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Abstract
Infants aged under one and those in-utero are the most frequently reported age bracket
to child protection services in NSW, Australia. Antenatal substance abuse and other
psychosocial risk factors have been associated with poor developmental, emotional and
behavioural outcomes for children. Substance use is also a significant risk factor known
to increase the likelihood of child protection involvement, less is known about the
predictive nature of maternal reflective functioning (RF). Mothers with substance use
disorders are more likely to have an insecure attachment and lower levels of RF.
Parents with low RF may fail to recognise their infant’s feelings, or mental states, and
often have a limited understanding of the impact of their behaviour leading welfare
concerns. Moreover, low RF has also been associated with atypical maternal behaviour
and low levels of emotional availability (EA). The current study aimed to improve
antenatal risk assessment; it was hypothesised that substance dependent women would
exhibit higher rates of psychosocial stress, mental health symptoms and past childhood
trauma, as well as deficits in parenting capacity, when compared with controls. It was
also anticipated that RF during the antenatal period would predict postnatal RF.
Furthermore, a low level of parental RF was expected to mediate the impact of
psychosocial risk factors associated with child protection involvement. Participants
were 11 women on opiate substitution treatment (OST) deemed as ‘high-risk’ and the
‘control’ group comprised 15 women from a community sample without any substance
abuse or child protection involvement. All women were recruited during the third
trimester of pregnancy. At time one (T1) pregnant women participated in Pregnancy
Interview-Revised (PI), Zanarini Rating Scale for Borderline Personality Disorder and
completed Newborn Developmental Knowledge Questionnaire and Childhood Trauma
Questionnaire. The routine Psychosocial Assessment Interview and Edinburgh
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Postnatal Depression Scale were retrospectively obtained. At follow up (T2), when the
infants were approximately three months old, the Parent Development Interview Revised Short Version (PDI) was undertaken and mother-infant dyads were videotaped
to assess EA. Child protection services were contacted to determine if there had been
any involvement from T1 to T2. Significant differences were detected for
demographics, psychosocial factors, trauma and mental health symptoms between the
‘high-risk’ and ‘control’ group. Unexpectedly, no significant between groups
differences were found for RF (as measured by the PI and PDI) or EA. The majority of
women in the ‘high-risk’ group became involved with child protection services.
Reflective functioning was not significantly associated with psychosocial risk factors,
therefore, did not mediate the outcome of child protection involvement. When
comparing women who became involved with child protection services with those who
did not, several psychosocial (‘not living with the father of the baby’, relationship
status, poor education, history of forensic charges, being in OST) and psychological
factors (depression, borderline personality disorder symptoms, history of childhood
trauma) were identified as risks associated with child protection involvement. The
study aimed to implement a comprehensive screening battery targeting mental health
issues and parental capacity to aid the identification of women who may benefit from
more focused intervention and child protection approaches. The work presented
throughout provides evidence to support a need for an expansion of the current routine
of psychosocial assessment. Particularly, to include a measure of impulsivity given the
increased likelihood of impulsive parents becoming involved with child protection
services. Identifying pregnant women who may benefit from targeted clinical and
parenting intervention to improve reflective functioning and parenting capacity may
reduce future child protection involvement.
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Improving Antenatal Risk Assessment in High-Risk Pregnant Women
Parenting is a complex and challenging role involving biological,
psychological and social components – entailing an interrelated set of beliefs, attitudes
and behaviours that are required for child socialisation and development (Donald &
Jureidini, 2004; NSW Department of Community Services, 2006a, 2006b; White,
2005). Parenting necessitates personal sacrifices and commitment to be the primary
provider of a “child’s physical care, nurturance, learning and emotional wellbeing”
(Budd, Connell & Clark, 2011, p. 64). ‘Effective’ or ‘competent’ parenting occurs
within a relationship and is multiply determined by a parent’s capacity (perceptiveness,
responsiveness and flexibility) as well as child, family and environmental factors (NSW
Department of Community Services, 2006a). Likewise, contemporary definitions of
parenting emphasise the significance of the parent-child relationship (Woodcock, 2003).
Hoghughi (1997) identified four core elements for effective parenting, namely,
protecting the child (physically and emotionally), providing for their needs, enforcing
appropriate boundaries and acknowledging the childs’ potential. Hoghhughi (1997)
also suggests that ‘good’ parenting is dependent upon knowledge, motivation, resources
and opportunities throughout the evolution of the parent-child relationship (Suchman,
Rounsaville, DeCoste, & Luthar, 2007). Unfortunately, many parents experience
psychosocial or disadvantaging risk factors, such as single parenting, unemployment,
social isolation and/or mental health issues, which impede their capacity to safely raise
their children. Such parents are often referred to as ‘high-risk’ as the complex array of
multilevel problems and chronicity of parental issues increase the likelihood of
children’s needs being unmet, impacting adversely on child development as well as
heightening the risk of maltreatment (Bromfield, Lamont, Parker, & Horsfall, 2010;
Cleaver, Nicholson, Tarr, & Cleaver, 2007).
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Definitions of parenting, parenting capacity, risk and child maltreatment are
central to effectual risk assessment, management and prevention of child abuse
(Reading, Bissell, Goldhagen, Harwin, Mason, et al., 2009). Throughout the literature,
and additionally through anecdotal reports from child protection caseworkers (Daniel,
2000; White, 2005), there is a consensus that ‘good enough’ parenting is difficult to
assess due to the frequency of sub-optimal behaviours evident among high-risk parents.
It is the lack of definition of ‘good enough’ care-giving that highlights the difficulty in
assessment. When Winnicott (1965; as cited in Daniel, 2000) coined the term ‘good
enough’ parenting, he was referring to a consistent and adequate level of emotional and
physical care required for the effective upbringing of children to ensure their safety and
promote psychological/social development, with a focus on the child in the context of
their caretaking relationships. However, often the term is used to signify less than
adequate parenting (White, 2005), making it difficult to accurately benchmark and
assess (Green & Killi, 1998). Furthermore, ‘good enough’ parenting studies have been
criticised due to their use of unrepresentative samples with educated, middle class white
women from the Unites States (Phoenix, Woollett & Lloyd, 1991 as cited in White,
2005). Despite this, there is a general consensus that parents must display warmth,
sensitivity, involvement and control to successfully socialise children, which requires
the ability to recognise and respond to their child’s needs (Teti & Candelaria, as cited in
White, 2005).
Throughout the western world, the reports of child abuse and neglect are
disproportionally rising (Sedlak & Broadhurst, 1996). The true increase in incidence is
unknown, since estimates vary based on differing definitions of maltreatment,
mandatory reporting guidelines, methods of research and coverage and quality of
statistics from one country to another (World Health Organisation, 2010). However, the
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World Health Organisation (2010) estimates that up to 50% of children experience
some form of child maltreatment. In Australia, the statutory body responsible for
monitoring and safeguarding of children from abuse and neglect is different in each
state and territory. Each statutory agency monitoring the safety and protection of
children have slightly varied criteria for defining maltreatment, making it difficult to
report the true incidence for this country. Moreover, the prevalence of abuse is often
viewed as underreported as research can only include those incidences that are reported
to child protection services. The latest statistics released by the New South Wales
(NSW) Family and Community Service (FACS; previously known as the Department of
Community Services, DOCS) reported that since 2000, there was more than a four-fold
increase (72,986 to 303,121) in the number of child protection reports over the last
(Hopkins & Smoothy, 2007; Zhou, 2010).
For the first time over the past decade, there has been a decrease in the estimated
incidence of Australian child abuse (2009-2010; Lamont, 2011, New South Wales
Government, 2011). This is likely due to the recent implementation of changes in the
NSW child protection system which transformed mandatory reporting requirements to
prioritise and concentrate on family perseveration and in-utero and neonatal infant
safety (Lamont, 2011; New South Wales Government, 2011; Zhou, 2010). To combat
increasing child welfare concerns in NSW, the Keep Them Safe reform (2011) has
emphasised harm prevention and early intervention for children at risk by refining the
risk threshold and the processes for early referrals to support services (Lamont &
Bromfield, 2010; New South Wales Government, 2011). This is particularly pertinent
given the overrepresentation of maltreated infants under age one, including those inutero (Hopkins & Smoothy, 2007; Nivison-Smith & Chilvers, 2007; Zhou, 2010), who
were the most frequently reported age group comprising 16% of all reports which is
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almost double that of any other age bracket (Zhou, 2010). The NSW Ombudsman’s
Report on Reviewable Child Deaths indicated that 94% of investigated child deaths
were of children who were previously known to child protection authorities. The
majority of deaths occurred prior to age one, with many during the first four weeks of
life (NSW Ombudsman, 2009). Maternal substance abuse during pregnancy was an
identified risk factor in the majority of the investigated child deaths (NSW Ombudsman,
2009), which corresponds with data offered by FACS and other sources indicating that
up to 80% of child abuse reports involve drug and alcohol affected parenting (Hopkins
& Smoothy, 2007; Human Services, 2010; Price-Robertson, Bromfield, & Vassallo,
2010; Reading, Bissell, Goldhagen, Harwin, Mason, et al., 2009; Reading, Bissell,
Goldhagen, Harwin, Masson, et al., 2009). The Ombudsman’s report recommended the
need for more accurate assessments and monitoring of high-risk situations and increased
perinatal support for children whose parents have substance use problems (NSW
Ombudsman, 2009).
Whilst an extensive appraisal of child protection risk assessment is beyond the
scope of this review, it is pertinent to consider the welfare system and their difficulty in
accurately predicting adverse outcomes within high-risk parenting populations. There is
an ongoing debate as to which approach is the most accurate in foretelling child
maltreatment (clinical judgement, consensus, actuarial methods or a combined method)
as each technique uniquely contributes information from a different perspective (White
& Walsh, 2006a).
Unfortunately, there is no single tool available to child protection workers to
conduct a thorough historical, holistic, ecological and empirical family based strengths
and needs assessment, inclusive of the presenting child protection concern/s and
impending risk predictions (White & Walsh, 2006a). Despite the fact that there is
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unlikely ever to be an instrument that can accurately assess the complexity and volatile
combinations of risk factors, it is vital that we continually improve our current risk
assessment system (Saunders & Goddard, 1998). State child protection services openly
declare that their numerous methods of assessing parenting capacity risk assessments
are flawed and inadequate (White & Walsh, 2006a). They also acknowledge that some
staff are inexperienced and under resourced to undertake proficient risk assessments
(White & Walsh, 2006a). Whilst many clinicians and caseworkers make appropriate
decisions about child protection matters, FACS admit that professionals have drawn the
‘wrong’ conclusions about families which has subsequently lead to cases of potentially
preventable child suffering and tragedy (White & Walsh, 2006a). Therefore, it is vital
that child welfare practitioners have a reliable method to determine if parents are able to
set aside their own needs in order to meet the needs of their child (Donald & Jureidini,
2004; White, 2005; White & Walsh, 2006a).
The underlying causes of child maltreatment are complex and multifaceted, with
children from high-risk families typically being exposed to multiple deleterious factors
(Appleyard, Egeland, van Dulmen, & Sroufe, 2005; Banyard, Williams, & Siegal, 2003;
Cyr, Euser, Bakermans-Kranenburg, & Van Ijzendoorn, 2010; Galasso, 2001; NivisonSmith & Chilvers, 2007; NSW Department of Community Services, 2007; B. D. Smith
& Testa, 2002; Street, Harrington, Chiang, Cairns, & Ellis, 2004). Such risk factors are
commonly grouped into four categories: 1) socio-demographic (including low
socioeconomic status [SES], low levels of education, unemployment, single parent); 2)
parental (age, mental health, low levels of intelligence, poor parenting history,
substance abuse, domestic violence [DV] and lack of social support); 3) family (family
structure, divorce, high number of children in the household) and 4) child
characteristics (premature birth, age, disability/chronic illness, behaviour problems).

