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intervention work with parents have supported this conclusion (e.g. Powell, Cooper,
Hoffman, & Marvin, 2013).

Yet, not all infants show this degree of confidence. For example, some infants
experience consistent rebuff of distress signals and approach behavior by their care-
giver. Typically, such infants develop an “insecure-avoidant” attachment pattern
(Ainsworth et al., 1978), in which their response to alarm, where possible, is to shift
their attention toward exploration of the environment at the expense of communication
of their feelings to their caregiver. In doing so, they are thought to be responding to the
caregiver’s discomfort with close contact. In other words, these infants minimize their
attention to attachment-related information that might otherwise lead them to
approach the caregiver, as this retains the availability of the caregiver (Main, 1990). As
long as the caregiver continues to provide reasonable protection and monitoring in the
context of more emotional distance, this adjustment allows the infant to achieve an
organized, workable attachment strategy.

Other infants may have experienced unreliable caregiver responsiveness when they
make their desire for comfort known, leading them to be highly vigilant about their
attachment figure’s accessibility. Typically, such infants develop “insecure-ambivalent
/resistant” attachment, seen as inconsolable distress and/or anger in the Strange
Situation, which retains the attention of the caregiver (Ainsworth et al., 1978). Even
in situations without significant alarming cues, these infants may engage in attachment
behavior such as clinging to the caregiver at the expense of play, or mixing whiny or
angry behavior with distress. In other words, they maximize their attention to attach-
ment-related information (Main, 1990) to such an extent that it interferes with explora-
tion. Again, to the extent that the caregiver does respond by giving attention, the child’s
heightening of attachment behaviors can result in an organized workable attachment
strategy. These three basic patterns (i.e. secure, insecure-avoidant, insecure-ambivalent
/resistant) serve as the background for our understanding of disorganized attachment.
Importantly, these infant–caregiver patterns have been shown to be relationship specific:
this means that an infant/toddler may well show one pattern to a particular caregiver,
and a different pattern to another caregiver – as practitioners may well have observed in
informal situations.

What is disorganized attachment?

The idea of disorganized attachment (Main & Solomon, 1986, 1990) arose out of a
growing awareness amongst researchers that not all infant responses in the Strange
Situation could be placed in the original patterns defined by Ainsworth (see Duschinsky,
2015). On reunion with their caregiver in the Strange Situation, some infants were seen
to display various conflicted, disoriented, or fearful behaviors. The term “disorganized”
itself can be a little confusing, since in ordinary language, the word can mean “random.”
However, in fact, Main and Solomon (1986, 1990) identified specified classes of beha-
viors that – if seen at sufficient intensity and in the presence of the parent in the Strange
Situation – could lead to a disorganized attachment classification. The classes were (1)
sequential and (2) simultaneous display of contradictory behavior patterns; (3) undir-
ected, misdirected, incomplete, and interrupted movements and expressions; (4) stereo-
typies, asymmetrical, and mistimed movements and anomalous postures; (5) freezing,
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stilling, and slowed movements and expressions; (6) direct indices of apprehension
regarding the parent; and (7) Direct indices of disorganization and disorientation. It is
the intensity of the display of conflict, disorientation or fear, and the extent to which this
disrupts a child’s attachment strategy that lead to a disorganized attachment classifica-
tion. For this reason, infants classified as disorganized are also given an alternate “best-
fitting” (secondary) organized category as well (e.g. disorganized/avoidant attachment).
This convention has led to a particularly marked decrease in primary resistant category
assignments; when resistance is present to a significant degree, the child also often
receives a disorganized classification due to marked display of disorganized behaviors
(van IJzendoorn, Schuengel, & Bakermans-Kranenburg, 1999).

