to regulate emotions interpersonally is magnified within a family comprising
multiple relationships. As such, children’s developing affect regulatory abilities may be
impacted through not only dyadic, but triadic interactions (Cowan et al., 2009). This further
relates to theoretical notions around the family as a ‘secure base’ for the child (Byng-Hall,
1995). Such a concept builds on traditional theory around an attachment figure as a secure
base from which a child can safely explore. Accordingly, the family system represents a
network of attachment relationships, enabling a sense of security for all family members. The
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security of the family system is influenced by relationships within the family, including the
quality of the parents’ relationship.
Finally, the notion of attachment discourse has been integrated within considerations
of understanding how attachment processes are impacted by family systems (Lewis, 2020).
Discourse coherence was first discussed by George et al. (1985) within the development of
the AAI, where an interviewee’s overall discourse coherence in discussing their attachment
history is considered within classifications of attachment states of mind. A secureautonomous attachment state of mind is reflected by the extent to which the speaker can
maintain cooperative, rational, and coherent discourse throughout the interview, while
insecure speakers typically display coherence violations (George et al., 1985). The centrality
of language in attachment representations is grounded within the understanding that
experiences and memories must be incorporated into a meaningful, conscious, and
communicable form of language representation, to prevent storage of partial and distorted
affective-linguistic representations (Grossmann, 1999). Bowlby (1988) highlighted that
individuals need to co-construct language representations of emotionally significant events,
of others and of the self, preferably with attachment figures, so that such experiences can be
integrated coherently through conscious processing. Without the successful construction of
language representation in relation to attachment experiences, the linguistic incoherence
representative of attachment disruption reflects impaired access to and integration of
attachment-related feelings and memories (Grossmann, 1999; Main, 1991).
Lewis (2020) proposed the concept of a discursive-relational model, adopting a
systemic framework to shift the focus away from the individuated representational-cognitive
model of attachment (Main et al., 1985; Waters & Waters, 2006), toward understanding how
attachment processes are transmitted and perpetuated within a family system. Rather than
viewing each family member’s attachment models as separate from each other, attachment
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histories are integrated into a single family-discourse characterised by dynamic and implicit
rules of communication, actions, and family roles (Lewis, 2020). The functionality of the
family and its members depends on the degree of coherence within the family-discourse,
modulated by the extent to which the family can maintain integration and organisation of
dialogue and communication. Following from this, incorporating a family systems framework
into conceptualisations of how child psychopathology ensues from attachment-related
dynamics provides us with a broader target for clinical applications of attachment theory.
Summary
Attachment theory provides us with an insightful lens through which we can
conceptualise child development and understand maladaptive pathways to a child’s
experience of psychological difficulties. Overall, research supports the finding that
attachment insecurity and disorganisation are associated with childhood internalising and
externalising problems. Thus, a disrupted attachment experience can be considered an
important contextual factor rendering a child vulnerable to the development of
psychopathology. The mechanisms through which the association between attachment and
psychopathology arises may involve affect regulatory and defensive processes, eliciting
maladaptive development within emotional, social, cognitive, and behavioural domains.
Antecedents by which this risk arises includes attachment processes within caregiving and
family contexts. The implications of these understandings are integral in addressing disrupted
attachment organisations through therapeutic applications of theory within the domain of
clinical psychology.
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Chapter 2: Clinical Applications of Attachment Theory
Given the literature evidencing the influence of attachment in the development and
maintenance of psychopathology (Sroufe et al., 1999b), substantial grounding clearly exists
for the application of attachment theory within clinical settings. Approaches to date have
operationalised and validated many of the tenets proposed by John Bowlby (1969, 1973,
1981), with successful efforts at translating these concepts within both the assessment of
attachment styles and psychological treatment models. The following discussion will provide
a narrative review of existing assessment measures and interventions with the objective of
elucidating areas for increased clinical applications of attachment theory. Subsequently, we
will present a novel attachment-based assessment and family therapy that addresses several
limitations of existing clinically viable assessment tools and attachment-based interventions.
Attachment-Based Assessment
Adequate assessment of attachment is pertinent to advancing empirical
understandings of attachment theory and harnessing the clinical implications of disrupted
attachment patterns. The most common measures utilised in adults are semi-structured
interviews, while assessment of child attachment typically incorporates observational or
narrative play-based tasks. Within the assessment of attachment in younger children, two
main clinical approaches are typically used: a narrative interview with the caregiver and
observation of interactions between caregiver and child (Zeanah et al., 2011). Overall, the
key component in the assessment of attachment across the lifespan is to activate the
individual’s attachment system to elicit attachment behaviours and representations.
Assessment of Adult Attachment
The development of the Adult Attachment Interview (AAI) marks the first efforts at
evaluating adult attachment (George et al., 1985). The premise behind this seminal measure
was grounded within the shift to understanding attachment at a representational level, with
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attachment representations found to be accessible through the convention of narrative
discourse analysis (Main et al., 1985). The AAI evaluates an individual’s overall coherence in
discussing their attachment history and its influence, including their ease and readiness at
recalling relevant memories. Where security is associated with adherence to the concept of
discourse coherence, violations of coherence that manifest as contradictions and
inconsistencies in the organisation of speech, is reflective of dismissing, preoccupied, and
unresolved attachment states of mind (George et al., 1985). With regard to psychometric
properties of the AAI, rigorous tests of reliability and validity have been established (Hesse,
2016). Meta-analytic data evaluating 105 AAI studies suggest important associations between
insecure and unresolved attachment representations and adverse mental health outcomes (van
Ijzendoorn & Bakermans-Kranenburg, 2008), corroborating the basic tenet of disrupted
attachment creating vulnerability for psychopathology.
Clinically, the utility of the AAI has been increasingly recognised within adult
psychotherapy. Steele and Steele (2008) outlined several clinical uses of the AAI, describing
how the tool can be utilised to establish a shared agenda for individual psychotherapy, to
facilitate the therapeutic alliance and client engagement, to uncover experiences of trauma
and loss, to identify the range and extent of a client’s use of attachment defenses, and to
evaluate a client’s capacity for reflective functioning. The AAI has also been utilised to
evaluate clinical change over the course of intervention (Buchheim et al., 2017; Steele &
Steele, 2008). With regard to caregiving, additional uses have been highlighted in the context
of child welfare decisions where the AAI may provide insight into factors that may influence
parent competence (Schmidt et al., 2007), and within parent-infant interventions (Steele &
Steele, 2008). However, while researchers have highlighted the clinical utility of the AAI, the
actual use of the tool within practice settings may be limited due to its time-consuming
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nature, the extensive training required, and the laborious coding procedure involved in
making classifications.
Several other adult measurements have similarly adopted a focus on discourse,
including interviews to explore an adult’s attachment to their romantic partner, such as the
Couple Attachment Interview (Cowan et al., 2009), and the Marital Attachment Interview
(Dickstein et al., 2001). Assessment has also expanded to evaluate caregivers’ perceptions of
their child, with development of interviews such as the Working Model of the Child
Interview (WMCI; Zeanah et al., 1993), the Parent Development Interview (PDI; Aber et al.,
1985), and the Caregiving Interview (George & Solomon, 1988). These parent interviews
have further been utilised to evaluate the level of parental reflective functioning (George &
Solomon, 2016; Schechter et al., 2005; Slade et al., 2005). Such narrative interviews have
been used in clinical settings for both evaluation and treatment planning. For example, in the
well-known attachment-based parenting program the Circle of Security (Marvin et al., 2002),
a narrative interview that hybridises both the AAI and questions similar to the WMCI and the
PDI is used for treatment planning. Importantly, Zeanah et al. (2011) highlight that formal
training and reliability requirements of the interviews are not necessary to derive clinical
value from interview content.
Another prominent measure of attachment, the Adult Attachment Projective (AAP)
was developed by George et al. (1997) to assess representations based on an individuals’
narrative responses to attachment-related drawings. Psychometric analysis of the AAP has
demonstrated strong interrater reliability and convergent validity with the AAI (George &
West, 2001). The classification system within the AAP draws on discourse as in the AAI,
however expands classification to consider the individual’s style of defensive processing
(George & West, 2001, 2012). The AAP represents the only known validated measure to
incorporate assessment of defensive exclusions, despite the significance of these
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understandings particularly within caregiving behaviours. George and West (2011) document
several characteristics of the AAP that render it a valuable tool for use in clinical settings,
including its economical nature, the ease at integrating the tool with other assessments, and
its amenability to repeated administrations for evaluation of client progress during therapy.
Clinical case studies have been reported with use of the AAP for evaluation of defensive
processes, within assessment and case conceptualisation, and to inform intervention planning
for cases of panic disorder, post-traumatic stress disorder, adolescent anorexia, and a
maltreated adolescent in foster care (George & Buchheim, 2014; Lis et al., 2011; Salcuni et
al., 2014; Webster & Joubert, 2011).
Assessment of Infants and Parent-Child Dyads
The assessment of attachment in infants has played a central role in the field of infant
mental health and within attachment interventions focused on the parent-infant dyad. The
Strange Situation Procedure (SSP; Ainsworth et al., 1979) is a landmark attachment
assessment, designed to evaluate the balance of attachment and exploratory behaviour in
infants under increasingly stressful conditions culminating in the caregiver leaving the infant
with a stranger. The infant’s behaviour during reunions with the caregiver is used to identify
classifications of infant attachment style, as outlined in Chapter 1 of this dissertation.
Psychometric properties of the SSP including reliability and predictive validity have been
well-established through many empirical studies (Solomon & George, 2016). Several
informal observational assessments for dyads are used in clinical settings, typically
comprising of portions of time in both structured and unstructured play, where clinicians
observe the interaction to evaluate the quality of the caregiver’s attunement and capacity to
co-regulate the infant’s affect-arousal system (Schore & Newton, 2012). The use of videorecording can also be valuable in these procedures, where feedback is provided back to
caregivers by showing them segments of recordings to illustrate moments of attunement or
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misattunement. Using such tools in clinical settings enables an important shift to occur from
considering clinical problems as existing within an individual child to conceptualising
difficulties as potentially occurring between caregiver and child.
Assessment of Attachment in Older Children
Finally, for preschool children, researchers have modified the SSP procedure
according to developmental considerations of older children, with parallel classification
systems including the Preschool Attachment Classification System (PACS; Cassidy &
Marvin, 1992) and the Attachment Classification for Kindergarten-Aged Children developed
by Main and Cassidy (1988). Moving beyond observational measures of behaviour and
grounded within the shift to attachment representations led by Main (1985), several
assessment measures have been designed to classify children’s internal representations of
attachment. These include the Attachment Story Completion Task (ASCT; Bretherton,
Oppenheim, et al., 1990), and the Manchester Child Attachment Story Task (MCAST; Green
et al., 2000), both comprising doll-play protocols where story stems are intended to activate
the child’s attachment system and thus elicit the enactment of attachment behaviours through
the child’s play. These assessments provide researchers and clinicians with rich information
and allow for important hypothesis-generation regarding case conceptualisation (Solomon &
George, 2016). Furthermore, given that traditional clinical approaches that are widely
implemented within child psychotherapy often incorporate doll-play, the attachment-based
protocols represent important measures that can be informally used within practice settings
for assessment of attachment patterns.
Evidently, several measures have enabled the assessment of attachment across the
lifespan, including identification of attachment patterns and related constructs such as
defensive processing and caregiving representations. However, the majority of attachment
measures, particularly for adults, require a substantial investment of time, training and
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resources that limit the practicality of translation into clinical practice settings. Zilberstein
(2014) highlighted the need for clinicians to modify research-derived assessment measures by
operationalising underlying theoretical principles in clinically useful ways. Thus, rather than
utilising attachment assessments as classificatory tools, using them to understand attachment
patterns and representations can provide clinicians with rich material to orient the focus of
intervention (Slade, 2004). Furthermore, attachment-based assessments are also yet to
consider relationships within a broader family system context, which would be particularly
relevant when utilising the assessment of attachment to work with child mental health
problems.
Attachment-Based Interventions
The development of attachment-based interventions (ABIs) has occurred through
increased awareness of attachment theory and the clinical implications for development and
psychopathology. ABIs typically aim to promote attachment security in children by
facilitating greater security in the child’s relationship with their primary caregiver (Bowlby,
1988). In order to strengthen the child’s secure base as a platform from which they can
explore, various therapeutic techniques work to enhance caregiver sensitivity, responsiveness,
and attunement to their child’s signals for comfort and proximity (O'Connor & Zeanah,
2003). Behavioural interventions involve guidance in recognising these attachment signals
(i.e. through the use of video feedback), and scaffolding for appropriate caregiver responding
and co-regulation of their child’s emotional distress. Representational approaches to
treatment expand on this by assisting caregivers to grow awareness around their own
attachment experiences and how the origins of their parenting might be situated within their
history, thus targeting caregivers’ own maladaptive attachment patterns.
The majority of ABIs are targeted at promoting early attachment security in younger
children (Zilberstein, 2014). Bakermans-Kranenburg and colleagues (2003, 2005) concluded
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through their analyses that short-term, behaviourally-focused interventions (less than five
sessions) were most effective in enhancing maternal sensitivity (d = .33) and promoting
attachment security (d = .20). Two recent meta-analyses evaluating interventions designed to
prevent or shift disorganised attachment also demonstrated significant reductions in
disorganised attachment with medium effect sizes (d = .35) (Facompre et al., 2017; Wright et
al., 2017). Interestingly, Wright et al. (2017) observed statistical improvements only in
interventions with more than 16 sessions, therefore suggesting that previous findings
regarding shorter treatment models may not extend to disorganised attachment. Across
interventions, samples included children who were maltreated or at risk of maltreatment, low
socioeconomic status mothers, adolescent mothers, mothers with mental health problems,
irritable infants, and pregnant mothers. Importantly, these sample characteristics, including
the presence of multiple risk factors, did not significantly moderate the effectiveness of
intervention (Bakermans-Kranenburg et al., 2003, 2005).
Attachment-Based Interventions for Young Children
As previously noted, the majority of attachment-based interventions have been
designed for young children, typically less than 5 years of age. The most well-known
interventions include Child-Parent Psychotherapy (CPP; Fraiberg, 1980; Lieberman & van
Horn, 2008), Circle of Security (COS; Marvin et al., 2002), Attachment and Biobehavioral
Catch-Up (ABC; Dozier et al., 2006), and Video-feedback Intervention to Promote Positive
Parenting (VIPP; Juffer et al., 2007). Research has demonstrated efficacy of these
interventions in facilitating more adaptive attachment patterns (Zeanah et al., 2011). The
predominant aim of these ABIs is to promote secure child attachment through enhancing
caregivers’ sensitivity, enabling parents to recognise and understand their child’s cues, in turn
responding accurately and consistently.
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The duration of intervention models varies quite substantially, from short-term
programs delivered over 2-3 months (e.g., Bernard et al., 2012; Cassidy et al., 2011), to as
long as 12-24 months (e.g., Cicchetti et al., 2006; Fonagy et al., 2016; Toth et al., 2006).
Treatment formats typically entail either working with caregivers alone or working with the
parent-child dyad. Interventions that focus directly on enhancing mother-infant interaction
through didactic methods are considered to be more behaviourally-oriented, such as VIPP
which largely utilises the method of video feedback to facilitate maternal sensitivity (Juffer et
al., 2007). Other models attempt to shift maternal attachment representations that are
perceived to impact their caregiving capacity (Lieberman & van Horn, 2008). Additional
treatment programs that are more loosely based on basic tenets of attachment theory include
Parent Child Interaction Therapy (Herschell et al., 2002) and Theraplay (Booth & Jernberg,
2009), both of which aim to build positive parent-child interactions but do not specifically
focus on attachment itself or enhancing the co-regulation of affect within the attachment
relationship (Zilberstein, 2014).
Attachment-Based Interventions for Older Children and Adolescents
ABIs for school-aged children primarily target young people with histories of
significant maltreatment and attachment disruptions, such as those in foster care and those
with attachment disorders. Attachment, Regulation and Competency (ARC; Blaustein &
Kinniburgh, 2010) and Dyadic Developmental Therapy (DDP; Becker-Weidman, 2006;
Hughes, 2004) are two well-known therapy programs in this field with demonstrated efficacy.
Both of these ABIs focus on building new attachment relationships and resolving past
traumatic experiences and attachment ruptures. Within empirically-validated ABIs for
adolescents, Diamond and colleagues have developed attachment-based family therapy
(ABFT), a relational, process-oriented, trauma-focused treatment for adolescent depression
(Diamond et al., 2014; Diamond et al., 2002). As outlined in Diamond et al. (2016), ABFT is
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an empirically supported intervention with clinical trials indicating both efficacy and
effectiveness in treating adolescent depression, suicidality, and trauma. Within the context of
the previous discussion, an important strength of this approach is its integration of family
therapy processes and attachment theory.
Attachment-Based Interventions Targeting Child Mental Health Problems
There are very few attachment-based interventions designed specifically to address
childhood internalising or externalising behaviours, though such problems have been
evaluated as secondary outcomes in established interventions. Van Zeijl et al. (2006) found
that VIPP modified to incorporate a component on ‘Sensitive Discipline’ (VIPP-SD)
enhanced maternal sensitivity, along with a decrease of problem behaviours in children aged
1-3 years. Another study demonstrated the efficacy of CPP in reducing overall behavioural
problems amongst children aged 3-5 years, who had been exposed to marital violence
(Lieberman et al., 2005). Research has also examined the efficacy of the COS parenting
program in improving child functioning, with findings of significantly reduced parent ratings
of internalising and externalising symptoms (Huber et al., 2015). Further, PCIT was
specifically designed to treat externalising problems for children aged 2-7 years (Herschell et
al., 2002), however as previously noted, PCIT has been considered with less fidelity to
attachment theory. The results of these studies are restricted to younger populations and to
the best of our knowledge, no known studies have evaluated the implementation of ABI
within primary school-aged children presenting with internalising and externalising problems.
Of note, a research group across New Zealand and South Australia have described an
attachment-based therapy designed for children aged 4-12 years experiencing emotional and
behavioural problems (Chambers et al., 2006). While this intervention is promising, these
authors are yet to present empirical evidence beyond a single-case study demonstrating
treatment efficacy (Amos et al., 2012). Efforts at incorporating attachment theory into the
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treatment of psychopathology have been more successful in adolescent populations, as in the
previously described ABFT (Diamond et al., 2002). Thus, there is a clear gap of efficacious
ABIs oriented towards middle childhood.
The BEST Attachment-Based Family Model
Behaviour Exchange Systems Therapy (BEST) was developed by a group of
researchers based in Victoria, Australia, incorporating elements of attachment theory into
family therapy (Poole et al., 2016). BEST was initially developed as a parent-only program to
treat substance use-related problems in their adolescents (Toumbourou et al., 1997), evolving
to include siblings within the program (BEST Plus; Toumbourou & Bamberg, 2009). The
model was later adapted to treat adolescent depression, with a focus on engaging the
adolescents themselves within the program, thus developing as a family-based treatment
(Lewis et al., 2012). The BEST interventions are manualised programs involving components
for both parents and young people, with the overall goal of strengthening the family system.
Through psychoeducation, several therapeutic activities, and the use of metaphor, the
program focuses on enhancing parent wellbeing, confidence, and stress management.
Effective communication between family members is promoted, along with boundary-setting
and encouragement of family cohesion. Evaluations of the different adaptations of the BEST
program have demonstrated efficacy in improving parental wellbeing, family cohesion, and
reducing adolescent depressive symptoms and substance abuse (Bamberg et al., 2008;
Bertino et al., 2013; Poole et al., 2017; Toumbourou et al., 2001).
BEST-Foundations
Taking into consideration the developmental nature of mental health problems, the
BEST treatment model shifted the focus to target emotional problems in children aged 3-12
years (Lewis & Benstead, 2016). Pilot evaluations of BEST-Foundations have indicated
significant improvements in child internalising problems (d = 0.60 in Benstead et al., 2019; d
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= 0.85 in Kho et al., 2020). Reductions in externalising symptoms were also found as
secondary outcomes in these studies (d = 0.30 in Benstead et al., 2019; d = 0.65 in Kho et al.,
2020), supporting the possibility of the intervention targeting externalising in addition to
internalising problems in children.
Continuing the goals of previous BEST models, BEST-Foundations is a manualised
8-session treatment aimed at strengthening the parent-child relationship and improving
overall family functioning, with the objective of reducing child depressive and anxiety
symptoms. Modifiable family-based risk factors are targeted in the treatment, including
parent-child relationship interaction patterns, as well as family conflict, communication, and
connectedness. Focus is placed on helping the family system to become more protective for
the child and facilitating the family to process past adverse experiences that may be
maintaining family stress (Benstead & Lewis, 2016). To achieve this, BEST-Foundations
comprises three stages of treatment, incorporating several therapeutic techniques established
in previous BEST models (Kho, 2020).
The first stage of BEST-Foundations focuses on strengthening the parent-child
relationship, largely through enhancing parental reflective functioning (PRF). As discussed in
Chapter 1 of this dissertation, the concept of reflective functioning encompasses the capacity
for individuals to understand and reflect upon one’s own and others’ mental states including
feelings, thoughts, intentions and desires. A caregiver’s ability to understand their child’s
behaviours and actions in the context of their own mental states, has been shown to influence
their quality of caregiving (Stacks et al., 2014), and their capacity to co-regulate their child’s
distress (Grienenberger et al., 2005). PRF has also been shown to mediate the relationship
between maternal and infant attachment (Slade et al., 2005). Several tasks within BESTFoundations are aimed at promoting reflective functioning, including the use of an
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attachment-based interview with the primary caregiver in the second session, following initial
assessment.
The Parental Reflective Interview (PRI) is a purpose-designed semi-structured
interview, amalgamating and modifying questions from the Adult Attachment Interview
(AAI; George et al., 1985) and the Working Model of the Child Interview (WMCI; Zeanah et
al., 1993). The PRI was purpose-designed for BEST rather than with intentions to publish for
commercial use, justifying the use and adaptations of questions from these established
interviews. Additionally, the PRI includes several questions that were produced by the
research team, intended to enhance the reflective nature of the interview (Low et al., 2021).
The interview moves through three distinct parts: first, parents are questioned about their
relationship with their own parents and their early childhood experience; the focus then shifts
to the parent’s relationship with their current or past romantic partner; finally, parents are
asked to reflect on their relationship with their child. Specific questions are designed to
promote reflective functioning, including asking how the parent thinks their early
relationships with their parents may have influenced their personality and affected their
current relationships with their partner and child, questioning how the parent’s relationship
with their partner may have affected their relationship with their child, and probes around
how the parent thinks their child might perceive their relationship.
A recent, pilot randomised controlled trial indicated significantly increased reflective
functioning in parents following administration of the PRI in comparison to a diagnostic
interview (Low et al., 2021). Thus, the use of the PRI with parents at the beginning of BESTFoundations works to not only orient caregivers to the attachment-focused nature of the
intervention, but also to promote parental capacity for reflective functioning. However, an
important point to note is that the PRI is not used as an assessment measure and very little
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focus is accorded to the provision of feedback to parents regarding the interview process and
key content that may arise from the interview.
The second stage of BEST-Foundations centres around promoting family
connectedness, through tasks designed to reduce family conflict and enhance family cohesion
and communication (Lewis & Benstead, 2016). Parallels can be drawn between this emphasis
and the aforementioned concept of ‘the family as a secure base’ proposed by Byng-Hall
(1995) within his integration of attachment and family systems theory. The availability of a
secure family base is theorised to allow a child to confidently explore their world with an
internalised sense of security, thus facilitating adaptive development (Byng-Hall, 2008).
Elements of the treatment accordingly focus on parental self-care and ensuring parents
present as a unified front to their child in relation to their caregiving practices. Caregivers are
encouraged to engage in adaptive coping strategies to manage their own stress, intended to
both reduce stress in the overall family system as well as model positive examples for
emotion regulation (Benstead & Lewis, 2019). A particular ‘Oxygen Mask’ metaphor, based
on aircraft procedures for the use of oxygen masks, is used to highlight the necessity for
caregivers to engage in self-care as a foundational step towards meeting their child’s needs
(Lewis, 2020). Another interactive task within this treatment stage, the ‘Family Life Cycle’
prompts caregivers to consider and reflect upon the dynamic position of their parenthood and
adopt flexibility in their caregiving strategies, relative to their child’s development. Lewis
(2020) describes the therapeutic gain that can be made through such discussions of family
positional changes and experiences of shifting adaptively as a unit, in effect encouraging the
family as a secure base for the child.
Further emphasis in this second treatment stage of BEST-Foundations is placed on the
importance of effective communication and problem-solving skills within the family. A
narrative task, ‘Bumps in the Road’, is utilised to explore family functioning and to process
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the family’s experience of past stressful events. It comprises a simple drawing activity where
families collaboratively identify difficult experiences, hardships, or losses that may have
impacted their family journey. Therapists encourage the family to engage in open
communication around difficult past experiences, at the same time facilitating family
members to engage in perspective-taking and reflective functioning by acknowledging how
the same events may have been experienced differently for each person. This task is premised
on the concept of an attachment-family discourse which was introduced in Chapter 1.
Attachment histories are conceptualised within a systemic framework and integrated into a
single family discourse characterised by dynamic and implicit rules of communications,
actions, and family roles (Lewis, 2020). The functionality of the family and its members is
considered dependent on the degree of coherence within the family discourse, which is
modulated by the extent to which the family operates in a defensive manner (Watts et al.,
2021). Similarly, Byng-Hall (1995) speaks of the therapeutic value in exploring and
reflecting upon how adverse family events may perpetuate particular communication
patterns, with the objective of rebuilding a secure family base. Thus, ‘Bumps in the Road’
aims to facilitate the co-construction of family narrative, thereby promoting coherence of
discourse in addition to enhancing the family’s capacity to act as a secure base for all
members.
The third and final stage of treatment in BEST-Foundations shifts the emphasis to the
future, whereby family members are encouraged to plan for their envisioned family life with
a sense of purpose and direction. One of the ways this is promoted is through the importance
placed on family rituals and traditions that align with the family’s values and goals for a
healthy and protective environment (Poole et al., 2016). This emphasis is grounded in the
family systems tradition of creating family rituals as a way to enhance stability and
belongingness within the family system (Crespo, 2012; Hecker & Schindler, 1994).
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Overall, BEST-Foundations effectively integrates important tenets of attachment
theory with family systems theory to produce a promising intervention. The model represents
an important step towards the filling the gap amongst existing ABIs, namely to provide
intervention for older children and to specifically target child psychopathology. Nonetheless,
there remains important considerations and opportunities for advancement that the present
dissertation aimed to address, particularly with respect to augmenting the clinical application
of attachment theory.
Dissertation Overview
Rationale
As discussed in Chapter 1, an abundance of literature has highlighted the complex
nature of the attachment system, with emphasis on several important concepts that heightens
our understanding of the relationship between attachment and child psychopathology. In
particular, insight into defensive and affect regulatory processes underlying the attachment
system provides us with a conceptual model of how psychological difficulties may ensue
from attachment disruptions (Cassidy, 1994; Hesse & Main, 2006). Further, research has
identified central antecedents to maladaptive attachment patterns, including caregiving
defenses (George & Solomon, 2008) and attachment processes within the broader family
system (Byng-Hall, 1995; Cowan, 1997). The implications arising from this field of
knowledge clearly underscores the value of targeting attachment-related processes as
modifiable risk factors for the assessment and treatment of psychopathology in children.
Of crucial importance is the ability for clinicians to utilise the theory of attachmentrelated phenomena within the assessment of psychological difficulties, elucidating how
attachment processes may contribute to such problems. The current chapter has highlighted
that while the assessment of infant, child, and adult attachment patterns have been wellestablished and important clinical applications have been noted, there is scope for these
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assessments to expand in their clinical utility. This is particularly the case given the timeextensive and laborious nature of existing attachment assessments and that time limitations
impedes their actual use in many clinical settings. As emphasised by Zilberstein (2014),
efforts should focus on operationalising key attachment principles to allow for greater
translation into clinical settings. In particular, through the clinical assessment of adult
attachment phenomena, important therapeutic value can be harnessed by understanding how
parents’ own attachment representations are influencing their child’s psychological
development. Such information can be used as a conceptual model for child difficulties and
thus inform the focus of treatment.
Furthermore, the application of attachment theory within psychological treatment
models has been demonstrated through the development of several attachment-based
interventions. However, as argued through the present chapter, there are limitations to the
applicability of existing ABIs. The majority of interventions are designed for younger
populations, with some ABIs targeting adolescents, leaving an absence of treatment models
for primary school-aged children. Given the research highlighting associations between
disrupted attachment and mental health problems, it is also surprising that a scarcity of
interventions target specific clinical presentations including internalising and externalising
problems. Indeed, researchers have emphasised the need for attachment-based treatments to
focus on clinically significant problems and target the complexities of clinical presentation
often seen in older children (Cassidy et al., 2013; Zilberstein, 2014). The BEST-Foundations
intervention for emotional problems in children represents an important first step at
addressing these gaps. However, there is scope for increasing the utility of existing
components within the intervention.
Specifically, while the use of the PRI in BEST-Foundations promotes reflective
functioning in caregivers, its therapeutic value could be enhanced through utilising the
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interview as an assessment measure and linking its content specifically to variation in
treatment approaches. This would allow for the identification of key attachment-related
processes to assist in conceptualising childhood problems and forming treatment objectives
on a case by case basis. Essentially, this would enable greater individualisation of therapy
with a formulation-guided treatment model that places emphasis on relevant attachment
processes. Such an approach has been utilised within the original design of COS (Marvin et
al., 2002), where initial assessment of caregiving attachment representations and childcaregiving interactions are intended to inform treatment. Furthermore, given the high
comorbidity between internalising and externalising problems in children, researchers have
recommended interventions be focused on the co-occurrence of symptoms (Chase & Eyberg,
2008; Sallis et al., 2019). Thus, BEST-Foundations could be expanded to target both
internalising and externalising symptoms, in effect allowing for a transdiagnostic treatment of
childhood psychopathology.
Accordingly, the overarching aim of this dissertation was to expand upon the clinical
application of attachment theory through development of the latest adaptation of the existing
BEST intervention models (Lewis, 2020; Lewis & Benstead, 2016; Poole et al., 2016). This
dissertation consists of three integrated studies including one measurement development
study, one empirical study, and one translational research study.
Study One Aims
This first study is a measurement development and evaluation study and aimed to
develop a discourse-based coding system that would allow for the systematic extraction of
clinically useful attachment-related information from the PRI. The coding system was
intended for use as a clinical assessment measure within psychological treatment for child
mental health problems, with a focus on defensive processes in caregiving. Our objective was
to develop the coding system so that child psychopathology could be conceptualised within