15

IMPROVING ANTENATAL RISK ASSESSMENT

Often, the more risk factors observed in a given situation, the greater the cumulative
impact on child safety (Appleyard, et al., 2005; Nivison-Smith & Chilvers, 2007; NSW
Department of Community Services, 2007). However, the mere presence of such risk
factors does not necessarily result in child protection concerns (Appleyard, et al., 2005)
suggesting that a complex interaction of variables are involved. Despite this, in the
majority of child maltreatment matters, parental substance abuse is the most apparent
element of risk (Goldman, Harris-Britt, Thakkallapalli, Kurtz-Costes, & Martin, 2010)
as it can affect every domain of child wellbeing (Reading, Bissell, Goldhagen, Harwin,
Mason, et al., 2009). It is evident that substance abusing mothers, compared to their
non-substance using counterparts, are more likely to have difficulty forming a secure
attachment to their child, which is known to have an adverse impact from birth right
through to adulthood (Kroll, 2004; Lester & Tronick, 1994; Suchman, McMahon,
Zhang, Mayes, & Luthar, 2006).
Antenatal substance use. In an attempt to detect women eligible for early
intervention and risk mitigation, several authors focus on the importance of identifying
critical risk factors during pregnancy. Maternal substance abuse (illicit drugs and
alcohol) during pregnancy has been associated with poor psychosocial, developmental,
emotional, behavioural and psychiatric outcomes for children (Appleyard, et al., 2005;
Fraser, Harris-Britt, Thakkallapalli, Kurtz-Costes, & Martin, 2010; Mayes & Truman,
2002; Street, et al., 2004), as well as deficits and disruptions in parenting (e.g. insecure
attachment, patterns of poor involvement and responsiveness to the child); low
parenting satisfaction (Begle, Dumas, & Hanson, 2010); psychosocial difficulties;
relationship problems; experience of DV (Velez et al., 2004); mental health concerns
(Mares, 2005) and childhood trauma (Condon & Corkindale, 1997; Keen & Alison,
2001; Pollock & Percy, 1999; Seimyr, Sjogren, Welles-Nystrom, & Nissen, 2009; D. K.
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Smith, Johnson, Pears, Fisher, & De Garmo, 2007; Suchman, McMahon, Slade, &
Luthar, 2005). Moreover, substance abusing parents are limited in their ability to
understand and respond to their infant’s basic developmental needs (Mayes & Truman,
2002; Levy, Truman & Mayes, 2001 as cited in Suchman, 2005). While substance use
alone does not predict maltreatment (Doris, Meguid, Thomas, Blatt, & Echenrode,
2006; Jaudes, Ekwo, & Van Voorhis, 1995; Kroll, 2004; D. K. Smith, et al., 2007;
Street, et al., 2004; Velez, et al., 2004), it is the single most common factor predicting
removal of children from parental care, with unlikely reunification (Banyard, et al.,
2003; Kelley, 1992; B. D. Smith & Testa, 2002; Suchman, et al., 2006). The majority
of studies focusing on parental substance abuse and maltreatment are from the US and
UK where there are different child protection reporting systems to that of NSW,
Australia (Taplin & Mattick, 2011).
Pregnancy is a period of transition and considerable emotional, psychological
and physical change (Miller, 2008; Stern, Bruschweiler-Stern, & Freeland, 1998). This
experience is especially challenging for high-risk mothers, who may also be burdened
by financial hardship and other complicating factors that may interact with, and
exacerbate the deleterious effects of substance abuse on personal and social functioning.
Also, substance use disorders may interfere with what Stern (1998) referred to as the
“motherhood constellation” or the psychological adaptation and preparation for
motherhood. Rosenbaum (1979) noted that pregnancy within this population is often
unplanned leading to women beginning their journey into motherhood with a sense of
initial failure. Bibring and colleagues (1961; as cited in Theran et al., 2005) maintained
that the relationship between a mother and infant begins during pregnancy and by the
third trimester parents have internal representations of the infants world, attachment and
relationships (Parkes, Stevenson-Hinde, & Marris, 1991) of their unborn child (Lumley,
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1982 as cited in Theran, et al., 2005). Maternal substance abuse can lead to a disruption
of recognition and/or understanding of child’s needs, and is often a understood as an
attempt to cope with a parents own insecure attachment (Schindler, 2005 as cited in
Jenkins & Williams, 2008). Namely, substance using problems in adults can be a
coping strategy of managing a similar disruption in their own parents’ capacity or a
consequence of childhood trauma or adversity (Bromfield, et al., 2010). Generations of
parental substance abuse can have a significant impact on children’s attachment
(Grienenberger, Kelly, & Slade, 2005; Shah, Fonagy, & Srathearn, 2010; Van
Ijzendoorn, Juffer, & Duuvesteyn, 1995).
High-risk parenting. Parents who present with substance use disorders or
mental health problems generally also experience demographic disadvantage, trauma
and victimisation (Bromfield, et al., 2010). High-risk mothers often find it an
overwhelming challenge to meet their own needs, making it even more difficult for
them to manage sustainable changes to established behaviour and lifestyle patterns in
order to address the needs of their unborn baby or infant (Pajulo, Suchman, Kalland, &
Mayes, 2006; Velez, et al., 2004). Parents draw largely on their own experiences of
being parented, and typically within this population, few mothers have experienced
secure relationships with their own parents, resulting in emotional deprivation, adversity
and a lack of a ‘good enough’ parental role model (Keen & Alison, 2001; Lier,
Gammeltoft & Knudens, 1995 as cited in Pajulo, et al., 2001). This leads to parents
lacking a solid understanding of why they themselves must attend to their child’s
developmental and emotional needs as they rarely had a caregiver to rely or depend on
(Shah, et al., 2010; Slade & Cohen, 1996; Slade, Grienenberger, Bernbach, Levy, &
Lockyer, 2005; Thompson, 2000). Furthermore, mothers who abuse substances during
pregnancy can have negative feelings about their foetus, as motherhood is often
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unplanned, resulting in harsh interactions after the infant is born, as measured by
affective and behavioural involvement in videotaped interactions of mothers with their
young infants (Pajulo, et al., 2001). Benedek (1959) asserted that if a woman is unable
to meet the developmental demands of pregnancy and understand her own attachment
experiences during the antenatal period, it will negatively impact on her ability to
parent; as she will be unable to regulate her own behaviour and emotions to be available
to her child after its birth.
There are a myriad of factors within high-risk populations that significantly
impact on the mother-infant relationship (Jenkins & Williams, 2008b; Pajulo, et al.,
2006). Interaction difficulties can be evident from birth, with many high-risk mothers
having trouble recognising and supporting their infant’s gestures, increasing the
likelihood of neglect and maltreatment (Fraser, et al., 2010; Hubbard & van Ijzendoorn,
1991; Moehler, Biringen, & Poustka, 2007; Pajulo, et al., 2001; Velez, et al., 2004).
Stern (1998), however, believes that maternal prenatal views of unborn infants are
changeable. For this reason, many intervention programs now begin during pregnancy,
focusing on enhancing a mothers’ ability to provide her unborn and newborn infant with
sensitive care-giving and foster the emotional bond between them.
Attachment based parenting programs assist mothers to deal with their “ghosts
in the nursery”, that is, their own unresolved and unintegrated attachment experiences
that may impede their relationship and responsiveness to their own child (Fonagy,
Steele, Moran, Steele, & Higgit, 1993). Whilst these programs are showing great
promise worldwide (Slade, 2006; Suchman, Mayes, Conti, Slade, & Rounsaville, 2004;
Velez, et al., 2004), in Australia there is a lack of identification of women during
pregnancy who may benefit from such targeted intervention. It is fundamental that
systemic and resource issues in Australia are resolved to ensure high-risk mothers are
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accurately identified and supported during pregnancy, particularly given that optimal
child development is dependent upon a parents ability to meet their child’s needs
throughout every stage of their infancy and youth (Department of Health, 2000).
Encouragingly, a recent randomised control trial (RCT) has found that attachment based
interventions (infant–parent psychotherapy and psychoeducational parenting
intervention) significantly enhanced emotional availability (EA) and secure attachments
among maltreating parents (Cicchetti, Rogosch, & Toth, 2006). In Australia, there is a
paucity of parenting research that assesses or targets relational or attachment concepts to
determine risk and/or appropriate intervention. Further longitudinal research into
maltreatment interventions is required (Street, et al., 2004) and investigations should
begin during pregnancy to improve on the already existing comprehensive risk
assessments which are critical for infant and child safety. Explicitly, the identification
and referral of high-risk expectant women could have an enormous impact on the realm
of child protection, preventing infant safety concerns as well as reducing the
intergenerational transmission of abuse (and attachment). This is particularly pertinent
as 7% to 70% of caregivers with a history of having experienced abuse during their
childhood will have difficulty establishing appropriate parent/child attachment and will
go on to maltreat their own children (Begle, et al., 2010). This large variance in the
abovementioned generational statistics is due to methodological limitations such as poor
recruitment and differences in methods of measurement and the number of cumulative
risk factors assessed. Moreover, the latest NSW child deaths report (of children known
to FACS) also revealed that 40% of parents, who had a child that died, were exposed to
generational risk factors and the majority of these parents were known to FACS when
they themselves were children (NSW Government, 2011).
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Attachment theory and research to date. Attachment theory originated from
the work of John Bowlby (1969, 1973, 1980), who theorised that from birth, infants are
biologically predisposed to form a close attachment to their caregiver and that this
relationship is vital to their emotional and physical survival. Bowlby proposed that
infant attachment behaviours (such as sucking, smiling, clinging and crying) encourage
a response from a caregiver, often resulting in increased proximity to facilitate the
maintenance of that primary relationship (Miller, 2008; Slade, 1999). The usual
‘attachment system’ exchanges within the mother-infant dyad result in infants
developing learned expectations based on the history of the caregiver’s response. This
is the beginning of the formation of what Bowlby termed, ‘internal working models’ or
representations of relationships in the self (1969, 1973). Internal working models are
the mental capacities and core beliefs that allow us to predict and understand ourselves
and those around us in the social environment in which we live (Bouchard et al., 2008;
Ensink & Mayes, 2010; Fonagy, Steele, Steele, Moran, & Higgit, 1991; Leigh, 2011;
Miller, 2008; Slade, 2005, 2007b; Steele & Steele, 2008). Another similar concept to
‘internal working models’ imbedded within attachment theory, developmental
psychopathology and psychoanalysis is ‘mentalisation’, defined as “the capacity to
perceive and understand oneself and others in terms of mental states (feelings, beliefs,
intentions, and desires” (Fonagy, 1995, p. 7; Jurist, 2005, p. 428 as cited in Bouchard et
al., 2008; Slade, Grienenberger, Bernbach, Levy, & Lockyer, 2005).
While researchers used different theoretical terms to describe mentalisation
(such as reflective functioning and mind-mindedness [MM; Meins, 1997]), the concept
essentially denotes the personal capacity to envision, understand, think about and
respond to the mental states of the self and others (Bouchard, et al., 2008; Ensink &
Mayes, 2010; Fonagy, Steele, Steele, et al., 1991; Leigh, 2011; Miller, 2008; Slade,