Experienced coders of the Strange Situation know that it is fairly common for infants
to show a certain amount of the behaviors listed by Main and Solomon, and even more
so for infants drawn from populations facing adversity. As a result, seeing one or another
example of disorganized infant behavior in the Strange Situation is not, in itself,
sufficient for a disorganized classification unless certain thresholds of intensity are met
(Main & Solomon, 1990). Recognizing such thresholds forms a core part of the accredited
training and reliability process (see http://attachment-training.com/at/home/training/).
Moreover, an infant may display disorganized attachment with one parent and yet
organized, even secure, attachment with the other (e.g. Steele, Steele, & Fonagy,
1996). Thus, disorganized attachment is not a fixed property or trait of the individual
child but tends to be relationship specific. Even within a child’s relationship with a
particular caregiver, disorganized attachment displays only modest stability over time
(van IJzendoorn et al., 1999).

Finally, Main and Solomon (1990) advise that the disorganized attachment coding
system should not be used for infants above 20 months, since after that children generally
develop more sophisticated strategies for coping with caregiver behavior, and may there-
fore no longer show the indexed disorganized behaviors. The focus of this consensus
statement is on infancy. However, it can be briefly noted that with growing cognitive and
social abilities, formerly disorganized children may adopt controlling (caregiving or puni-
tive) strategies to help manage dysregulated, unpredictable, or frightening caregiving
environments (e.g. Main & Cassidy, 1988; Solomon, George, & De Jong, 1995; compare
with Crittenden, 2016). When assessed via representational (e.g. semi-projective interviews)
rather than behavioral methods, these children’s attachment representations are none-
theless likely to express fearful elements (e.g. catastrophic fantasies; Main, Kaplan, &
Cassidy, 1985). It should be noted, however, that the infant disorganized attachment
classification under discussion here, and its connection with fearful attachment representa-
tions, should not be confused with constructs from the self-report romantic attachment
literature (e.g. “fearful adult attachment style”). There is as yet little evidence that they refer
to the same thing, even if the self-report assessments appeal to some of the same concepts
such as “attachment” and “fear” (see Bartholomew & Horowitz, 1991; Bifulco, Jacobs, Bunn,
Thomas, & Irving, 2008; Rholes, Paetzold, & Kohn, 2016).

What are the psychological processes behind disorganized attachment?

Both outside and inside the Strange Situation, it is important to note that the behaviors
listed by Main and Solomon can occur for a variety of reasons unrelated to the history of
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the relationship with the caregiver. For example, exhaustion, illness, irresolvable pain,
neurological disturbance, and excessive situational stress (e.g. brief parental unavail-
ability in a busy and noisy supermarket) might all lead an infant to show some of the
behaviors that Main and Solomon list, for instance tension behaviors like stereotypies.
However, that would not be the kind of disorganization that we are concerned with
when we are thinking about disorganized attachment.

Disorganized attachment is coded in a standardized procedure in which a child has
been moderately alarmed, and where the display of the behaviors that Main and
Solomon list can be assumed to reflect, to varying degrees, a disruption of the child’s
attachment response to their caregiver in the context of that alarm. There is consensus
in the field that this can occur for a variety of reasons. For example, some infants may,
because of dispositional or neurological factors, have more difficulty than others in
achieving a single strategy for utilizing the caregiver as a safe haven. This could increase
their odds of showing conflicted behavior in the Strange Situation, though not necessa-
rily overtly frightened responses to the caregiver (e.g. Padrón, Carlson, & Sroufe, 2014;
Spangler, Femmer-Bombik, & Grossmann, 1996). Relatedly, the behaviors listed by Main
and Solomon (1986, 1990) may well be seen in infants who would not receive a
disorganized classification by experienced coders. For instance, stereotypic behaviors
would be discounted by trained coders if they suspect that the infant has a neurological
or developmental disorder (e.g. Capps, Sigman, & Mundy, 1994; Rozga et al., in press;
Dozier & Bernard, 2017).

However, as mentioned in the previous section, a classification of disorganized
attachment with one caregiver does not have an association with disorganized attach-
ment with another (van IJzendoorn et al., 1999). This suggests that much of the variance
can be accounted for by relationship-specific factors, or by interactions between infant
disposition and the caregiving environment. For example, one study by Bakermans-
Kranenburg and van IJzendoorn (2007) found that a genetic marker (DRD4 7-repeat
polymorphism) increased the risk of developing disorganized attachment when com-
bined with environmental risk. Similarly, Spangler, Johann, Ronai, and Zimmermann
(2009) found an association between a serotonin transporter gene (the short allele
variation of the 5-HTTLPR) and attachment disorganization when maternal responsive-
ness was low, but not when responsiveness was high.