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

58

an attachment-defense framework, and treatment goals based on this formulation could be
determined. Further, we aimed to establish preliminary psychometric properties of the coding
system by conducting interrater reliability analysis. This study hypothesised that:
1. Interrater reliability between trained coders would reach at least a ‘good’ level (as
per the classifications of Cicchetti [1994]), in their assessment of the three
attachment defenses of Deactivation, Disconnection, and Segregation.
Study Two Aims
Following on from study one, this second empirical study is an evaluation study and
aimed to evaluate a new adaptation of BEST-Foundations, titled Attachment-focused Family
Therapy (AFT), that incorporated the newly designed coding system to be applied to the PRI
as a clinical assessment procedure and to guide treatment. Through a pilot randomised
controlled trial we examined whether AFT was efficacious in reducing emotional and
behavioural problems in children aged 6-12 years, compared to CBT-based treatment as usual
(TAU) at a community-based psychology clinic in Perth, Western Australia. Secondary
outcomes were also evaluated, including disorganised caregiving behaviours and overall
family functioning. It was hypothesised that:
2. Children receiving AFT would demonstrate significantly reduced levels of
internalising and externalising symptoms (reductions of Cohen’s d = 0.60), as
measured by the Child Behavior Checklist (Achenbach & Rescorla, 2001),
compared to children receiving TAU (difference of Cohen’s d = 0.30).
3. Caregiving helplessness, as measured through the Caregiving Helplessness
Questionnaire (CHQ; George & Solomon, 2011), would reduce in response to
AFT significantly more than in response to TAU (difference of Cohen’s d =
0.30).
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4. Family functioning, as measured through the McMaster Family Assessment
Device (FAD; Epstein et al., 1983), would improve in response to AFT
significantly more than in response to TAU (difference of Cohen’s d = 0.30).
Study Three Aims
The final study of this dissertation is a translational study focused on addressing the
issue of implementation and dissemination of attachment-based family interventions for the
treatment of child psychological problems. This study aimed to evaluate the acceptability of
AFT and identify barriers to dissemination of AFT within child and family therapeutic
services in Perth, Western Australia. The collaboration and consultation process with child
and family agencies is highlighted in this study, where factors impacting the feasibility of
implementation were intended to inform future refinement of AFT. Given the exploratory and
qualitative nature of this study, we did not have any prior hypotheses.
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Chapter 3: Dissertation Methodology
This chapter will provide an overview of methodological considerations that pertain
to the dissertation as a whole and to each of the three studies. With regards to the first study,
discussion will focus on properties central to the development of discourse-based assessment
tools for clinical use. Subsequently, methodological aspects in relation to intervention
development and evaluation will be outlined. Finally, this chapter will discuss the nature of
translational research as it applies to the present dissertation.
Empirical Study One: The Development of a Coding System
The development of a discourse-based coding system to be applied to the PRI (Low et
al., 2021) involved several considerations grounded within various subjects of literature
including general scale development, quantitative coding of qualitative material, discourse
analysis, and of course research on the assessment of attachment. The coding system was
developed with the underlying premise of other widely used discourse-based measures – that
discourse is a linguistic object that can be described and numerically counted as indicators of
psychological constructs (Avdi, 2008). We termed the tool the Caregiver Attachment
Discourse Scale (CADS).
Discourse-Based Assessment
For the purposes of this discussion, discourse is defined as a speaker’s pattern of
language, as it unfolds in interaction and functions as a symbolic structure of meaning and
psychological representation in relation to other speakers. As such, the discursive level of
language use refers to the social and interpersonal aspects of language, where varying formats
including single words to whole sentences, themes, or narratives, have social impacts beyond
merely conveying information. The analysis of discourse has been applied within a range of
disciplines, with varied conceptualisations of discourse and approaches to examining
discourse (Gee & Handford, 2012). For example, the social psychological tradition views
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discourse as relating to putative underlying cognitive processes (van Dijk, 1996). Linguistic
researchers theorised that psychological experiences may become transformed through the
reconstruction of such experiences into narrative (Kintsch & van Dijk, 1978). On this basis,
the organisation of discourse is believed to reveal the organisation of cognitive
representational phenomena. Parallels can be drawn here between social psychological
discourse analysis and the structuralist-driven Lacanian discourse theory, where the analysis
of language emphasises form over content (Parker, 2005). Rather than uncovering meaning
underlying language, it is the organisation and structure of linguistic formats (such as words,
phrases, sentences), or ‘signifiers’ that is the object of study within Lacanian analysis of
discourse. In this model of analysis, discursive elements that are considered nonsensical are
sought out, and their role in organising and disrupting the flow of conscious meaning and
subjective intention is emphasised. Grounded within psychoanalytic principles, analysing the
discourse therefore reveals the speaker’s unconscious material, reflected through gaps and
discontinuities within their pattern of language (Parker, 2005).
In a manner similar to attachment models of discourse, a fundamental property
relating to conceptualisations of discourse analysis from both schools of social psychology
and Lacanian psychoanalysis, is its coherence. Discourse coherence has been defined as the
perceived semantic relationship between propositions or discursive elements, characterised
by consistency within its context and cohesion within the discourse itself (Halliday & Hasan,
1976; Wang & Guo, 2014). Coherence may be embodied at two levels of discourse. Linear
coherence denotes the properties between communicative events expressed through
composite sentences and sequences of those sentences over time, while global coherence
refers to the discourse as a whole which can be appraised retrospectively at the end of a given
passage of speech. Within conceptual frameworks of discourse analysis, coherence may be
considered the central organising principle of discourse, and examining a lack of coherence is
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the key to revealing unconscious mental representations. This theoretical proposition
underlies the use of discourse coherence within the assessment of attachment and represents
the methodological strategy adopted within the CADS, essentially drawing upon an
integration of concepts derived from discourse theories, and attachment and psychoanalytic
insights.
The discursive approach within attachment assessment exemplifies the analysis of
narrative from a psychoanalytic perspective. The AAI (George et al., 1985), introduced in
Chapter 2, employs a systematic method to analyse an individual’s speech, in order to extract
information regarding their underlying attachment representations. Questions within the AAI
are intended to activate the interviewee’s attachment system through content around early
relationships, separation, loss, and trauma. Accordingly, the AAI evaluates an individual’s
overall coherence in discussing their attachment history and its influence, including their ease
and readiness at recalling relevant memories. Discourse coherence is coded in terms of the
degree of violation of four specific conversational maxims proposed by the linguistic
philosopher Grice (1975, 1989): quality, quantity, relation, and manner. The maxim of
quality is considered the most significant in the AAI, as the speaker must access and evaluate
memories of their attachment history while remaining truthful and collaborative within the
interview. When an interviewee demonstrates overall adherence to these conversational
principles, a classification of secure-autonomous is provided, whereas dismissing,
preoccupied and unresolved-disorganised attachment states of mind classifications are
reflected through particular violations of coherence (George et al., 1985).
Attachment state of mind classifications in the AAI have been distinguished in
relation to their respective strategies or lapses in strategy for the integration and focus of
attention and memory (Hesse, 1996; Main, 1993, 2000). Such an interpretation relates to a
framework of underlying and unconscious defensive processes that lead to the exclusion of
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attachment material from conscious awareness (Lyons-Ruth, 2003; Main et al., 2008).
Through his concept of defensive exclusions, Bowlby (1981) detailed the pre-conscious
process by which incoming sensory information is excluded from conscious awareness in an
attempt to minimise distress when attachment needs are unmet. Thus, within the realm of
discourse analysis, specific variations of discourse coherence in relation to narratives around
attachment histories can be operationalised as a means of measuring defense-driven mental
representations of attachment. This premises our strategy to develop a discourse-based coding
system that aims to extract attachment-related defenses as they pertain to caregiving.
Furthermore, these claims are central to the methodology of this dissertation’s first study, and
subsequently its application in Study Two.
Scale Development Procedure
Our overall approach in developing the CADS was guided by recommendations made
by Barker et al. (2016) for quantitative observational measures and language-based
approaches, by DeVellis (2017) for scale development, and suggestions specific to coding
narratives and interview by Adler et al. (2017) and Weston et al. (2001). We utilised a
systematic language-based approach to develop a quantitative measure for use with
qualitative data. The underlying epistemology of the research approach drew from both
phenomenology and social constructionism in different ways. From social constructionism,
which is closely aligned with the poststructuralist aspects of Lacanian discourse analysis, we
adopted the focus on how language use constructs social relations and forms of subjectivity
(Barker et al., 2016). This is reflective of the attachment and psychoanalytic concept that
speech and discourse is shaped by defenses that serve to protect and regulate the individual
from overwhelming affect and attachment distress. The interactional nature of the PRI can be
viewed as a structured exposure to mild attachment stressors, as the participant is questioned
about their current and historical close relationships. This process raises emotional reactions
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which must then be managed discursively within the interview process. Accordingly, drawing
from a phenomenological-hermeneutic approach, our strategy involved the focus on
perceived meaning rather than objective reality, encompassing interpretation that occurs
through the systematic study of individuals’ experiences and ways of viewing the world
(Barker et al., 2016). As such, we adopted the goal of understanding a person’s discourse in
terms of intention, purposes, and meaning.
While the objective was to generate an assessment measure grounded within
discourse analysis, in order for the tool to be clinically useful in terms of assessing reliability,
clinical outcomes and clinical caseness, we needed to translate discourse analytic principles
to a quantitative scale. Literature relating to quantitative observational methods provided
guidance around how to systematically code for specified behaviours, or in our case
discursive speech events (Barker et al., 2016). Weston et al. (2001) further provided valuable
discussion and insight into the analysis of interview data to produce a coding system. Given
that the coding system was to be applied to the PRI, we utilised PRI interview videos within
the process of scale development. Videos were obtained through existing data from a small
randomised controlled trial investigating the therapeutic effects of the PRI (Low et al., 2021).
The recordings were transcribed and deidentified by the student investigator and a
postgraduate clinical psychology student.
A clear operational definition of the variables was first necessary, attained using a
priori theory to structure initial codes, followed by a more grounded approach of working
directly with interview transcripts (DeVellis, 2017; Weston et al., 2001). The initial structure
of the system was formulated by drawing upon the academic and clinical psychology
backgrounds of the primary and secondary supervisors involved in this research, strongly
grounded within fields of attachment and developmental psychopathology. Further
clarification of the variables occurred through an informal appraisal of interview transcripts,
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supplemented by a literature review of attachment-related defenses and any similar measures
(e.g., Bowlby, 1981; George & Solomon, 1999a, 2008; Hesse & Main, 2006; Lyons-Ruth,
2003; Solomon & George, 1996). The three identified constructs to be coded corresponded to
the three theorised defensive exclusions: Deactivation, Cognitive Disconnection, and
Segregated Systems (Bowlby, 1981). These three defenses have been defined and discussed
in Chapter 1 of this dissertation. Subscale items were based on pre-existing operational
definitions within the AAI (George et al., 1985), the AAP (George & West, 2001), the
Caregiving Helplessness Questionnaire (George & Solomon, 2011) and the Caregiving
Interview (George & Solomon, 1988).
Using a purposeful sample of three heterogenous transcripts, all instances of the codes
were identified, items were refined, and emblematic examples of items were selected. Clear,
well-defined indicators with good examples were emphasised to maximise the reliability and
validity of observer ratings (Barker et al., 2016). The drafted item pool was reviewed
collaboratively with the research team, resulting in further refinement and development of the
codes. Following finalisation of the subscales, three transcripts were coded independently by
the three co-developers and another iterative process of feedback and revision occurred.
A crucial aspect of consideration within development of the CADS was that the
measure was designed to be predominantly utilised for clinical purposes of formulation and
treatment planning, rather than to derive particular classifications. A similar approach has
been employed within Luborksy’s development of the Core Conflictual Relationship Themes
(CCRT), wherein assessment of central relationship patterns are used to formulate clinical
cases and guide the focus of adult psychotherapy (Luborsky & Barrett, 2007). This
overarching objective influenced our decision around a scoring strategy for the system based
on clinical concern of how pervasive the defense was and how likely it impacts the
caregiver’s capacity to adaptively relate to their child.
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Pilot Coding and Psychometric Evaluation
The final step of the process involved pilot coding of the finalised measure. Two
coders were provided with thorough training involving didactic presentation and modelling of
the coding process followed by group coding (Barker et al., 2016). Coders were then required
to independently code the same 3 transcripts, until at least 80% agreement with the primary
author. Feedback was provided to the coders where incorrect coding had occurred or
misinterpretation of the variables were evident. Following this, all three coders independently
coded the same 10 transcripts, a sample determined to be adequate for calculation of
interrater reliability using intraclass correlation coefficients (ICCs; Bujang & Baharum,
2017). ICCs were chosen for reliability analysis over other statistics (e.g., Kappa’s
coefficient) given their suitability for studies with two or more coders, and when all subjects
(or transcripts) are rated by multiple coders (Hallgren, 2012). Furthermore, important
criticisms have been made regarding the use of percentage agreements for interrater
reliability, given that they do not correct for agreements that would be expected by chance
(DeVellis, 2005).
The analysis evaluated whether or not a statistically significant extent of agreement
exists between coders, incorporating the magnitude of disagreement between raters (Hallgren,
2012; Shrout & Fleiss, 1979). Separate coefficients were calculated for a total of fifteen
variables: Deactivation, Disconnection and Segregation as they applied to each attachment
relationship (12 variables), in addition to the total number of definite concern (ratings of 2)
for each variable (3 variables). Figure 1 includes a segment of the scoring summary within
the CADS record form to illustrate these variables. A two-way mixed effects model was
adopted, where subjects were considered random and coders considered fixed. ICC estimates
and their 95% confidence intervals were calculated based on single-measures, absolute
agreement between raters. Single-measures was chosen over average-measures to determine
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the accuracy of single raters if coding was completed independently for clinical purposes
(Hallgren, 2012).
Figure 1.
Scoring Summary within the Caregiver Attachment Discourse Scale (CADS)

Empirical Study Two: Development and Evaluation of Attachment-Focused Family
Therapy
This dissertation centred around the development of AFT, intending to address
limitations in existing ABIs and expand upon the BEST-Foundations treatment model (Lewis
& Benstead, 2016), as discussed in Chapter 2. The following section will summarise
considerations relating to both the development and evaluation of AFT.
Treatment Development
As outlined in the preceding chapter, the genesis of AFT followed on from research
highlighting the value of the PRI (Low et al., 2021), which is used as a therapeutic tool within
BEST-Foundations. It became clear that the PRI could be better utilised as a clinical
assessment measure, which in effect would shape the intervention to adopt an individualised
and targeted approach to treating child psychopathology. The CADS was developed to
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achieve this goal, and in turn AFT was formed with the CADS as the basis for its therapeutic
approach.
The development of AFT was guided by Kazdin’s (2000, 2003) model for developing
effective treatment for child and adolescent mental health problems (see Figure 2). This
dissertation involved research predominantly specific to steps three and four of Kazdin’s
model, although considerable work was also undertaken on step two. The Kazdin framework
was very influential as a guide to dissertation as a whole. For example, Chapter 1 of this
dissertation outlined empirical literature around the nature of the clinical dysfunction,
including the aetiological influence of disrupted attachment on internalising and externalising
problems, in addition to the underlying mechanisms of and antecedents to maladaptive
attachment patterns. As such, we were able to identify key characteristics that relate to the
development, onset, and course of dysfunction, which progressively allowed
conceptualisation of treatment processes and mechanisms to be established within AFT.
Of note, while the existing BEST-Foundations model was already embedded within
treatment conceptualisation of strengthening the parent-child relationship through enhancing
reflective functioning, and promoting family connectedness, AFT expanded on these key
processes and mechanisms through which the intervention aimed to achieve its effects. In line
with the development of the CADS, we strengthened the emphasis and clarified the approach
of building coherence within family discourse and facilitating the intersubjective regulation
of affect through the reduction of attachment-related defenses in discourse and behaviour
(Lewis, 2020; Watts et al., 2021). In doing so, our operationalisation of these treatment
mechanisms required manualisation so that processes essential to the intervention could be
documented.
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Figure 2.
Kazdin’s (2003) Steps for Developing Psychological Treatments

Note. Extracted from Kazdin, A. E. (2003) Psychotherapy for Children and Adolescents.
Annual Review of Psychology, 54, 254-276.

As previously noted, the development of AFT aimed to deliver more of an
individualised treatment compared to BEST-Foundations, enabled through the construction of
a family-attachment assessment and feedback protocol, using the CADS as an integral
component. Such an approach is characteristic of case formulation-driven therapy, which
provides the flexibility necessary to work collaboratively with complex cases (Gazzillo et al.,
2021; Persons, 2006; Rainforth & Laurenson, 2014). Case formulations are a set of
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idiographic hypotheses explaining a client’s presentation and grounded within empirical
literature around the primary causes, precipitants, and maintaining influences on
psychological problems. In case formulation-driven therapy, clinicians deliver treatment
guided by theory and assessment rather than simply delivering a standardised list of
intervention tasks. Essentially, the therapist develops an individualised formulation of each
case, and the intervention targets the identified causal and maintaining factors through casespecific and idiographic treatment planning. In doing so, treatment comprises a tighter linking
of assessment and intervention that is considered an important goal within clinical
psychology. Various existing treatments have been implemented with a case formulationdriven treatment and while limited, the available research suggests that such approaches are
efficacious (Rainforth & Laurenson, 2014). Further, researchers have argued that
psychotherapy research should include treatments based on individualised case formulations
as a means to enhance the clinical utility of the research and to address the commonly cited
limitations of highly controlled and standardised evaluation studies (Kramer, 2020; Persons,
1991).
While critics of the approach have cited concerns around the reliability and validity of
case formulations, several studies have demonstrated construct, convergent, and discriminant
validity of formulations within both psychodynamic and cognitive-behavioural frameworks
(Barber & Crits-Christoph, 1993; Messer, 1991; Mumma & Mooney, 2007). Additionally,
research has indicated that precision and content coherence of formulations are not entirely
dependent on the level of clinician expertise (Eells et al., 2005). A potential downfall of a
case formulation-driven treatment approach is that the flexibility afforded to clinicians may
allow them to veer toward nonevidence-based therapeutic approaches (Persons, 2006).
However, our approach circumvents this potential caveat by utilising a nomothetic template
for formulation within the CADS based on an attachment-defense framework, outlining clear
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attachment and family-based therapeutic principles to guide treatment, and by providing
several therapeutic modules that can be selected according to the CADS formulation.
Intervention
While BEST-Foundations entails eight sessions and moves through three distinct
phases, the current adaptation reduced the program to six sessions. This was due to
substantial emphasis being placed on the first phase involving a family-attachment
assessment and feedback protocol (3 sessions). The first session involves a standard clinical
intake interview with the family. The second session entails a purpose-designed attachmentbased interview (the Parental Reflective Interview; PRI) administered independently to both
caregivers, and an attachment-based assessment administered to the child of concern (either a
doll-play assessment or a child attachment interview depending on the child’s age).
Following these assessments, clinicians utilise the CADS which evaluates both caregivers’
PRIs and integrates the child attachment assessment with the goal of identifying key
attachment and family related processes that enable clinical formulation of the child’s
problems within this framework. Thus, while we code for attachment defenses within
caregivers’ individual PRIs, the individual CADS outcomes are not studied in isolation, but
mapped onto the larger system by considering defenses of other family members. In effect,
two levels of systems analysis occurs through the protocol: the attachment-caregiving
relationship between the child and both their mother and father. The conceptualisation
derived from the CADS is then delivered back to the family through a feedback session (3rd
session), wherein treatment goals are collaboratively established.
As depicted in Table 1, six treatment modules were developed, in addition to the
assessment and feedback modules, largely drawn from BEST-Foundations and previous
versions of BEST, and underpinned by specific therapeutic principles (Lewis, 2020; Lewis &
Benstead, 2016). According to the CADS-based formulation, clinicians were guided to select

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

72

three of these modules based on the family’s goals, to be delivered to the family within the
three sessions remaining after the family-attachment assessment and feedback protocol.
The first therapeutic principle is (I) Building coherence within family discourse,
which is achieved through clinician modelling and facilitation of clear and coherent
communication and co-construction of meaning around the family dynamics. This occurs
from the initial intake assessment, where caregivers are asked to describe their child’s
difficulties in front of their children and facilitated to do so in an adaptive manner. The use of
the CADS, particularly the feedback process of discussing narratives from the PRI further
represents a crucial task designed to enhance coherent discourse. Elaboration further occurs
through specific tasks such as ‘Bumps in the Road’, a narrative-based activity from BESTFoundations where the family reflects on past adverse experiences and their journey in
traversing hardship (Watts et al., 2021). The therapists are proactive in seeking clarity around
contradictions, in facilitating acceptance of different versions of events, and in coconstructing meaning ensuing from family adversity. Another important clinical focus within
this principle is contradictory communication (Lyons-Ruth, 2003), conceptually associated
with defensive segregation as identified through the CADS. Therapeutically, this is targeted
through building parents’ insight into its emergence, origins and potential impacts on family
interactions. Support is provided for the family to demonstrate more consistent affectivecommunication with each other.
The second principle is derived from the aforementioned concept coined by ByngHall (2008), (II) Rebuilding the family secure base. The aim is to promote the family’s
operation as a secure foundation from which the child can safely explore their social world.
To reach this position, therapists facilitate the parents to overcome several common obstacles,
identified through the family-attachment formulation. Parents may have adopted a helpless
position, to which therapists discuss small and incremental ways that changes might occur,
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thus building confidence by highlighting immediate action that they can take to contribute to
shifts in their child’s difficulties. Polarisation within the parental couple may also be present,
responded to by highlighting the necessity of a unified front and encouraging communication
and action on how to move towards this. An important obstacle that is typically highlighted
through the family-attachment assessment relates to maladaptive boundaries, role reversal,
and defensively imbalanced proximity between family members. Through collaborative
discussion around these issues, therapeutic tasks may be assigned including spending time
together as dyads or as a family, utilising transitional symbols such as play, and parental
modelling of responsibility-taking and coping with stressors. A specific activity can also be
utilised, the ‘Family Life Cycle’ activity, where therapists highlight the dynamic nature of
growth and change within the family structure and roles.
The final principle, grounded within the significant process of co-regulating affect
within attachment relationships (Schore & Schore, 2008) is (III) Intersubjective regulation of
affect. Here the goal is to reduce dysregulated affect by enhancing the family’s capacity to
speak and think about threat-related themes rather than unintentionally engaging in defensive
and behavioural enactment of affective experiences. Therapeutic content includes
psychoeducation and role-playing around co-regulation and attunement to their child’s affect,
simultaneously aiming to enhance parental reflective functioning (Slade, 2005). Focus may
also be afforded to containing parents’ own distress with identification of triggers, discussion
of adaptive and maladaptive coping, and again building insight into their early histories of
affect regulation, and their own caregivers’ role of co-regulating emotion.
Within all of the above, reflective capacity and insight-building is consistently
facilitated by therapists, drawing parallels and links to each caregiver’s attachment histories
and resulting defensive positions. This is conducted in a non-judgemental, positive manner,
ensuring no implication of blame on the parents behalf. The therapists adopt their role of a
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secure base for the family, in effect ‘joining’ (Minuchin & Fishman, 1981) the family system
and scaffolding the parents’ ability to rebuild their own foundational security from a
supportive and coherent position. Integrated together, the above treatment principles
contribute towards building the family’s capacity to enhance and maintain dialogical
organisation of past and current affect-laden attachment experiences, essentially building
coherence of the family-discourse (Lewis, 2020).
Treatment Evaluation
Given that AFT is in its initial stage of development, a pilot study was required to
evaluate the intervention model. Pilot studies are pivotal in the process of developing novel
interventions as they allow for researchers to examine the feasibility of the approach prior to
larger scale studies of efficacy (Kazdin, 2003; Leon et al., 2011). Further, considering the
novel nature of the family-attachment assessment and feedback protocol, we aimed to
examine the clinical feasibility of the case-formulation driven procedure using the CADS.
Accordingly, we designed a single-blind randomised controlled trial with two parallelgroups: AFT versus treatment as usual at a community psychology clinic in Perth, Western
Australia. The trial was designed with reference to the Consolidating Standards of Reporting
Trials (CONSORT) guidelines for reporting parallel group randomised trials (Schulz et al.,
2010). Outcomes were measured at 5 time-points: two weeks prior to treatment start
(baseline), commencement of intervention (pre-treatment), after 3 sessions (mid-treatment),
at conclusion of the six treatment sessions (post-treatment), and 4-weeks following the end of
treatment (follow-up). We included repeated assessment including mid treatment, to elucidate
the pattern of data and how change is occurring while treatment is in progress (Kazdin,
2000). An intention to treat evaluation was adopted, considered an optimal approach within
randomised controlled trials to reduce any biased interpretation of treatment effects that may
result from analyses based on compliant samples (Hollis & Campbell, 1999).
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Table 1.
Attachment-Focused Family Therapy Treatment Modules & Session Content
Treatment
Module