21

IMPROVING ANTENATAL RISK ASSESSMENT

2005, 2007b; Steele & Steele, 2008). For example, if a mother is consistent during her
interactions, regularly acknowledging and meeting the infant’s need for comfort and
autonomy (using mentalisation abilities), the infant is likely develop a worthy internal
working model signifying their own efficacy and security (Fonagy, Steele, & Steele,
1991; Fonagy, Steele, Steele, et al., 1991; Levine & Tuber, 1991; Main, 1991; Slade,
Grienenberger, et al., 2005; Zeanah, Benoit, Hirshberg, Barton, & Regan, 1994).
However, if the caregiver is inconsistent in their responsiveness or rejecting of the
infant’s developmental and psychological needs (limited mentalising ability), it is
expected that the infants working model will be one of incompetence and worthlessness,
a concept of self that may persist throughout the child’s life (Fonagy, Steele, & Steele,
1991; Fonagy, Steele, Steele, et al., 1991; Levine & Tuber, 1991; Main, 1991; Slade,
Grienenberger, et al., 2005; Zeanah, et al., 1994).
Over the last 30 years, attachment research has made considerable progress
stemming from Bowbly’s original postulations. Ainsworth and colleagues (Ainsworth,
Blehar, Waters & Wall, 1978 as cited in Miller, 2008) developed a method to assess the
quality of attachment between a mother and her infant, known as the “Strange
Situation” which is the most widely used systematic assessment of an infant’s
attachment quality to their caregiver (Fonagy, Steele, Steele, et al., 1991). In this wellknown procedure, the infant’s behaviour is examined during periods of separation and
reunions with the primary caregiver and infants responses are assigned to one of four
categories: secure (show noticeable signs of distress during the mothers’ absence
ceasing exploration though are easily soothed upon their mothers return and resume
exploration), insecure-avoidant (fail to show signs of distress during their mother’s
absence and avoid her upon her return), insecure-resistant (show significant signs of
distress when their mother leaves but remain difficult to soothe upon her return) or
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insecure-disorganised (Fonagy, Steele, & Steele, 1991). The disorganised category was
added some years after the initial three classifications to describe the unusual behaviour
observed at reunions wherein infants display chaotic, unruly and contradictory
behaviours (such as head-banging or becoming still/freezing) during the presence of
their caregiver (Miller, 2008). This category is the most common attachment
classification in high-risk populations (Arnott & Meins, 2007; Cyr, et al., 2010;
Goldberg, Benoit, Blokland, & Madigan, 2003; Slade, 2007b; Van Ijzendoorn,
Schuengel, & Bakermans-Kranenburg, 1999) and is widely believed to be related to
developmental issues and future psychopathology (Cassidy & Mohr, 2001; Cyr, et al.,
2010; Van Ijzendoorn, et al., 1999). In longitudinal studies, infants with disorganised
attachment were more likely to have developmental psychopathology, poor self-esteem,
difficulties coping with stress, dissociative behaviour and mental health disorders,
compared to those assessed as having a secure attachment (Van Ijzendoorn, et al.,
1999).
The child classifications of attachment research facilitated a large body of
studies examining its impact on parent-child relationships, child developmental
outcomes and psychopathology (Benoit, Parker, & Zeanah, 1997; Cyr, et al., 2010;
Fonagy, et al., 1993; Fonagy, Steele, & Steele, 1991; Goldberg, et al., 2003;
Grienenberger, et al., 2005; Levine & Tuber, 1991; Main, 1991; Meins, 1997, 1999;
Meins et al., 2002; Slade, 1999; Slade, Grienenberger, et al., 2005; Theran, et al., 2005;
Volling, McElwain, Notaro, & Herreram, 2002; Zeanah, et al., 1994). Studies began to
focus on the cognitive mechanisms that instinctively guided attachment behaviour
(Main & Goldwyn, 1995). The development of the Adult Attachment Interview (AAI;
George, Kaplan & Main, 1984) allowed the exploration of classifications for parents’
attachment to their caregivers. The AAI was the first instrument to examine the internal
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working models of adults discussing their childhood relationships with their caregivers,
specifically assessing how they integrate their parental attachment into their personality
and daily functioning. The AAI assesses the quality, quantity, relevance and manner of
metacognitive (an awareness and knowledge or thoughts about your own thoughts)
monitoring throughout the interview, namely, the consideration of “one’s own cognitive
processes as objects of reflection” (Main, 1991, p. 132; Main & Goldwyn, 1995).
There is a lack of critiques on attachment measures, and as Meins (1999) notes due to
there being few published evaluations of the AAI, it continues to be an accepted method
of assessment of internal representations of attachment. Similar to the Strange
Situation, adults are classified as being secure-autonomous, dismissing, preoccupied
and unresolved-disorganised. Not surprisingly, strong links have been found between
parental categories and subsequently infant attachment behaviour classifications (Main,
Kaplan, & Cassidy, 1985), an effect confirmed using meta-analysis of studies observing
women across diverse cultures with varied demographics. This analysis found that up
to 80% of parent-child dyads had linked attachment classifications (Van Ijzendoorn, et
al., 1995). For example, adults classified as secure-autonomous tend to have children
rated as secure whereas dismissive adults were likely to have avoidant children.
Similarly, adults categorised as preoccupied typically had resistant children, and most
pertinent to high-risk studies, disorganised adults were found to have infants more likely
to be classified as disorganised (Fonagy, et al., 1993; Fonagy, Steele, & Steele, 1991;
Goldberg, et al., 2003; Slade, 2007b; Zeanah, et al., 1994).
In light of the strong correlations between parent and child attachment dyads, a
body of research focused on the intergenerational transmission of attachment
(Grienenberger, et al., 2005; Meins, 1999; Shah, et al., 2010; Slade, Grienenberger, et
al., 2005). Interestingly, ‘parental sensitivity’ (the way in which a mother responded
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and interacted with her infant; Meins, 1999), has shown only a weak correlation with
infant attachment status (Van Ijzendoorn, et al., 1995), generating interest in how a
mother’s emotional interaction synchronicity with her child’s is transmitted across
generations. A succession of studies in 2005 studying parents’ mentalising abilities
provided sound evidence for this ‘transmission gap’ of attachment (Grienenberger, et
al., 2005; Slade, 2005; Slade, Grienenberger, et al., 2005). Specifically, these studies
maintain that maternal reflective functioning (RF), defined by the mother’s ability to
“hold the child in mind” (Slade, 2005, p.273) and understand the inner world of the
child (mental states), explained a significant amount of the variance in the
intergenerational transmission of attachment between the mother-infant dyad, due to the
strong relationship between RF and maternal behaviour (Grienenberger, et al., 2005).
Parental reflective functioning. A number of studies (Fonagy, Steele, Steele,
et al., 1991; Grienenberger, et al., 2005; Leigh, 2011; Meehan, Levy, Reynoso, Hill, &
Clarkin, 2009; Reynolds, 2003; Rosenblum, McDonough, Sameroff, & Muzik, 2008;
Schechter et al., 2005; Slade, 2006; Slade, Grienenberger, et al., 2005; Suchman,
DeCoste, Leigh, & Borelli, 2010) have focused on the concept of mentalisation and
maternal RF. Attachment theorists posit that the nature of interpersonal self-monitoring
shapes the quality of the transactional relationship between a mother and her child
(Grienenberger, et al., 2005; Levine & Tuber, 1991; Stronach et al., 2011). In
particular, some believe that a mother’s complex mental state, beliefs and emotions both
consciously and unconsciously guide her behaviour toward her child (Grienenberger, et
al., 2005; Slade, 2005; Slade, Grienenberger, et al., 2005). Attachment researchers
suggest that a mother’s capacity to reflect on her child’s inner world not only assists the
parent to understand her child’s behaviour, but also provides the foundation for a secure
relationship (Fonagy, Steele, & Steele, 1991; Fonagy, Steele, Steele, et al., 1991; Levine
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& Tuber, 1991; Stronach, et al., 2011). More specifically, the ongoing reciprocity of
interactions throughout the mother-infant relationship assists the infant to develop their
own ‘theory of mind’ (Ensink & Mayes, 2010; Meins, et al., 2002; Premack & G,
1978). The acquisition of mentalisation is enhanced by a secure caregiver attachment,
aiding the child to develop a strong representation of self by essentially teaching
him/her to understand the operational dynamics of relationships, and thus to provide a
solid foundation and reference for sustaining close relationships in the future (Slade,
1999).
Several researchers have developed ways to measure RF by assessing parental
representations and their understanding of the relationship with their child. Unlike the
AAI, that focuses on adults’ past relationship with their primary caregivers, the
following measures focus on the dynamic, current and evolving relationship between a
parent and their child. The Working Model of the Child Interview (WMCI; Zeanah &
Benoit, 1995) categorises parents’ representations of their child as ‘balanced’
(integrated positive and negative affect where the child is viewed as an individual and
the parent is able to accommodate the child’s needs); ‘disengaged’ (cold affect with a
lack of emotional communication or involvement); or ‘distorted’ (inconsistent and
contradictory with difficulty seeing the child individually; Theran, et al., 2005).
Evidently, these classifications were also highly correlated with the child and adult
attachment classifications (Fonagy, Steele, Steele, et al., 1991; Zeanah, et al., 1994).
Thus, the concordance of the WMCI with other established measures of attachment
provides empirical evidence that parental working models influence the quality of the
attachment, stemming from one’s own early experiences of attachment (Grienenberger,
et al., 2005; Van Ijzendoorn, et al., 1995).
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The Parent Development Interview (PDI), developed by Slade in 1985, differs
from the aforementioned interviews in that it does not categorise parental
representations (Miller, 2008). Instead, it measures RF dimensions along a continuum,
assessing the current parental representations of the affective experience and parental
state of mind in relation to the child and parenting in general (Miller, 2008; Slade, 2004;
Slade, Bernbach, Grienenberger, Levy, & Locker, 2005). This scoring method is
viewed as superior as it allows careful examination of detail and is also more sensitive
in detecting change following intervention, as parents may make subtle progress which
is more difficult to identify when scored categorically (Miller, 2008). In addition, this
measure encourages parents to discuss affective situations where they are required to
interpret their child’s thoughts, feelings and behaviour and the impacts that their child’s
mental state has on their own mental state and level of responsiveness (Miller, 2008;
Slade, 2005).
Mothers with substance use disorders are more likely to have an insecure
attachment to their own parents and lower levels of RF (Cyr, et al., 2010; Jenkins &
Williams, 2008a; Pajulo, et al., 2006; Stronach, et al., 2011; Suchman, et al., 2005;
Suchman, et al., 2006; Van Ijzendoorn, et al., 1999) as measured by the PDI (Suchman,
et al., 2010). Parents with low RF may fail to recognise their infant’s feelings (internal
world / mental states) or comprehend the impact of their behaviour on the infant,
ultimately leading to distress and welfare concerns for the child (Fonagy, Steele, Steele,
et al., 1991). Several studies have shown that low RF is associated with atypical
maternal behaviour (Bronfman, Parsons, & Lyons-Ruth, 1999) and lower levels of
emotional availability (EA; Suchman et al., 2004), defined as the mothers capacity to
tolerate her child’s emotional needs (Suchman, et al., 2004) measured by maternal
sensitivity, manifesting in maternal hostility, intrusiveness and withdrawing behaviour
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(Grienenberger, et al., 2005). Grienenberger and colleagues (2005) assessed the
mediation effects of RF on maternal affective behaviour on infant attachment
classifications by assessing discourse during interactions with their child. They found
that lower RF, as measured by the PDI, mediated high scores for disruptive and
disorganised behaviour and attachment classifications (disorganised or resistant;
Grienberger et al., 2005).
The majority of studies assessing the impact of attachment and RF in high-risk
substance abusing samples have been completed by Suchman and colleagues (Pajulo, et
al., 2006; Suchman & Luthar, 2000, 2001; Suchman, et al., 2005; Suchman, et al.,
2007). Despite her enormous contribution and pioneering work in research for high-risk
populations, unfortunately all of her studies have been completed in countries other than
Australia resulting in a lack of understanding about substance using women’s parenting
abilities in the Australian population. A strength of Suchman’s research are her large
homogenous samples, however, the assessment of stress, depression and contextual
factors and their impact on parenting and early bonding (Suchman & Luthar, 2000;
Suchman, et al., 2005) are compromised since she predominantly relies on self-reported
questionnaires. Suchman and colleagues (2005) themselves noted the importance of
including direct observations of mother-infant interactions and inclusion of more
comprehensive measures of internal working models to enable a more robust
assessment that better predicted the variables associated with child protection
involvement. In Suchman’s (2010) most recent study, her sample size was significantly
compromised due to the arduous nature of utilising a more thorough and lengthy
assessment tool (the PDI) than her previously employed short, simple self-report
questionnaires.
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Suchman and colleagues (2010) utilised the PDI to determine the distinct
differences in parental capacity between self-mentalisation and the parents ability to
mentalise about their child. A factor analysis revealed the distinct difference between
the two mentalising abilities, and this is seen to have implications for mothers
interacting with their children. They found that the ability to mentalise about the child
was not associated with their interaction style, but rather it was dependent upon the
mothers’ self-mentalisation capacity (Suchman, et al., 2010). The recent findings show
that the concept of RF is still relatively novel and future research is essential to further
establish its predictive role. The researchers also explicitly suggested that the complex
nature of RF should be reviewed further, in context with maternal and infant behaviour
(Suchman, et al., 2010). It is also relevant to consider Levy and Truman’s (2002; as
cited in Suchman et al., 2010) findings as they established that RF mediated the
association between substance abuse and psychosocial outcomes for children. Levy and
Truman (2002; as cited in Suchman et al., 2010) also established that higher maternal
RF as coded by the PDI positively correlated with child attention, social skills,
adaptability and had a negative association with parent-child dysfunction and child
withdrawal, again emphasising RF’s association with EA.
Research has shown that parents who are less reflective are more likely to be
depressed and of lower socio-economic status (Truman & Levy, 2002 as cited in
Suchman et al., 2010). Moreover, Main and Hesse (1990) found that mothers of
children classified as disorganised had experienced significant trauma and loss. Trauma
has also been found to be a mediating factor for RF (Lyons-Ruth & Block, 1998),
namely, mothers experiencing a history of physical and/or sexual abuse had
significantly lower RF scores than their non-traumatised counterparts. That is, the more
trauma a mother has experienced, the lower her reflective capacity (r = -.43; Patterson,
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Slade and Sadler, 2005 as cited in Zeanah, 2009). Fonagy and colleagues (1995) found
that many adults who have experienced childhood trauma are more likely to possess
borderline personality disorder (characterised by affect and cognitive disturbances,
instability in relationships and impulsivity), evidenced by the WMCI. It has been
postulated that these mothers are likely to have several internal working models,
resulting in inconsistent, frightening behaviours toward their infants, shedding light on
the aetiology of disorganised attachment (Fonagy, et al., 1995).
Reflective functioning and its development through early life interactions may
underlie the intergenerational transmission of attachment as well as playing a role in the
association between maternal substance abuse and child protection outcomes. Thus,
gaining a better understanding of the predictive value of risk factors associated with
poor reflective functioning may be crucial to protecting the wellbeing of children whose
parents are engaged in substance abuse. Further, while much is already known about
the demographic and psychosocial risk factors for the involvement of child protection
services, less is known about the predictive value of RF.
Antenatal reflective functioning. Theories of maternal foetal attachment
propose that the quality, strength and intensity of foetus preoccupation, desire for
knowledge about the unborn and longing to protect the foetus at any cost (Condon &
Corkindale, 1997) were predictive of attachment and abuse (Morton & Browne, 1998;
Pollock & Percy, 1999). Despite the considerable amount of research in RF for motherinfant populations, less is known about RF during pregnancy. Based on the strong body
of research focusing on infants and children using the PDI, the Pregnancy Interview (PI)
was revised by Slade and Patterson in 2005 (as cited by Miller, 2008) to assess RF
antenatally. The PI utilises the PDI’s continuous coding system to assess the mother’s
developing and imagined representations of her expectations and concerns about her
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unborn child, their relationship and herself as a parent. In a small pilot study of mothers
deemed at risk for parenting problems, the PI was found to be a valid measure of RF
(Miller, 2008). However, it has not been validated as an accurate measurement tool of
maternal RF in an Australian clinical sample (Miller, 2008). Maternal RF (as measured
by the AAI, scored by the PDI system) has also been found to predict child attachment
status at age one and long-term child outcomes, theory of mind skills and self-esteem
(Steele & Steele, 2008). Another study found that mothers abusing cocaine during