In considering the kinds of caregiving behavior that tend to be associated with infant
disorganized attachment, it has been theorized that infants may show disorganized
attachment in the Strange Situation because they have had experiences of their care-
giver as a regular source of alarm. Alarming behavior can take several forms, including
subtly frightening or frightened parental behaviors (e.g. Hesse & Main, 2006), states of
mind that leave the caregiver psychologically unavailable to the child, threats of harm,
or even unusually extended absences (Solomon & George, 2011). A child may also be
expected to associate alarm with a caregiver who they have seen subjected to partner
violence (Lieberman & Amaya-Jackson, 2005). Experiences of the caregiver as a source of
alarm can lead to a disposition to move away, withdraw, or flee from the caregiver when
future experiences of alarm occur. However, the attachment response directs an infant
to seek safety from their caregiver. The result is a paradoxical situation for the infant
(Duschinsky, Main, & Hesse, in press; Hesse & Main, 2000). Albeit to varying degrees, the
different behaviors listed by Main and Solomon (1990) can be regarded as consequences
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of a tendency to approach the attachment figure and a simultaneous tendency to move
away from the attachment figure. This is why most forms of disorganized attachment
appear as conflicted, confused, and/or apprehensive behavior toward the caregiver,
since these qualities can characterize a child’s paradoxical situation (Hesse & Main,
2006; Solomon, Duschinsky, Bakkum, & Schuengel, in press).

It might seem strange that a child who is alarmed by the caregiver is nonetheless
motivated to approach the caregiver, for instance after a brief laboratory separation.
However, the child’s attachment system is one of multiple behavioral systems (including
the caregiving system, the fear system) which, when activated, motivate the organism to
achieve a certain goal. The attachment system is biologically channeled to make the
child want to approach a familiar caregiver when there are cues to danger in the
environment or when he or she has been unexpectedly separated from that caregiver.
This concrete prediction was one of the core elements of John Bowlby’s (1969) theory
and part of what has made attachment theory so compelling and powerful as a research
tool and basis for thinking about clinical interventions. Hesse and Main (2000) reasoned
that, at an evolutionary level, proximity to even an alarming caregiver would likely have
helped a human infant survive, given that infants are unable to fend for or regulate
themselves.

This conclusion is supported by findings that a number of (often subtle) frightening,
frightened, and dissociative caregiver behaviors are associated with elevated rates of
infant D attachment (e.g. Abrams, Rifkin, & Hesse, 2006; Madigan et al., 2006; Schuengel,
Bakermans-Kranenburg, & van IJzendoorn, 1999). These are especially common in par-
ents who are still troubled by their own experiences of loss or trauma to the point that
this intrudes into their thinking and behavior (what is known as “unresolved loss or
trauma”). For instance, Hughes, Turton, McGauley, and Fonagy (2006) found that a
majority of infants to mothers who had unresolved loss regarding a previous still-birth
received a classification of disorganized attachment. There is no expectation that these
mothers are abusive to their infants, but women who have had this terribly sad thing
happen may remain very troubled by the experience in a way that impacts their
caregiving of a next-born child.

Even though the caregiver may not be doing anything abusive to the infant, a
caregiver who is him- or herself in some way alarming to the child can create a
paradoxical predicament for a child because the parent who is the source of safety is
then also the source of alarm, increasing the chances of disorganized attachment being
displayed by the infant in the Strange Situation. A parent who is experiencing an acute
combination of socioeconomic risks or a parent unresolved with regard to loss or trauma
(like sexual or physical abuse in their own history) may be a sensitive, non-abusive
caregiver. However, they may nonetheless still harbor frightening ideas, experience
dysregulating emotions, and be prone to enter segregated (mildly dissociative) mental
states. When the parent shows fear or threat in these states, he or she is theorized to be
alarming to the infant (e.g. looming into the baby’s face; Jacobvitz, Leon, & Hazen, 2006).
The expression of such behaviors by the caregiver can, in many cases, be outside the
conscious awareness of the individual. It is important to recognize that “blaming” these
caregivers for their behavior, or engaging in punitive responses to them, is therefore
mistaken and likely counterproductive. As we will elaborate further in the sections that
follow, understanding the development of attachments changes the clinical imperative
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from retribution for errors to efforts in assisting parents to adopt caregiving behaviors
that promote feelings of safety and security in the child.