Therapeutic
Principle

Session Content

Familyattachment
assessment
Feedback &
goal-setting

Building coherence
within family
discourse
Building coherence
within family
discourse
Intersubjective
Regulation of Affect;
Building coherence
within family
discourse;
Rebuilding the
family secure base
Intersubjective
Regulation of Affect;
Building coherence
within family
discourse;
Rebuilding the
family secure base
Rebuilding the
family secure base

- Parental reflective interview
- Doll-play or child attachment interview

Family life
cycle & family
roles

Building coherence
within family
discourse;
Rebuilding the
family secure base

- With caregivers:
Family-life cycle activity; Parenting as a developmental
process; explore family boundaries
- With child:
Story of my life activity; explore individual boundaries
- With whole family:
Identify family roles; river of life metaphor

Bumps in the
road

Intersubjective
- With whole family:
Regulation of Affect;
Bumps in the road activity
Building coherence
- With caregivers:
within family
Reflect on activity; coping with stressful events; effective
discourse;
communication
Rebuilding the
- With child:
family secure base
Reflect on activity; effective communication of feelings

Navigating the
future

Rebuilding the
family secure base

Attunement &
co-regulation
of emotion

Limit-setting
and family
communication

Building family
relationships
& self-care

- Delivery of feedback from the CADS
- Collaborative goal-setting based on the CADS
- With caregivers: Psychoeducation around attunement and coregulation; family of origin experiences of emotion; parent
coping with emotion
- With child:
Explore emotions, expression of, and coping with emotions

- With caregivers:
Explore function of problem behaviours; explore limitsetting; identify contradictory communication; family of
origin experiences of limit-setting
- With child:
Establish family rules
- With whole family: concept of special time
- With caregivers:
parenting as a unified front; self-care; family of origin
experiences
- With child:
Special time activities; self-care activities

- With whole family:
Reflect on treatment content; future goals and family vision
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Treatment Outcomes
Outcome measures were chosen according to the intended targets of the intervention.
For our primary outcome, we examined internalising and externalising problems in children.
Our primary treatment objective was symptom reduction, therefore we decided to examine
both diagnosable and sub-diagnosable symptoms as measured by the Child Behavior
Checklist (Achenbach & Rescorla, 2001). This parent-report measure was chosen due to
several reasons, including its wide use in child mental health services, its capacity to provide
an overview of internalising and externalising problems, the ease and time-effectiveness of
administration, and the limitations of self-report symptom measures for children (Kazdin,
1981; Sawyer et al., 2001). Evaluations of the CBCL have reported excellent internal
reliability, α = .89 and α = .93 for the internalising and externalising scales respectively, and
excellent test-retest reliability, r = .95 to 1.00 (Achenbach, 1991). These psychometric
properties represent sound justification for the use of the CBCL as a repeated outcome
measure in our study.
As secondary outcomes we were interested in aspects of parent and family
functioning, considering the well-established aetiological roles that these factors may play in
child mental health problems. Disorganised caregiving, characterised by the presence of
dysregulated helplessness, frightened/frightening interactions between parent and child, and
role-reversal, is considered an integral component of defense-driven parenting. Given the
underpinnings of AFT in targeting the impact of attachment-related defenses on emotion coregulation and family discourse, we considered disorganised caregiving as a potential
mediator for change in AFT. As such, the Caregiving Helplessness Questionnaire (CHQ;
George & Solomon, 2011) was utilised as a secondary outcome measure. The CHQ was
chosen as the one of the few available measures in the assessment of disorganised caregiving
behaviours, grounded within the conceptualisation of the caregiving behavioural system
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outlined in Chapter 1. Research demonstrating psychometric properties of the CHQ include
adequate internal consistencies of α = .85, α = .65, α = .64 for the scales of caregiving
helplessness, caregiver-child frightened, and child caregiving, respectively (George &
Solomon, 2011). Good convergent validity of the CHQ with maternal depression, parenting
stress and perceptions of infant socioemotional problems has also been indicated (HuthBocks et al., 2016).
Furthermore, the grounding of the intervention within a family systems framework
provided solid justification for examining the impact of AFT on family dynamics. An
important principle of the intervention was to rebuild the family as a secure base in a context
where trauma or loss may have compromised the security of family relationships, and in
doing so we anticipated enhanced family cohesion. Accordingly, we included family
functioning as an additional secondary outcome, as measured by The McMaster Family
Assessment Device (FAD; Epstein et al., 1983). The FAD has been widely used in both
research and clinical practice, comprising of 53 items over seven subscales. For the purposes
of our study and to reduce the laborious nature of repeated assessments, we chose to include
only the General Functioning subscale to provide an indication of overall family life. This
subscale includes 12 items from the six other subscales: one from Problem Solving, four from
Communication, two from Roles, one from Affective Responses, three from Affective
Involvement, and one from Behavior Control. Studies have shown good psychometric
properties of the General Functioning scale within the FAD, with excellent overall internal
consistency, α = .92, and good test-retest reliability, α = 0.71 (Epstein et al., 1983; Miller et
al., 1985). Studies have indicated good discriminant validity among non-clinical and clinical
groups, and concurrent validity with other established measures of family cohesion and
adaptability (Miller et al., 1985; Sawyer et al., 1988). Sound ecological validity of the FAD
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has also been evidenced through recent comparison with daily subjective reports of family
functioning (Leibach & Everhart, 2017).
Statistical Analysis of RCT
In determining our statistical approach to analysing the data obtained from the RCT,
several factors were taken into consideration. Importantly, we needed to account for the
nested nature of the data, given that more than one parent from the same family completed
assessments. A further level of nesting was present through the longitudinal nature of the
data, where repeated measures are nested within individuals. With nested structures, the data
become correlated within groups which can lead to inaccurate estimates of standard error
terms and consequently, of both Type I and Type II errors within significance testing (Kenny
et al., 2006). While the majority of statistical methods assumes that data is independent, there
are certain analyses that allow for evaluation of nested and interdependent data such as
multivariate analysis of variance (MANOVA) or multilevel modeling (MLM) approaches
(Atkins, 2005; Tabachnick & Fidell, 2019).
MLM was chosen as the most appropriate statistical method for our analysis due to a
number of reasons. Firstly, MLM captures the correlations within nested data by
incorporating multiple error terms that represent within and between-group variability
(Atkins, 2005). These are referred to as ‘random effects’, which we considered as both the
family group and repeated measures within our data, while the regression coefficients or
‘fixed effects’ within our model represented the outcome measures.. We applied an
Autoregressive covariance structure (AR1) to the repeated measures effects, assuming that
outcomes measured closer in time (i.e. time point 2 and time point 3) were likely to be
correlated greater than those obtained further apart (i.e. time point 2 and 5) (Tabachnick &
Fidell, 2019). By examining model fit statistics of log-likelihood and Akaike’s information
criterion, we also found improvement in the data by including the intercept as a random effect
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and taking into account participant baseline scores, which has been considered a conceptual
necessity for analysis of repeated measures data (Twisk, 2006). Another important strength of
MLM is that the approach does not require complete data for all participants as does
MANOVA, instead estimating missing data through maximum likelihood methods. We
applied a restricted maximum likelihood estimation of model parameters, in line with
recommendations for smaller sample sizes (Raudenbush & Bryk, 2002).
Translational Study Three: Examining the Dissemination of AFT
The final study within this dissertation represented an important application of
translational research methodology, with the objective of evaluating the disseminability of
our empirical research within clinical practice. Translational research typically comprises
efforts at applying and integrating empirical findings with the goal of optimising community
health and wellbeing (Vivian et al., 2012). A specific component of translational science that
holds direct relevance to the development of AFT concerns the implementation of evidencebased treatments within community services, particularly in the space of child psychology
and psychiatry (Williams & Beidas, 2019). The following discussion will explore the field of
implementation science prior to outlining our process of consultation with relevant child and
family services.
Implementation Science
Despite development of evidence-based interventions, a research-to-practice gap
exists where such treatments are seldom used within clinical practice settings. Research has
estimated an astounding 17 year lag for only 14% of research to be utilised within community
settings (Balas & Boren, 2018). Implementation science, the systematic study of methods to
promote the use of evidence-based practice within practice settings, has outlined several
implementation strategies that should be targeted within child psychology. In particular, our
study adopted strategies pertaining to the disseminability of interventions.
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Dissemination involves extending the treatment to service providers, including
agencies and therapists, in addition to those that receive the treatment, in our case children
and their families. Kazdin (2000) cites several factors that may influence the disseminability
of a treatment, including procedural complexity, training requirements, likelihood of
adherence to treatment procedures, and the extent to which non-adherence may impact
treatment effectiveness. Another important criterion pertaining to the implementation of
interventions is the acceptability of the treatment model by both clinicians and clients, where
treatments considered more acceptable are more likely to be adopted, sought and adhered to
(Kazdin, 2000). Finally, the cost of interventions is a pertinent factor that dictates the degree
to which treatment models are widely implemented. Expenses for treatment delivery, dictated
by resources required and training costs, can be considered in relation to obtained benefits or
outcomes from the intervention, allowing for cost-effectiveness analysis of the treatment
(Kazdin, 2000). For example, if a short-term treatment that requires greater resources (i.e.
two clinicians as in AFT), results in superior outcomes compared to a longer-term treatment
requiring less resources (i.e. one clinician), a treatment provider may opt for the former given
its cost-effectiveness.
Agency Consultation
Keeping the above factors in mind, to optimise the likelihood of implementation
within practice settings, researchers have emphasised the significance of partnerships with
agencies in the community (Hoagwood et al., 2001; Mendel et al., 2008; Novins et al., 2013).
Such collaborative partnerships with possible stakeholders and end-users may help to inform
the design and development of intervention models through consultation, ultimately
improving the dissemination of the treatment model. As such, we adopted these
recommendations in our study, with the overall objective of translating our work beyond the
realm of research and into community setting of child mental health services.
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An important aspect that required consideration within our consultation processes is
the mutual benefit necessary for effective collaboration (Bumbarger & Campbell, 2012).
While we gained the ability to identify and address key barriers to treatment implementation,
agencies were provided the opportunity to contribute to trial recruitment and be informed
with feedback of the outcomes to enable future collaboration regarding dissemination and
potential training opportunities. Further, the effectiveness of partnerships relies on the
pursuance of shared objectives (Bumbarger & Campbell, 2012), which in our case
represented the goal of an available, efficacious and evidence-based treatments for mental
health problems in primary school-aged children. In addition, the central component of our
study involved a semi-structured interview with the agencies regarding their existing service
delivery and exploring facilitators and barriers to implementation of AFT. By examining
existing services of the agencies, we were able to identify whether our intervention may meet
any unmet needs of the organisation and if not, whether our model could be shaped to do so,
thereby enhancing the likelihood of a fruitful collaboration process.
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An Attachment-Based Coding System for Clinical Use with Families: The Caregiver
Attachment Discourse Scale
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Preface
As discussed in Chapter 1, attachment theory provides a valuable framework for
understanding child psychopathology with literature elucidating important concepts that
should be considered within the clinical assessment and treatment of mental health problems
within children. Chapter 2 reviewed efforts at applying such theory into the clinical space,
highlighting existing efforts at how clinicians have utilised tools such as the AAI (George et

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

83

al., 1985) and the AAP (George et al., 1997) within psychotherapy for both adults and young
people. However, these applications lacked a systematic approach toward integrating
assessment into clinical treatment of psychological difficulties, and several constraints
inherent in the assessment measures themselves limit the widespread utilisation of these tools
within service delivery.
As such, the following paper presents the development of a novel attachment-based
interview and coding system for specific use within an attachment and family model of
psychological therapy for child mental health problems. Chapter 3 included discussion of
pertinent methodological issues relevant to the development of the instrument, and in this
context we outline our efforts at establishing its preliminary psychometric properties.
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Introduction
The theory of attachment has been elaborated by prominent researchers for over fifty
years, with an emerging recognition that attachment-related concepts hold immense utility
within clinical psychology. Accordingly, many attachment-based interventions have been
designed for use within a diverse range of clinical populations (Bakermans-Kranenburg et al.,
2003; Facompre et al., 2017). The formal integration of attachment concepts within clinical
assessment has fallen comparatively short, with most efforts limited to research contexts.
While landmark empirical advances have allowed for the classification of attachment patterns
(e.g., Ainsworth et al., 1979; George et al., 1985), there remains room for robust measures
that facilitate the application of attachment theory into the clinical assessment and
formulation of mental health problems in children.
This paper presents a novel approach to conceptualising child psychological
difficulties within a clinical framework that integrates concepts of attachment, together with
discursive psychoanalytic and family systems theory. Specifically, a purpose-designed
interview and discourse-based coding system has been developed for use with caregivers, to
guide the delivery of an attachment-focused family therapy model (Serfaty, Lewis, &
Almeida, 2021). This approach enables clinicians to assess for specific attachment-related
processes within caregivers and families, which subsequently assists in formulating their
child’s difficulties and developing individualised treatment objectives. Prior to outlining this
method and our progress to date in demonstrating its clinical utility, the key conceptual
underpinnings of the approach will be discussed.
Attachment and Psychopathology
Attachment theory (Bowlby, 1969, 1973, 1981) outlines the propensity for humans to
seek affectional bonds. From as early infancy, distinct patterns of attachment behaviours are
seen to arise, varying from secure attachment to insecure categories of avoidant, resistant-
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ambivalent, and disorganised attachment (Ainsworth et al., 1979; Main & Solomon, 1990).
Associations have been found between insecure and disorganised attachment patterns and
various indicators of psychopathology across the lifespan (Colonnesi et al., 2011; DeKlyen &
Greenberg, 2016; Dozier et al., 2008; Groh et al., 2016; Madigan et al., 2013). Findings
highlight early attachment disorganisation as placing children at the greatest risk for both
externalising and internalising problems (Borelli et al., 2010; Bureau et al., 2009; Fearon et
al., 2010; Fearon & Belsky, 2011).
The development of secure attachment is considered dependent on responsive and
consistent early experiences within their relationship with their primary caregiver, or
attachment figure. Evidence has accumulated indicating the role of maternal sensitivity
(Ainsworth et al., 1979) in facilitating security of attachment (Bakermans-Kranenburg et al.,
2003; Boom, 1994; De Wolff & van Ijzendoorn, 1997). On the other hand, harsh, interfering,
unresponsive or inconsistent parenting has been demonstrated as predicting attachment
insecurity (Boom, 1994; De Wolff & van Ijzendoorn, 1997). Caregivers characterised as
frightened, frightening, dissociative, or withdrawing has been associated with disorganised
attachment (Hesse & Main, 2006; Lyons-Ruth et al., 2013; Madigan et al., 2006).
A caregiver’s capacity to facilitate secure attachment in their child is largely
dependent upon their own early attachment experiences (George & Solomon, 2008), with
meta-analytic findings indicating the concordance between caregiver and child attachment
(Van Ijzendoorn, 1995; Verhage et al., 2016). Through this lens, child mental health
problems can be conceptualised by considering a caregiver’s own maladaptive attachment
system, and how this has ensued in disruption within their child’s attachment. Thus,
examining caregiver attachment represents a valuable source of clinical information.
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Adult Attachment and Discourse
The assessment of attachment in adults has been predicated on Bowlby’s initial
concept of the ‘internal working model’ (IWM; Bowlby 1973), later expanded upon by Main
and colleagues (1985) to explain how individuals internalise attachment-related experiences,
and associated thoughts, feelings, and expectations. Based on theories of linguistics and
psychoanalysis, an individual’s patterns of speech are drawn upon to access their
representational model of attachment. In the gold-standard measure of adult attachment, the
Adult Attachment Interview (AAI; George et al., 1985) classifies adult attachment states of
mind by evaluating an interviewee’s overall discourse coherence in discussing their
attachment history and its influence. A classification of security is provided when the
individual can maintain cooperative and rational discourse throughout the interview, while
insecure and disorganised classifications are related to particular violations of coherence
(George et al., 1985).
The centrality of language in representing attachment representations is grounded
within the understanding that one needs to co-construct language representations of
emotionally significant events, of others and of the self, preferably with attachment figures,
so that such experiences can be integrated coherently through conscious processing (Bowlby,
1988). Without this, the linguistic incoherence representative of attachment disruption
reflects impaired access to and integration of attachment-related feelings and memories
(Grossmann, 1999; Main, 1991). Further links have been made between discourse coherence
and the role of attentional flexibility (Main, 1993, 1995, 2000). Flexibility in attentional
capacity is observed where individuals can discuss their attachment-related experiences while
simultaneously evaluating their influence. On the other hand, attentional inflexibility is
evident in speakers where linguistic focus is pushed persistently away from (Dismissing
classification), or strongly towards (Preoccupied classification) past attachment experiences
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and their influence, to the extent that discourse moves beyond cooperation. In relation to an
Unresolved classification in the AAI, disrupted discourse patterns may represent the collapse
of an organised attentional or linguistic strategy (Main et al., 2005). Such an interpretation
relates to a framework of underlying and unconscious defensive processes (Lyons-Ruth,
2003; Main et al., 2008).
Attachment-Related Defenses in Caregiving
Bowlby (1981) integrated cognitive models of information processing and
psychodynamic concepts of defense to outline a defensive framework of attachment.
Defensive exclusion was termed as the pre-conscious process by which incoming sensory
information is excluded from conscious awareness in an attempt to minimise distress when
attachment needs are unmet. The Adult Attachment Projective (AAP; George & West, 2001)
was the first measure to uniquely code for defensive processes in line with Bowlby’s (1981)
propositions. George and Solomon (1999a, 2008) have further explored the manifestation of
defensive exclusions in relation to caregiving.
The deactivation of the attachment system involves the diminishing or devaluing of
one’s own attachment-related needs, consequent in the reduced experience of certain
behaviours, thoughts, and affect (George & West, 2001). Deactivation has been associated
with mothers of avoidant children, where psychological distance is maintained through a
form of distanced protection characterised by limited intimacy and increased discipline
(Britner et al., 2005). ‘Cognitive disconnection’ involves a person’s affective and/or
behavioural response becoming disconnected from the relational context that is eliciting the
response, leading to inaccurate attributions or excessive preoccupation with their reaction
(Bowlby, 1981). This defense is dominant in mothers of ambivalent/resistant children,
embodied in caregiving practices termed ‘close protection’ and reflecting confused
ineffectiveness (Oppenheim et al., 2001; Zeanah et al., 1993).
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The third more extreme exclusion termed ‘segregated systems’ is thought to be
associated with intensely painful and distressing states, often accompanying loss or trauma
(Bowlby, 1981; George & West, 2001). Where integration of distressing events is impeded,
the operation of two distinct mental systems arises, manifest through incongruent and
disorganised behaviour (Granqvist et al., 2017; Juen et al., 2013). The defensive process of
segregation within mothers has been termed ‘abdicated caregiving’, characterised by failed
protection and withdrawal, and dysregulated helplessness and fear (Lyons-Ruth et al., 2013;
Solomon & George, 1996). Here, caregivers may also perpetuate role reversal (blurring of
mother-child boundaries), or psychological merging with the child and their distress (Britner
et al., 2005; George & Solomon, 1996, 1999a, 2008; Solomon & George, 1996).
A defensive framework of attachment helps to describe how attachment experiences
may become unintegrated both linguistically and representationally. Disruption to a child’s
pre-verbal experience with attachment figures leads to the operation of defensive processes,
which acts to compartmentalise feeling, attention, perception and memory. A related failure
to integrate experiences into language representation and an ongoing lack of co-construction
through attachment relationships may perpetuate continued exclusion of attachment-related
material that only serves to consolidate the interpersonal defense-driven representational and
behavioural sequalae of psychopathology (Main et al., 2008).
The Current Study
On the basis of the above literature, our conceptualisation of childhood
psychopathology can be broadened to incorporate the underlying defense mechanisms that
may be contributing to caregiving behaviour and its influence on providing consistently
responsive experiences for a child. Thus, our current research efforts aimed to harness
existing concepts within attachment theory and utilise an attachment-defense framework to
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develop a coding-based assessment tool for the clinical purposes of treating child mental
health problems. We have titled the tool the Caregiver Attachment Discourse Scale (CADS).
The development of this coding system occurred in the context of an attachmentbased family therapy model known as Behaviour Exchange Systems Therapy (BEST) that
has been under development and evaluation for over two decades (Lewis, 2020; Toumbourou
et al., 1997). Within this intervention, a discourse-based interview had been constructed for
caregivers, designed to elicit narrative reflection around attachment experiences (Lewis &
Benstead, 2016). Our goal was to systematically extract clinically meaningful discursive
information based on a defensive framework of attachment representations and behaviours,
and use this information to guide treatment of the child’s presenting problem within a family
setting. In line with this, the present paper had two aims: first, to construct a clinically
valuable coding system for use with a discourse-based attachment interview, and second, to
establish preliminary psychometric properties around interrater reliability of the CADS.
Methods
Scale Development
The development of the current scale utilised a systematic language-based approach
to develop a quantitative observational measure using qualitative data. The scale design
operated under the premise that discourse is considered a linguistic object that can be
described and numerically counted as indicators of psychological constructs (Avdi, 2008), as
in other widely used discourse-based measures.
Sample
The coding system was developed to be applied to the Parental Reflective Interview
(PRI), which was developed as part of BEST-Foundations (Lewis & Benstead, 2016). The
PRI is a 90-120 minute purpose-designed, semi-structured interview adapted from the AAI
(George et al., 1985), and the Working Model of the Child Interview (WMCI; Zeanah et al.,
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1993), with several questions produced by the research team. The interview progresses
through the caregiver’s attachment relationships, starting with their mother, to their father,
their partner (or child’s father), and their child. Videos of the administered PRI were drawn
from existing data obtained through a small randomised controlled trial investigating the
therapeutic effects of the PRI (Low et al., 2021). The recordings were transcribed and
deidentified by the primary author and a postgraduate clinical psychology student.
Procedure
The CADS was developed via a four-step process, informed by guidelines by Barker
et al. (2016) for quantitative observational measures and language-based approaches,
DeVellis (2017) for scale development, and suggestions specific to coding narratives and
interview by Adler et al. (2017) and Weston et al. (2001).
Step 1: Scale focus. The first step of scale development for the CADS involved
determining the focus of measurement and operationalising the relevant dimensions within
discourse. Initial conceptualisation occurred through collaborative discussion of the research
question and coding system with between the primary author, secondary author (AL) and
third author (RA). Both research supervisors are clinical psychologists and have extensive
research and clinical experience in the field of attachment. Clarification of the constructs was
informed by reviewing the literature, specifically around attachment-related defenses in
general and relating to caregiving (e.g., Bowlby, 1981; George & Solomon, 1999a, 2008;
Hesse & Main, 2006; Lyons-Ruth, 2003; Solomon & George, 1996). The three identified
constructs to be coded corresponded to the three theorised defensive exclusions:
Deactivation, Cognitive Disconnection, and Segregated Systems (Bowlby, 1981). Operational
definitions of these variables were determined on the basis of existing theoretical
conceptualisations, as is standard in qualitative research (Barker et al., 2016). Rather than
measuring discourse coherence on a separate scale, as in the AAI, specific violations of
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Grice’s (1975) conversational maxims were viewed in terms of underlying defenses and
separated accordingly.
Step 2: Subscale and item development. Initial development of subscale items was
informed by pre-existing measurement codes within the AAI (George et al., 1985), the AAP
(George & West, 2001), the Caregiving Helplessness Questionnaire (George & Solomon,
2011) and the Caregiving Interview (George & Solomon, 1988). Item variables were further
developed through a grounded approach, with qualitative analysis of a purposeful sample of
three transcripts, selected on the basis of perceived variation in interviews. Theoreticallybased examples of defensive indicators were extracted through the analysis of these
transcripts and items were refined accordingly. The drafted item pool was reviewed
collaboratively with the research team, resulting in further refinement and development of the
codes. Following finalisation of the subscales, three transcripts were coded independently by
the three co-developers. Following the process of team feedback, items identified as unclear
were further revised.
Step 3. Scoring strategy. The scale of measurement was treated as ordinal, with no
assumption that the difference between scale points was the same. For ratings of the finalised
subscales, a 3-point Likert-type scale was decided upon with the following anchors: 0 = of no
concern; 1 = of possible concern; 2 = of definite concern. Ratings according to ‘concern’ was
considered more appropriate for the purpose of the tool to be used within clinical practice to
inform formulation and treatment planning. Ratings were provided for each defense and for
each of the speaker’s attachment relationships: their mother of origin, father of origin,
partner, and child (see Appendix A for scoring summary sheet on record form). Scoring
guidelines were developed for each subscale on the basis of existing theoretical notions of
each defense. This entailed summaries for each rating (0-2) with descriptions of which
indicators should be present and what the overall transcript should be characterised by to
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receive respective ratings of concern, incorporating both frequency and intensity of
indicators.
Step 4: Pilot coding. The finalised measure was then used to code 10 transcripts, with
coders as the primary author and two postgraduate clinical psychology students. The students
were first required to undergo extensive training which involved guidance around the
theoretical basis and administration of the system, prior to independently coding the same 3
transcripts and ensuring at least 80% agreement with the primary author. Feedback was
provided to the coders where incorrect coding had occurred or misinterpretation of the
variables were evident. Following this, all three coders independently coded the same 10
transcripts. The sample of 10 transcripts coded by three coders was determined to be
adequate for calculation of interrater reliability using intraclass correlation coefficients
(Bujang & Baharum, 2017). Coders reported an estimated duration of time of 1-2 hours per
transcript and all coding occurred within a controlled setting at the School of Psychology and
Exercise Science, Murdoch University.
Measures
The Caregiver Attachment Discourse Scale. The final instrument was manualised
as the CADS, outlining a brief overview of its theoretical basis and detail around the coding
procedure. The CADS consists of the following variables, each with 4-5 respective
indicators.
1. Deactivation was defined as the minimising of attachment-related needs or
distress from conscious awareness. Indicators represent the speaker’s success at
shifting attention away from questions or memories that arouse the attachment
system, and the speaker’s efforts at distancing themselves from attachment
experiences through devaluing, minimising, idealising, or emphasising extraneous
factors over attachment relationships.