pregnancy had significantly lower RF scores on the PDI than controls at follow up
(Mayes & Bornstein, 1996). Fonagy, Steele and Steele (1991) found that expectant
mothers metacognitive reflection (mentalisation) about their unborn child, predicted
attachment classifications at age one, in 75% of cases. This study has recently been
replicated more recently by Arnott and Meins (2007), with similar findings. Arnott and
Meins (2007) also attempted to determine if maternal MM mediated the relationship
between antenatal attachment representations and infant attachment security, however,
their sample lacked the power to analyse any mediation effects (Arnott & Meins, 2007).
Whilst there is a general consensus throughout the literature about the
significance of parental RF and its association with parenting and attachment, the
findings are predominantly limited to low risk non-substance abusing population
samples and neither do they reveal significant information about RF during pregnancy.
Moreover, the available studies to date have used a variety of RF measures in diverse
population groups thus restricting valid comparison of these findings. Slade and Cohen
(1996) closely followed three middle class primiparous women throughout the perinatal
period to assess their prenatal attachment representations and postnatal patterns of
representation utilising the AAI, PI, PDI and SS. They showed preliminarily support
for the importance of one’s own experiences of parenting and how this functionally
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impacted their relationship with their child (Slade & Cohen, 1996). Benoit et al’s
(1997) study was more comprehensive. They found that RF, measured by the WMCI,
categories predicted SS classifications in 74% of parent-child relationships. Moreover,
80% of pregnancy WMCI classifications remained stable over 12 months in a middlehigh class community sample. While the research provides information about the
stability of RF, there continues to be a paucity of research assessing antenatal RF in
high-risk populations.
Theran and colleagues (2005) based their theoretical study on previous
attachment research by Benoit, Parker and Zeanah (1997) and Slade and Cohen (1996)
who also assessed changes in maternal representations during the perinatal period. The
authors conducted a study to assess the predictors of stability in pregnant women’s
maternal representations of their children (Theran, et al., 2005). Given that previous
research indicated that infant attachment was influenced by socioeconomic status and
maternal distress (Egeland & Farber, 1984, as cited in Theran et al., 2005), they posited
that internal representation of the mother-child relationship between the third trimester
and follow up at age one could also be impacted by these contextual factors. The study
consisted of 180 women who were recruited during pregnancy, half of whom had
experienced DV. Whilst the inclusion criteria was broad to allow for a large
convenience sample, eligibility assessments ensured that women must have been in a
romantic relationship, of at least six weeks, during the course of the pregnancy (Theran,
et al., 2005).
The WMCI categories were used to determine parental reflective capacity at
each time point in order to detect both stability of maternal representations and the
effect on interactions with their child at follow up. At baseline, participants were given
demographic, depression and DV questionnaires and engaged in the WMCI interview.
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At follow up, all screens were re-administered and participants were videotaped
interaction of free play with their child (12 minutes). The video was assessed for
maternal sensitivity, disengagement, intrusiveness, hostility, warmth and joy, utilising
now obsolete scoring guidelines developed in the 1970’s and 1980’s (Theran, et al.,
2005). Currently, there is more systematically valid and reliable ways of assessing
emotional availability, specifically, the EA scales (Biringen, 2005; Biringen &
Robinson, 1991). These scales assess not only the mothers emotional affect toward the
child but even more crucial, the child’s emotional interaction with the mother.
Unfortunately, Theran et al. (2005) did not measure child’s responsiveness during the
dyadic play session which is a reliable way to recognise consistency in parental
behaviour (Biringen, 2011). At follow-up, Theran and colleagues (2005) classified
mothers into one of four categories based on the WMCI criteria; remained balanced,
became balanced, remained non-balanced and became non-balanced. They also
reviewed each demographic factor, depression and DV to identify predictor variables
for changes in the maternal internal working models regarding their infants. The
researchers found that 62% of mothers’ classifications on the WMCI were stable
between the two time points, which were much lower than Zeanah’s findings (2004).
In addition, it was found that those who became non-balanced, compared to those with
stable balanced representations, were more likely to be low earning single parents who
had endured DV during pregnancy. Unfortunately, the study only reported on
demographics, depression and DV and did not include information for other known
psychosocial factors, such as childhood trauma and borderline personality symptoms,
which have been identified as having an impact parental RF. Women who remained
balanced had significantly fewer demographic problems; but again, psychosocial factors
such as mental health or trauma were not included as possible predicting factors.
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The WMCI has been criticised for its use of categories (Miller, 2008). Whilst
changes have been noted across different time points in both Theran’s and in Zeaneah’s
studies, it is difficult to determine the degree of change (Theran, et al., 2005; Zeanah, et
al., 1994). What is more, utilising only four categories in the WMCI leads to
difficulties in sensitivity and specificity, as the measure cannot detect small changes.
This is particularly important for assessing risk in determining the success of any
intervention. Namely, a small change in RF may result in a large change for child
protection outcomes, therefore, a continuous RF measurement system is warranted to
detect and assess the impact of both minor and major shifts in RF.
With respect to the maternal sensitivity caregiving ratings, statistical analyses
revealed that women who remained balanced showed more signs of sensitive caregiving
than those who became non-balanced at follow-up. Likewise, women who remained
non-balanced had lower sensitivity scores than those who became non-balanced at
follow up. Overall, it was found that depression, relationship status, income and DV
predicted those whose maternal representations changed. Detected changes in mental
representations were also reflected in the EA toward the infant during free play.
Generally, the study provided preliminary evidence that women who had a balanced, or
positive representation during pregnancy were more likely to display positive
caregiving behaviours once the child was born despite adverse changes to their
circumstances. Theran et al. (2005) proposed that future research examine the motherinfant dyadic interactions with assessments of pre- and post-natal maternal
representations, as few studies have longitudinally assessed this.
A more recent study also utilising the WMCI, found that reflective parenting
was positively correlated with and maternal sensitivity and maternal MM comments,
that is treating the infant as if they have their own mind (Meins, et al., 2002), during
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observed infant interactions in a community sample (Rosenblum, et al., 2008).
Interestingly, whilst they did not assess stability of antenatal RF they did conclude that
postnatal RF accounted for more variance in MM comments and maternal sensitivity
than depression or maternal education, noting the importance of RF in overt parenting.
Prior to this, Grienenberger, Slade and their team (2005) also assessed affective
communication in 45 primipara mother-infant dyads around one year of age in an
American community sample. Like Rosenblum et al. (2008) they also confirmed that
that scoring higher in affective communication, as measured by the Atypical Maternal
Behavior Instrument for Assessment and Classification (AMBIANCE; Bronfman, et al.,
1999), was significantly correlated with higher PDI scores and secure attachment
classifications, assessed by the strange situation. Namely, the AMBIANCE score was
found to mediate RF and attachment categories. Once again, both studies used low risk
American women and did not report on psychosocial factors or the impact of low RF
and maternal sensitivity. Another study reviewed RF, measured by the WMCI, in
parents with child protection concerns as a result of family violence (Schechter et al.,
2008). Unlike Grienenbeger and colleagues (2005), they did not find that maternal RF
was associated with sensitive caregiving. However, they believed that this may be due
to the limited range of the RF within their uncontrolled sample. Moreover, they only
used an abbreviated version of the WMCI, though they acknowledged that the PDI is a
further developed measure of RF (Schechter, et al., 2008). The aforementioned studies
did not assess EA which is believed to drive affective communication and emotional
behaviour (Grienenberger, et al., 2005).
Emotional availability. Research considers EA to be the foundation for ‘good
enough’ parenting and interaction (Suchman, et al., 2004). Hans (1992, as cited in
Suchman & Luthar, 2000) denotes that opiate abusing mothers were found to be less
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emotionally available than non-drug using controls. A study by Suchman and
colleagues (2004) found that substance abusing mothers also have a limited
understanding of basic child development and a reduced capacity to think about their
child’s needs resulting in either harsher or permissive parenting styles, poor tolerance
and behaviour management with limited child involvement (Suchman, et al., 2004).
Furthermore, Suchman and colleagues (2006) also reported on three studies that
examined the psychological representations of substance abusing mother’s perceptions
of their caregivers. They came to a conclusive finding that substance abusing parents
were perceived as less caring and more intrusive compared with the representations of
controls (Suchman, et al., 2006).
Subsequently, Fraser and colleagues (2010) conducted a study on substance
using mothers to examine the relationship between EA (as measured by EA scales),
depression, stress and childhood trauma and their impact on their young infants aged
two to five months. As expected, substance using mothers scored significantly lower in
maternal sensitivity and overall emotional availability (Fraser, et al., 2010). This
research is consistent with previous research on high-risk parenting denoting that
parenting in this fashion was also predictive of attachment status (Biringen, 2000;
Moehler, et al., 2007; Volling, et al., 2002; Ziv, Aviezer, Gini, Sagi, & Koren-Karie,
2000). While Fraser’s (2010) research incorporated the assessment of psychosocial risk
factors known to impact parenting, they failed to include a measure of RF (Fraser, et al.,
2010). Fraser’s study is of particular interest as it focuses on young infants
(approximately 14 weeks old) compared with the typical method of measuring
attachment, emotional availability and RF at around one year of age (Fraser, et al.,
2010). However, little is still known of RF and EA in such young infants.
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Predicting maltreatment. Numerous studies have investigated substance
abusing mothers and the known multiple risks factors and their fitting association with
parenting and child protection involvement. However, of those who have investigated
this notion, other psychosocial factors other than substance use have been found to be
stronger predictors of child protection involvement (Gilchrist & Taylor, 2009; Grella,
Hser, & Huang, 2006; Nair et al., 1997). A recent Australian study pioneered by Taplin
and Mattick (2011) supported the abroad claims that factors other than substance use
increased the likelihood of involvement with child protection services. In their analysis
of 171 mothers in treatment for opiate dependence, the researchers found that child
protection involvement was higher for primipara women who were prescribed
psychiatric medication and had limited contact with their parents (Taplin & Mattick,
2011). Taplin and Mattick (2011) collected self-report information during an interview
for the presence of mental health disorders which was confirmed by a generalised
measure of psychological distress. They also asked participants questions pertaining to
child abuse; however, this did not include any questions regarding emotional abuse or
neglect. Whilst their study was extremely comprehensive providing solid demographic
and psychosocial risk factors for Australian mothers, their focus was for mothers with
children aged under 16 and as such, the applicability of their findings for pregnant
women is unknown. Moreover, their examination of a plethora of risk factors for
involvement with the local statutory agency did not assess attachment or attachment
related concepts.
In a meta-analytic review by Van Ijzendoorn and collaborators (1999), they
claimed that almost half of maltreated children have disorganised attachment with
similar results reported for infants exposed to prenatal substance abuse. A study by
Stronach and colleagues (2011) examined the relationship between attachment security,
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internal representations of the mother and mother-child relationship with child
maltreatment for pre-schoolers in a low SES group. Similarly to children of substance
abusing parents, after controlling for risk factors, maltreated children were more likely
to have insecure attachments and maintain negative internal representations of their
parents compared to non-maltreated pre-schoolers (Stronach, et al., 2011). It was found
that maltreated pre-schoolers had lower rates of secure attachment and higher rates of
disorganised attachment than non-maltreated pre-schoolers. Cyr and colleagues (2010)
also commented on a series of meta-analyses exploring child attachment categories and
maltreatment among high-risk families. In particular, they examined the predictive
nature of having five or more risk factors significantly impact on the likelihood of poor
attachment and subsequent maltreatment. Alternatively, others found a maternal history
of child abuse mediated the impact substance on maltreatment, in a large American
community based sample (Appleyard, et al., 2005).
Current study. Child safety outcomes have rarely been the focus of studies on
parental reflective functioning. Given RF is still a relatively new concept; time has
been spent establishing the links between RF and attachment and documented parenting
risk factors. Furthermore, with the exception of Suchman’s work the majority of
previously mentioned studies focus on low risk parents or community samples
(Suchman, DeCoste, Castiglioni, Legow, & Mayes, 2008; Suchman, et al., 2010;
Suchman & Luthar, 2000, 2001; Suchman, et al., 2004; Suchman, et al., 2005;
Suchman, et al., 2006; Suchman, et al., 2007). This population group are less involved
within the child protection system, highlighting the need for more research in higherrisk populations. This warrants the importance of empirically examining the
relationships between RF and other psychosocial factors to aim for the early detection
of child maltreatment.
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Parenting deficits associated with maternal substance use problems are also
often associated with comorbid mental health conditions and psychosocial difficulties,
which together significantly impact on a child’s emotional and behavioural
development (Fraser, et al., 2010; Grella, et al., 2006; Human Services, 2010; Kroll,
2004; Mayes & Truman, 2002; Nair, et al., 1997; B. D. Smith & Testa, 2002; Taplin &
Mattick, 2011; Velez, et al., 2004). To date, both community and health services have
found it difficult to assess the degree of child protection risk and also have difficulty in
identifying those women who may benefit from psychotherapeutic and parenting
interventions. At present there is no clear standardised approach to assessment in this
population (White & Walsh, 2006b). Further, there is limited research into the
comprehensive mental health and psychosocial assessment of substance abusing
mothers and their relationship with protection involvement. Often, the assessment of
risk in this population primarily focuses on external ecological factors.
Previous research suggests that women who use substances during pregnancy
(and also experience multiple co-morbidities) have core parenting-related difficulties
surrounding their ability to reflect upon their baby’s emotional experience (Fonagy et
al., 2002). More specifically, they have difficulty effectively comprehending and
prioritising their baby’s emotional and physical needs. They also are known to
experience generalised ambivalence regarding pregnancy and motherhood and have
difficulty in transition to the parenting role (Mayes & Truman, 2002; Stern, et al.,
1998).
Maternal RF has been highlighted as a key factor in the successful adaptation to
parenting, particularly with regard to sensitivity in ‘high-risk’ populations. Absent or
low reflective capacity has been associated with maladaptive parenting practices
including withdrawal, hostility and intrusive interaction (Grienenberger, et al., 2005).
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Further, low reflective capacity has been implicated as a significant mediating factor
between maternal substance abuse and poor child protection outcomes (Levy &
Truman, 2002 as cited in Suchman et al., 2010). However, little attention has been paid
to the extent with which parental reflective capacity is present as an overarching risk
indicator in substance abusing populations. Further, parental RF has not been explored
as a factor predicting suitability for targeted parenting interventions or the efficacy of
particular intervention approaches.
Thus, further research into the predictive capacity of RF for high-risk
populations is essential. The proposed study will implement a more comprehensive
antenatal screening battery for that assesses parental reflective capacity, a key feature
of poor parenting. This information is critical in developing appropriate tools, for use in
both risk assessment and antenatal services. The study will also aim to improve the
assessment of mental health (identified by self-report during the antenatal routine screen
and assessed by valid symptoms screens for both depression and borderline personality
disorder) and psychosocial risks within an antenatal substance dependent population in
conjunction with establishing the predictive capacity of RF on child protection
involvement.
Research Aims.
1.