Can disorganized attachment be used to infer children’s experiences with
caregivers and forecast their developmental prospects?

Practitioners will wish to consider what they can infer from a classification of disorga-
nized attachment. Even if told by a certified attachment coder that an infant’s behavior
in the Strange Situation has received a disorganized classification, a practitioner can only
infer that this infant has experienced alarm in relation to the caregiver for some reason
and has a somewhat higher risk of social–emotional developmental difficulties. These
two inferences suggest priorities and areas for support for the caregiver, but with only
broad brushstrokes in the absence of additional assessment. Accordingly, disorganized
attachment with a particular caregiver is best thought of as a risk factor for later social
and externalizing problems, contributing as one factor among many others (Fearon,
Bakermans-Kranenburg, van IJzendoorn, Lapsley, & Roisman, 2010; Groh et al., 2014;
Groh, Fearon, IJzendoorn, Bakermans-Kranenburg, & Roisman, 2017). The average effect
size linking infant disorganized attachment with a particular caregiver to later behavior
problems is small to moderate (for discussion of what effect sizes mean in practice, see
Ferguson, 2009). In other words, a child assigned a disorganized classification is not
necessarily expected to develop behavior problems. Additionally, when infants classified
as disorganized do develop such problems, this may also be the result of a continuation
of difficult life circumstances rather than solely an effect of early disorganized attach-
ment (Sroufe, 2016).

Similarly, assessments of disorganized attachment are reasonably good at discerning
infants’ experiences of caregiving at the group level, but they have not been validated
for making inferences about an individual infant’s experience. Disorganized classifica-
tions are typically based on an infant’s behavior at a single point in time during a brief
assessment; it cannot be taken to be a true reflection of the infant’s attachment
relationship in every case. In research, direct effects of early relationships on later
outcomes are probabilistic and are more in evidence when cumulative assessments
are used rather than a single measure at a particular time (Sroufe, Egeland, Carlson, &
Collins, 2005). Researchers and clinicians can increase the validity of conclusions about
an infant’s experiences by carefully compiling a body of observations and information
about the history of that particular parent–infant dyad. This should include, above all,
what goes on in the home, as well as consideration of the wider context supporting or
depleting the emotional and material resources available both to the caregiver and to
the infant. Naturally, for a clinician who encounters an infant exhibiting disorganized
behaviors toward a caregiver, it is perfectly reasonable to use this as a way of trying to
understand how to intervene to enhance the relationship. If frightening or frightened
behaviors are evident, for example, working with a parent to eliminate these is indicated
(see also the “Attachment in clinical assessment and formulation” section). However, this
is quite different from using observations of disorganized behaviors prognostically.

Maltreatment was identified quite early as one possible cause of disorganized attach-
ment in relation to the caregiver (Carlson, Cicchetti, Barnett, & Braunwald, 1989).
However, there are two important qualifications that need to be made in relation to
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this statement. A first is that a significant proportion of maltreated infants do not receive
a classification of disorganized attachment with the maltreating caregiver in the Strange
Situation. Although meta-analytic data show that maltreated infants are much more
likely to receive a disorganized attachment classification than infants drawn from
samples with few risk factors (Cyr, Euser, Bakermans-Kranenburg, & van IJzendoorn,
2010), such data also show that a large proportion of maltreated infants do not receive
a disorganized classification (van IJzendoorn et al., 1999).

The second qualification is that there are other pathways to disorganized attachment
besides maltreatment. Of particular relevance here for the issue of specificity is that for
infants from families experiencing five or more socioeconomic risk factors, rates of
disorganized attachment are also high, and similar in prevalence to samples of infants
known to be maltreated (Cyr et al., 2010). Cyr and colleagues argue that such findings do
not necessarily imply that these socioeconomic risk families with infants classified as
disorganized all engage in maltreatment. Rather, the authors argue that the accumula-
tion of socioeconomic risks leads to a disorganized attachment classification by creating
a frightening and distressing situation for a caregiver who might otherwise be able to
provide adequate care (Cyr et al., 2010).