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

93

2. Disconnection was defined as the speaker’s affective or behavioural response
becoming disconnected from the attachment-related source of their response,
resulting in heightened affect with little awareness of how it relates to attachment
experiences. Indicators represent the speaker’s display of ambivalence and
preoccupation around attachment experiences, confusing and ambiguous
attachment-related discourse, heightened affect, and excessive efforts at keeping
others within attachment relationships close.
3. Segregation was defined as the operation of two distinct mental systems, resulting
from the speaker’s inability to integrate attachment experiences due to
overwhelming pain and distress. Indicators represent the speaker’s discursive
disorganisation or disorientation, extreme affect dysregulation, evidence of
frightened, frightening or withdrawal tendencies, or disorganising behaviours
within attachment relationships.
Coding of the above variables occurs through a systematic procedure, working
through the transcript sequentially with each variable. After all indicators have been collated,
ratings are provided with reference to scoring guidelines, resulting in 12 ratings: each defense
for each attachment relationship. The ‘predominant defense’ and ‘secondary defense’ is
determined by summating the presence of defense across attachment relationships so that
total scores are calculated for the number of relationships rated a 2: of definite concern (total
scores can be a minimum of 0 or maximum of 4).
Following completion of the coding, the CADS manual outlines the process for
completing a clinical formulation that conceptualises the child of concern’s current
functioning within an attachment-defense framework. For use within the intended
attachment-based family therapy model, coding from both caregivers is optimal to establish a
formulation encompassing an understanding of the child’s behaviours that reflects the
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caregivers’ own attachment defenses, and further understanding of where these caregiver
defenses have originated from.
Results
Analysis of Interrater Reliability
Interrater reliability was estimated through calculation of intraclass correlation
coefficients (ICCs) for each of the variables using SPSS. The analysis evaluated whether or
not a statistically significant extent of agreement exists between coders, incorporating the
magnitude of disagreement between raters (Hallgren, 2012; Shrout & Fleiss, 1979). The
initial assumption was that no agreement exists (null hypothesis = 0) and the alternative
hypothesis was pre-specified as ICC = 0.5, where 0.41 to 0.6 is typically classified as
moderate reliability (Landis & Koch, 1977). Similarly, guidelines by Cicchetti and Sparrow
(1981) indicate below .40 as poor, between .40 – .59 as acceptable, 0.60 – 0.74 as good, and
0.75 – 1.00 as excellent.
Separate coefficients were calculated for a total of fifteen variables: Deactivation,
Disconnection and Segregation as they applied to each attachment relationship (12 variables),
in addition to the total number of definite concern (ratings of 2) for each variable (3 variables.
A two-way single-measures mixed effects model was adopted, where subjects were
considered random and coders considered fixed (Hallgren, 2012). ICC estimates and their
95% confidence intervals were calculated based on single-measures, absolute agreement
between raters.
Results from the analysis are displayed in Table 2. ICC estimates for determining the
total concern of each defense were all within the excellent range with acceptable confidence
interval estimates. ICC’s were also averaged for each defense coded in relation to all
attachment relationships, with all estimates reaching the good to excellent range. Evaluation
of the lower confidence intervals reveals lower than acceptable estimates for the overall
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coding of Disconnection and Deactivation, however the large confidence intervals is likely
due to the small sample size (Hallgren, 2012). Overall results indicate rejection of the null
hypothesis, suggesting that the scales within the CADS were rated similarly across coders.
Table 2.
Interrater Reliability Statistics for the Caregiver Attachment Discourse Scale
Variable

ICC

95% CI lower

95% CI upper

Deactivation – Total Concern

0.75

0.46

0.92

Disconnection – Total Concern

0.93

0.82

0.98

Segregation – Total Concern

0.86

0.64

0.96

Deactivation

0.65

0.33

0.88

Disconnection

0.62

0.16

0.86

Segregation

0.78

0.54

0.93

Discussion
In the current paper, we have presented a new method of translating attachment theory
into the practice of clinical psychology. The proposed coding system was developed with the
goal of formally incorporating the understandings gained from a defensive framework of
attachment into a clinical assessment tool, with the potential to enhance case
conceptualisation of child mental health problems and in turn inform treatment pathways.
The development of the CADS occurred through both an a priori theory approach and a
grounded theory approach (Weston et al., 2001), established through reviewing the literature
and drawing from empirically established measures of attachment, combined with qualitative
analysis of interview transcripts. While progress has been made in terms of demonstrating
reliability and initial clinical utility of the CADS, there is ample scope for further research
and applications of the tool, as discussed below.
The preliminary psychometric evaluation conducted as part of development has
demonstrated good to excellent interrater reliability of the CADS. While the sample size was
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small as evident through large confidence intervals, the overall results suggest that the
defenses were rated consistently across coders. Of note, interrater reliability was shown to be
excellent in relation to the coders identifying which defenses were of most concern within the
caregivers’ discourse. This supports the use of the CADS in clinical settings, given the
primary purpose of the tool is to identify attachment processes of concern that may be
impacting the caregiver’s child.
While attachment theory has brought forward several well-established assessment
measures, the CADS represents a novel approach to translating existing conceptual
frameworks into clinical practice. The AAP (George & West, 2001), Caregiving Helplessness
Questionnaire (George & Solomon, 2011) and the Caregiving Interview (George & Solomon,
1988) have all incorporated a defensive framework into understanding attachment-related
concepts. The CADS expands upon these existing measures by integrating discursive
representations of attachment defenses as they relate to caregiving behaviour, and
systematically utilising the coding of these within child and family psychotherapy.
Moreover, rather than providing single classifications as in the AAP and the AAI, the
CADS codes for the presence of all three defenses, which allows for multiple defenses to be
simultaneously of clinical concern. Conceptually, this corresponds to the Cannot Classify
category within the AAI, characterised by no predominant ‘attachment state of mind’ where
instead a speaker may shift between two states or does not fit into any of the organised
classifications due to extreme contradiction (Main & Goldywn, 1985). Hesse (1996) argued
that this presentation represents a collapse at a global level with no overall strategy used
within the discourse task. Importantly, the Cannot Classify category has been found to
overrepresent populations with psychiatric disorder and experiences of abuse (Hesse, 1996).
Researchers have also highlighted the role that fear may play in eliciting the discursive
manifestations of the Cannot Classify status, further linking to caregivers’ contradictory
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behaviour towards their children (Minde & Hesse, 1996). Thus, in the circumstance where a
caregiver is coded in the CADS with concern relating to two or three of the defenses, this
may suggest the contradictory use of caregiving strategies and holds significance with respect
to child psychopathology. The implications of this coding can readily inform directions of
treatment strategies, i.e., with efforts at increasing caregiver awareness into their fear-driven,
contradictory behaviours, and further facilitating a shift toward a single attachment-related
strategy utilising discursive relational interventions.
As previously acknowledged, the development of the CADS is still in its infancy.
While reliability has been demonstrated, construct validity is yet to be evaluated.
Specifically, future research efforts should endeavour to examine whether the coded defenses
relate to existing measures of attachment-related defenses and related caregiving defensedriven behaviours that have been incorporated within the variables. Evaluating whether the
presence of defenses at a level of concern is associated with child mental health problems is
also of importance, given the designed purpose of the tool to formulate how such defenses
influence the perpetuation of child difficulties. Nonetheless, our initial efforts represent some
progress toward verifying the CADS. As highlighted by Weston et al. (2001), several
strategies throughout development aimed to minimise threats to validity. These included
searching for discrepancies during the process of developing items, utilising triangulation
through grounded analysis of several transcripts with different characteristics, and ensuring a
thorough dialectical process and co-construction of knowledge during research team meetings
to clarify our understandings of the constructs. Our analysis of reliability also signifies
progress in demonstrating the notion of interpretive validity (Maxwell, 1992), whereby
establishing reliability represents a means for researchers and coders to develop a shared
perception of the phenomena.
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With regards to the clinical utility of the CADS, our initial evaluation represents a
first step at demonstrating feasibility, as training succeeded at enabling clinicians to
accurately identify attachment phenomena with strong reliability. A particular strength to our
approach is also that coding was able to be completed within 1-2 hours duration, which is
significantly less time-consuming than other existing attachment-based measures, typically
characterised by 3-4 hours of coding to arrive at final classifications. However, while our
scoring system is less extensive, our approach still requires the transcription of interviews
which may be quite a strenuous task within standard service delivery. Of note, the CADS
protocol will be utilised within a research trial delivering the latest adaptation of BEST, titled
Attachment-Focused Family Therapy (AFT; Serfaty, Lewis, & Almeida, 2021). In this
intervention model, the CADS is used within the initial assessment and the attachmentdefense formulation is presented to the caregivers during the feedback session, after which
therapy goals are collaboratively determined. Treatment outcomes from this study will allow
for important conclusions to be made regarding the clinical feasibility of the CADS.
The current paper presented a newly developed assessment tool that enables clinicians
to incorporate an attachment-defense framework of child psychopathology within their
practice. By evaluating the operation of defensive discourse within caregivers, we are able to
conceptualise how these defenses may be influencing caregiving behaviour and in turn
impacting the psychological development of their child. Such a theory-driven assessment
protocol allows clinicians to focus on particular dynamics more clearly and thereby foster
more targeted planning for appropriate intervention strategies. Preliminary evaluations of the
CADS suggests strong interrater reliability and initial indicators of validity. Future research
should focus on evaluating psychometric validity of the tool, further establishing its
promising contribution to the field of clinical psychology.
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Preface
As presented in Chapter 4, an attachment-based coding system, the Caregiver
Attachment Discourse Scale (CADS) was developed for the purpose of formulating child
psychological problems within a framework of attachment and family systems theory. The
CADS was designed for application to the Parental Reflective Interview (PRI; Low et al.,
2021), which is an intervention component within the BEST-Foundations treatment model for
children aged 3-11 years experiencing emotional problems (Lewis & Benstead, 2016). The
CADS expanded upon the therapeutic utility of the PRI, by enabling clinicians to identify
clinically-relevant material within interviews administered to caregivers, and use this
information to guide formulation and treatment planning. Research has highlighted the
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significance of defensive processes within the attachment system (Bowlby, 1981),
particularly in relation to caregiver patterns (George & Solomon, 2008; Main et al., 2008)
which are deemed integral in promoting secure attachment experiences for their child. This
formed the basis of our rationale for utilising defensive phenomena as codes within the
CADS and as a framework for conceptualising child psychopathology.
In the previous chapter we demonstrated interrater reliability of the CADS, with
findings reflecting good to excellent interrater reliability. As a progression, the following
paper documents our use of the CADS within the latest adaptation of BEST-Foundations:
Attachment-Focused Family Therapy (AFT). In line with its purpose, we used the CADS to
formulate each child participant’s internalising and/or externalising difficulties, subsequently
providing this conceptualisation to families to inform the treatment trajectory. While Chapter
3 discussed important considerations relating to the development of AFT, this paper outlines
the evaluation of the treatment within a community population of children and their families.
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Introduction
The prevalence of common mental health problems in childhood has shown little
improvement over past decades, with national Australian data indicating increasing rates of
child mental health disorders from 13% in 1998 to 14% in 2014 (Lawrence et al., 2015;
Sawyer et al., 2000). Comparable increases have also been found in the United States and
United Kingdom (Bitsko et al., 2018; NHS, 2018). A number of researchers have raised the
concern that currently recommended psychological interventions such as cognitivebehavioural therapy (CBT) have inconclusive evidence to support their clinical effectiveness
or justify these as standard treatments for childhood mental health disorders (Forti-Buratti et
al., 2016; Ginsburg et al., 2011; James et al., 2020; NICE, 2019b; van Aar et al., 2017; Yang
et al., 2017).
Internalising problems typically refers to mood and anxiety symptoms, while
externalising problems includes oppositional defiant behaviour, aggression and conduct
problems. Recommendations for treating children with internalising and externalising
problems under the age of 12 have largely been generalised from research with older children
(Fossum et al., 2015; NICE, 2019a; von Sydow et al., 2013). Further, despite considerable
comorbidity between internalising and externalising syndromes (Angold et al., 1999; Willner
et al., 2016), they have historically been targeted separately and distinctly within
psychological interventions for children. The current study aims to contribute to the evidence
base by reporting on the evaluation of the efficacy of a family intervention which draws upon
the principles of attachment theory as a psychological intervention for children presenting
with internalising and externalising problems.
Attachment and Family-Focused Intervention
A large body of research has demonstrated the relationship between attachment and
mental health in children, both as a risk and protective factor (Colonnesi et al., 2011;
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DeKlyen & Greenberg, 2016; Groh et al., 2016; Madigan et al., 2013). Accordingly, several
interventions based on attachment theory (Bowlby, 1969, 1973, 1981) have been found to be
efficacious in enhancing attachment security and reducing mental health symptoms in
children (Facompre et al., 2017; Kho & Lewis, 2019). However, the findings of studies
specifically investigating effects on internalising and/or externalising problems are restricted
to either children under the age of 6 (Colonnesi et al., 2012; Huber et al., 2015; Ward et al.,
2016) or adolescence (Diamond et al., 2016), with a clear gap in primary school-aged
children between the ages of 6-12 years.
Bowlby is widely regarded as one of the early proponents of clinical work with whole
family systems, and the relationship between such an approach and attachment theory more
generally has been developed by researchers (Bowlby, 1949, 1977b; Byng-Hall, 1995, 2008;
Lewis, 2020). Family-based interventions have long been established as effective treatments
for child-focused problems (Carr, 2014). Yet despite compelling theory expanding
attachment from the dyad to the family, there are very few formalised and evaluated clinical
applications of a family therapy model within attachment-based interventions.
Given the clear gap in attachment and family-based interventions for primary school
aged children, BEST-Foundations has more recently been developed to target emotional
problems in children aged 3-11 years (Lewis & Benstead, 2016). Outcomes from pilot
evaluations of this intervention have indicated significant improvements in child internalising
problems (d = 0.60 in Benstead et al., 2019; d = 0.85 in Kho et al., 2020). Reductions in
externalising symptoms were also found as secondary outcomes in these studies (d = 0.30 in
Benstead et al., 2019; d = 0.65 in Kho et al., 2020), supporting the possibility of the
intervention targeting externalising in addition to internalising problems in children.
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Attachment-Focused Family Therapy (AFT)
The current study evaluated the latest version of the BEST approach, termed
Attachment-focused Family Therapy (AFT), developed to enable targeted treatment for cooccurring internalising and externalising problems. AFT also aimed to deliver more of an
individualised treatment, making use of a purpose-designed set of structured interviews with
an accompanying discourse-coding system which serves as the intervention’s familyattachment assessment protocol (see Serfaty, Lewis, Almeida, et al., 2021). From the
assessment, clinicians produce a family-attachment case formulation which is then provided
back to the family as feedback and used to establish treatment goals and guide treatment
delivery. This is characteristic of a case-formulation approach to psychological therapy,
allowing treatment driven by assessment rather than simply delivering a standardised list of
intervention tasks, and providing the flexibility necessary to work collaboratively with
complex cases (Persons, 2006; Rainforth & Laurenson, 2014).
AFT entails a total of six 90-minute sessions, with the first phase involving a familyattachment assessment and feedback process (3 sessions), and the second phase (3 sessions)
designed to meet treatment objectives through several modules that are individualised
according to the family-attachment formulation. These modules are underpinned by three
specific therapeutic principles, considered integral to reaching therapeutic change.
The first of these is (I) Building coherence within family discourse – therapists are
tasked with modelling and facilitating clear and coherent communication and construction of
meaning around the family’s difficulties. The use of the family-attachment assessment
protocol, particularly the feedback process of discussing narratives from attachment
interviews represents a crucial task designed to enhance coherent discourse. Elaboration
further occurs through a specific narrative-based task, ‘Bumps in the Road’ – an activity
where the family reflects on past adverse experiences and their journey in traversing
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hardship, in addition to content focused on consistent affective-communication. The second
principle is derived from the concept coined by Byng-Hall (2008), (II) Rebuilding the family
secure base – the aim is to promote the family’s operation as a secure foundation from which
the child can safely explore their social world. Therapists facilitate caregivers to overcome
several common obstacles identified through the family-attachment formulation, including
parental helplessness, polarisation with the parental couple, and maladaptive family
boundaries and roles. The final principle, grounded within the significance of co-regulating
affect within attachment relationships (Schore & Schore, 2008) is (III) Intersubjective coregulation of affect. Here the goal is to reduce dysregulated affect by enhancing the family’s
capacity to speak and think about threat-related themes rather than unintentionally engaging
in defensive and behavioural enactment of affective experiences.
Within all of the above, reflective capacity and insight-building are consistently
facilitated by therapists, drawing parallels and links to each caregiver’s attachment histories
and resulting defensive positions. The therapists adopt their role of a secure base for the
family, in effect ‘joining’ the family system (Minuchin & Fishman, 1981) and scaffolding the
parents’ ability to rebuild their own foundational security from a supportive and coherent
position. The idea of attachment as a discursive-relational model (Lewis, 2020) is central to
AFT, whereby the functionality of the family and its members depends on the degree of
coherence within the family-discourse, which is modulated by the extent to which the family
operates within a defensive manner. Here, the concept of attachment-related defenses, also
known as defensive exclusions (Bowlby, 1982), assists in understanding how maladaptive
ways of relating and communicating may arise within family-attachment relationships.
Integrated together, the AFT treatment principles all contribute towards building the family’s
capacity to enhance and maintain dialogical organisation of past and current affect-laden
attachment experiences, essentially building coherence of the family-discourse (Lewis, 2020).
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The Current Study
The overall aim of the reported pilot randomised controlled trial (RCT) was to
evaluate the efficacy of AFT in reducing internalising and externalising symptoms, compared
to CBT-based treatment as usual (TAU) at a community-based psychology clinic. It was
hypothesised that children receiving AFT would demonstrate significantly reduced levels of
internalising and externalising symptoms, as measured by the Child Behavior Checklist
(Achenbach & Rescorla, 2001). A greater reduction of child symptomatology was anticipated
in AFT compared to TAU.
Secondary predictions drew from empirical attachment and family systems literature,
focusing on the impact of the intervention on caregivers and on the whole family. Given the
underpinnings of AFT in targeting disorganised incoherence within families, we considered
caregiving helplessness, characteristic of disorganised parenting (Solomon & George, 2011),
as a potential mediator for change in AFT. Caregiving helplessness was therefore
hypothesised to reduce in response to AFT significantly more than in response to TAU.
Family functioning was also considered a possible mechanism of change in AFT, given the
clear theoretical basis within a family systems framework, and was accordingly hypothesised
to improve in response to AFT significantly more than in response to TAU.
Methods
Trial Design
This study was registered with the Australian New Zealand Clinical Trials Registry
(ACTRN12619000084189p). Ethics approval was granted by the Murdoch University
Human Research Ethics Committee (Project No. 2019/008). The trial was designed and
reported with reference to the Consolidating Standards of Reporting Trials (CONSORT)
guidelines for reporting parallel group randomised trials (Schulz et al., 2010). The study
design was a single-blind RCT with two parallel-groups: AFT versus TAU at a community-
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based psychology clinic. Allocation ratio was 2:1, TAU: AFT. Outcomes were measured at 5
time-points: two weeks prior to treatment start (baseline), commencement of intervention
(pre-treatment), after 3 sessions (mid-treatment), at conclusion of the six treatment sessions
(post-treatment), and 4-weeks following the end of treatment (follow-up).
Participants
Participants were recruited between 2019 to 2020, from the child waitlist of the
Murdoch Psychology Clinic (MPC) and through advertisement to the public and local service
providers (Appendix B). Families were included in the study where there was at least one
primary caregiver and a child aged 6-12 years, meeting the clinical range of the internalising
or externalising scales on the Child Behavior Checklist (Achenbach & Rescorla, 2001).
Children who were reported with any of the following diagnoses were excluded from the
study: autism spectrum disorder, intellectual disability, psychotic disorders, or any severe
mental illness requiring inpatient treatment. Families were excluded if caregivers reported
themselves with any of the above psychiatric disorders, in addition to mania, hypomania, or
drug dependence other than alcohol, nicotine or cannabis use. Another exclusion was if any
family member was receiving any therapeutic interventions during the study treatment
duration.
Eligibility screening and triage assessment were conducted at the MPC. Informed
consent was obtained from caregivers electronically, prior to online completion of the
baseline survey, and again from both caregivers and children upon attendance during the first
session. All intervention sessions and outcome measures following baseline were completed
at the MPC. Participants were reimbursed for their time with a $60 Coles/Myer Group gift
card and the families received the six treatment sessions at no cost.
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Interventions
Experimental Condition: Attachment-Focused Family Therapy. AFT was adapted
from the BEST-Foundations treatment program (Lewis & Benstead, 2016), with the goals of
individualising therapy with a discourse-based family-attachment assessment protocol
(Serfaty, Lewis, Almeida, et al., 2021) and targeting intervention for both internalising and
externalising difficulties. The intervention entailed six 90-minute sessions involving the
whole family and two co-therapists. The intervention was delivered by a psychologist
enrolled in the Doctor of Psychology (Clinical) program as primary therapist, and provisional
psychologists enrolled in the Master of Applied Psychology (Clinical) as co-therapists. All
co-therapists received a minimum of 8 hours training with co-developers, involving specifics
around the family-attachment assessment protocol and implementation of the treatment
principles. Clinical guidance and supervision were provided by co-developers.
Control Condition: Treatment as Usual. The control condition received standard
treatment at the MPC, delivered by provisional psychologists in the Master of Applied
Psychology (Clinical and Professional streams). The allocated therapists facilitated six
sessions of short-term psychological therapy, with the content, structure, and session length
of their choosing. The standard approach to treatment was child-focused, adopting a CBT
orientation to intervention. While interventions did not follow a standardised CBT manual,
the treatment delivered by the clinicians were guided by the CBT-oriented training of the
Masters programs in addition to the CBT orientations of their clinical supervisors, thus
adhering to underlying CBT principles. Treatment components included CBT-based
psychoeducation, relaxation training, identification and monitoring skills for emotion
regulation, cognitive restructuring, social skills training, and positive behavioural support
strategies implemented with parents. The therapists involved in this condition all received
regular clinical guidance and supervision by clinical psychologists. The level of training and
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amount of supervision received by the provisional psychologists delivering TAU was
equivalent to that received by the clinicians delivering AFT.
Outcome Measures
Primary Child Outcome. Child internalising and externalising symptoms were
measured using the Child Behavior Checklist for Ages 6-18 (CBCL; Achenbach & Rescorla,
2001). The CBCL is a 118-item parent-proxy report designed to assess internalising and
externalising symptoms in children. Caregivers rate the presence of items in their child on a
3-point Likert scale (0 = “Not True”, 1 = “Somewhat or Sometimes True”, 2 = “Very True or
Often True”). The items produce overall scores for internalising (subscales:
anxious/depressed; withdrawn/depressed; somatic complaints) and externalising (rulebreaking behaviour; aggressive behaviour) symptoms. Scores are converted to gendernormed T-scores and cut-off scores for clinical labels were: < 59 = sub-clinical; 60-63 =
borderline; 64-100 = clinical. The CBCL has demonstrated strong validity and reliability with
test-retest ICC = 0.96 and α = 0.9 (Achenbach et al., 2003; Achenbach & Rescorla, 2001).
Secondary Caregiver and Family Outcomes. Caregiving helplessness was
measured using the Caregiving Helplessness Questionnaire (CHQ; George & Solomon, 2011)
which is a 19-item questionnaire. Caregivers are asked to indicate whether the statements
reflect their relationship with their child on a 5-point Likert scale (1 = “Not characteristic at
all”, 3 = “Somewhat characteristic”, 5 = “Very characteristic”). The CHQ is comprised of
three subscales: 1) caregiver helpless (7 items, e.g., “When I am with my child, I often feel
out of control”); 2) caregiver-child frightened (6 items, e.g., “I am frightened of my child”);
and 3) child caregiving (6 items, e.g., “My child is good at tending and caring for others”).
Good convergent and discriminant validity, and reliability data (α = 0.85) from the CHQ has
been reported (George & Solomon, 2011; Huth-Bocks et al., 2016).
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Family functioning was assessed using The McMaster Family Assessment Device
(FAD; Epstein et al., 1983) which is a 53-item self-report questionnaire. Participants rate
their extent of agreement with statements describing their family on a 4-point Likert scale (1
= “Strongly Agree”, 2 = “Agree”, 3 = “Disagree”, 4 = “Strongly Disagree”). The General
Functioning subscale (12 items, e.g., “We confide in each other”) was utilised in this study.
Scores are obtained through summing and calculating the mean, with low scores representing
better family functioning. Several studies have demonstrated good divergent and convergent
validity, and test-retest reliability of the FAD (Miller et al., 1985; Sawyer et al., 1988).
Sample Size
The target sample size was obtained through a sensitivity power analysis using
G*Power software, where a total sample size of 30 with 2:1 control group, an alpha of 0.05
and power of 0.80 was calculated as sufficient to detect an effect size of 0.30 in difference in
the reduction of child symptoms between groups. This number takes into account the
variance of repeated measurements and correlation pattern (Guo et al., 2013; Twisk, 2006), in
addition to an estimated attrition rate of 20% based on previous literature with comparable
target population and treatment conditions.
Randomisation
Randomisation occurred through a blocked randomisation method utilising an online
tool to create a randomisation list (Sealed Envelope Ltd., 2017), with a block size of 6 and
2:1 control group. There were five blocks of six, with each block containing four TAU and
two AFT. Each of the blocks were assigned an identifier from 1 to 6 and the sequence of the
six blocks was further randomised using an online list randomiser. This randomisation
sequence was produced by a clinic staff member, who was uninvolved in the procedures of
the current study and blind to study aims and hypotheses. The allocations were stored in
numbered, opaque, sealed envelopes, and accessed only by the primary author at the time of
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allocation. Participants were kept blind to their treatment condition, with information
provided only that they would be receiving a short-term psychological treatment for children.
Statistical Methods
The statistical evaluation and reporting of outcomes followed the CONSORT
guidelines on comparing groups for primary and secondary outcomes (CONSORT, 2010).
Analysis was conducted using the IBM Statistical Package for Social Sciences (SPSS),
Version 28.0. To examine the hypotheses, a series of linear mixed model analyses were
conducted to evaluate the longitudinal effect of treatment group on outcome. This approach
was chosen due to its appropriateness in accounting for correlations between repeated
measures data, in effectively handling missing data through likelihood-based methods, and
for unequal group sample sizes data (Tango, 2016). An intention-to-treat analysis was
adopted, by including participants within the analysis who were randomised but withdrew
from treatment (see Figure 3). Missing data were handled using restricted maximum
likelihood estimation of model parameters, in line with recommendations for small sample
sizes (Bryk & Raudenbush, 2002). The model assumed fixed effects and a random intercept,
accounting for the covariance attributable to baseline scores, family group, and repeated
measures. An autoregressive (order 1) covariance matrix was adopted to account for repeated
observations nested within participants. Sidak adjustments were used for multiple
comparisons. Pre-post effect sizes (Cohen’s d) with 95% confidence intervals were calculated
for repeated measures, within-group changes using Morris and Deshon’s (2002) eq. 8
calculator, and adopting Cohen’s (1992) definitions of effect sizes as small (d = 0.20),
moderate (d = 0.50), and large (d = 0.80).
Results
Figure 3 shows the participant flow throughout the trial. The final sample used for the
current analysis was N = 30 families (N = 45 caregivers). Table 3 displays the baseline
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characteristics of these participants, according to group allocation. Prior to statistical analysis,
screening was undertaken to identify any bias within the data set. Missing data analysis
conducted through SPSS indicated a total of 10.1% of missing data points spread over 10
cases. Type III fixed effects of time and group on each outcome variable are presented in
Table 4.
Primary Outcomes: Child Internalising and Externalising Symptoms
Main effects were found over time for CBCL internalising, indicating that
internalising symptoms improved significantly over time across both interventions. A large
Cohen’s d effect size was obtained for AFT (d = 0.85), compared to a moderate effect size for
TAU (d = 0.56). Consistent with hypothesis, the interaction between time and group was
found to be statistically significant (p < .05), indicating that AFT elicited greater
improvement of internalising symptoms, compared to TAU. While internalising scores
appeared to reduce comparably across the first three time points, participants in the TAU
group reported an increase in symptoms between post-treatment and four-week follow-up, in
contrast with a further reduction during the follow-up period for the AFT group. Child
externalising symptoms measured by the CBCL were also found to improve significantly
over time across both interventions, with a large effect size calculated for AFT (d = 0.85) and
a moderate effect size for TAU (d = 0.52). A statistically significant interaction between time
and group was found, indicating that those receiving AFT reported a greater reduction of
externalising symptoms over time. Similar to the trend observed within the follow-up period
for internalising symptoms, externalising scores in the TAU group increased between posttreatment to follow-up, while scores in the AFT group continued to decrease.
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Treatment as usual.
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Table 3.
Demographic Characteristics at Baseline Across Groups
AFT
n = 15