Explore the role of parental reflective capacity, as part of an antenatal screening

battery, in determining postnatal child protection outcomes in a high-risk population.
2.

Pilot the implementation of a comprehensive mental health and psychosocial

screening battery in a ‘high-risk’ substance abusing antenatal population. This
assessment battery will specifically focus on the identification of mental health
problems and evaluation of parental RF.
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3.

Assess the validity of the Pregnancy Interview (Slade, 2007a) within this ‘high-

risk’ antenatal population and examine the associations between prenatal maternal
reflective capacity and child protection involvement. The significance of this project is
in the provision of a coordinated evaluative approach to maternal mental health, current
psychosocial stressors and child protection concerns in relation to substance use
problems.
4.

The project will also aid the identification of women benefitting from more

focused intervention and child protection approaches.
Hypotheses. High-risk women, in comparison to controls will exhibit:
1.

Higher rates of psychosocial risks (as a result of housing, financial and

relationship difficulties and DV).
2.

Higher rates of depressive symptoms, past childhood trauma and mental health

problems.
3.

Deficits in parenting capacity.

Furthermore,
4.

Reflective functioning measured during the antenatal period will be predict

postnatal reflective functioning (i.e. Showing the stability of RF).
5.

Parental RF will be significantly associated with psychosocial stress, trauma,

and mental health difficulties.
6.