Can the disorganized attachment classification be used to screen for
maltreatment?

We know that disorganized attachment is overrepresented in maltreatment samples
compared to samples from the general population. Therefore, it may be tempting to ask
whether assessments of disorganized attachment might be used at least as a “proxy” or
screening tool for maltreatment? Recommendations have been offered to practitioners
(e.g. Building Great Britons, 2015; Wilkins, 2012), suggesting that the disorganized attach-
ment classification offers child protection workers a way to cut through the particularities
of potential maltreatment cases, seeing through to the needs of a child and their likely
future outcomes. In a resource-strapped context, such a prospect is understandably
appealing; and child protection workers report that it has helped them in making assess-
ments of families, made decision-making easier, and helped them distinguish between
abused and non-abused children (Wilkins, 2017). However, caution is warranted here.

In order to understand the value and limitations of disorganized attachment, it may
be helpful to identify some relevant key requirements of screening instruments.
Screening instruments require adequate sensitivity (i.e. high probability of detecting a
phenomenon) and specificity (i.e. accuracy in detecting nonclinical phenomena) to be
useful. The disorganized attachment classification has insufficient sensitivity and speci-
ficity for screening for maltreatment (Granqvist et al., 2016; Main, Hesse, & Hesse, 2011).
In addition to this, there is the need for proper training to code disorganized attachment
(http://attachment-training.com/at/), and the child protection workers interviewed by
Wilkins (2017) had not received accredited reliability to do so. We know, of course, that
child protection workers can and do make fine coders of disorganized attachment.
However, even when accredited reliability is in place, the results of any assessment of
attachment should be used to inform clinical formulation (to be discussed further
shortly), rather than as a definitive means of assessment for maltreatment or develop-
mental risk.
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Disorganized attachment vis-à-vis attachment disorder

How does disorganized attachment relate, then, to “attachment disorder,” which is an
individual-level clinical diagnosis? To be clear, they are completely different things.
Disorganized attachment is a technical, research-based term that comes from coding
infant behaviors in a specific laboratory situation, the Strange Situation, at age 12–-
20 months. No replicated research has yet established that children assigned a disorga-
nized classification in the Strange Situation show the behaviors listed by Main and
Solomon in naturalistic settings, such as the child’s home. Conversely, children who
display disorganized behaviors in naturalistic settings may or may not receive a classi-
fication of disorganized attachment in the Strange Situation (Schuengel, van IJzendoorn,
Bakermans-Kranenburg, & Blom, 1998).

In contrast, the attachment-related disorders listed in psychiatric diagnostic systems such
as the Diagnostic and Statistical Manual (DSM; American Psychiatric Association, 2013) refer
to clusters of behaviors first described among children reared from infancy in orphanages,
without biological parents present. In the DSM, there are two attachment-related diagnoses,
and both are strongly associated with experiences of extreme social neglect, capturing
“distinctive patterns of aberrant attachment and social behaviors in young children who are
socially neglected or are being raised in environments that limit opportunities to form
selective attachments” (Zeanah et al., 2016, p. 990). The first is reactive attachment disorder
(RAD), which is assigned to children who are very inhibited or withdrawn from their
caregivers and who do not show proximity seeking or contact maintenance to the care-
givers, even when the children display high distress. The second attachment-related diag-
nosis in the DSM is disinhibited social engagement disorder (DSED; formerly RAD subtype II:
disinhibited). It is characterized by failure to show a preference for familiar caregivers, even
when the child is frightened or distressed. In an important study, Woolgar and Baldock
(2015) reported data suggesting the widespread overuse of the attachment disorder
diagnoses for children who do not meet the DSM criteria. Both attachment disorders should
only be assigned to children who meet the diagnostic criteria before the age of 5 years and
after 9 months of age (i.e. when an attachment has usually formed).