TAU
n = 30

Family Variables
Only one caregiver participating, %
33
33
Both caregivers participating, %
67
67
Parent Variables
Age, mean (SD), y
37.4 (4.70)
38.0 (4.72)
Female, %
66.7
63.3
Relationship to child, %
Biological parent
100
93.3
Other caregiver
0
6.6
English as first language
73.3
76.7
Race, %
Caucasian
66.7
73.3
Aboriginal or Torres Strait Islander
6.7
0
Asian
20
20
Black or African American
6.7
0
Other
0
6.7
Highest level education, %
High school
6.7
13.8
TAFE
60
44.8
University undergraduate
13.3
13.8
University postgraduate
20
20.7
Below year 10
0
6.9
Employment status, %
Employed
73.3
80
Unemployed
26.7
20
Marital status, %
Married
86.7
90
Divorced/separated
0
6.7
Single parent
13.3
3.3
Child Variables
n = 10
n = 20
Age, mean (SD), y
8.11 (1.97)
7.7 (1.53)
Female, %
30
40
CBCL scale above cut-off at screening, %
Internalising only
20
15
Externalising only
20
20
Both scales
60
65
Note: AFT = Attachment-focused family therapy; TAU = Treatment as usual; CBCL = Child
Behavior Checklist. SD = Standard Deviation.
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Secondary Outcome: Caregiving Helplessness
Statistically significant main effects of time were found on both the caregiver helpless
and caregiver-child frightened scales of the CHQ. Moderate effect sizes were obtained for
both scales in the AFT group (caregiver helpless d = 0.74; caregiver-child frightened d =
0.78), in comparison to small effect sizes in TAU group (caregiver helpless d = 0.12;
caregiver-child frightened d = 0.30). Consistent with hypothesis, the interaction between time
and group was found to be significant for both scales, indicating that caregivers in AFT
reported significantly less caregiver helpless and caregiver-child frightened symptoms over
time compared to TAU. Again, scores for those in AFT appear to continue to decrease during
the follow up period, whereas those in TAU slightly increased. No significant main effect or
interaction effect was found for the CHQ child caregiving scale.
Secondary Outcome: Family Functioning
Family functioning was found to improve significantly in the FAD scale of general
functioning. The effect size obtained for those in AFT was moderate (d = 0.86), compared to
no effect size for TAU (d = 0.00). Consistent with prediction, a statistically significant
interaction effect was found for FAD general functioning, suggesting that participants in AFT
experienced greater improvement in general family functioning compared to those in TAU.

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

115

Table 4
Mixed Linear Model Estimates, Within-Group Effect Sizes, and Type III Fixed Effects on Study Outcomes Across 4 Time-Points.
Model Estimates and Effect Sizes
AFT (n = 15)
Measure
CBCL
Internalising

Externalising

CHQ
Caregiver
Helpless

Caregiver-child
Frightened

Child
Caregiving

Type III Tests of Fixed Effects
Group x
Time
Time

TAU (n = 30)
Cohen’s
d

Ti
me

Ma

SE

95% CI

1
2
3
4
1
2
3
4

66.46
62.06
58.00
54.06
67.19
64.05
59.92
57.65

2.17
2.17
2.17
2.17
1.68
1.68
1.68
1.68

61.14-70.78
57.74-66.38
53.67-62.31
49.74-58.38
63.84-70.53
60.71-67.40
56.58-63.27
54.31-61.00

0.85

1
2
3
4
1
2
3
4
1
2
3

19.43
17.90
15.23
13.70
13.89
12.29
10.83
10.16
19.62
18.88
19.62

1.15
1.15
1.15
1.15
0.71
0.71
0.71
0.71
0.89
0.89
0.89

17.15-21.71
15.62-20.18
12.95-17.51
11.42-15.98
12.48-15.30
10.88-13.70
9.42-12.24
8.75-11.57
17.85-21.38
17.12-20.65
17.85-21.38

0.74

0.85

0.78

0.18

Ma

SE

95% CI

Cohen’s
d

F

p

F

p

65.34
61.56
55.92
59.44
66.50
62.51
59.11
62.25

1.60
1.64
1.68
1.56
1.24
1.28
1.30
1.20

62.16-68.51
58.29-64.83
52.59-59.26
56.33-62.56
64.04-68.96
59.97-65.04
56.53-61.69
59.85-64.64

0.56

25.26

<.001

4.26

0.008

0.52

21.15

<.001

4.12

0.009

16.32
15.81
13.78
15.66
12.45
11.81
10.34
11.41
18.01
17.91
17.37

0.86
0.87
0.90
0.81
0.53
0.53
0.55
0.50
0.67
0.68
0.71

14.61-18.02
14.09-17.54
12.01-15.56
14.05-17.26
11.40-13.50
10.75-12.87
9.25-11.43
10.41-12.40
16.68-19.34
16.56-19.26
15.95-18.78

0.12

7.14

<.001

3.64

0.017

0.30

12.14

<.001

3.09

0.032

0.08

0.44

0.722

0.55

0.648
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18.55

0.89

16.78-20.32

17.65

0.63
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16.40-18.90

FAD
2.00
0.09 1.83-2.17
1.95
0.06 1.83-2.08
4.46
.006
2.96 0.038
1
0.57
0.00
1.95
0.09 1.78-2.12
2.05
0.06 1.92-2.17
2
1.83
0.09
1.66-2.00
1.91
0.07 1.78-2.04
3
1.66
0.09 1.49-1.83
1.95
0.06 1.83-2.07
4
Note. AFT= Attachment-focused family therapy; TAU= Treatment as usual; Time 1= Pre-intervention, Time 2=Mid-intervention, Time 3=Postintervention, Time 4=Four-week follow-up; CBCL= Child Behavior Checklist; RFQ= Reflective Functioning Questionnaire; DASS-21=
Depression Anxiety Stress Scales; CHQ= Caregiver Helplessness Questionnaire; FAD= Family Assessment Device.
p < .05 is in bold. a Estimated marginal means.
General
Functioning
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Discussion
This paper reports the outcomes of a pilot randomised controlled trial which aimed to
evaluate the efficacy of a newly developed attachment-focused family intervention for
children aged 6-12 years experiencing either emotional and/or behavioural difficulties,
compared to treatment as usual at a community-based psychology clinic. Findings supported
the primary hypothesis, with children who participated in AFT demonstrating greater
reductions in both internalising and externalising symptoms, compared to those who received
standard treatment. Secondary findings supported study predictions that AFT would elicit
greater therapeutic effects in caregiver helplessness and family functioning, compared to
TAU comprising CBT-based intervention.
Childhood Symptomatology
The main findings of this study represent promising initial evidence for the current
treatment model, indicating that an intervention grounded within principles of attachment and
family systems theory is effective in treating childhood symptomatology. Statistical analysis
indicated greater therapeutic outcomes at the child, parent, and family level from the
attachment-focused family therapy in comparison with standard cognitive-behaviourally
based intervention. These findings support the central tenet of our treatment approach, where
psychopathology may be conceptualised within a developmental framework of disrupted
attachment (Bowlby, 1973; Madigan et al., 2013). It further supports the notion that
caregivers’ attachment representations and associated defenses may be transmitted through a
family-level discourse, perpetuating particular defensive patterns within the interpersonal
context of the family (Lewis, 2020).
Effect sizes for improvement in both emotional and behavioural symptoms were
found to be larger in the current study compared to the previous version of the intervention,
BEST-Foundations (CBCL internalising: d = 0.60 and externalising: d = 0.30; Benstead et al.,

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

118

2019). This suggests that the modifications made to the current adaptation resulted in
increased therapeutic benefit for children. It further demonstrates that the current intervention
appears to have successfully targeted the co-occurrence of internalising and externalising
symptoms, with 60% of children in AFT having met clinical cut-offs for both internalising
and externalising symptoms on the CBCL at baseline. The similar magnitude of improvement
over both scales supports the theoretical proposition that treatments focusing on the parentchild relationship may generalise across specific symptom presentations (Chase & Eyberg,
2008). Furthermore, the current intervention was modified to enable a case-formulation
driven, individualised therapy. The demonstrated efficacy for utilising such a procedure is
consistent with evidence suggesting superiority of individualised approaches over
standardised treatment (Ghaderi, 2006; Johansson et al., 2012; Lundkvist-Houndoumadi et
al., 2015).
Caregiver and Family Outcomes
Support was obtained for the hypothesis relating to caregiving helplessness, with
moderate significant improvements over time and superiority of AFT relative to controls
found for the caregiver helpless and caregiver-child frightened domains. Only small treatment
effects were found on child caregiving. Larger effect sizes were obtained for changes in
caregiving helplessness compared to BEST-Foundations (CHQ caregiver helpless: d = -0.28,
caregiver-child frightened: d = 0.46, child caregiving scores: d = -0.12; Benstead et al.,
2019). The beneficial outcomes of caregiving helplessness found in this study provides
support for the intended active ingredients of our intervention, wherein the experience of
helplessness in parents is frequently targeted as a perpetuating factor for child difficulties,
depending on case-formulation. Such helplessness is conceptualised as an attachment-related
relational defense that is likely to disrupt caregivers’ capacity, instead eliciting a
disorganising effect on their child (Solomon & George, 2011). Further analysis of potential
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mediating effects of reduced caregiving helplessness on the improvement of child
internalising and externalising symptoms would be a valuable exploration within larger-scale
evaluation studies.
With regard to the minimal increase in child caregiving, there are several potential
explanatory factors. Psychometric and cross-validation analysis of the CHQ has demonstrated
negative associations with the child caregiving scale and both child and parenting stress,
suggesting that the scale may not actually reflect the intended construct of role-reversal in a
meaningful manner (Calvert, 2016). Given the small associations found between child
problems and the child caregiving scale (George & Solomon, 2011), a plausible hypothesis is
that items instead reflect exaggerated perceptions of prosocial behaviour, an aspect that may
be characteristic of caregivers whose child’s undesirable behaviours have reduced as a result
of intervention.
Family-level findings of the present trial were as predicted, indicating that AFT
significantly improved family functioning at follow-up, with significantly greater
improvements in general functioning compared to CBT-based TAU. This outcomes aligns
with literature demonstrating clear links between family discord or impaired functioning, and
psychopathology in children (Bögels & Brechman-Toussaint, 2006; Davies et al., 2004;
George et al., 2006), effectively conceptualising child mental health problems within a family
systems lens. Further support is provided for the treatment logic of the intervention, which
aims to build family cohesion and facilitate the family to represent a secure base from which
affect can be regulated for family members.
Strengths and Limitations
There are several noteworthy strengths of the current study. Firstly, the single-blind
randomised controlled study design enabled robust pilot evaluation of AFT, while minimising
selection bias and ensuring that perceptions of participants did not bias results. The parallel
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groups design adopted in this study whereby AFT was compared to an active control
condition allowed for a more rigorous comparison than if no-treatment or waitlist controls
were utilised (Baskin et al., 2003). Another important strength is that there were low rates of
overall attrition in AFT after commencement of treatment – 1% in control group and 0% in
AFT. The absence of drop-outs in AFT may be due to the fact that the treatment was shortterm, but nonetheless indicates good engagement by participants, in turn suggesting strong
acceptance of the intervention. Furthermore, the promising outcomes of this evaluation
effectively demonstrated sound feasibility of the novel family-attachment assessment and
feedback that had not yet been utilised empirically. A further point of inquiry that could add
valuable insight into engagement and feasibility would be to obtain qualitative feedback from
the clinicians who delivered AFT.
Certain methodological limitations within this study are also worth considering in
relation to these findings, including a relatively small sample size, with only ten families
having received AFT. Thus, findings should be considered in the context of an initial
evaluation of a newly developed intervention. The trial design was also limited by its
comparatively short follow-up period of only four weeks. A longer-term follow-up would be
important to investigate the maintenance of therapeutic outcomes or potential sleeper effects
of the intervention. Lastly, while the current treatment expanded upon existing versions of
BEST, the considerable modifications made to the treatment would have been better
validated with an in-depth fidelity assessment, along with qualitative participant feedback to
more effectively determine suitability for wider dissemination within youth mental health
services. Further directions for future research might also consider dismantling evaluations to
determine specific mechanisms of change within the intervention.
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Conclusion
The current paper presented findings from a randomised controlled trial evaluating a
newly designed attachment-focused family therapy primarily targeted at reducing emotional
and behavioural problems in middle-aged children. Findings revealed significant reductions
in internalising and externalising symptoms, with significantly greater improvement
compared to active controls, in addition to significant therapeutic outcomes in caregiver and
family-level domains. This study represents an important contribution to literature on the
treatment of children with psychological difficulties and to the growing body of research
highlighting the valuable role of attachment and family systems interventions within child
mental health service delivery.
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Chapter 6: Study Three
Acceptability and Barriers to Disseminating an Attachment-Focused Family
Intervention Within Child and Family Services
This chapter includes a modified version of a co-authored manuscript, ready for submission.
The bibliographic details of the paper including all authors are:
Serfaty, I. G., Lewis, A. J., Almeida, R. (2021). Acceptability and Barriers to
Disseminating an Attachment-Focused Family Intervention Within Child and Family
Services.
Contributions to the Paper
I. Serfaty: Study design; data collection, preparation, and analysis; drafting of the manuscript.
A.J. Lewis: Reviewed data analysis; reviewed the manuscript; chief investigator on ethics for
the study.
R. Almeida: Reviewed the manuscript.
Preface
Thus far, this dissertation has outlined the development of a discourse-based
assessment tool grounded within attachment theory (Chapter 4) for use within attachmentfocused family therapy (AFT) for children aged 6-12 years experiencing emotional and
behavioural problems. Chapter 5 presented the findings from the pilot evaluation of the
intervention, demonstrating that AFT elicited greater reductions in child mental health
problems compared to cognitive-behaviourally based treatment as usual. Our findings further
suggested superior effects on disorganised caregiving and family functioning in response to
AFT. These promising results corroborate the use of attachment and family frameworks for
the conceptualisation of child psychopathology (Bowlby, 1973; Madigan et al., 2013), as
discussed in Chapter 1.
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The following paper presented in this chapter takes a step beyond the empirical
research undertaken in preceding chapters by examining how we can optimise the translation
of our research into clinical practice. This paper represents an example of implementation
science within child psychology (Williams & Beidas, 2019). Through a process of
consultation with a number of child and family mental health organisation, we evaluated
specific barriers to the potential implementation of AFT within their service delivery and
identified possible facilitators to dissemination, including the overall acceptability of the
treatment model. In the wider context of this dissertation, the purpose of this study was to
inform the development and design of AFT and enhance future likelihood of dissemination
within practice settings involved in the treatment of child psychopathology.
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Introduction
A growing body of literature supports the use of attachment-based interventions
within clinical practice. Such approaches are derived from attachment theory (Bowlby, 1969)
and the notion that early secure attachment relationships lay the foundation for healthy social,
emotional, and psychological development. Meta-analytic data indicates that attachmentbased interventions are generally efficacious in improving attachment security in children
(Bakermans-Kranenburg et al., 2003, 2005; Facompre et al., 2017; Mountain et al., 2017).
Attachment-based treatments typically involve parenting interventions, with the majority
targeted at increasing maternal sensitivity (Bakermans-Kranenburg et al., 2003; Wright &
Edginton, 2016). With recognition that attachment status in childhood may be a significant
risk and protective factor for child psychopathology (e.g., Colonnesi et al., 2011; DeKlyen &
Greenberg, 2016; Groh et al., 2016), attachment-based interventions have also been evaluated
with regard to improving mental health outcomes in children (Colonnesi et al., 2012; Huber
et al., 2015; Thomas et al., 2017; Ward et al., 2016).
Given the undeniable centrality of the family within child mental health, researchers
have sought the integration of systemic approaches with attachment interventions (ByngHall, 1995, 2008; Lewis, 2020). BEST-Foundations has been developed to target emotional
problems in children aged 3-11 years (Lewis & Benstead, 2016). Outcomes from pilot
evaluations of this intervention have indicated significant improvements in child internalising
problems (d = 0.60 in Benstead et al., 2019; d = 0.85 in Kho et al., 2020). More recently, the
latest version of this approach, termed Attachment-focused Family Therapy (AFT; Serfaty,
Lewis, & Almeida, 2021a), has been developed to enable targeted treatment for both
internalising and externalising problems. AFT also aimed to deliver greater individualisation
of treatment, utilising a purpose-designed attachment-based interview with an accompanying
discourse-coding system which serves as the intervention’s assessment protocol (see Serfaty,
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Lewis, Almeida, et al., 2021b). The treatment model has been developed as a six-session
therapy program, involving the whole family at each 90 minute session, and requiring two cotherapists to deliver the intervention. Initial pilot evaluation of AFT within a randomised
controlled trial has been conducted at a community clinic, with promising outcomes (Serfaty,
Lewis, & Almeida, 2021a).
While many efficacious psychological interventions are continually being developed
with growing evidence-bases, there exists difficulty in establishing the widespread
implementation of such interventions (Jensen, 2003; Rotheram-Borus & Duan, 2003). A lag
appears to exist between empirically-based development of treatment models and their
ultimate dissemination and implementation within common settings (Williams & Beidas,
2019). Research has identified several factors that contribute to this lag, highlighting complex
challenges associated with implementation (e.g., Aarons et al., 2011). Within mental health
service delivery, several models have been proposed to summarise factors that potentially
influence the process of translating research into practice. One such model has emphasised
the significance of partnerships with agencies in the community, to shape the design and
implementation of intervention models (Hoagwood et al., 2001; Mendel et al., 2008). This
highlights the importance of designing interventions in collaboration and through
consultation with possible stakeholders and end-users, to improve evidence-based practice in
practice settings.
The current paper outlines a translational qualitative research study conducted to
support and inform the newly developed AFT (Serfaty, Lewis, & Almeida, 2021a). This
study aimed to identify factors that may impact feasibility of implementation within child and
family therapeutic services. Broader objectives included evaluating the acceptability of
attachment and family-based therapy approaches for child mental health service delivery.
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Methods
Study Design
To explore factors that may impact the feasibility of disseminating AFT within child
mental health services, a qualitative research strategy was adopted within a
phenomenological theoretical framework. This consisted of administering a semi-structured
interview to capture facilitators and barriers raised by managerial or coordinating staff within
relevant child and family therapeutic services.
Participants
A total of N = 6 child and family organisations were recruited within Perth, Western
Australia. This number was guided by the number of relevant non-government organisations
with the shared feature of providing services to children experiencing mental health
difficulties, families experiencing relationship problems, and families at risk of social issues
such as family and domestic violence and child maltreatment or abuse. Participants were
recruited via emailing a proposal that outlined potential consultation and collaboration with
the development of an attachment-focused family intervention (Appendix C). ‘Purposeful
sampling’ was used to ensure that individuals to be interviewed were knowledgeable about
the topics of interest (Palinkas et al., 2015). Thus, the individuals chosen for participation
were essentially ‘representative’ of their organisation. Considering the concept of ‘thematic
saturation’ (Braun & Clarke, 2006), it was expected that no further themes would be obtained
by including additional organisational staff members other than the representative. This is
largely due to the fact that the questions were relevant to processes relating to service
delivery decisions, which are aspects that other staff members may not be knowledgeable of.
Furthermore, studies have reported thematic saturation after as few as six interviews (e.g.,
Isman et al., 2013), supporting the inclusion of six organisations within the present study.
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Interview Procedure
The semi-structured interview was purpose-designed for the current study (Appendix
D). It comprised two main components, firstly involving discussion around the organisation’s
current implementation of therapeutic and clinical services. This included questions around
whether the organisation currently targeted services toward strengthening family
relationships, whether they perceived any gaps in their service delivery, and determining the
main theoretical frameworks which their services are currently based on. The aim here was to
evaluate whether services were grounded within attachment theory and family systems
framework, and thus provide an indication of whether such a framework would be adopted by
the organisation. The second component explored possible implementation of AFT, with
explanation of the AFT model followed by questions around whether such an intervention
would be feasible within the organisation, including which factors may facilitate or impede
ultimate dissemination should the agencies become end-users. Interviews were conducted
face-to-face at one time point by the first author and interview content was audio-recorded
using a digital voice recorder. Interviews ranged from 44 to 83 minutes and were transcribed
verbatim.
Analysis
A thematic analysis of the interview data was conducted using NVivo software, in
accordance with the procedure outlined by Braun and Clarke (2006). Based on a realist
epistemological approach, an inductive process was adopted where semantic themes were
drawn primarily from the data. Themes were extracted by evaluating significance or
meaningfulness of the content, as well as prevalence within the data. The phases of the
thematic analysis followed those laid out by Braun and Clarke (2006): (1) familiarising self
with data; (2) generating initial codes; (3) searching for themes; (4) reviewing themes; (5)
defining and naming themes; (6) producing the report.
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Results
The thematic analysis of interview data led to identification of three themes: (a)
Existing Service Delivery; (b) Acceptability and Fit of AFT; and (c) Potential Barriers to
Dissemination. Three subthemes each were identified for the second and third themes. Each
theme is summarised below, with illustrative quotations from participants. Agencies are
identified anonymously, with randomly assigned labelling of A1-A6.
Existing Service Delivery
Participants from all six agencies referred to their existing service delivery as
influenced by attachment theory:
‘You can't work with interpersonal trauma without acknowledging that there's an
attachment disruption’ (A5)
‘… we tend to, to lean more towards the attachment based emotion coaching
programs rather than behavior change programs’ (A6)

All six agencies noted that their programs grounded within attachment theory either
involved just the parents or just the children, particularly younger children under the age of
six:
‘So often it's just working with the parents and with the caregivers and the kids are
kind of not so much involved as you'd like them to be’ (A1)
‘Also rooted in attachment theory and uses a lot of reflection as well with parents and
talking about their experience and what they did. So similar, however, also targeted at
early years’ (A2)
‘We run those workshops too for parents in the evening… so that's the parents again
without the child’ (A3)

Four agencies spoke about their increasing use of a systemic family orientation within
treatment for children, however typically distinct from targeted attachment-based programs:
‘So I think in some ways, as practitioners are becoming more exposed and more
interested and their capacity is being built, um, they are willing and able to work with
families’ (A1)
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‘But again trying to see that jigsaw puzzle so that service providers end up seeing that
it's not just about one person. It is about the family or unit or whatever the case may
be’ (A3)
‘Yeah, we soon realize that to bring about the sustainable change for the child, you
have to work with the parents as well. So a lot of our work goes in with the parents to
bring about change in the system’ (A6)

Acceptability and Fit of AFT
All agencies spoke positively about the newly developed intervention and expressed
interest in the program, implying overall acceptability of AFT as a treatment model that could
potentially be disseminated within their service delivery.
AFT meets service need. Three of the agencies expressed the intervention as filling
an existing gap within their service delivery. This included incorporating attachment-based
treatment with family therapy, targeting school-aged children in an attachment-based
program, working with both the parent and child, and working with parents on their own
attachment histories.
‘And in many, many cases, what's happening is we counsel, or we listen and we talk
to you, the parent, individually, and we forget about the child or we focus on the child
and we forget about you the parent. But for everything to work properly and really in
the best way, everybody has to be involved. You know, it has to be a holistic
approach. So that's where that family based attachment theory comes… that's where
the gap is. The parent and the child.’ (A3)
‘I do think there's a big gap. I think we focus a lot on the early years. And that is
important. Absolutely. But there is a bit of a drop off as soon as children are in
school’ (A2)
‘So early this year, it was definitely flagged through my research when I was looking
at it that we really hadn't engaged with families, with children between the ages of
five, up to eight and onwards.’ (A3)
‘I was gonna say, the attachment work, the gap is the attachment work. Before we
even get to the children… It's all the cycle and it's all, you know, the perpetuation of
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the difficulties that started in the family of origin and intergenerationally as well.’
(A1)

Alignment with AFT. All six agencies spoke of AFT as aligning with their service
delivery goals and existing therapeutic frameworks. Five agencies noted that there is direct
applicability to their current client base and presentations.
I can definitely see some families that it would work. And they’d be committed and
keen to try it. (A4).