Low parental RF will mediate the relationship between psychosocial stress,

trauma and mental health (i.e. factors underlying reflective capacity) with poor child
protection outcomes.
Expected Outcomes. The outcomes of this comprehensive assessment will not
only provide insight into the underlying mechanisms surrounding antenatal substance
abuse in relation to mental health and child protection concerns but will also enable the
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early identification of risk during pregnancy in order to provide linkages with
appropriate clinical services. Further, the aim of this pilot project is establish the PI as
an effective predictor of parenting capacity within this population. Providing this
outcome is achieved it will facilitate the identification development of women who may
benefit from targeted therapeutic interventions aimed at improving parental reflective
capacity.
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Improving Antenatal Risk Assessment in High-Risk Pregnant Women
Parenting is a complex social role involving an interrelated set of beliefs,
attitudes, feelings and parenting behaviours (Donald & Jureidini, 2004; NSW
Department of Community Services, 2006a, 2006b; White, 2005). Unfortunately, many
parents experience psychosocial risk factors, such as single parenting, unemployment,
social isolation and/or mental health issues that can impede their parenting capacity.
Disturbances in early parenting have been linked to poor developmental outcomes
including, attachment insecurity, future psychopathology and child protection
involvement (Cassidy & Mohr, 2001; Cyr, et al., 2010; Van Ijzendoorn, et al., 1999).
Moreover, parents with histories of attachment disruption are also likely to have
difficulties acting as an attachment figure for their own child (Fonagy, et al., 1993;
Slade, 1999, 2007b; Slade, Grienenberger, et al., 2005; Zeanah, et al., 1994). This study
aimed to develop a comprehensive psychosocial antenatal assessment battery to
improve the identification of pregnant women in need of intensive clinical therapeutic
intervention, to prevent and mitigate the multitude of factors associated with infants at
risk of physical, sexual, psychological harm (NSW Government, 2011).
The World Health Organisation (2010) reported that up to 50% of children
worldwide experience some form of child maltreatment. A recent New South Wales
(NSW) Family and Community Service (FACS) report illustrated that since 2000, there
has been more than a four-fold increase (72,986 to 303,121) in the number of child
protection reports over the last decade (Hopkins & Smoothy, 2007; Zhou, 2010). This
is particularly pertinent given the overrepresentation of infants under age one, or those
in-utero, who were the most frequently reported age group with concerns of significant
risk of harm (Hopkins & Smoothy, 2007; Nivison-Smith & Chilvers, 2007; Zhou,
2010). The latest NSW Ombudsman’s Report on Reviewable Child Deaths indicated
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that 94% of investigated child deaths were of children who were previously known to
child protection authorities. The majority of deaths occurred prior to age one, and many
during the first four weeks of life (NSW Ombudsman, 2009). Similarly, figures
released in a recent report on child deaths in 2010, in NSW, identified parental
substance abuse as a major risk factor in many of the families known to FACS (NSW
Government, 2011).
Maternal substance abuse during pregnancy has been associated with poor
psychosocial, developmental, emotional, behavioural and psychiatric outcomes for
children (Appleyard, et al., 2005; Fraser, et al., 2010; Mayes & Truman, 2002; Street, et
al., 2004). Deficits and disruptions in parenting (e.g. insecure attachment, patterns of
poor involvement and responsiveness to the child); low parenting satisfaction (Begle, et
al., 2010); psychosocial difficulties; relationship problems; experience of domestic
violence (Velez, et al., 2004); mental health concerns (Mares, 2005) and childhood
trauma (Condon & Corkindale, 1997; Keen & Alison, 2001; Pollock & Percy, 1999;
Seimyr, et al., 2009; D. K. Smith, et al., 2007; Suchman, et al., 2005) have also been
associated with antenatal substance abuse. Parents who abuse substances such as drugs
and/or alcohol can also have a significantly impaired ability to understand and respond
to their infant’s basic developmental needs (Mayes & Truman, 2002; Levy, Truman &
Mayes, 2001 as cited in Suchman, 2005). Despite the fact that substance abuse alone
does not predict maltreatment (Doris, et al., 2006; Jaudes, et al., 1995; Kroll, 2004; D.
K. Smith, et al., 2007; Street, et al., 2004; Velez, et al., 2004) it is the single most
common factor predicting removal of children from parental care (Banyard, et al., 2003;
Kelley, 1992; B. D. Smith & Testa, 2002; Suchman, et al., 2006), and is a distinguishing
feature of unlikely family reunification (Reading, Bissell, Goldhagen, Harwin, Mason,
et al., 2009) and child fatalities (NSW Government, 2011; NSW Ombudsman, 2009).
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Parents who present with substance use disorders or mental health problems
often experience psychosocial and demographic risks, trauma and victimisation
(Appleyeard, Berlin, Rosanbalm, & Dodge, 2011; Bromfield, et al., 2010; Grant et al.,
2011; Human Services, 2010; Mayes & Truman, 2002; Suchman, et al., 2006; Taplin &
Mattick, 2011; Velez, et al., 2004). Such parents are frequently referred to as ‘highrisk’ as the complex array of multilevel problems and chronicity of parental issues
increase the likelihood of children’s needs being unmet, impacting adversely on their
development as well as heightening the risk of maltreatment (Bromfield, et al., 2010;
Cleaver, et al., 2007). Parents draw largely on their own experiences of being parented
and typically, within this population, few mothers have experienced secure relationships
with their own parents resulting in emotional deprivation, adversity and a lack of a
‘good enough’ parental role model (Keen & Alison, 2001; Lier, Gammeltoft &
Knudens, 1995 as cited in Pajulo, et al., 2001). The focus on attachment during
pregnancy is particularly pertinent as 7% to 70% of caregivers with a history of child
abuse will result in poor attachment, psychological disadvantage or maltreatment for
their children (Begle, et al., 2010). The latest NSW child deaths report (of children
known to FACS) also revealed that 40% of parents, who had a child that died, were
exposed to generational risk factors, with the majority known to FACS when they
themselves were children (NSW Government, 2011).
Parental reflective capacity. A number of studies (Fonagy, Steele, Steele, et
al., 1991; Grienenberger, et al., 2005; Leigh, 2011; Meehan, et al., 2009; Reynolds,
2003; Rosenblum, et al., 2008; Schechter, et al., 2005; Slade, 2006; Slade,
Grienenberger, et al., 2005; Suchman, et al., 2010) have focused on the concept of
mentalisation, (defined as “the capacity to perceive and understand oneself and others in
terms of mental states [feelings, beliefs, intentions, and desires”, Fonagy, 1995, p. 7]),
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and parental reflective functioning (RF; defined as the parents ability to “hold the child
in mind” [Slade, 2005, p.273], and understand the inner world of the child in terms of
mental states) and their relationship with parental quality. A parents capacity to develop
a psychological understanding of their child, positively influences their behaviour and
the quality of their emotional interaction, parental beliefs and internal representation of
the child (Grienenberger, et al., 2005; Slade, 2005; Slade, Grienenberger, et al., 2005)
which collectively provide the foundation for a secure attachment relationship (Fonagy,
Steele, & Steele, 1991; Fonagy, Steele, Steele, et al., 1991; Levine & Tuber, 1991;
Stronach, et al., 2011).
Parents with low RF may fail to recognise their infants feelings (internal
world/mental states) or comprehend the impact of their own behaviour on their child,
leading to infant distress and ultimately welfare concerns (Fonagy, Steele, Steele, et al.,
1991). Several studies have shown that low RF is associated with atypical maternal
behaviour (EA; Bronfman, Parsons, & Lyons-Ruth, 1999), lower levels of emotional
availability (Suchman, et al., 2004) and maternal sensitivity, resulting in parental
hostility and intrusive behaviours (Grienenberger, et al., 2005). Emotional availability,
that is, the mothers capacity to tolerate and effectively respond to her child’s emotional
needs (Suchman, et al., 2004) is considered to be the foundation for ‘good enough’
parenting and interaction. Studies have provided evidence that mothers with substance
use disorders are more likely to have lower levels of RF (Cyr, et al., 2010; Jenkins &
Williams, 2008a; Pajulo, et al., 2006; Stronach, et al., 2011; Suchman, et al., 2010;
Suchman, et al., 2005; Suchman, et al., 2006; Van Ijzendoorn, et al., 1999). A study by
Suchman and colleagues (2004) found that drug abusing mothers also had a limited
understanding of basic child development and a reduced capacity to think about their
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child’s needs, resulting in either harsh or permissive parenting styles, poor tolerance
with limited active interaction (Suchman, et al., 2004).
A parent’s reflection on their relationship with their own parents (as measured
by the Adult Attachment Interview; George, Kaplan, & Main, 1984, 1988, 1996) has
also been found to predict child attachment status at age one (Steele & Steele, 2008).
The majority of RF studies focus on parent-infant relationships, less is known about RF
during pregnancy and its effect on future parenting practices. Moreover, numerous
studies have investigated substance abusing mothers with multiple risks factors and
established their association parenting practices (Gilchrist & Taylor, 2009; Grella, et al.,
2006; Nair, et al., 1997), though few include attachment related concepts as predictors
of child protection involvement.
Current study. Parenting deficits associated with maternal substance use
problems are often synchronous with comorbid mental health conditions and
psychosocial and demographic risks, which all significantly impact on a child’s
emotional and behavioural development (Fraser, et al., 2010). Maternal reflective
capacity, in particular, has been highlighted as a key factor in the successful adaptation
to parenting in ‘high-risk’ populations (Donald & Jureidini, 2004; Fonagy, Steele,
Steele, et al., 1991; White, 2005). Low RF has been implicated as a significant
mediating factor between maternal substance abuse and poor child outcomes (Levy &
Truman, 2002 as cited in Slade, 2002). Yet, little attention has been paid to the extent
of which parental RF is present as an overarching risk indicator in substance abusing
populations.
The proposed study aims to implement a comprehensive antenatal screening
battery for substance using pregnant women. This study will also improve the
assessment of mental health, psychosocial risks within an antenatal substance dependent
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population, in conjunction with establishing the predictive capacity of RF on child
protection outcomes and assessing the validity of a tool (Pregnancy Interview; Slade,
2007a) that measures reflective capacity during pregnancy.
Hypotheses. Substance dependent women in treatment will exhibit higher rates
of current psychosocial stress, mental health symptoms and past childhood trauma, as
well as deficits in parenting capacity, when compared with non substance-using
(psychoactive drugs) controls. It is also hypothesised that RF measured during the
antenatal period will predict postnatal reflective capacity. Furthermore, it is expected
that low levels of parental RF will be significantly associated with psychosocial stress,
trauma, and mental health difficulties and mediate the relationship with child protection
involvement.
Method
Participants. Participants comprised 26 primiparous (n = 5) and multiparous (n
= 21) women, in their third trimester of pregnancy recruited through the antenatal
services of the John Hunter Hospital (JHH), Newcastle, New South Wales, Australia.
The ‘high-risk’ sample were 11 pregnant women (M = 29.22 years, SD = 4.35; M =
33.73 weeks pregnant, SD = 4.08) who were treated for heroin dependence with opioid
substitution (methadone or buprenorphine maintenance). These women were monitored
by the Hunter New England Drug and Alcohol Clinical Service or a general practitioner
(authorised to prescribe methadone and/or buprenorphine maintenance treatment) and
the JHH high-risk antenatal clinic. The remaining 15 pregnant women (M = 28.817
years, SD = 4.893; M = 36.602 weeks pregnant, SD = 2.027) were recruited from the
mainstream JHH antenatal clinic comprised the control group. One woman in the
control group was excluded, as she revealed a history of substance use and child
protection involvement. Women in the comparison group had no reported substance
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use and their children were not considered at risk for their welfare or protection by
medical and social services. All women were excluded from participating in the study
if they reported recent experience of acute or chronic psychosis; had a known serious
medical illness; had unmonitored drug and alcohol use; or were carrying a foetus with
known neurological condition. The sample consisted predominantly of Australian
women from white, middle class backgrounds. One woman identified as Aboriginal
and four women were born overseas (New Zealand, America, England and Scotland).
These demographic and psychosocial risks are shown in Table 1. Employment and
income were not included as demographics owing to the difficulty of maintaining
normal work in the latter stages of pregnancy.
Of the women who volunteered for the study, 8 (30.8%) did not participate in
follow-up testing at Time 2 (T2), and of these, 3 (11.7%) were unable to be contacted
via mail or phone; 1 (3.8%) relocated interstate; 2 (7.7%) had their infants removed
from their care; 1 (3.8%) was working closely with FACS was recommended by her
caseworker not to participate and 1 (3.8%) was unable to participate due tragic family
circumstances.
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Table 1
Sample Characteristics
n = 14
‘Comparison’

n = 11
‘High Risk’
M (SD)

Age in years
Number of pregnancies
Gestation at T1
Primipara
Highest level of education
Less than year 10
Year 11 or 12
Tafe / Diploma
Tertiary
Marital status
Single
Defacto
Married
Housing
Homeless
Social housing
Living with parents
Renting
Mortgage
Born in Australia
Aboriginal

28.817 (4.893)
33.727 (4.080)
1.860 (2.027)
2.550 (1.210)
36.602 (2.027)
33.727 (4.080)
Prevalence %
64.3
18.2
9.0
45.5
0.0
45.5