Unlike disorganized attachment, which is a response to a particular caregiver in a
specific situation, both attachment-related disorders signify behaviors that are understood
to permeate many naturalistic situations in the child’s life. While an association between
disorganized attachment with the primary caregiver in infancy and DSED has been
reported (Gleason et al., 2014; Lyons-Ruth, Bureau, Riley, & Atlas-Corbett, 2009; Vorria
et al., 2003), disorganized attachment is much more prevalent than either of the two
attachment-related disorders and cannot be equated with them. For instance, Smyke,
Zeanah, Fox, Nelson, and Guthrie (2010) found that rates of disorganized attachment
substantially declined for infants randomly assigned to high-quality foster care – but, by
contrast, rates of DSED did not differ between infants who remained institutionalized and
those in foster care. Zeanah et al. (2016, p. 992) have recently questioned whether DSED
should be considered an “attachment” disorder at all, as it “may occur in the absence of
attachment, in an aberrant attachment or in a healthy attachment to a subsequent foster
or adoptive parent” (though see also Lyons-Ruth & Jacobvitz, 2016).

Though reliable epidemiologic data are lacking, correctly diagnosed attachment-
related disorders are in all likelihood very rare in the general population. Thus, to
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and to help both parent and child better regulate their emotions related to traumatic
experiences, creating a shared narrative regarding the child’s experiences. Numerous
positive child outcomes have been obtained in randomized controlled trials, and CPP
was the first intervention to demonstrate that disorganized attachment was modifiable
(Cicchetti, Rogosch, & Toth, 2006; Toth, Rogosch, Manly, & Cicchetti, 2006).

Second, Dozier and colleagues (Bernard et al., 2012) have developed a 10-session,
manualized at-home intervention, the Attachment and Biobehavioral Catch-up (or ABC)
program, for caregivers who are at very high risk for abusing or neglecting their children.
This intervention targets three domains of caregiving, helping caregivers to (1) be
nurturing when their child is distressed (e.g. to pick up a crying baby), (2) follow the
child’s lead (which in turn aids children in developing regulatory capabilities), and (3)
avoid displaying frightening behaviors. A distinctive feature of this intervention is the
active and central role taken by caregiving coaches, who provide frequent and specific
comments “in the moment.” In randomized controlled trials, the ABC intervention has
been shown to facilitate parental sensitivity and child regulatory capabilities, as well as
to substantially reduce rates of disorganized attachment (Bernard et al., 2012). These
intervention effects have now been replicated at multiple sites (Dozier & Bernard, 2017).

Third, the Video-feedback Intervention to promote Positive Parenting and Sensitive
Discipline (VIPP-SD: Juffer, Bakermans-Kranenburg, & van IJzendoorn, 2005, 2017) is also
an evidence-based, short-term intervention (usually six sessions). VIPP-SD is based on an
integration of attachment theory and social learning theory, particularly coercion theory
(Patterson, 1982). The program is both standardized and individualized, meaning that
interveners work from a standard protocol but attune the guidelines from the protocol
to the parent–child dyad, resulting in individualized video feedback. Video enables
precise observation of even subtle child and parent behaviors, and by providing “sub-
titles” to the child’s emotions and behavior shown on the film, parents are stimulated to
take the child’s perspective. As a result, their observational skills improve, which is an
essential element of parental sensitivity. Moreover, positive moments of parent–child
interaction are reinforced by stilling and repeating such important episodes. The VIPP
has been found effective (in randomized controlled trials) in improving parental sensi-
tivity and in lowering rates of disorganized – and its later equivalent “controlling” – child
attachment, especially in at-risk populations (Juffer et al., 2005, 2017; Moss et al., 2011).
Training workshops are being offered on a regular basis in several countries.