Three of the agencies noted the utility in delivering such a program, specifically citing
the value of the assessment phase as possibly achieving faster change in outcomes.
‘…in that complex family space, I can see it kind of cutting through and making
some quite quick change, which actually then for us in terms of that longer term
support, it will change the way they engage with their services’ (A1)

Enthusiasm for AFT. All six agencies expressed interest in the program and
discussed potential approaches to disseminating AFT within their services, problem-solving
likely barriers to implementation.
‘I think that it would be super beneficial. It's a different way of working with those
really complex families… And I think there are people [staff members] who would
definitely be really interested. I think they'd come in on their day off to do it
[training].’ (A1)
‘ [The program sounds] short and sweet and sharp. Let's get down to the nitty gritty…
and let's start unpacking that and see what we can do. So honestly, as I said, I would
sign up here now if I had the authority to do so, come on, we'll get you for term three
and we can do it.’ (A3)
‘Yeah, so I definitely see potential for us to grow. And that's the thing, I can't promise
that now. But I can see, if we were to bring a program like yours here, that we can
grow around that… So I can, I can see the potential for it complimenting the service a
lot’. (A2)
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Potential Barriers to Dissemination
All agencies identified at least one potential barrier to disseminating AFT within their
existing service delivery. These barriers varied between client, clinician and organisational
levels.
Client level. Factors that were considered at the client level included families’
resilience for engaging with the initial family-attachment assessment and potential parent
pathology influencing this. Relatedly, two agencies raised the possibility that parents may
display resistance to engaging with the program when the referral is focused on the child.
This aspect of the subtheme suggested that AFT was quite a different way of working with
parents and families compared to standard approaches by clinicians.
‘… so you need to build up trust with them before parents will actually often be
involved at that level. Not always but yeah.. if they don't know that their involvement
is key, then they really, they kind of shy away from that because they, a lot of our
parents would just think of the child's problem. So that's where the work really is, the
slow and steady build, to get them to the point where they are ready to engage.’ (A6)

Two agencies also noted that the cut-off age of 6 years for AFT would preclude a
significant number of the client population that they identified as relevant for the program.
They stated that this potential barrier could be resolved if AFT broadened the lower age range
to 3 or 4 years.
‘The six years is a bit of a tricky thing for us, because there is a gap. And there's a, the
gap actually already appears at three and a half, four, because a lot of children go to
Kindy… Ideally, if we could, if we could start at an early age like 4, for example, I
think four would be, would be good.’ (A2)

Clinician level. Three of the agencies highlighted the importance of adequate skill
needed by clinicians to deliver the program, referring to the need for ample training. One
participant raised the point that facilitator qualification and training could impact the integrity
of the program’s delivery.
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‘But you need to be a pretty skilled practitioner and a confident practitioner to be able
to navigate that. You know, those multiple complexities’ (A1)
‘kind of like circle of security, the way often it’s run, depending on the level of the
training, the facilitator, as to whether it's a bit more cerebral versus a bit more psychoreflective, and I think that's where, you know, clinician skill will kind of dictate how
deep you can go as well’ (A4)

Organisational level. Several aspects at an organisational level were discussed by all
agencies, with the most common being limited resources available to dedicate to the program
and the structure of AFT not fitting in with existing funding models. While the comments
indicated that funding would likely be a significant barrier, the participants spoke
optimistically about potential re-allocation of funding to allow for additional resources and
successful dissemination.
‘in terms of 90 minute sessions, co-therapists two rooms, it doesn't fit with our funded
model and our KPIs. But that's not to say we couldn't weave it through, but we just
need to do some thinking about it.’ (A1)
‘So you’d really have to be planning well ahead of time to have two practitioners
available and that sort of amount of time. Which is not to say can’t do it, you know’
(A6)

Two agencies also raised the importance of continuity of care within their service
delivery following AFT. This discussion implied that the short-term nature of AFT could be a
potential barrier for implementation, should no continued support be available after
completion of the program. This suggested that extending the program would be ideal for
some agencies.
‘I think that I would want to plan for the post six weeks… I think we'd need to
articulate what that plan was.’ (A5)

Discussion
The aim of the present study was to identify factors that may impact the feasibility of
disseminating an attachment-focused family-based therapy within child mental health
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services. A qualitative research strategy was adopted, wherein thematic analysis was
conducted on interview data obtained from six non-government community agencies that
provide therapeutic support to children and families. Overall themes that arose from the
analysis suggest that while important barriers may exist, the agencies expressed interest and
acceptability of the treatment program and appeared willing to problem-solve potential
factors to increase likelihood of successful dissemination within their therapeutic services for
children and families.
Summary of Themes
The first theme highlighted that all of the six agencies employed an attachment-based
framework within elements of their existing service delivery. However, attachment-based
services were commonly characterised by either just parent involvement, or only children
involvement, and these children were typically younger age groups (under the age of 6 years).
Further, while several of the agencies spoke of a family-based orientation within intervention
approaches, this was referred to as separate from existing attachment-based programs. Thus,
it appears that none of the participating agencies already implemented an attachment-based
family program, indicating AFT as unique in its therapeutic approach, within the current
service context.
The second theme highlighted the broad acceptability of the intervention and
enthusiasm around implementation. Given that all agencies already operated from an
attachment-based framework to some extent, the overall positive response to AFT is not
surprising. Of particular note, several agencies spoke of AFT as filling an important gap
within their existing service delivery. These sentiments are consistent with research
indicating that standard cognitive behavioural based intervention may have limited clinical
effectiveness for child mental health problems, despite widespread implementation (FortiBuratti et al., 2016; Ginsburg et al., 2011; James et al., 2020; NICE, 2019b; van Aar et al.,
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2017; Yang et al., 2017). Particularly for more complex cases, thematic findings suggest that
a wider family approach appears to align more with clinician preference compared to
standard treatment (Hetrick et al., 2011). Furthermore, this theme suggests that organisational
culture, a commonly cited determinant of implementation, is not likely to be a barrier in the
dissemination of AFT within these community settings (Williams & Beidas, 2019).
The final theme illustrated important factors that may represent potential barriers in
disseminating AFT within child and family non-government community agencies. These
formed three sub-themes of barriers at client, clinician, and organisational levels, which is
consistent with research demonstrating that much of the variance in the implementation of
treatment models occurs both at the individual and organisational level (Williams & Beidas,
2019). The most common of these barriers was the issue of funding and consequently, limited
resources to allocate to program implementation. The particular structure of AFT comprising
of 90 minute sessions and requiring two clinicians and two rooms, represents the biggest
barrier, given the departure from 50 minute sessions with only one clinician, which is typical
of most funded treatment models including the government-subsidised psychological service
model. This aligns with research indicating the availability of resources as a major barrier to
the implementation of evidence-based treatments (Zazzali et al., 2008). Despite this reality,
the comments from most agencies indicated a willingness to problem-solve around the issue
and advocate regarding re-allocation of funding, thus reinforcing the clear service need for
such an attachment-focused family approach to child mental health.
Several aspects were highlighted within the analysis as possible facilitators to
disseminating AFT, including components of the intervention that could potentially be
amended without impacting the fidelity of the intervention. Specifically, increasing the length
of the intervention was an important suggestion. The treatment model was originally
designed to be a six-session program, in part due to feasibility issues within the initial pilot
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trial and also due to the emphasis on piloting the novel family-attachment assessment
protocol (Serfaty, Lewis, Almeida, et al., 2021b). Given the individualised nature of the
intervention, extending the program would certainly be appropriate, though limiting session
numbers to 10-12 would be in line with research indicating the superiority of attachmentbased treatments that are shorter-term (Bakermans-Kranenburg et al., 2003). Broadening the
target age range of the intervention from 6 years of age to 3 or 4 years was further raised as a
potential facilitator. The previous versions of BEST-Foundations (Benstead et al., 2019; Kho
et al., 2020) included children from the age of 3, indicating the capacity of AFT to extend the
lower age limit upon evaluating developmental appropriateness of therapy content.
Other considerations revealed through the analysis included the importance of
circumventing parent resistance and ensuring family resilience. These relate to the assessment
component of the intervention, which is comprehensive and directs attention toward parental
attachment patterns from the outset. In designing the model, this very component is what was
hypothesised to elicit strong initial reflective awareness and in turn, behavioural change.
Thus, while clinician responses to resistance and resilience have indeed been incorporated
within the treatment, the process by which these reactions may arise represents a key
mechanism of the intervention.
Study Limitations
There were several limitations of the present study. While individual clinicians were
not included due to their limited role within coordination of service delivery, obtaining a
greater depth of information may have been possible by doing so, particularly around
acceptability of the treatment and clinician-level barriers. Another limitation of the study was
that the chosen agencies already operated from a framework incorporating attachment theory
and family systems theory. This may not have been the case for government child mental
health services, which may have provided richer information regarding potential barriers.
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Implications and Further Research
The outcomes of the present study highlight important clinical implications for the
treatment of child mental health problems. Standard models for treatment within child mental
health services, including government funded models, appear to be based on individual
treatment for children without including their wider system. This is despite agency
enthusiasm and overarching goals to incorporate families within interventions for the child,
as indicated through the current qualitative analysis. Thus the findings speak to the
importance for funding sources to consider changes to existing funded treatment models, so
that treatment for child mental health problems can be better aligned with agency preference
and client needs. Additional implications are derived from the overall acceptability of an
attachment-focused family approach, indicating an increased likelihood of successful
dissemination within the participating practice settings (Mendel et al., 2008). The current
study highlights the need for additional high standard, randomised controlled research to
evaluate the efficacy of such treatment models so that implementation can occur and the
research-to-practice gap can be minimised (Williams & Beidas, 2019). Further research
exploring the dissemination of AFT could also consider different aspects of service delivery
including governmental child mental health services, in addition to engaging the perspective
of the clinicians that intend to deliver the intervention.
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Chapter 7: General Discussion of the Overall Dissertation Findings
The present dissertation involved the further development and evaluation of an
attachment-focused family therapy for primary school-aged children experiencing
internalising and externalising problems. As an integral component within this intervention,
we also developed a discourse-based clinical assessment tool grounded within an integration
of the theories of attachment, psychoanalysis and family systems. Forming the basis of this
research, this dissertation commenced with a narrative review of literature pertinent to
understanding child psychopathology within an attachment and family systems framework.
Next, the applications of such research knowledge into the clinical assessment and
intervention of child and family mental health presentations were reviewed. As a result,
limitations were highlighted within existing clinical applications of attachment theory,
thereby providing a sound rationale and important justification for the empirical studies
presented within the current research. Pertinent methodological considerations within each of
this dissertation’s studies are discussed in Chapter 3, with the purpose of providing context
for the decisions made within research design and execution. Study One documented the
development of the CADS for application to the PRI, with findings from preliminary
evaluation of this new assessment measure’s psychometric properties (Chapter 4). Study Two
examined the efficacy of AFT in a pilot RCT, compared to TAU at a community-based
psychology clinic. Consistent with the requirements of the Doctor of Clinical Psychology at
Murdoch University, Study Three represented a translational research project exploring
factors influencing future implementation of AFT within several child and family mental
health services.
This final chapter of the current dissertation will review the key findings and consider
overall implications within each study. This will be followed by a discussion of dissertation
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strengths and limitations, practice recommendations, and suggestions for future research,
culminating in final conclusions.
An Attachment-Based Clinical Assessment Measure
Based on the limited number of applications of attachment theory into user-friendly
clinical assessment, Study One aimed to expand upon the suggested therapeutic benefits of
the PRI (Low et al., 2021) by developing a coding system that could be applied to the
interview, in effect providing a novel clinical assessment measure that informs the
formulation and treatment of child psychopathology. Further, we aimed to establish
preliminary psychometric properties of the CADS through examining interrater reliability. In
developing the measure, we drew from the concept of attachment-related defenses (Bowlby,
1981) and the presentation of such defenses through discourse (Main et al., 2008), and within
caregiving (George & Solomon, 2008). As an important antecedent to disrupted attachment in
children and the maladaptive sequelae representing vulnerability to psychopathology, the
influence of attachment defenses on caregiver capacity was our primary focus. Essentially,
defense phenomena within caregivers’ discourse became the central component of our coding
structure.
Initial development of the CADS was achieved through both an a priori and grounded
theory approach (Weston et al., 2001). This was followed by pilot coding of a selection of
transcripts (N = 10), conducted by the primary student investigator and two postgraduate
psychology students who had undertaken extensive training in the theoretical basis of the
CADS and in the coding process. Utilising the statistical method of ICCs, results indicated
excellent interrater reliability in identifying the total concern of all three defenses, with
acceptable confidence interval estimates. The coding of defenses for each attachment
relationship demonstrated good interrater reliability, however with less than acceptable
confidence interval estimates which may be reflective of the relatively small sample size used
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in the study (Hallgren, 2012). Overall, the psychometric findings of this study provided initial
validation of the instrument for use within clinical settings by indicating that the CADS can
reliably identify important attachment-related phenomena within caregivers. This information
can then be utilised within systemic-based case formulating, treatment planning and delivery
for children presenting with psychological problems. The feasibility of achieving this within
clinical settings was intended to be demonstrated through Study Two of this dissertation, as
discussed below.
Amongst research and clinical implications, the CADS is a novel approach to
translating existing conceptual frameworks into clinical practice. Our approach provides an
example of operationalising underlying attachment-related theoretical principles in clinically
useful ways as recommended by researchers (Slade, 2004; Zilberstein, 2014). Rather than
providing attachment-based classifications, we developed a measure that can provide
clinicians with rich material for use within psychotherapy. In effect, the development of the
CADS represents our efforts at expanding the treatment utility of clinical assessment
(Kamphuis et al., 2021). Thus, we contribute to a body of evidence highlighting the utility of
assessment measures in enhancing treatment outcomes through various different ways,
including treatment selection and planning as the CADS was designed to do.
Studies have demonstrated that identification of prescriptive factors can be used to
select optimal treatment conditions to enhance client outcomes. While this has typically been
achieved through assessment of personality factors (e.g., Beutler et al., 2018), the
identification of defenses as they relate to attachment patterns in the CADS allows for
understanding of crucial and complex dynamics that can be used to guide treatment planning.
This assertion is premised by research indicating the influence of general defense
mechanisms in client response to treatment (de Roten et al., 2021; Perry & Bond, 2012).
Moreover, the clinical utility of the CADS operates under the assumption that the
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psychological structures and dynamics of attachment-related defenses can be effectively
coded and captured within a case formulation (Kamphuis et al., 2021). Additional
investigations into psychometric validity and reliability of the CADS are therefore needed
prior to claims made about the clinical utility of the CADS. This might include evaluations of
how reliably clinicians can produce case formulations of a child within the context of their
caregivers’ defense patterns, as guided by the CADS.
Furthermore, while not directly evaluated within this dissertation, the development of
the CADS conceptually expands upon the initial therapeutic effects of the PRI by enabling
the provision of feedback to clients following administration of the PRI (Low et al., 2021; see
Appendix F). This aligns with research demonstrating that therapeutic models of assessment
have the potential to directly elicit beneficial clinical outcomes. The meta-analytic findings of
Poston and Hanson (2010) suggest that psychological assessment procedures involving
personalised and collaborative feedback exert clinically meaningful effects on treatment
processes and outcomes. These results broaden the notion of psychological assessments
beyond their common role as precursors or adjuncts to treatment, into representing
interventions in their own right. Altogether, this study signifies an advancement in treatmentcentred approaches to clinical assessment.
Evaluation of an Attachment-Based Family Intervention
Following on from the development of the CADS in Study One, we incorporated the
tool into the latest adaptation of the BEST treatment models (Lewis, 2020; Lewis &
Benstead, 2016; Poole et al., 2017). In doing so, AFT was developed, with the broader
intentions of firstly addressing the gap of existing ABIs in targeting mental health problems
in primary school-aged children, in addition to expanding upon the therapeutic effects within
BEST-Foundations. To achieve the latter of these objectives, the CADS was used within a
family-discourse assessment and feedback protocol that was implemented at the start of
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treatment. Guided by the CADS, case formulations were produced where the child’s
presenting problems were conceptualised within an attachment-defense family framework.
This formulation was discussed with families in a feedback session and collaborative
treatment goals were developed in line with these conceptualisations. AFT comprised of
several treatment modules, largely drawn from BEST-Foundations with some modifications
and additions, which were subsequently selected on the basis of formulation and treatment
goals, comparable to case-formulation driven therapy approaches (Persons, 2006; Rainforth
& Laurenson, 2014).
In Study Two, we aimed to provide initial evaluation of the efficacy of AFT within a
pilot RCT, comparing AFT with cognitive-behavioural based TAU at a community
psychology clinic. Families (N = 30) were recruited through the clinic waitlist and through
advertising at child and family services, where one child presented with emotional and/or
behavioural problems and the whole family was willing to attend all six treatment sessions.
Through multilevel modeling, our analysis revealed that families who received AFT
demonstrated significantly greater reductions in internalising and externalising problems
relative to those who received TAU, as endorsed by caregivers on the CBCL. Likewise, our
results indicated greater benefits in disorganised caregiving and family functioning in the
AFT group compared to TAU. Importantly, the child mental health outcomes obtained in this
study were greater than the findings of previous pilot evaluations of BEST-Foundations,
although our pilot sample size must be acknowledged here (Benstead et al., 2019; Kho et al.,
2020). Nonetheless, our results could be considered to suggest that enhanced benefit may
have arisen from the individualisation of treatment using the CADS. Additionally, the results
of this study support the feasibility of using CADS within clinical settings. Altogether, the
findings of this study represent promising support for the efficacy of AFT and provide the
foundational justification for a larger confirmatory evaluation study of the treatment model.
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Treatment for Child Internalising and Externalising Problems
Our evaluation of AFT compared to a CBT-based treatment highlights important
clinical implications for the treatment of internalising and externalising problems. CBT is
widely recommended as the first-line psychological treatment for internalising
symptomatology in children (James et al., 2020; NICE, 2019b), while both CBT and parent
training programs have been recommended as first-line treatments for externalising problems
in children (Fossum et al., 2015; NICE, 2013; van Aar et al., 2017).
Our findings of a moderate effect size from pre- to post-treatment for CBT (d = 0.56
for internalising problems and d = 0.52 for externalising problems) are somewhat comparable
to existing evaluation studies in the literature. For example, in their meta-analysis of 10
RCTs, Arnberg and Ost (2014) found an overall moderate effect size of CBT from pre to
post-treatment for children (mean age 10.5 years) with depressive symptoms measured by the
Child Depression Inventory (Hedges’ g = 0.66), though substantial variability in effect sizes
among studies was found. Further, their studies included participants up to the age of 17
years old, limiting the generalisability to strictly younger populations (< 12 years).
Contrastingly, more recent meta-analyses indicate much larger pre- to post-treatment effect
sizes for CBT, i.e., d = 1.05 in Yang et al. (2017) and d = 2.00 in Forti-Buratti et al. (2016).
Though notably, Yang et al. (2017) observed that CBT was only significantly more beneficial
than no-treatment, with no significant differences between waitlist or psychological placebo.
Similarly, Forti-Buratti et al. (2016) suggested no clear evidence of effectiveness for CBT
compared to waitlist/no treatment for depressive symptoms in children under the age of 12
(SMD = 0.34, 95% confidence intervals -0.96, 0.23; p = 0.28).
Small to moderate effect sizes have been obtained for the treatment of childhood
anxiety with CBT (Ginsburg et al., 2011; James et al., 2020). In a Cochrane systematic
review by James et al. (2020), no difference was found between CBT and TAU in anxiety
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disorder remission post-treatment and remission did not differ between CBT and other
psychological treatments. These results occurred across both younger (≤ 12 years) versus
older age groups (≥ 12 years). CBT for childhood externalising problems typically includes
older children in research studies, limiting the generalisability of positive effects to
preadolescent children (Fossum et al., 2015; Hofmann et al., 2012). Evaluations for parent
behaviourally-based training approaches have indicated moderate to large effect sizes
however again studies include adolescents, and substantial variance was found in the extent
to which effects are sustained (Fossum et al., 2015; van Aar et al., 2017).
The limited data supporting sustained effects of CBT in reducing child
symptomatology is consistent with the pattern of our results illustrating increases in
symptoms during the four-week follow up period for children who received CBT, suggesting
that improvements are not maintained. Contrastingly, AFT appeared to result in further
decreases from posttreatment to follow up. Admittedly, four weeks is a relatively short follow
up period, hence a longer duration of follow-up would have provided greater insight into
potential sleeper and fade-out effects and strengthened important implications regarding
treatment of internalising and externalising problems. Furthermore, it is clear that evidence
supporting the efficacy of CBT for preadolescent children is limited and inconclusive.
Notwithstanding the caveats associated with directly comparing different effect size
parameters (Fritz et al., 2012), such appraisals of existing empirical data provides support for
the relative efficacy of AFT within the treatment of childhood emotional disorders. This may
represent an important area to improve current services and justifies further evaluation of
AFT in larger studies. It also shows that a comparative RCT in which CBT is used as the
control condition is a strong design to test innovations in child mental health.
The small sample size in the current study prevents data analysis examining which
characteristics predict greater treatment response across both conditions. Nonetheless,

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

144

understanding differences between intervention approaches may help to elucidate how CBT
and AFT elicited differential treatment effects for different case presentations. CBT for
emotional problems in children is grounded within traditional cognitive and behavioural
theories. Dysfunctional or distorted cognitions are suggested as key processes involved in
causing and maintaining emotional problems (Carr, 2016; Gosch et al., 2006). With
depression, children may exhibit cognitions of self-criticism and hopelessness, whereas the
cognitions of anxious children may encompass high probability of threat or negative
outcomes, and low self-efficacy. Accordingly, CBT aims to modify maladaptive cognitions
by decreasing negative automatic thoughts and changing underlying distorted beliefs through
‘cognitive restructuring’ (Chu & Harrison, 2007). Behaviourally, respondent conditioning
and operant learning theories have been utilised to explain how emotional problems in
children are maintained (Gosch et al., 2006). Avoidant behaviour is seen to reinforce anxious
and depressed responses, perpetuating the fear in anxiety problems and the inactivity and
withdrawal in depression (Carr, 2016). Accordingly, CBT treatment for anxiety typically
involves extinction, habituation (systematic desensitisation) and counterconditioning of
fearful responses. With depressive symptoms, behavioural strategies tends to emphasise and
behavioural activation of pleasant activity in order to increase natural reinforcement in the
child’s life and stimulate hedonic brain systems. Behavioural experiments are further used as
opportunities to refute maladaptive cognitions. Additionally, positive and negative
reinforcement of internalising symptoms may also occur within the child’s environment, thus
treatment involves the modification of environmental contingencies.
In a similar way, cognitive models of conduct disorder have proposed that problems
occur when children’s cognitions are characterised by a hostile attributional bias resulting in
aggressive and oppositional behaviour (Carr, 2016). In line with this, CBT for behavioural
problems aims to restructure maladaptive cognitions relating to the hostility of others. Parent-
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based interventions typically adopt a CBT approach, aiming to improve parenting cognitions
and change parenting behaviours to reinforce positive child behaviour and extinguish
disruptive child behaviour (van Aar et al., 2017). Thus while underlying theory premising this
treatment approach adopts a family systems lens, the focus is on environmental contingencies
perpetuating child problems through behavioural principles of conditioning and learning.
There are important differences in clinical approach in our attachment-based family
treatment of child internalising and externalising problems, clearly distinguishable from the
CBT-based interventions that were utilised in the control arm of our evaluation study, both
theoretically and in terms of what occurs in sessions. As discussed in Chapter 1, the first and
fundamental difference is that attachment models are intersubjective and relational whereas
cognitive-behavioural models are grounded in an individual psychology of cognition and
behaviour. The attachment-based mechanisms that explain maladaptive development
represents a transdiagnostic framework for both internalising and externalising problems. A
lack of sensitive and responsive caregiving disrupts the secure formation of attachment,
hinders the development of affective regulatory capacity, and promotes the use of
attachment-related defenses within interpersonal contexts. Resultingly, decreased exploration,
connection, and prolonged distress help to explain maladaptive development and ensuing
psychopathology (Bowlby, 1981; Cassidy, 1994; DeKlyen & Greenberg, 2016).
By considering childhood psychological problems in this way, our treatment approach
varies from standard CBT-focused interventions in several specific ways. While CBT
intervenes intrapersonally in the ‘here and now’ to bring about symptom improvement while
placing less consideration on social and environmental factors (Clark, 1995), AFT gives
emphasis to a child’s interpersonal environment with exploration of what gave rise to
psychological problems. In effect, AFT attempts to provide a causal explanation for problems
while CBT is based on a mediational explanation – that cognition mediates emotion and
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behaviour. CBT is centred around conceptual-level processing, thus adopting a limited view
of emotions as a post-cognitive phenomenon (Safran & Segal, 1990). Instead, AFT places
emotions at the forefront with emphasis on increasing emotional awareness and facilitating
the dyadic co-regulation of emotions, which is thought to be foundational to the development
of regulatory capacity. Furthermore, AFT does not ignore cognition, though rather than
encouraging direct change at a surface-level to conscious and controlled cognitive processing,
we take a step further and consider how unconscious defenses and discourse impacts
cognitions and behaviours, thereby addressing a possible underlying driver for biases that
create vulnerability to psychopathology. Altogether, the preliminary results of this
dissertation highlights the value in considering intergenerational, developmental, and
systemic influences within treatment of both internalising and externalising problems.
Ultimately, the present study contributes to the literature base by indicating that
psychopathology can be conceptualised and treated within a framework of attachment and
family systems (Fearon et al., 2010; Fearon & Belsky, 2011; Groh et al., 2016; Madigan et
al., 2013).
A final point of discussion around the treatment of child psychopathology relates to
our conceptualisation of both internalising and externalising problems under the same
framework, enabling a transdiagnostic approach to treatment. This is an important advantage
of ABIs and aligns with the established model of developmental psychopathology (Sroufe &
Rutter, 1984). The findings within this dissertation study indicates that both internalising and
externalising symptoms significantly reduced in response to AFT. Thus, our approach
represents an example of efficacious translational treatment for child emotional and
behavioural problems. Research has demonstrated efficacy of various transdiagnostic
treatments (Ehrenreich-May & Chu, 2014), including a unified protocol for emotional
disorders (Barlow et al., 2017) and a transdiagnostic treatment for eating disorders (Fairburn
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et al., 2003). However there are no known transdiagnostic interventions across internalising
and externalising problems. Thus, although only in the preliminary stage of evaluation, AFT
represents an important advancement in the field of transdiagnostic psychological
interventions.
Supporting the use of transdiagnostic models of psychopathology, Fonagy and
Campbell (2015) outlined the concept of epistemic trust which they proposed as the general
psychopathology factor (the p factor) that may explain psychiatric disorders, where high p
factor represents epistemic hypervigilance and mistrust (Caspi et al., 2014). Epistemic trust
broadens the evolutionary function of the dyadic relationship and refers to the necessary
capacity for humans to overcome epistemic vigilance with the goal of enabling social
learning from a trusted source. This transmission of cultural knowledge is thought to occur
primarily through ostensive cues (i.e. appropriate eye contact and ‘motherese’) that represent
effective mentalising within the attachment relationship. Fonagy and Campbell (2015)
suggest that an increase in epistemic trust underlies therapeutic change. While AFT is not
explicitly guided by the concept of epistemic trust, its tenets may help to explain the core
transdiagnostic processes within our intervention. Specifically, through the family-attachment
assessment and feedback protocol, communication of coherent and credible content to
caregivers occurs, enabling them to experience their agentive self through the clinician
effectively mentalising their state. Through a virtuous cycle, caregivers may experience a
retreat from epistemic hypervigilance and begin to develop their own mentalising skills with
their children. Defenses may be perceived as adaptive methods for survival in a complex
interpersonal world, however the loosening of caregivers’ defensive operating along with
increases in coherent family discourse may be necessary for the generation of a child’s
epistemic trust, whereby truthful and dependable communication surrounding the social
world is enhanced within the family. Further, AFT may foster epistemic trust through the
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focus on enhanced attunement and co-regulation enacted via caregiver’s ostensive cues and
increased mentalisation, in effect allowing for the transdiagnostic treatment of child
psychopathology. While additional research is necessary to elucidate core maintaining
processes, effective transdiagnostic approaches would be a major advantage for
dissemination within public health and could address the complexity of cases that are seen
outside of research settings (Rohde, 2012).
Qualitative Evaluation of Intervention Implementation
The final study of this dissertation encompassed a translational research approach,
with our research design specifically guided by literature around implementation science
(Williams & Beidas, 2019). We aimed to address the well-documented research-to-practice
gap (Jensen, 2003; Rotheram-Borus & Duan, 2003) by exploring factors that could impact
the dissemination of AFT within child and family community mental health services. A
particular framework, that was developed to ameliorate the lag between empirical
development of treatment models and their implementation within practice settings,
emphasises the importance of partnerships with community agencies to inform the design of
intervention models (Hoagwood et al., 2001; Mendel et al., 2008). Accordingly, we
established a consultation process with several child and family organisations (N = 6), to
identify specific barriers and facilitators of AFT with the goal of enhancing likelihood of its
implementation in the wider community. A semi-structured interview exploring these factors
was administered with managerial staff of the organisations.
Through a thematic analysis, we formulated a number of overall themes that
suggested important barriers at client, clinician, and organisational levels. Client and clinician
factors centred around client engagement and clinician competence, both of which are
circumvented through adequate training and fidelity to the treatment. These findings relate to
the concept of self-efficacy, or an individual’s belief in their capability to successfully
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perform a task (Bandura, 1997), thereby highlighting the importance of training in novel
therapies such as AFT to be geared toward boosting confidence and promoting mastery in
clinicians. One strategy for achieving this is to integrate new knowledge with existing
clinician practices (Cook et al., 2009). Within an organisational context, the most significant
barrier that arose related to the need for adequate funding models and greater resources. This
is consistent with previous studies regarding research utilisation in child mental health
services (e.g., Barwick et al., 2008). While these are crucial factors, themes suggested broad
acceptability of and enthusiasm for AFT, and associated willingness to problem-solve around
potential impeding factors to increase the likelihood of dissemination within their service
delivery.
An important point to note which likely enhanced acceptability and enthusiasm for
AFT is that all of the agencies already adopted some extent of attachment theory within their
service delivery. This represents a valuable advantage for dissemination of AFT and is one of
the cited characteristics of innovation necessary for successful adoption – compatibility, or
the degree to which the innovation is consistent with potential users’ existing values,
experiences and needs (Cook et al., 2009; Rogers, 2003). Of the implications ensuing from
the findings of this study, the use of attachment and family focused interventions within the
treatment of child mental health problems is highlighted as a service need, thus speaking to
the importance for funding sources to consider changes to existing funding structures.
Furthermore, researchers have highlighted existing pressure for researchers and clinicians to
adapt evidence-based treatments to practice settings. Such adaptations are suggested to
enhance successful dissemination, however they come with the risk of compromising
treatment fidelity (McHugh et al., 2009). Transdiagnostic interventions may represent a
pathway to maintaining fidelity while maximising the benefits of adaptation, due to their
greater flexibility in pacing and content of treatment. Thus, the transdiagnostic and
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individualised nature of AFT will likely enhance its transportability, allowing for greater
differences in clinical presentation and enabling adaptation of the intervention to the
individual (Chu, 2012).
This study supports the growing literature conveying broad acceptability and
utilisation of attachment-based concepts within clinical settings. Even though specific
manualised interventions are sparce, attachment theory has been used broadly as a framework
to inform mental health service delivery (Goodwin, 2003) and is familiar to many mental
health clinicians across numerous professional groups. Bucci et al. (2015) outlined how
efforts at conceptualising an attachment-informed mental health service model has involved
elements within service policy and evaluation, referral criteria, assessment and formulation,
intervention, and discharge planning. Examples of these applications within practice settings
have occurred within the design and delivery of services for women in secure settings,
institutionalised settings, child protective services, and infant mental health services (Bucci et
al., 2015; Cross & Hershkowitz, 2017; O'Farrelly et al., 2017; Schuengel & van Ijzendoorn,
2001). Nonetheless, there remains considerable room for integrating attachment based
concepts into child psychiatry, which may present an opportune endeavour to address the
increasingly concerning limitations in child mental health service delivery (Remschmidt &
Belfer, 2005; Sawyer et al., 2019).
Dissertation Strengths
The present dissertation possesses a number of strengths worth acknowledging.
Altogether, the development of both a novel discourse-based assessment tool and an adapted
treatment model represents important expansions within the integration of attachment theory
and clinical psychology. As discussed in Chapter 2 and to the best of our knowledge, there
are no existing systematic assessment measures of attachment that enable a theory-driven
formulation of psychological problems. Thus, while our approach parallels existing