60.0
30.0
10.0
0.0

7.1
21.4
71.4

45.5
54.5
0.0

0.0
0.0
0.0
16.7
83.3
76.6
0.0

9.1
54.5
27.3
9.1
0.0
90.9
4.1

Measures. Psychosocial Assessment Interview (PA; Hunter New England
Health, 2005). The routine interview conducted at the first antenatal clinic, by a
midwife, consists of 20 broad questions pertaining to medical, family and psychosocial
history as well as substance use (any illicit substances), involvement with child
protection services and present and previous pregnancy experiences. Domains such as
practical and emotional support, life stressors, domestic violence and mental illness are
also explored. Each risk factor is coded as present or absent (Kratas, Matthey, &
Barnett, 2009; Matthey et al., 2004).
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Edinburgh Postnatal Depression Scale (EPDS; Cox, Holden & Sagovsky,
1987). The EDPS is a 10-item self-report measure of maternal depressive
symptomatology reported over the past week, with total scores ranging from 0-30., the
EPNDS has been shown to be a valid and reliable measure in assessing antenatal mood
(Bunevicius, Kusmunskas, Pop, Pedersen, & Bunevicius, 2009).
Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998). The CTQ is
a 28-item self-report questionnaire designed to retrospectively assess maltreatment
during childhood. Each subscale has five questions pertaining to emotional neglect
(e.g., “I felt loved”), emotional abuse (e.g., “People in my family said hurtful or
insulting things to me”), physical neglect (e.g., “I didn’t have enough to eat”), physical
abuse (e.g., “I was punished with a belt, a board, a cord or some other hard object”) and
sexual abuse (e.g. “Someone tried to make me do sexual things or watch sexual
things”). The remaining three items assess minimisation and denial of abusive
experiences. The questionnaire items are measured on a five-point Likert scale, taking
about 15 minutes to complete. The CTQ has been validated in a number of clinical and
community samples (Bernstein & Fink, 1998). It demonstrates good test-retest
reliability (r = 0.79 to 0.86) and internal consistency (α = 0.66 to 0.92). The measure
also possesses sound criterion validity and good convergent validity with clinical
interviews and therapists ratings of child abuse (Scher, Stein, Asmundson, McCreary, &
Forde, 2001).
Newborn Developmental Knowledge Questionnaire (NDKQ; Newman, 2006).
The NDKQ is a 35-item self-report instrument designed to assess parental knowledge of
the developmental needs of infants aged up to three months. The NDKQ is categorised
into five subscales with questions pertaining to infant communication, visual and
mutual gaze, tiredness, and regulation as well as verbal and non-verbal expression.
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Participants categorise each statement as ‘true’, ‘false’ or ‘unsure’. Correct answers
attract a score of one with a total maximum score of 35. Incorrect and unsure answers
are given a score of zero. The 10-minute questionnaire has demonstrated face validity
and scores have been demonstrated to improve following education and training about
infant development.
Pregnancy Interview-Revised (PI; Slade, 2007a) The 60 minute pregnancy
interview consists of 22 semi-structured questions pertaining to the emotional
experience of pregnancy as well as mothers’ expectations and dreams about their future
as a parent. Mothers in their third trimester are also asked to describe their relationship
with the foetus as well as ideas about their infant’s characteristics and personality.
Overall, the interview is aimed at maternal self-representation, in particular, the
mother’s capacity to reflect and respond to the needs of both her unborn child/newborn.
The PI is scored for maternal reflective functioning (RF) using the same systematic
coding process as the Parent Development Interview (PDI), The Addendum to the
Reflective Functioning Scoring Manual (Slade, Bernbach, et al., 2005). Each question
is given a score on an 11-point Likert scale ranging from -1 (negative reflective
functioning) to 9 (exceptional reflective functioning). With Slade’s permission,
Newman (2010) made linguistic changes to the Pregnancy Interview-Revised (2007a) to
ensure questions were in Australian English and were understood by the Australian
population.
Zanarini Rating Scale for Borderline Personality Disorder (ZAN-BPD;
Zanarini, 2003). The ZAN-BPD is a nine item clinician-administered scale designed to
measure changes on Diagnostic and Statistical Manual for Mental Disorders, Version
Four Revised (DSM-IV) Borderline Personality psychopathology. The ZAN-BPD is
modelled on the Borderline Personality Disorder (BPD) module of the diagnostic
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criteria (DSM-IV) criteria for personality disorders. The 30 minute clinical interview
assesses anger, mood, feelings of emptiness, sense of self, dissociation, suicidality,
abandonment, impulsivity and interpersonal relationships during the past week. The
scale also yields four subscale scores for affect, cognition, impulsivity and relationships
yielding a maximum score of 36. The ZAN-BPD has high discriminant validity and is
sensitive to changes in symptom severity (r=0.04-0.0001; Zanarini, 2003).
Parent Development Interview - Revised Short Version (Slade, Aber, Berger,
Bresgi & Kaplan, 2003). The PDI is a semi-structured clinical interview containing 45
questions taking around 90 minutes to administer. The interview is designed to
examine aspects of parental representations and reflective capacity. Of the questions,
only 21 are scored as they demand parents to reflect and/or consider the complexity and
opacity of mental states (Sharp & Fonagy, 2008). Scoring is akin to the method
described for the PI. The London Parent-Child Project found the PDI to correlate with
the AAI and the Strange Situation (SS) classifications (Miller, 2008). In addition, RF
was also found to predict maternal behaviour and BPD in the presence of abuse
(Grienenberger, et al., 2005). Trained inter-rater reliability is good (r = 0.81 between
0.94; Bouchard et al, 2008) and the measure has been shown to be a valid and predictive
tool in both clinical and non-clinical samples (Bouchard, et al., 2008).
Emotional Availability Scales 4th Edition (EA; Biringen, 2008). This
instrument is designed to evaluate the quality of communication, connection and
emotional tone between an adult and a child (Biringen, 2008). In the current study, EA
is used to assess the quality of mother-child connection during a 15-minute unstructured
videotaped dyadic interaction between mother and her infant (Biringen, 2008).
Emotional availability is categorised into four adult dimensions - the parents’
sensitivity; structuring; non-intrusiveness and non-hostility toward the infant; and two
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child dimensions - responsiveness and involvement toward the adult. All scales are
scored on a 7-point Likert scale in which contextual cues and clinical judgements of the
interaction are inferred (Biringen, 2008). All scales are scored by trained coders
according to the EA Scales Manual, 4th Edition (Biringen, 2008). There is only limited
research data available for the latest edition of the scales used (Biringen, 2011),
nevertheless, earlier versions possess good inter-rater reliability (r = 0.80; Biringen,
Emde, Campos, Appelbaum, 1995; Pressman, Pipp-Siegal, Yoshinaga-Itano, Kubick &
Emde, 1999).
Child Protection Involvement. The frequency of substantiated reports of harm
(and more recently significant harm) to the unborn child and/or infant were monitored
through child protection services until the follow-up testing at T2. Involvement with
community services (FACS) was coded as ‘nil report’, ‘reports with no substantiation’,
‘substantiated reports requiring action’ and ‘removal of the child from parental care’.
Procedure. Eligible women were given a brief outline of the study by their
treating antenatal health professional (midwife, obstetrician, doctor, case worker or
social worker). Those who showed an interest in participating were provided with
further information; the study was fully explained and they were required to provide
signed voluntary consent prior to participating in the study. Then, the treating antenatal
health professional referred the participant to the researcher. Many eligible clinical
participants declined involvement due to fear of further involvement with child
protection services; an unwillingness to talk about their childhood and/or an inability to
commit due to their current social circumstances (such as housing needs). Once consent
was obtained, routine screens (the PA [Hunter New England Health, 2005] and EPNDS
[Cox et al., 1987] were accessed from the client’s antenatal file. Time 1 (T1) testing
involved the completion of two self-report questionnaires (the CTQ [Bernstein & Fink,
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1998] and the NDKQ [Newman, 2006]); plus participation in two audio-taped semistructured clinical interviews (the PI [Slade, 2007] and the ZAN-BPD [Zanarini, et al.,
2003]) with one of three trained research assistants with an undergraduate degree in
psychology.
When the infants reached three to six months of age, contact was made with the
mothers in order to complete T2 testing. The T2 follow up testing included the audiotaped Parent Development Interview (PDI; Slade et al., 2003) and a videotaped
unstructured free play/interaction session with their infant. Child protection outcomes
were also recorded at T2.
There was difficulty contacting some mothers for T2 resulting in a delay for
follow up. As a result, follow-up varied from the infant being three months old up to
one year and eight months old at T2. Recruitment and assessment spanned three and
half years. Participants were sent a certificate of appreciation following completion.
Results
The demographic profile of the participants (N = 25) for both the ‘control’ (n =
14) and ‘high-risk’ (n = 11) groups is presented Table 1. The loss of the 8 mothers
between T1 and T2 means that a full data set was only available for 17 participants (12
‘control’ and 5 ‘high-risk’). Missing values were coded as missing and were not
replaced. Validity of the psychosocial assessment was assessed by comparing the
depression / anxiety question with the EPNDS score. Women who said they were not
anxious or depressed had a mean score of 4.50 (SD = 2.57) compared to those who
reported affective symptoms with a mean score of 9.33 (SD = 6.40); an independent
samples t-test was almost significant, t (9.7) = 2.16, p = .06, suggesting that the
psychosocial assessment had some validity for assessing antenatal depression.
Unfortunately, normality assumptions, as tested by the Kolmogorov-Smirnov test, were
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violated for the majority of outcome variables (with the exception of depression,
newborn developmental knowledge, the social desirability subscale of the CTQ and the
sum of psychosocial risk factors). Given the violation of the normality assumptions,
non-parametric tests were preferentially used.
For ease of comparison, a number of data manipulations were performed. The
subscales in the CTQ, ZAN-BPD and NDKQ were summed to give a total score. In
addition, the NDKQ subscales were calculated to give a percentage of correct, incorrect
and unsure answers. To calculate the stability of RF across the two time points, a
difference score was calculated of the T2 score minus the T1 score. An additional
variable was also created totaling the number of identified psychosocial risk factors
identified at the first antenatal appointment for each participant. Moreover, the child
protection outcome variable was recoded into two categories, those with no child
protection reports and those who had child protection involvement post-birth, as all
reports were substantiated and actioned either for allocation, referral or child removal.
Statistical comparisons were made on T1 data (demographics, psychosocial
stressors, childhood trauma, borderline symptoms and newborn developmental
knowledge) in order to test whether or not the ‘high-risk’ participants who completed
T2 assessments were different from those who were lost to follow-up. There were no
statistically significant differences between those who could be contacted and those who
could not. Although, the presence of a mental health disorder was approaching
significance all of the ‘high-risk’ women who did not follow up had a mental health
disorder compared to only 2/5 of women who did follow up, χ2 (1, N = 11) = 4.95, p =
.06. This suggests that the subgroup of participants that did not participate in follow up
may have been more disadvantaged and dysfunctional.
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The demographic comparisons between the clinically ‘high-risk’ group and the
‘control’ group are shown in Table 2. An independent samples t-test revealed no
difference in maternal age between the ‘high-risk’ and ‘control’ group, t (23) = 2.12, p =
.83, but, as can be seen in Table 2, there were significant differences on all demographic
variables and approximately half of the psychosocial risk factors. Differences were
Table 2
Demographic and Psychosocial Differences Between ‘Control’ and ‘High-Risk’ Groups
Prevalence %
‘Control’
‘High-Risk’

df (N)

2

pª

Demographics
Primi/Multipara
1 (25)
5.31 .04*
Level of education
4 (20)
10.1 .01*
Marital status
3 (25)
16.9 <.001**
Housing
4 (23)
20.3 <.001**
Psychosocial factors
Hx forensic charges
0.0
90.0
1 (22)
18.3 <.001**
Hx mental health
28.6
72.7
1 (25)
4.81 .03*
Alcohol use
0.0
27.3
1 (25)
4.34 .07†
Illicit drug use
0.0
81.8
1 (25)
17.9 <.001**
OST
0.0
90.9
1 (25)
21.2 <.001**
Emotional support
100.0
90.9
1 (25)
1.33 .44
Support at home
100.0
90.9
2 (25)
2.07 .69
Living with father
92.9
45.5
1 (25)
6.87 .02*
Recent stress
38.5
81.8
1 (24)
4.61 .05*
Feeling confident
91.7
72.7
1 (24)
2.44 .46
Anxious/depressed
25.0
54.5
1 (23)
2.10 .15
Work/relationship
8.3
40.0
1 (22)
3.12 .14
Pregnancy anxiety
0.0
40.0
1 (23)
6.30 .02*
Hx of child abuse
0.0
36.4
1 (24)
5.67 .03*
Child living away
0.0
16.7
1 (24)
5.67 .03*
Hx child protection
0.0
18.2
1 (24)
2.58 .20
Hx physical abuse
0.0
9.1
1 (24)
1.23 .49
Frightened by partner
0.0
9.1
1 (24)
1.23 .49
Domestic violence
0.0
27.3
2 (24)
4.67 .09†
Note. ª = Mann-Whitney-U p-value ; † = p <.1, * = p <.05, ** = p <.01, Hx = History,
OST = Opiate substitution treatment; Living with father = Living with father of the
baby; Work/relationship = Work or relationship/s has been negatively affected by
pregnancy; Child living away = Child living away due to child protection concerns.

particularly evident for individual issues such as substance use and mental health
disorders as well as both historical (trauma) and present stressors (living alone). In
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addition, the women engaged in opiate substitution treatment (OST) reported
significantly more psychosocial stressors (M = 8.21, SD = 2.61) than ‘controls’ (M =
1.43, SD = 1.95), as measured by an independent samples t-test, t (18) = 6.70, p =
<.001.
Table 3 shows the obtained measures for both groups. Women on OST had
significantly higher scores for depression, childhood trauma and borderline
symptomatology compared with women not at risk. ‘High risk’ women also achieved
lower scores for knowledge of newborn development (M = 24.00, SD = 4.36) than
women in the control group (M = 26.79, SD = 3.45), t (23) = 1.79, p = .09. One
comparison of interest is that the measures of reflective capacity and emotional
availability showed no statistical difference between groups. High risk women had a
lower mean score than the control group for antenatal reflective capacity, but this was
not statistically significant.
The Pearson’s correlational analysis revealed a weak correlation between
antenatal and postnatal reflective capacity, r = .33, p= .198. Likewise, a linear
regression analysis confirmed that T1 scores did not predict T2 scores, R² = .11, p =
.198. Interestingly, there was greater variation in antenatal RF scores for those
investigated by child protection services, though this variation did not remain for
postnatal RF scores. The majority of the RF scores remained stable from T1 to T2, as
depicted in Figure 1., there was a decrease in ‘control’ scores from T1 to T2 (M = -.58,
SD = 1.00) and an increase in ‘high-risk’ scores from T1 to T2 (M = .40, SD = 1.67).
There were no significant differences in reflective capacity from T1 to T2, p = .228.
Overall, antenatal reflective capacity was significantly higher for primipara women (M
= 5.55, SD = .52) than multipara women (M = 4.36, SD = 1.15), supported by a Mann-
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Whitney U test, p = .008. Though, the variation in scores between multi- and primipara
was not sustained for postnatal RF, p = .684.

Table 3
Differences in Outcome Variables between the ‘Control’ and the ‘High-Risk’ Groups
M (SD)
‘Control’
‘High-Risk’
4.46 (2.60)
8.82 (5.91)
33.43 (3.52) 51.91 (15.76)
5.36 (.75)
8.36 (3.04)
5.14 (.54)
6.55 (2.81)
5.00 (0.00)
9.36 (7.19)
6.07 (1.73) 11.09 (4.76)
5.71 (.91)
8.82 (3.52)
6.14 (1.35)
7.73 (3.13)
1.43 (2.14)
5.55 (4.72)
.71 (1.07)
2.36 (2.16)
.14 (.36)
1.18 (1.89)
.14 (.54)
.91 (1.05)
.43 (1.09)
1.09 (1.05)
26.79 (3.45) 24.00 (4.36)
76.53 (9.85) 68.57 (12.45)
12.86 (9.45) 15.07 (9.04)
10.61 (10.05) 16.36 (4.96)

p
t
df
pª
EPNDS
2.27 13 .04*
CTQ
.001**
Physical abuse
.01*
Physical neglect
.10
Sexual abuse
.03*
Emotional abuse
.001*
Emotional neglect
.004**
Social Desirability
1.57 13
.14
ZAN-BPD
.004**
Affect
.02*
Cognitive
.09†
Impulsivity
.02*
Relationships
.04*
NDKQ
1.79 23 .09†
% Correct
1.79 23 .09†
% Incorrect
.57 23
.57
% Unsure
1.87 20 .08†
Reflective capacity
Antenatal RF (T1)
5.07 (1.00)
4.64 (1.21)
.43
Postnatal RF (T2)
4.67 (1.07)
5.00 (1.23)
.58
Emotional Availability
M Sensitivity
5.33 (3.89)
5.60 (.65)
.47
M Structuring
5.21 (1.12)
5.70 (.57)
.52
M Non-intrusiveness 6.33 (.25)
6.50 (.00)
.25
M Non-hostility
6.92 (.20)
7.00 (.00)
.55
C Responsiveness
5.04 (.50)
5.40 (.65)
.28
C Involvement
4.38 (.53)
4.70 (.48)
.23
Note. ª = Mann-Whitney-U p-value; † = p < .1; * = p < .05; ** = p < .01; EPNDS =
Edinburgh Postnatal Depression Scale; CTQ = Childhood Trauma total score; ZANBPD = Zanarini Rating Scale for Borderline Personality Disorder total score; NDKQ =
Newborn Developmental Knowledge Questionnaire; RF = Reflective functioning; M =
Maternal; C = Child; RF = Reflective Functioning.