Fourth, with pilot results in print (Steele, Murphy, & Steele, 2010), and a randomized
controlled trial recently completed (Murphy et al., 2015), the Group Attachment-Based
Intervention (GABI) is another promising manualized intervention targeting trauma- and
poverty-exposed families with children aged zero to three. GABI runs for 26 weeks, and
the families meet three times each week in a group over 2 h. This intervention includes
parents-and-children, parents-only, and children-only components in each 120-min ses-
sion. The families enrolled are quite extreme in terms of risk. Besides parental trauma
and poverty, domestic and neighborhood violence, health disparities, and inability to
find an adequate place to live are parts of these families’ reality. Although intensive,
GABI is cost-effective because it is delivered in a group, and it combats the social
isolation and poor impulse control, endemic among these families, while working on
key qualities of parent–child relationships. The recently completed randomized-control
trial has reported significant improvements for GABI in maternal sensitivity, child
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engagement, and dyadic security in free-play observations at baseline compared to end-
of-treatment. This was in contrast to no gains in the treatment as usual comparison
group who received parenting education classes only (M. Steele, 2017).

These supportive interventions have all demonstrated – in randomized controlled
trials – that the caregiving conditions contributing to (or maintaining) disorganized
attachment can be changed even among very high-risk families (for meta-analytic
results, see Facompré et al., 2017). Additionally, they have helped us understand
important therapeutic mechanisms that can be used by clinicians and child welfare
practitioners outside of manualized interventions. These include helping caregivers to
follow the child’s lead, avoid alarming behavior and provide nurturance, make sense of
traumatic experiences, break social isolation, and learn strategies to remain with the
child in the moment rather than become lost in memories. The question of which
components are particularly effective is a topic of great significance, and, together
with the National Institute for Health and Care Excellence or NICE (2016), we encourage
funding for further work in this area. For an infant, the parent is the world, so by
changing the behavior of the parent, we change the infant’s world. This in turn enables
a transformation of the child’s behavioral regulation and sense of confidence in the
caregiver. That this can often be effectively done with short-term interventions is
remarkable and should effectively counteract any misconception that child attachment –
whether disorganized or not – is a fixed/static trait.

We emphasize our strong consensus on the need for supportive work for families,
and we are dismayed by evidence that the thresholds for forensic assessments of
families are so low, and the thresholds for receiving supportive interventions are so
high. For instance in the United Kingdom, 1 in 5 children born in the 2009–10 was
referred to children’s social care before their fifth birthday, and 1 in 19 received a
forensic assessment for child maltreatment (Bilson & Martin, 2016). Such intense focus
on investigative-forensic assessment contrasts with the slim availability of supportive
services for families in the United Kingdom.

In appraising such policy and service priorities from an attachment perspective, we
must highlight that child removal is itself a highly risky undertaking. Extra-parental care
arrangements are often unstable over time (e.g. Berlin, Vinnerljung, & Hjern, 2011), and
research shows that – likely for multiple reasons – children in unstable foster care often
exhibit a developmental profile comparable to children who continue to live in mal-
treating environments (Lawrence, Carlson, & Egeland, 2006).

Nonetheless, adoption and stable foster home placements are effective interventions for
children from families where children are at risk of serious harm, such as where there are
high levels of irresolvable violence and addiction (Oosterman, Schuengel, Slot, Bullens, &
Doreleijers, 2007). Thus, we concur with Bowlby (1958) that child removal and placement
into stable foster or adoptive care is sometimes fully justified with the child’s best long-term
interests inmind. More specifically, we believe that child removal should be undertaken if (a)
there is compelling evidence of maltreatment and (b) a fully adequate provision of suppor-
tive services has been exhausted or can be judged with confidence to be futile. In other
words, by no means should family preservation always take precedence over child removal.
Attachment theory may then inform effective foster parenting as well as promote under-
standing of why some foster children’s behaviors may be slow to change even after a good
foster relationship has been built (Dozier & Rutter, 2016).
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One specific population where child removal, at the expense of parent training and
sufficient social and material supports, has occurred with some frequency is among families
with a parentwho has been diagnosedwith an intellectual disability. Research indicates that
30–50% of such families face child removal, a higher rate than for any other studied
population (e.g. Booth, Booth, & McConnell, 2005). Behind these removals, there is often
an assumption among practitioners that these parents with intellectual disabilities are
inherently unable to provide sufficient care, that their children consequently will have
attachment problems (e.g. disorganized attachment), and that there is no reason to provide
interventions for the parents, because they will presumably fail to learn from them as a
natural function of their learning disability (Alexius & Hollander, 2014; McConnell &
Llewellyn, 2002). These assumptions run counter to well-established empirical research
suggesting considerable functional differences among parents diagnosed with intellectual
disabilities as well as indication that their caregiving may be responsive to supportive
interventions (for reviews, see Feldman, 2010; Schuengel, Kef, Hodes, & Meppelder, 2017).
In the only child attachment study conducted in this population, parental intellectual
disability alone was not associated with either fearful/disorganized attachment representa-
tions or with other forms of insecure attachment (Granqvist, Forslund, Fransson, Springer, &
Lindberg, 2014). However, the combination of maternal intellectual disability and the
mothers having been subjected to serious forms ofmaltreatment during their own upbring-
ing made it difficult for these mothers to be sensitive to their children (Lindberg et al., 2017)
and predicted fearful/disorganized attachment representations (Granqvist et al., 2014).