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

151

techniques with other theoretical bases (i.e. the CCRT protocol; Luborsky & Barrett, 2007), it
nonetheless exemplifies an innovative methodological strategy in the field of attachment that
may hold significant clinical utility for child clinical psychology.
Furthermore, the development of AFT addresses existing gaps within ABIs for
primary school-aged children, given the predominant focus of interventions for young
children under the age of 5 years (Bakermans-Kranenburg et al., 2003; Facompre et al.,
2017). Though researchers have posited that this gap may reflect the greater theoretical
importance of attachment theory in younger children (e.g., Gregory et al., 2020; Zilberstein,
2014), our findings in addition to other literature on associations between attachment and
psychopathology in primary school-aged children suggest there is crucial value in
considering attachment as a modifiable risk factor in children over the age of 5 years. In fact,
research demonstrating that the association between attachment insecurity and internalising
problems strengthens as children’s age increases (Madigan et al., 2013), signifies the
importance of targeting attachment in older children with psychological difficulties.
Moreover, AFT represents one of few interventions that integrates attachment and
family systems theories. Despite the literature highlighting the undeniable dynamics between
the two fields (Byng-Hall, 1995; Cowan et al., 2009), a scarcity of efforts have applied this
knowledge into psychological treatment models. Thus, our approach builds on existing BEST
models of intervention by corroborating the benefits gained in moving beyond an individual
or dyadic understanding of attachment for the purposes of conceptualisation and intervention
of psychopathology (Lewis, 2020).
A further strength of the present dissertation lies in the overall methodology of the
research studies, particularly the use of three distinct research methods in each study. Both
the development of the CADS and AFT were guided by systematic recommendations and
empirical literature concerning the development of discourse-based measurement scales
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(Adler et al., 2017; Barker et al., 2016; DeVellis, 2017; Weston et al., 2001) and
psychological interventions (Kazdin, 2000, 2003). During the scale development process of
the CADS, we followed the strategies highlighted by Weston et al. (2001) and Barker et al.
(2016) to minimise threats to validity and to enhance coding reliability. This helped to
optimise psychometric properties of the instrument and may indeed be reflected in the
positive findings of interrater reliability. With relation to AFT, the present research closely
followed Kazdin’s (2000, 2003) model for developing effective treatment for children and
adolescent mental health problems, thus ensuring that appropriate steps were being taken for
the development of an evidence-based psychological intervention. Furthermore, our pilot
evaluation study was designed and reported in accordance with the Consolidating Standards
of Reporting Trials (CONSORT) guidelines for reporting parallel group randomised trials
(Schulz et al., 2010). As such, it possessed important strengths as a single-blind randomised
controlled trial, allowing for rigorous comparison of treatment groups and minimising
potential bias.
Dissertation Limitations and Directions for Future Research
Several limitations of this dissertation must be noted. While we were able to establish
preliminary psychometric reliability of the CADS, an important limitation to its use is the
lack of validity evaluation in the present research. While reliability suggests that coders are
likely to identify the same constructs, validity is necessary to ensure that the coding system is
measuring what it intends to measure. Accordingly, future research should examine whether
the coded defenses in the CADS relate to existing measures of attachment-related defenses,
including the AAP (George et al., 1997) and related caregiving defense-driven behaviours
that have been incorporated within the variables. Important to note though is that such
associations may not be considered necessary for upholding the therapeutic utility of the
CADS (Slade, 2004; Zilberstein, 2014). Given that the operationalisation of variables were

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

153

intended solely for clinical purposes, it may be more useful to conceive of the coded defenses
in caregivers in terms of the clinical implications within child mental health, rather than in
classificatory terms as the AAP does. An imperative direction that future development of the
CADS should consider is to examine whether the presence of defenses in caregivers as coded
by the CADS is associated with child mental health problems, given the designed purpose of
the tool to formulate how such defenses influence the perpetuation of child difficulties.
Another noteworthy limitation is that the present research did not evaluate clinician or
consumer feedback in relation to both the CADS and AFT, largely due to their initial stage of
design and development within this dissertation. Without examining direct feedback from
clinicians who utilised the CADS both during the pilot coding in Study One and within
implementation of AFT in Study Two, our evaluations regarding feasibility and clinical
applicability of the instrument is limited. Perceptions of efficiency and value with regard to
clinical tools is imperative for their dissemination by clinicians in practice settings (Kazdin,
2000; Williams & Beidas, 2019). Thus, further research should strongly consider obtaining
qualitative feedback, particularly in the context of intervention delivery, so that refinement of
the measure can enhance the clinical utility of the CADS. Likewise, we did not examine
either clinician or client feedback within AFT. This is an important shortcoming for the
development of AFT, considering the value that consumer feedback can provide with regard
to treatment strengths, mechanisms of change, perceived barriers to change and engagement,
and suggestions for improvements to the intervention (Palinkas, 2014). Future research
advancing the development of CADS and AFT would benefit from obtaining qualitative
feedback from both clinicians and clients, so that assessment and treatment design can be
optimised.
Furthermore, we were unable to evaluate mechanisms and moderators of change
within the delivery of AFT, which has been emphasised by Kazdin (2008) as integral
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components within research on evidence-based treatments. While we have theorised
mechanisms of change within AFT as the underlying therapeutic principles of rebuilding the
family as a secure base, enhancing the intersubjective regulation of affect, and enhancing the
coherence of family discourse, these aspects are not as easy to measure. By including
secondary outcomes of disorganised caregiving and family functioning we were not only
interested in the response of these variables to AFT but we considered these aspects to
represent mechanisms of change, aligning with our overarching treatment objectives. This is
in line with research indicating associations between family relationships and child
psychological outcomes (Lamb, 2012), in addition to the impact of disorganised caregiving
on child attachment (Hesse & Main, 2006; Madigan et al., 2006). Moreover, we also did not
evaluate changes in attachment patterns or attachment-related defenses. While shifts in child
attachment was not the primary aim of the CADS, changes within the use of attachment
defenses within caregivers was central to the treatment model. Thus, future evaluations of
CADS should consider including administration of a post-treatment version of the PRI and
coded with the same CADS at the end of intervention so that any shifts can be assessed and
insight can be gained into how therapeutic changes in child mental health outcomes may have
occurred.
A final limitation of this research is that fidelity to treatment was not examined within
our pilot RCT, due to the intervention still being evaluated and finalised in its current format.
Ensuring clinicians utilised the CADS and delivered AFT in the way they were designed
would have enhanced robustness of the study findings and aided in the generalisation of
results into clinical practice (Kazdin, 2000; Schoenwald et al., 2011). The fact that AFT was
delivered by the same clinician (the primary author) for each family, in addition to a cotherapist that varied per family, likely contributed to the integrity of treatment. However, in
itself this adds some bias to the findings given that treatment effects could have been inflated
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as a result of therapist competence. Research has frequently demonstrated the therapeutic
relationship to be a key mechanism in explaining therapeutic change, with studies showing up
to 30% of variance in outcomes can be attributed to this factor (Karver et al., 2006). Specific
to attachment and family-based interventions, the therapist is considered to play a pertinent
role in providing a secure therapeutic base (Byng-Hall, 2008). However this is a
consideration that would influence all empirical evaluations of psychological treatments, and
there is still significant room for other mechanisms of therapeutic change. Future pilot and
confirmatory research is necessary to replicate the current findings, ideally incorporating
measures of treatment fidelity.
Practice Recommendations
This dissertation provides support for the use of an attachment and family framework
in conceptualising and treating childhood mental health problems. In particular, our
development of the CADS and successful use of the measure within AFT suggests that
understanding child emotional and behavioural difficulties within the context of their
caregivers’ attachment-related defenses is beneficial for tailoring intervention that comprises
wider family work. While the CADS is not yet at a stage for dissemination, clinicians are
advised to make use of our conceptual model in case formulations and treatment planning.
This recommendation aligns with the emphasis placed by Zeanah et al. (2011) on harnessing
the utility of attachment-based narrative features and how they relate to emotion regulation in
parent and child.
Relatedly, the findings of the present research corroborates the value of incorporating
the family in treatment for child mental health. This is not a new concept and many
researchers have studied the utility of family therapies for treating psychopathology (Bowen,
1975; Bowlby, 1949, 1977a; Minuchin, 1985). In a comprehensive review of meta-analyses
and systematic reviews, Carr (2014) demonstrated the efficacy of systemic interventions for
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various child-focused problems including sleep, emotional problems, behavioural difficulties,
eating disorders, somatic problems, and psychosis. However, family-based systemic therapy
for children is not widely recommended in practice guidelines and the translation of empirical
research has not yet reached community funded models for child mental health (Withers et
al., 2017). Thus, on the basis of both our own and past research, the utility of family-based
psychological treatments for child mental health problems is undeniable and should be
harnessed within clinical practice.
Furthermore, a clear implication of the current dissertation speaks to the utility of
applying attachment-based therapy frameworks for the treatment of child symptomatology.
Existing ABIs predominantly focus on shifting attachment patterns within vulnerable
populations, such as children who have or are likely to experience maltreatment (BakermansKranenburg et al., 2003). While this is imperative work, our research suggests that ABI
frameworks can be expanded to treat broader psychological problems in children.
Psychotherapeutic interventions are advised to target caregiver patterns that represent known
antecedents to disrupted attachment, in turn leading to maladaptive emotional, social, and
psychological development in children. While attachment may not be a panacea for
understanding and treating psychopathology, our empirical findings supports clinicians to
facilitate sustained change in attachment-based caregiving and overall family behaviour, with
the goal of facilitating adaptive child behaviour and emotion regulation.
In consideration of research highlighting the comorbid nature of internalising and
externalising problems (Angold et al., 1999; Willner et al., 2016), we expanded on the BEST
models by successfully targeting both syndrome spectrums in AFT. Importantly, significant
reductions were observed within both internalising and externalising symptoms as reported
by caregivers. As suggested through a developmental psychopathology framework, the notion
of one general factor explaining vulnerability to psychopathology (Caspi et al., 2014; Fonagy

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

157

& Campbell, 2015) helps to explain the complexity between internalising and externalising
symptoms, including the frequently cited lack of clarity between presentation distinction and
heterotypic continuity of symptoms (Bubier & Drabick, 2009; Reef et al., 2010).
Accordingly, as an important practice recommendations arising from this dissertation,
clinicians are advised to conceptualise and deliver transdiagnostic interventions for the cooccurring presentation of both emotional and behavioural problems in children.
As a final note, the present research indicates that AFT is effective in reducing
internalising and/or externalising difficulties amongst primary school-aged children. Our
evaluation of AFT was conducted at a university clinic that received community referrals. As
such, we would expect the promising effects of the intervention obtained within this study to
translate to similar community-based settings. Nevertheless, further studies of applicability to
other clinical contexts is needed to evaluate whether the effect of AFT may be replicated
(Kazdin, 2008).
Final Conclusion
This dissertation aimed to develop and evaluate the feasibility and efficacy of AFT,
using a discourse-based coding system to inform treatment. As an initial step, the CADS was
developed and preliminary evidence was found for the psychometric property of interrater
reliability. Subsequently, we developed AFT by utilising the CADS within a familyassessment and feedback protocol which enabled conceptualisation of child problems,
formulation of treatment goals, and tailoring intervention delivery. A pilot RCT was
conducted to evaluate the efficacy of AFT compared to TAU at a community-based
psychology clinic. Findings suggested that AFT is more efficacious than TAU in improving
child emotional and behavioural symptoms, disorganised caregiving behaviours, and overall
family functioning. Furthermore, this dissertation explored the implementation of AFT within
child and family community mental health settings, identifying key factors that may act as
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facilitators and barriers to the wider dissemination of AFT. Importantly, qualitative analysis
revealed that all agencies reflected acceptability of AFT and enthusiasm for the treatment
model in the context of their unmet service needs.
Overall, the findings of this dissertation contributed to the limited body of literature
examining attachment-based family interventions designed to treat psychological difficulties
in children. Other significant implications centre around the value in expanding the clinical
utility of attachment-based measures within the conceptualisation of psychopathology.
Further, results support the use of a formulation-driven intervention approach that can be
individualised to meet client needs for treatment, particularly in the presence of comorbid
symptomatology. Finally, this research provides fundamental support for larger-scale
evaluation studies of our assessment and treatment protocol, ultimately justifying the
application of attachment and family systems theory within the field of clinical psychology.
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MURDOCH PSYCHOLOGY CLINIC

FREE SHORT-TERM PSYCHOLOGICAL
THERAPY FOR YOUR CHILD
If your child is aged between 6 to 12 years old, and you have been
experiencing concerns about him/her displaying behavioural or
emotional difficulties, we would like to invite you to take part in our
research study.
This study involves a six-week therapy program and is run in partnership with the
Murdoch Psychology Clinic located on the Murdoch University South Street
Campus. We are comparing different approaches to psychological therapy
designed to reduce emotional or behavioural problems in middle-aged children.
We are also interested in seeing how these different treatments impact on
caregivers’ own wellbeing and family life. The program is being delivered free of
charge, and participants will be reimbursed $60 for their time.
If you are interested in joining this study or would like more details regarding
the study, please contact Irene Serfaty (Doctor of Clinical Psychology
Candidate) at irene.serfaty@murdoch.edu.au
Alternatively, you can also call the Murdoch Psychology Clinic at 9360 2570 to
leave a message for Irene to contact you.
THIS STUDY HAS BEEN APPROVED BY MURDOCH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE (APPROVAL 2019/008)
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Effects of a Structured Reflective Interview on Parental Reflective Functioning:
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A Pilot Randomised Controlled Trial
In all psychological therapies, the initial clinical assessment phase serves as an important orientation to
the subsequent treatment. When working with child mental health presentations, the engagement of parents and
efforts to encourage their reflections on the mental life of their child are paramount. In order to orient parents to
an attachment-focused intervention which we are currently developing, we have developed a clinical assessment
called the Parental Reflective Interview Procedure (PRIP) designed to improve parental reflective functioning
(PRF). This study aimed to evaluate the PRIP by comparing it to a control condition that would be similar to
standard clinical practice, that is, administration of a diagnostic interview (Mini International Neuropsychiatric
Interview for Children and Adolescents—Parent Version; MINI-KID-P).
Reflective functioning (RF) refers to the psychological processes which give rise to a capacity to
mentalise (Fonagy, 1989, 1991). Mentalisation is derived from research in cognitive science and philosophy of
mind, and refers to one’s ability to attribute mental states to observed behaviour for the purpose of interpreting,
explaining or predicting the behaviour of others or oneself (Dennett, 1987; Fonagy et al., 2002). RF is implicit
in the use of mentalistic words such as ‘believe’, ‘desire’, ‘expect’, ‘decide’, ‘doubt’ and so on. The concept
comes from a number of different but overlapping theoretical traditions which we describe very briefly. From
the cognitive science perspective, RF refers to ‘two-person’ interactions and often referred to as ‘theory of
mind’. It requires meta-cognitive processes used to understand others, such as psychological insight, empathy or
perspective-taking, which have been shown to be features of the social brain (Frith & Frith, 2010). Drawing on
attachment and psychoanalytic theory, RF was linked to the self-other processing of affect (for example, the
ability to subjectively recognise and regulate one’s own emotional states and to attribute emotional states to
others; Bowlby, 1998; Slade, 2005). From the tradition of philosophy of mind, RF has its origins in the
longstanding debate about the concept of intentionality. Dennett (1971), for example, refers to what he calls the
“intentional stance”, which he describes as a practical rationality employing the strategy of interpreting
behaviour by treating it as if there were a rational agent governing a person’s choice of action and developing an
explanation of another’s behaviour couched in terms of assumptions that another person is a rational agent
acting on his/her beliefs or desires.
Parental reflective functioning (PRF) refers to a parent’s capacity to mentalise about their child and
their parenting. A number of studies have reported that PRF predicts the quality of the parent-child relationship
(Ensink, Normandin, et al., 2016; Rostad & Whitaker, 2016), as well as the development of the child’s reflective
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functioning and emotional regulation abilities (Rosso & Airaldi, 2016; Smaling et al., 2017). For example,
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Ensink, Bégin, et al. (2016) found that low maternal reflective functioning predicted higher child externalising
difficulties in children aged 7 to 12, and Esbjørn et al. (2013) found that low maternal reflective functioning
predicted higher anxiety in children aged 7 to 12.
RF is not an innate mental ability but a developed or inter-subjectively constructed capacity
representing the aggregation of a persons’ relational experiences over time (Fonagy et al., 1991). Drawing links
between attachment theory and mentalisation, Fonagy has argued that early developmental experiences
influence the depth to which the infant can appraise their social environment. This social environment is
provided by the caregivers and the degree to which their interactions with the infant provide not simply safety
from external threats, but a world mediated by mentalising language, by attributions of subjectivity and agency
and by exchanges which allow affects to be symbolised and thus shared, experiences narrated, repeated and
retold.
It becomes very apparent that the concept of PRF has strong clinical applications to therapeutic work
with children and families. The theory predicts that caregivers with higher PRF should engage in interactions
with their child which attribute to their child’s behaviour mental states such as beliefs, desires, wishes,
intentions (Fonagy et al., 2002). Moreover, a parent higher on PRF would be expected to think about their own
parenting behaviours as current choices made against a background of a constructed sense of self, at least in part
derived from their own experiences of being parented (Fonagy et al., 2002). However, even though in prior
studies low PRF has been identified as a potential risk factor in children developing anxiety problems and
insecure attachment (Ensink, Bégin, et al., 2016; Esbjørn et al., 2013), there have been relatively few
intervention studies explicitly targeting this aspect of parenting (Ashton et al., 2016; Huber et al., 2015).
The Parental Reflective Interview Procedure
The PRIP is being developed within a broader context as the assessment component of an attachmentfocused family intervention for both children and adolescents (Lewis, 2020). It is intended as an initial
assessment procedure for use with parents in a therapeutic setting and seeks to understand three core
relationship dynamics: the relationship between a parent’s attachment relations with their own parents, their
relationship with their partner, and their relationship with their child. A coding system has been developed to
achieve these aims and to derive a clinical case formulation and treatment plan tailored to the attachment and
family system (Serfaty et al., 2021). The interview consists of an intensive focus on attachment relations,
narration of past events with caregivers, and repeated invitations to reflect on the meaning underlying the
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behaviour of attachment figures within a life-history format. As the procedure provides many opportunities for
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the interviewee to verbalise and reflect on their attachment history or points of inconsistency and impasse within
their attachment narrative (Lewis, 2020), this has brought rise the notion that the administration of the PRIP
during the assessment session of the above-mentioned attachment-based intervention might not only be utilised
as a tool for assessing the interviewee’s attachment relationships, but also double up as a therapeutic tool for
prompting the PRF of the interviewee at the beginning of the treatment. The current study thus seeks to evaluate
the PRIP in achieving this therapeutic effect. This study is intended to be part of a series of studies aimed at
dismantling the aforementioned attachment-focused family intervention by isolating specific components within
the overall intervention and investigating the therapeutic effects of each of these separate components on their
own (Leijten et al., 2021).
The PRIP is a semi-structured interview which includes guidelines for the interview to prompt and
extend discussion of key points. It comprises 13 items adapted from George et al.’s (1996) Adult Attachment
Interview (AAI), and ten items adapted from Zeanah and Benoit’s (1995) Working Model of the Child
Interview (WMCI), and these items have been modified. Briefly, items adapted from the AAI (George et al.,
1996) include interviewees describing their childhood (i.e., below age 12) relationship with each parent and/or
any other significant attachment figure; use of the ‘adjective questions’ probing for specific episodic memories
that support the descriptors; asking about response to specific stressors in childhood and how their parents
responded; prompting their recall of attachment relevant memories from childhood such as experiences of
separations, rejections, threats or abuse; encouraging reflection on the effects of these experiences on their adult
personality and their understanding of why their parents had behaved as they did; and asking how they think
these experiences have influenced their approach with their child and what they hope the child would learn from
being parented by them. Items adapted from the WMCI (Zeanah & Benoit, 1995) consist of interviewees
describing their current relationship with the child of concern and providing specific episodic memories that
illustrate the chosen adjectives; probing for their own feelings and wishes pertinent to the child and their
relationship with the child; prompting their reflections surrounding how their own behaviours may have affected
their child or their relationship, and what they would have done differently; and asking them to consider the
child’s preferences, thoughts and feelings, as well as explain why they believed the child thought or felt as
he/she did.
Eight additional items have been developed specifically for the PRIP and they include asking the
interviewees to describe their parents’ couple relationship during their childhood years; probing for descriptors
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that represent the interviewees’ current and past adult romantic relationships (i.e., with the child’s other
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biological parent, or step-parent, where applicable), as well as specific episodic memories that support the
descriptors chosen; prompting the reflection of how their relationship(s) with their partner(s) may have affected
the child of concern, as well as how their childhood relationship with their attachment figures have impacted
their relationship(s) with their partner(s); and lastly, probing the interviewees for concluding remarks pertinent
to any thoughts or feelings that may have come up as a result of the interview, and whether they had noticed any
similarities between their childhood experiences and current relationships with their partner and child.
The rationale for adding these additional items was based on the aim of assessing the interrelationships between
three attachment dynamics: past attachments, current parenting couple’s relationship, and parent-child
relationships; as well as extensive research indicating that parental conflict can form a significant source of
stress for the child and exert substantial influence on the parent-child relationship and PRF capacities
(Hertzmann et al., 2016).
Assessment processes do have therapeutic effects, which are not necessarily long-lasting or substantial,
but they ought to orient a client towards engaging in a therapeutic process which has more substantial
therapeutic gains. There are different types of assessment processes used in child and adolescent mental health.
A common approach would be focused on diagnosis and in this study, we operationalised that in a treatment
condition where only a diagnostic interview was administered. It was predicted that this would orient the parents
to focusing on the child’s symptoms and their functional impact. Another approach is to examine the parentchild relationships and the wider attachment dynamics in the family. We operationalised this approach as the
administration of PRIP. We expected that, compared to the diagnostic interview, the PRIP should orient parents
towards reflecting on their relationship with their child. The study hypothesis was therefore whether there would
be any evidence that there is indeed a difference in PRF due to these different assessment conditions. While we
are not expecting that such a difference would have a major or long-lasting therapeutic impact, if we can detect
such differences, it shows that the orientation of assessment processes may either help or hinder efforts to
engage parents in therapies which aim to improve PRF.
As the current study was the first of its kind to examine the effects of a single-session parental
interview on PRF compared to a control group who undertook a diagnostic interview, this investigation was
largely exploratory in nature. Nevertheless, existing theories (Slade, 2006) and research (Muzik et al., 2015) are
consistent with the prediction that a structured interview which is focused on parent’s attachment states of mind
could influence PRF. One of the main theoretical bases for the hypothesis that the PRIP would have a positive
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therapeutic effect on PRF was drawn from Arietta Slade’s (2006) proposed intervention approaches for
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enhancing PRF. Firstly, Slade suggested that by placing a focus on the child’s internal states and intentions,
rather than behaviour, a therapist promotes PRF via increasing the parent’s interest and curiosity in their child,
and helping the parent to think about the child as a subjective agent with mental and emotional states underlying
their behaviour. This approach is reflected in the PRIP through items such as, “How do you think your
relationship with your partner has affected (name of child)”. Secondly, Slade suggested that the therapeutic
facilitation of ‘wondering’ and ‘questioning’ can both promote parents’ curiosity about their child’s internal
world, and their recognition of the distinction between the child’s experience and their own. Questions drawn
from the AAI such as “Earlier in the interview, we talked a lot about what you think you may have learnt from
your childhood experiences, now I’d like to ask what you hope your child might have learned from or would say
about his/her experiences of being parented by you”, encourages parents to reflect on their child’s mental states
generated by the parents’ own behaviours, through getting the parents to first mentalise their own mental states
in response to their parents’ behaviours. This question potentially promotes interest and curiosity, and invites
the parent into what Dennett (1987) described as the intentional stance. Thirdly, Slade proposed that eliciting
strong affect in therapy is the means through which PRF develops, as this is when opportunity presents for the
parent, with assistance from the therapist, to make new meaning from emotional experience or memory, and
learn to regulate the emotions felt during such experiences. This approach is reflected in the items of the PRIP
that probes the parent for specific episodic memories of stressful childhood experiences, as well as the manner
in which the PRIP has been designed to be administered. Interviewers are trained using the AAI administration
manual to conduct the interview adopting a supportive and reflective stance, distinct from the mode of
information gathering or data collection used in other research measures or clinical assessments. When
administering the PRIP, interviewers are instructed to (a) adopt a conversational style of speaking; (b) convey a
listening and empathic attitude; (c) work at a gentle pace so as to allow respectful silences, show interested body
language, give minimal verbal acknowledgements of the parent’s speech and experiences; and (d) use follow-up
probes, where appropriate, so as to encourage interviewees to elaborate on initial responses (George et al., 1996;
Zeanah & Benoit, 1995).
It is worth also pointing out that existing interventions, such as the Circle of Security intervention
conducted by Huber et al. (2015), and Mom Power by Muzik et al. (2015), have similarly engaged parents in
reflecting on their past and present relationships pertaining to parenting, as a means of building the parents’
attunement to their child and their capacity to understand what current experiences may be affecting their child.
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Notably, both of these studies yielded significant positive intervention effects on PRF, though it is unclear to
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what extent this effect may be attributed to the therapeutic technique in question—this is precisely what the
current study seeks to investigate.
The current study
This study adopted a parallel trial design where participants were randomised to either the
experimental or control condition. Based on the above, we hypothesised that participants administered the PRIP
(experimental condition) would show greater improvements in PRF at post-interview, and maintain these at the
two-week follow-up, relative to those administered a widely-used diagnostic interview (control condition).
Method
Trial Design and Procedures
The conduct of this research study and its procedures have been approved by the Murdoch University
Human Research Ethics Committee (Project Approval Number 2017/080). Participants were mainly recruited
via contacting the parents of clients on the referral waitlist of the Murdoch Psychology Clinic who met the age
eligibility criterion. Through phone conversation, potential participants were given an explanation of the study
and then invited to participate. Interested parents were provided with recruitment packs comprising the
information sheet, consent form and screening questionnaire (i.e., the Child Behaviour Checklist [CBCL];
Achenbach & Rescorla, 2001). Those who provided their informed consent to participate and were eligible for
the study were randomly allocated to either the experimental condition, who went through the PRIP, or the
control group, who were administered a child diagnostic interview. Those eligible were also invited to ask the
child’s other primary caregiver, where applicable, to participate in the study. For families where both caregivers
participated in the study, the interview sessions were conducted separately, but caregivers were given the option
to have a joint feedback session. All participants were provided feedback on their interview and questionnaire
responses, as well as personalised recommendations. Where appropriate, participants were also debriefed in
regard to any marked emotional reactions that had arisen during or after the interview. To ensure all therapists
adhered to standardised procedures, training from the first author was provided.
Randomisation method
In this randomised controlled pilot trial, the blocked randomisation method was employed to facilitate
balanced allocation of participants to each condition. Using an online tool for creating a blocked randomisation
list (Sealed Envelope Ltd., 2017), eight blocks of size four were generated, where each block contained two of
each condition presented in a random sequence. Each of the eight blocks was assigned a block identifier from 1

241

DEVELOPMENT OF ATTACHMENT-FOCUSED FAMILY THERAPY

EFFECTS OF REFLECTIVE INTERVIEW ON PRF

8

to 8, and the sequence of the blocks were further randomised, using an online list randomiser (RANDOM.ORG,
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2017). Allocation remained concealed to the therapists and researchers involved in the current study, until the
time of allocation. To minimise the occurrence of demand characteristics, participants were kept blind to
allocation. Participants were informed they would be administered a parental initial assessment interview that
was either child-focused or parent-focused, with no indication of which was the experimental condition.
Furthermore, randomisation was done at the family level, such that where more than one caregiver per family
joined the study, family members were allocated to the same condition.
Administration of assessment measures
Prior to the conduct of the parental interviews (T1), participants completed the Baseline Questionnaire,
which comprised demographic questions, followed by the Parental Reflective Functioning Questionnaire
(PRFQ; Luyten et al., 2017). After the respective interviews were conducted, participants were provided the PostInterview Questionnaire—consisting of the PRFQ—and instructed to complete it one week after the interview
(T2), with a reminder phone call given on the expected date of completion. The rationale for the one-week lapse
between the interview and completion of the Post-Interview Questionnaire was based on existing studies
suggesting that the effects of interventions on PRF were usually picked up only after a period of time following
the intervention (Suchman et al., 2017; Suchman et al., 2011). Given this was a one-session intervention, it was
expected that one week would be a sufficient length for any therapeutic effects to be detected. Participants then
attended a feedback session between two to three weeks after the interview (T3), at the beginning of which they
were asked to complete the Follow-up Questionnaire, comprising of the PRFQ. The therapists were clearly
instructed to collect the completed questionnaire from the participants before commencing the feedback session.
As such, any therapeutic effects that may be generated from the feedback session itself were not measured or
analysed in the current study. Figure 1 shows the Consolidated Standards of Reporting Trials flow diagram,
which includes information about the initial recruitment, enrolment, randomisation and follow-up.
Participants
Eligibility criteria
Caregivers who were included in the study had a child aged 3 years to 11 years, who was being
referred to a University Child and Family Mental Health Clinic on the basis of emotional or behavioural
problems. Participants were screened with the CBCL (Achenbach & Rescorla, 2001) and were included in the
study if they rated their child above clinical cut-off (T-score > 70) on at least one of the eight Syndrome Scales
of the parent-report version.
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Retention and Completion
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Data analysed for this study was obtained from a total of 25 participants, including 12 participants in
the experimental group and 13 participants in the control group. As shown in Figure 1, following group
allocation, there were two dropouts from the study prior to completion—one from each group. The participant
that dropped out from the experimental group did so before completing the baseline questionnaire, i.e., prior to
T1, and thus was not included in the data analysis. The other participant that dropped out from the control group
completed most of the study, except attending the follow-up session and completing the questionnaire at T3; this
participant’s T1 and T2 data were retained in the data analysis.
Measures
Child Behaviour Checklist
The CBCL (Achenbach & Rescorla, 2001) is a widely-used 113-item caregiver-report measure of child
internalising and externalising symptoms. Examples of internalising items include “Feels too guilty”
(anxious/depressed), and “Enjoys little” (withdrawn/depressed). Examples of externalising items are “Sulks”
(aggression), and “Lies, cheats” (rule-breaking). Parents rated the presence of these symptoms in their child on a
3-point Likert scale (0 = “Not True”; 1 = “Somewhat or Sometimes True”; 2 = “Very True or Often True”),
which yielded scores for each of eight Syndrome Scales (e.g., Anxious/Depressed, Social Problems, Thought
Problems, Aggressive Behaviour), as well as overall scores for Internalising symptoms, Externalising symptoms
and a total score. These scores were converted to gender-normed T-scores.
Parental Reflective Functioning Questionnaire
The PRFQ (Luyten et al., 2017) is a self-report measure that assesses PRF with reference to an
identified child of concern on three dimensions: pre-mentalising modes (PM), certainty about mental states
(CM) and interest and curiosity about mental states (IC). PM represents parental difficulties in attributing mental
states to the child’s behaviour—including making malevolent attributions about the child’s behaviour, such as,
“My child sometimes gets sick to keep me from doing what I want to do”. Lower scores on the PM subscale
indicate a higher degree of PRF. The CM subscale concerns the recognition of mental states in items such as, “I
always know why my child acts the way he or she does”. On the CM subscale, optimal PRF is denoted by
moderate level CM on the PRFQ. Extreme levels of CM can reveal one of two types of impaired PRF depending
on the polarity: High CM is indicative of “hypermentalising”, a type of mentalising that reflects over-certainty
of the child’s mental states and fails to acknowledge the opacity of mental states; whilst low CM is indicative of
“hypomentalising”, which is characterised by low or absence of certainty about the child’s mental states
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(Fonagy, Luyten, et al., 2016; Luyten et al., 2017). IC denotes the parent’s motivation and desire to discover the
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internal world of the child, such as, “I like to think about the reasons behind the way my child behaves and
feels”. Higher scores on the IC subscale indicate more optimal PRF.
Participants were administered the 39-item version of the PRFQ (PRFQ-1; Luyten et al., 2009, as cited
in Goldberg, 2011). Respondents scored their agreement with 39 statements on a 7-point Likert scale with three
anchor points (1 = “Strongly disagree”; 4 = “Neutral/Undecided”, 7 = “Strongly agree”). For scoring, we
initially examined the psychometrics of the recommended 18-item version (Luyten, 2018), which was a subset
of the original 39 items (6 items per subscale). Coding of the items and calculation of the subscale scores were
performed using the syntax provided by the developers (Luyten, 2018). Pazzagli et al. (2018) found the PRFQ to
be valid when used with parents of school-aged children—similar age group to the current study.
Internal consistency of the subscales of the 18-item version showed that Cronbach’s alpha was only .44
for the IC subscale and this could not be readily improved with item removal. The other subscales were PM
(Cronbach’s α = .702) and CM (Cronbach’s α = .851), which were acceptable and consistent with that obtained
in Pazzagli et al.’s (2018) study. In order to address the study aims, we made use of the CM and PM subscale of
the recommended 18-item version, and we developed one additional subscale from the 39-item version of the
PRFQ focusing on items related to the intergenerational transmission of attachment. Using factor analysis as a
guide, we constructed this new subscale which included 6 items (sum of items 3, 15, 17, 24, 37 and 39) and
showed acceptable internal reliability in our data (Cronbach’s α = .71). The highest loading items were item 15:
“Now that I'm a parent, I realise how my parents could have misunderstood my reactions as a child” and item
24: “I believe that how my parents raised me affects how I raise my child”, which showed good face validity
and thus we refer to this scale as “Intergenerational Reflection” (IR) where higher ratings indicate an increase in
this capacity.
Interventions
Therapists conducting the interviews and feedback sessions were postgraduate Clinical Psychology
students at Murdoch University. All interviews were held at the Murdoch Psychology Clinic, and videotaped for
the purposes of supervision and fidelity monitoring.
Experimental condition: Reflective interview
Participants in the experimental condition were administered the PRIP as described in the introduction.
Duration of the interview ranged from 1.5 to 2 hours. All therapists received training from the second author,
within his capacity as clinical supervisor, regarding the method and principles of carrying out the PRIP.
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Control condition: Diagnostic interview
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Participants randomised to the control group received the treatment-as-usual procedure of being
administered a psychiatric primary caregiver interview to determine if the child meets diagnostic criteria for a
mental health condition. The parent version of the Mini International Neuropsychiatric Interview for Child and
Adolescents (MINI-KID-P; Sheehan, 2016) was the selected interview for this purpose. Evaluation of its
psychometric properties revealed that the MINI-KID-P demonstrated high concurrent validity with other
diagnostic interviews, including the standard MINI-KID; substantial sensitivity and excellent specificity in
detecting mental disorders; as well as high inter-rater and test-retest reliability (Sheehan et al., 2010). Prior to
conducting the MINI-KID-P, training was provided by the first author to the other therapists, with the aim of
standardising the administration of the diagnostic interview. This included establishing a pre-interview spiel,
interviewer instructions and procedural logic of the interview items. To keep the length of interview in the
experimental and control conditions comparable, therapists only administered three modules of the MINI-KIDP, selected for each participant based on their CBCL Syndrome scores.
Results
Participant characteristics
The CBCL ratings are presented in Table 1, alongside the baseline characteristics of the sample
according to group allocation.
Group Differences in Parental Reflective Functioning
In Table 2 and Figure 2, we report the group by time results from a repeated measures analysis of
variance (ANOVA) of the participants’ responses on the PRFQ for the CM, PM, and IR subscales over three
time-points: pre-interview, post-interview and two-week follow-up.
The overall results of the group by time effect on the ANOVAs for each subscale presented in Table 2
suggest that only the pre-post difference between groups reached significance for the CM subscale. The Cohen’s
d effect size of the difference between pre and post mean scores for the CM subscale was moderate at d = 0.57.
As is clear from examination of Figure 2, this occurred because the PRIP induced an increase in CM scores
while the diagnostic group produced a decline. The absolute values of these changes are also worth noting. The
mid-point, or neutral or undecided score on these scales is a score of 4. Again, inspection of Figure 2 suggests
that the PRIP moved participants into the range of scores agreeing with mentalising statements, while the
diagnostic group moved participants further into the range of disagreement with such statements.
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With regards to the PM subscale, Figure 2 indicates that both groups showed similar patterns of a slight
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increase followed by a decline. The parallel nature of these changes over time is reflected in minimal group
difference effect sizes (d = 0.05) and significance tests showing very little group by time interaction in Table 2.
As for changes in the capacity for intergenerational reflection following the two interventions, Figure 2
shows those undergoing the PRIP maintained these capacities while those undertaking the diagnostic interview
showed a marked decline in this aspect of their thinking about their child. The between-groups effect size of this
difference is reported in Table 1 as being of moderate magnitude (d = -0.49). The ANOVA group by time
effects reported in Table 1 were not below alpha values of .05 but were in the predicted direction and may be
suggestive of group differences on this subscale which would need to be evaluated in a study with a larger
sample size.
Discussion
This pilot randomised controlled trial evaluated the intervention effects of the PRIP on the
improvement of PRF in a sample of parents whose children met clinical criteria to receive psychological
services. It is one of few existing studies investigating the therapeutic effects of a single intervention component
(Tate et al., 2016). The study showed promising results suggesting that the PRIP and diagnostic interview
generate very different reactions in parents, and that the former seems to promote PRF in areas which can be a
target in a subsequent therapy.
The hypothesis that those administered the PRIP would exhibit improved PRF was mostly supported in
the current study. Most notably, there was a clear distinction between the experimental and control groups on
the CM subscale, with those administered the PRIP displaying a moderate increase in CM means from pre- to
post-interview, whilst those who went through the diagnostic interview displayed decreasing means. In fact, this
difference was statistically significant when examining only the pre-post between-group difference.
Furthermore, computation of the effect size using Cohen’s d showed a moderate difference between the two
groups in the effect sizes from T1 to T2 which was impressive given the intervention was comparing two short
interviews. These results provide support for (a) the PRIP in improving PRF, particularly in promoting the
parents’ capacity to use an intentional stance with respect to their child’s behaviour; as well as (b) Slade’s
(2006) proposed therapeutic approaches for developing PRF, placing more focus on internal states and
intentions underlying behaviour, rather than the behaviour itself.
Conversely, the diagnostic interview induced the opposite effect, suggesting that administering an
interview to caregivers that is centred on the child’s observable symptoms reduces the caregivers’ capacity to
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mentalise in relation to their child. This is understandable given that the nature of a diagnostic interview
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following the Diagnostic and Statistical Manual of Mental Disorders (DSM) criteria highlights the problematic
nature of their child’s behaviours, rather than prompting them to make inferences explaining why their child
might be acting the way they are.
The results of this study also yielded differences in how the two groups responded to their respective
interviews on the intergenerational aspects of reflection (IR subscale). The items in this subscale measure the
caregiver’s ability to understand and reflect on the transmission of patterns of parent-child relationships across
generations. This subscale also encompasses the ability of the caregiver to reflect on how their own early
experiences of being parented can impact on their current parenting of their children. The conceptualisation of
this subscale is consistent with the basis of Fonagy’s and Slade’s work in their development of the RF scoring
manuals for application to the AAI and the Parent Development Interview (Fonagy et al., 1998; Slade, 2005).
While the difference was not statistically significant, it is nevertheless interesting to note the difference
in the pattern of the change in scores on the IR subscale between the two groups. In particular, the IR scores
displayed by those administered the PRIP remained rather stable from T1 to T3, whereas those displayed by the
participants in the diagnostic interview group declined by half a standard deviation from T1 to T2. The PRIP did
not necessarily improve the participants’ IR scores after the interview, but the diagnostic interview clearly
showed a decline in the participants’ self-reported levels of IR. It appears that the diagnostic interview gave rise
to the unintended effect of discouraging the caregivers from reflecting on the role of intergenerational
transmission of attachment on their child’s mental states and behaviours, and may encourage a parental view
that the child’s behaviours are best understood as the manifestation of a disorder.
With respect to the PM subscale, the data trend over time revealed that mean PM increased in both the
experimental and control group within the first week after the interview, after which PM levels declined in both
groups. These results suggest that parental interviews in general give rise to the parents’ inclination to
inaccurately mentalise their child, whether the interview is focused on the child’s symptoms or on the parents’
own attachment relationships, including that with the child. It is also notable that the pattern of increase in PM
was only temporary, and appeared to reverse in trend by the time of the follow-up. These trends were consistent
with the notion put forth by Tasca et al. (2017), who described the tendency for patients going through therapy
to experience a period of increased disorganised mental states prior to showing improvement.
As suggested by Fonagy and Target (1997), there is a distinction between (i) the caregiver’s ability to
simply define their own and their child’s mental states in terms of the conscious motivations underlying
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behaviours, and (ii) the caregiver’s ability to understand the motivations underpinning behaviours, as well as
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understand the complex interactions between the caregiver’s and child’s motivations and behaviours. This
second aspect allows a parent to regulate their own behaviour and respond sensitively to their child (Sealy &
Glovinsky, 2016; Slade, 2005). Whilst the former process can be prone to misattributional errors, the ability to
engage in the latter process is what constitutes high PRF (Fonagy & Target, 1997; Slade, 2005).
One of the main positive effects of the PRIP on participants was the enhancement of their inclination to
view their child’s behaviours within the context of their internal mental states and the parent-child relationship,
rather than solely focusing on the problematic nature of the behaviours. Moreover, the findings suggest that
these changes in mentalising occur relatively quickly and parents are very receptive to different clinical models
for understanding their children from the outset of therapy. A key implication of this finding is the propensity
for PRIP to quickly orient parents towards enhancing their PRF and this may translate into an improvement in
attachment relationship with their child with additional intervention. The PRIP appears to serve its intended
purpose of stimulating the parents’ understanding of their pivotal role as agents of change in their child’s
behaviours. This supports the promise of the PRIP as a suitable structured interview tool to be used as part of
parent-based or family-based interventions, especially attachment-focused interventions and at the
commencement of such interventions.
Limitations and Directions for Future Studies
A potential limitation of the study was the use of the PRFQ as the sole outcome assessment measure.
As noted in Luyten et al.’s (2017) paper on the development and preliminary validation of the PRFQ, its
development was intended mainly as a brief screening tool for large sample sizes, and Luyten et al. have
recommended combining the use of the PRFQ with more detailed interview and/or observer-based assessments
to measure PRF. However, exactly as noted by Luyten et al. as well as demonstrated in the currently limited
literature on interventions targeting PRF, the measurement of PRF has principally relied on interview- and
observer-based measures to measure PRF, with the main one being the application of Slade et al.’s (2005) RF
coding scale to the Parent Development Interview (PDI; Slade et al., 2004). Examples of the numerous studies
that have utilised the coding of RF on the PDI include Suchman et al.’s (2017) study on their Mothering From
the Inside Out program, Fonagy, Sleed, et al.’s (2016) study on the Parent-Infant Psychotherapy intervention,
Sleed et al.’s (2013) study on their New Beginnings program, and Sadler et al.’s (2013) study on their Minding
the Baby program. On the other hand, the use of a self-report measure of PRF in the same field of literature is
sparse in comparison, in large part because the PRFQ—the only self-report measure of PRF currently
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available—is still relatively new (Camoirano, 2017) and to date, the only validation study that has been
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conducted of the PRFQ was only preliminary in nature (Luyten et al., 2017). Nevertheless, the decision to utilise
only the PRFQ to measure PRF in this study was partly because it is the only outcome measure available that is
easy to use and less time-consuming (Camoirano, 2017), as would be warranted for an initial pilot study of the
PRIP. More importantly, it would not have been possible to use an interview-based assessment of PRF, without
the effects of the assessment interview itself potentially confounding the results. Consequently, the PRFQ as a
self-report measure seemed the most appropriate for the current study and these limitations should be noted in
considering the study findings.
Another issue pertaining to the use of the PRFQ is the debate surrounding the appropriate age range of
the child whom the caregiver is completing the questionnaire about. It is worth noting that even though the
PRFQ’s developers themselves have reported that their design of the PRFQ had primarily been intended for use
with children aged 5 and below (Luyten et al., 2017), Pazzagli et al. (2018) had found the PRFQ to be valid
when used with parents of school-aged children. Other studies by Hertzmann et al. (2016) and Ashton et al.
(2016) also employed the PRFQ with parents of children aged 5-12 years old. Hertzmann et al., for example,
applied the PRFQ on parents of 15 children with age range of 0-11 years old and mean age of 8.7 years, and had
found the subscales to display good internal consistency in their sample. These studies suggest that the use of
the PRFQ with older children, as was the case in the current study can be valid. Nonetheless, the utilisation of
the PRFQ on an older age group in these studies, despite the developers’ specification of the age range that the
design of the questionnaire was intended for a younger age group, is noteworthy and points to the current dearth
of PRF measures for use with parents or caregivers of older-aged children. In fact, the assessment of the validity
and reliability of the above-mentioned PDI RF scale has also only been researched on mothers of children aged
0-2 years (Sleed et al., 2020). With the above, a suggestion for future studies would be to further develop PRF
measures for use with parents of older children and adolescents.
Another limitation of the current study was that as a pilot study, the sample size is small, which may
explain the lack of power for the statistical analyses conducted. Despite this limitation, this study has unveiled a
number of promising data trends that support the usefulness of the PRIP in orienting its interviewees to an
increased attachment-focused mind set. A suggestion for future studies would be to integrate this interview into
a tailored feedback session together with tailored treatment planning that capitalises on the therapeutic effects
from the PRIP.
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Looking at how various demographic factors might influence the effectiveness of the PRIP could also
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be useful. Notably, it would be interesting to investigate the relationship between the existing attachment styles
of the parents and the effects of the PRIP as a function of parental adult attachments; specifically, it is likely that
those with avoidant or disorganised attachment styles may react distinctly from those who are securely attached.
In conclusion, this initial evaluation suggests that the PRIP is a promising format for initial assessment
in child and family settings. The tentative evidence obtained in this study indicates that this model appears to
temporarily increase some aspects of parental mentalising and to act as a better orientation for parents to an
intervention focused on parent-child relationship dynamics than a diagnostic interview. Further work integrating
this interview into a tailored feedback session and evaluating a subsequent attachment-based family intervention
is required. These findings are relevant to understanding both therapeutic and assessment processes in child and
family therapy approaches.
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Participant Characteristics at Baseline
Experimental group

Control group

N = 12

N = 13

n

%

n

%

Only one caregiver joined study

6

66.7

7

70.0

Both caregivers joined study

3

33.3

3

30.0

Parent Variables

n

%

n

%

Female

9

75.0

10

76.9

Parent

12

100.0

12

92.3

Other Caregiver

0

0.0

1

7.7

Primary Caregiver

10

83.3

11

84.6

English as First Language

12

100.0

12

92.3

High School

2

16.6

1

10.0

TAFE

9

75.0

6

46.2

University

1

8.3

6

46.2

Employed

10

83.3

9

69.2

Unemployed & Not Seeking Job

2

16.7

4

30.8

Married

7

58.3

7

53.8

De Facto Relationship

0

0.0

4

30.8

Divorced/Separated

3

25.0

2

15.4

Single Parent

2

16.7

0

0.0

Child Variables

n

%

n

%

Female

4

33.3

6

46.2

12

100.0

11

84.6

Family Variables

Relationship to Child

Highest Level Education

Employment Status

Marital Status

CBCL(
Ch
i
l
dA g
e≥ 6)Sy
ndr
omeSc
a
l
ew i
th
Scores Above Cut-Off
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23

Experimental group

Control group

N = 12

N = 13

Anxious/Depressed

3

25.0

3

23.1

Withdrawn/Depressed

4

33.3

1

7.7

Somatic Complaints

3

25.0

0

0.0

Social Problems

7

58.3

0

0.0

Thought Problems

7

58.3

2

15.4

Attention Problems

10

83.3

5

38.5

Rule-Breaking Behaviour

6

50.0

0

0.0

Aggressive Behaviour

7

58.3

6

46.2

0

0.0

2

15.4

Emotionally Reactive

-

-

0

0.0

Anxious/Depressed

-

-

1

7.7

Somatic Complaints

-

-

0

0.0

Withdrawn

-

-

2

15.4

Sleep Problems

-

-

0

0.0

Attention Problems

-

-

1

7.7

Aggressive Behaviour

-

-

2

15.4

Participant Age

M (SD)

Range

M (SD)

Range

Parent

41.9 (5.7)

35-54

39.6 (6.3)

32-50

Child

8.8 (1.7)

6-11

7.7 (2.0)

5-11

CBCL (Child Age < 6) Syndrome Scale with
Scores Above Cut-Off

Note. CBCL = Child Behaviour Checklist. M = Mean. SD = Standard Deviation.
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Table 2
Analysis of Variance in Group Differences (Diagnostic and Reflective Interview) in Parental Reflective Functioning Subscales by Time (Pre, Post and Follow-up), N = 25
Diagnostic Interview

Reflective Interview

(N = 13)
M

(N = 12)
SD

M

SD

Differencea

Wilks’λ

F

p

Certainty of Mental States (CM)
Pre

3.64

1.20

3.88

1.01

Post

3.38

0.97

4.22

1.08

0.83b

4.69

0.04*

Follow up

3.29

0.87

3.94

1.26

0.82c

2.34

0.12

Pre-post d

-0.24

0.33

0.57

Pre-Mentalising Modes (PM)
Pre

2.26

0.82

2.35

0.83

Post

2.36

0.83

2.49

0.80

1.00b

0.00

0.98

Follow up

2.14

0.72

2.41

0.92

0.97c

0.38

0.69

Pre-post d

0.12

0.17

0.05

Intergenerational Reflection (IR)
Pre

3.90

0.71

3.90

0.90

Post

3.52

0.75

3.93

0.64

0.86b

2.95

0.09

Follow up

3.61

0.85

3.84

0.47

0.86c

1.83

0.18
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Pre-post d

a

-0.52

25

-0.03

-0.49

The difference in effect size between the diagnostic and reflective interview groups from pre to post scores. b Group × Time (Pre-post). c Group × Time (Pre, Post,

Follow-up).
*p < .05.
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Consolidated Standards of Reporting Trials Flow Diagram
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Figure 2
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Estimated Margin Means for Parental Reflective Functioning Subscales Over Three Time-Points by Group (N =
25).

Note. Error bars represent +/- one SE
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