The evidence of effectiveness of some supportive interventions for families in redu-
cing rates of child maltreatment and disorganized attachment suggest that such inter-
ventions should be a public health priority, and an area of further investment. However,
though policy that curbs maltreatment (via supportive interventions) will likely contri-
bute toward the reduction of disorganized attachment, it will not lead to its eradication,
as disorganized attachment is sometimes caused by other factors than maltreatment.

Summary and conclusions

Disorganized behaviors can occur for a variety of reasons, and many of them do not in
themselves indicate maltreatment, developmental risk, or mental illness. Under existing
protocols, only when they are of sufficient intensity and occur in the caregiver’s
presence in a standardized procedure (i.e. the Strange Situation) can a classification of
disorganized attachment be assigned in a valid way. This is also predicated on the
classification being completed by a certified coder.

Disorganized attachment is more common among children who have been maltreated.
However, a substantial proportion of maltreated children do not show disorganized
attachment in the Strange Situation, and many children showing disorganized attachment
in the Strange Situation have not been maltreated. There are other pathways to disorga-
nized attachment besides maltreatment. These other pathways often feature frightening,
frightened, and dissociative parental behaviors, which are more common among care-
givers struggling with unresolved loss/trauma or multiple compounded socioeconomic
risks. Other causal conditions include major (extended or repeated) separations under
adverse conditions, and congenital factors, possibly in combination with caregiver factors
(Lakatos et al., 2000; Padrón et al., 2014; Spangler et al. 1996).
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Empirical research at the group level has established disorganized attachment as a pre-
dictor, of small-to-moderatemagnitude, for the development of social andbehavior problems.
However, this research is equally clear that disorganized attachment does not inevitably cause
later problems. Nor is disorganized attachment a validated individual-level clinical diagnosis,
unlike the two attachment disorders included in the DSM/ICD diagnostic systems – conditions
originally developed for young children brought up under deprivation in institutional settings.

Misapplications of attachment theory in general, and disorganized attachment in parti-
cular, have accrued in recent years, as reflected for example in some child removal
decisions. These misapplications can result from erroneous assumptions that (1) attach-
ment measures can be used as definitive assessments of the individual in forensic/child-
protection settings and that (2) disorganized attachment reliably indicates child maltreat-
ment (3) is a strong predictor of pathology and (4) cannot be changed through interven-
tions in the child’s original home. Such misapplications may selectively harm already
underprivileged families, such as those facing multiple socioeconomic risk factors or
including a parent with functional impairments. These misapplications not only violate
children’s and parents’ human rights but in many cases, they may also represent discrimi-
natory practice against minorities in need of our social and material support.

However, it is also important to recognize that attachment theory, assessments, and
research can havemajor roles to play in clinical formulation and supportivewelfare and clinical
work. There is robust evidence that attachment-based interventions as well as naturalistically
occurring reparative relationship experiences (stable, safe, and nurturing relationships) can
break intergenerational cycles of abuse and lower the proportion of children displaying
disorganized attachment. We conclude that the real practical utility of attachment theory
and research resides in supporting understanding of families and in providing supportive,
evidence-based interventions.
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