59

Frequency

IMPROVING ANTENATAL RISK ASSESSMENT

60

Increase
Same
Decrease

Group
Figure 1. Changes in reflective functioning from Time 1 to Time 2.

The correlations between the measures are presented in Table 4. Antenatal RF
was significantly negatively correlated with depression (r = -.48) and the ZAN-BPD
subscale of impulsivity (r = .54). Antenatal or postnatal RF was not significantly
associated with any of the other expected predicted variables (NDKQ, total CTQ and
ZAN-BPD, EA scales or psychosocial stress). Depression, as measured by the EPNDS,
was significantly negatively correlated with NDKQ scores (r = -.56) and positively
correlated with emotional abuse and neglect and BPD symptoms (r = .53, .48, .77,
respectively). The number of psychosocial stressors was also highly correlated with
depression (r = .60), childhood trauma (r = .84) and borderline symptomatology (r =
.67).
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Table 4
Correlation Matrix for Mental Health, Newborn Knowledge, Childhood Trauma, Reflective Functioning and Emotional Availability
EPND NDKQ CTQ

ZAN

Ante
RF

Post
RF

M
Sens

M
Stru

M
M
C
Non-I Non-H Resp

C
Inv

No.
Stress

EPND
NDKQ
-.56**
CTQ
.50*
-.44*
ZAN
.77**
-.32
.46*
Ante RF
-.48** .34
-.05
.04
Post RF
.03
-.04
.36
.46†
.33
M Sens
.52*
-.30
.50*
.28
-.11
.14
M Stru
.23
-.25
.22
.29
-.14
.00
-.09
M Non-I
.39
-.52*
.14
-.03
-.23
-.12
.34
-.01
M Non-H
.12
-.29
.20
.01
-.33
-.08
.33
-.06
.23
C Resp
.38
-.24
.48† .42†
-.12
.06
.59*
.38
.28
.10
C Inv
.28
-.40
.30
.20
-.22
-.12 .50* .48†
.24
.16
.90** No. Stress .60** -.37† .84** .67** -.18
.38
.48†
.09
.18
.30
.25
.12
Note. † = p < .1; * = p < .05; ** = p < .01; EPND = Edinburgh Postnatal Depression Scale; NDKQ = Newborn Developmental Knowledge
Questionnaire; CTQ = Childhood Trauma total score; ZAN = Zanarini Rating Scale for Borderline Personality Disorder total score; Ante RF =
Antenatal reflective functioning; Post RF = Postnatal reflective functioning; M Sens = EAS maternal sensitivity; M Stru = EAS maternal
structuring; M Non-I = EAS maternal non-intrusiveness; M Non-H = EAS maternal non-hostility; C Resp = EAS child responsiveness; C Inv =
EAS child involvement; No. Stress = Number of psychosocial stressors as measured by the psychosocial assessment.
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The difference in child protection involvement (post-birth) between the groups was
highly significant. No-one in the ‘control’ group had child protection involvement
versus 72.7% of the high-risk women, M-W, p = <.001. The child protection outcome
was split between those who had involvement with FACS (n = 8) compared to those
who did not (N = 17; ‘high-risk’, n = 3 and the entire ‘control’ group, n = 14).
Demographic variables such as maternal educational attainment and marital status were
significantly different for women with and without child protection concerns. As
highlighted in Table 5, participants with a history of forensic charges, mental health
problems and self-reported substance use during pregnancy were more likely to be
involved with child protection services. Moreover, not living with the father of the
baby, experiencing anxiety and mothers with a child living away from home were also
more prevalent among women with child protection involvement compared to those
without.
Table 6 shows obtained variables associated with child protection involvement.
Of those noted, reported antenatal depression, childhood trauma, borderline personality
symptoms were all higher for women with statutory child protection involvement.
Women with child protection involvement also had significantly more psychosocial
stressors compared those who did not. It was anticipated that lower RF (antenatal and
postnatal) and EA score would also have been lower for women involved with child
protection involvement; however, significant between group differences were not
observed.
All demographic, psychosocial risk factors and outcome variables were entered
one at a time into a binary univariate logistic regression to determine their predictive
relationship with child protection involvement. The significant predictors of child
protection involvement are listed in Table 7. There were many identified risk factors
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predictive of child protection involvement such as BPD and depression symptoms,
experiencing childhood trauma and having a high frequency of psychosocial stressors.
Though, not living with father or the baby and having a low level of education were the
two highest predictors of child protection involvement. Reflective functioning (T1 or
T2) did not significantly predict child protection involvement hence their exclusion
from the table. A multivariate regression model was not reported as the sample was not
adequate for a robust model (Hosmer & Lemeshow, 2000).
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Table 5
Demographic and Psychosocial Variables Associated with Child Protection
Involvement
Prevalence %
(n = 17)
(n = 8)
No CP
CP

df (N)

2

p
Demographics
Primipara
52.9
25.0
1 (25)
5.84 .33
Education
4 (21)
10.6 .02*
Less than year 10
14.3
71.4
Year 11 or 12
50.0
14.3
Tafe / Diploma
0.0
14.3
Tertiary
35.7
0.0
Marital status
3 (25)
11.1 .006**
Single
11.8
50.0
Defacto
29.4
50.0
Married
58.8
0.0
Housing
4 (23)
20.1 <.001**
Homeless
0.0
12.5
Social housing
0.0
75.0
Living with parents
13.3
12.5
Renting
20.0
0.0
Mortgage
66.7
0.0
Psychosocial factors
Hx forensic
20.0
85.7
1 (22)
8.56 .007**
Hx mental health
29.4
87.5
1 (25)
7.35 .01*
Alcohol use
0.0
37.5
1 (25)
7.24 .02*
Illicit drug use
17.6
75.0
1 (25)
7.77 .01*
OST
17.6
87.5
1 (25)
11.1 .002**
Emotional support
100.0
87.5
1 (25)
2.21 .32
Support at home
94.1
100.0
2 (25)
1.02 1.00
Living with father
88.2
37.5
1 (25)
6.95 .02*
Recent stress
43.8
87.5
1 (24)
4.20 .08†
Feeling confident
93.4
77.5
1 (24)
.49 1.00
Anxious/depressed
26.7
62.5
1 (23)
2.81 .18
Work/Relationship
14.3
37.5
1 (22)
1.56 .31
Pregnancy anxiety
0.0
50.0
1 (23)
9.08 .008**
Hx of child abuse
6.3
37.5
1 (24)
3.75 .09†
Child living away
0.0
50.0
1 (24)
9.60 .007**
Child protection
0.0
25.0
1 (24)
4.36 .10
Physical abuse
0.0
12.5
1 (24)
2.09 .33
Frightened by partner
0.0
12.5
1 (24)
2.09 .33
Domestic violence
6.3
0.0
2 (24)
2.10 .68
Note. † = p <.1; * = p <.05; ** = p <.01; No CP = No child protection involvement; CP
= Child protection involvement; Education = highest level of education; Hx = History,
OST = Opiate substitution treatment; Living with father = Living with father of the
baby; Work/relationship = Work or relationship/s has been negatively affected by
pregnancy; Child living away = Child living away due to child protection concerns.
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Table 6
Outcome Variable Means Across Groups, With and Without Child Protection
Involvement
M (SD)
(n = 17^)
(n = 8^)
No CP
CP
4.63 (2.48)
10.13 (6.45)
35.71 (6.62)
54.00 (17.84)
5.65 (1.54)
8.90 (2.95)
5.12 (.49)
7.13 (3.14)
6.00 (3.43)
8.88 (7.57)
6.94 (3.11)
11.13 (4.94)
5.82 (.95)
9.75 (3.69)
6.18 (1.51)
8.25 (3.33)
1.65 (2.26)
6.63 (4.92)
.88 (1.27)
2.63 (2.26)
.12 (.33)
1.63 (2.07)
.12 (.49)
1.25 (1.04)
.53 (1.07)
1.13 (1.13)

pª
.06†
.006**
.03*
.03*
.02*
.008**
.009**
.29
.004**
.03*
.02*
.003**
.11

EPNDS
CTQ total
Physical abuse
Physical neglect
Sexual abuse
Emotional abuse
Emotional neglect
Social desirability
ZAN-BPD total
Affective
Cognitive
Impulsivity
Relationships
NDKQ total
% Correct
76.30 (8.97)
66.07 (13.87)
.20
% Incorrect
12.44 (9.03)
16.79 (10.18)
.46
% Unsure
11.26 (9.23)
17.14 (5.51)
.18
Reflective capacity
Antenatal RF (T1)
5.06 (.97)
4.50 (1.31)
.60
Postnatal RF (T2)
4.64 (1.15)
5.33 (.58)
.66
Emotional availability
M sensitivity
5.43 (.47)
5.33 (.58)
.28
M structuring
5.21 (1.03)
6.00 (.50)
.46
M non-intrusiveness
6.36 (.23)
6.50 (.00)
.36
M non-hostility
6.93 (.18)
7.00 (.00)
.64
C responsiveness
5.14 (.53)
5.17 (.76)
.22
C involvement
4.46 (.54)
4.50 (.50)
.21
No. Psychosocial
2.24 (2.6)
8.25 (2.6)
<.001**
Note.^ = n is reduced for postnatal reflective capacity and emotional availability scales
(measured at Time 2); ª = Mann-Whitney-U p-value; † = p < .1; * = p < .05; ** = p <
.01; EPNDS = Edinburgh Postnatal Depression Scale; CTQ = Childhood Trauma total
score; ZAN-BPD = Zanarini Rating Scale for Borderline Personality Disorder total
score; NDKQ = Newborn Developmental Knowledge Questionnaire; RF = Reflective
functioning; M = Maternal; C = Child; No. Psychosocial = Number of psychosocial
stressors as measured by the psychosocial assessment.
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Table 7
Univariate Predictors of Child Protection Involvement Using Logistic Regression
Nagelkerke R²
B
S.E
Odds Ratio
95% CI
p
Living with father of baby
.33
2.53
2.52
12.50
1.60 – 97.65
.009**
Education
.33
2.53
1.05
12.50
1.60 – 97.65
.009**
Relationship
.21
2.02
1.03
7.50
.99 – 56.78
.04*
ZAN-BPD impulsivity
.46
1.96
.83
7.12
1.39 – 36.53
.019*
ZAN-BPD cognitive
.43
1.92
.96
6.82
1.03 – 45.14
.002**
CTQ emotional neglect
.58
1.03
.50
2.80
1.06 – 7.41
<.001**
No. psychosocial stressors
.69
.74
.30
2.09
1.17 – 3.73
.01*
ZAN-BPD total
.51
.61
.25
1.85
1.26 – 3.04
.001**
CTQ physical abuse
.43
.59
.24
1.80
1.14 – 2.86
.013*
EPNDS
.39
.33
.17
1.40
1.01 – 1.94
.005**
CTQ emotional abuse
.28
.27
.13
1.30
1.01 – 1.68
.04*
Total CTQ
.48
.134
.06
1.14
1.02 – 1.28
.001**
Illicit drug use
.38
-2.64
1.04
0.07
.01 –.54
.005**
Mental health history
.38
-2.82
1.19
0.06
.01 –.62
.005**
Forensic charges
.47
-3.18
1.26
0.04
.004 –.49
.003**
OST
.53
-3.49
1.24
0.03
2.85 – 372.14
.001**
Note. Β = logistic regression co-efficient; S.E = Standard Error; CI = Confidence Interval; ZAN-BPD impulsivity = Zanarini Rating Scale for
Borderline Personality Disorder impulsivity subscale; ZAN-BPD cognitive = Zanarini Rating Scale for Borderline Personality Disorder cognitive
disturbance subscale; CTQ emotional neglect = Childhood Trauma Questionnaire emotional neglect subscale; No. psychosocial stressors =
Number of psychosocial stressors as measured by the psychosocial assessment; ZAN-BPD total = Zanarini Rating Scale for Borderline
Personality Disorder total score; CTQ physical abuse = Childhood Trauma Questionnaire physical abuse subscale; EPNDS = Edinburgh
Postnatal Depression Scale; CTQ emotional abuse = Childhood Trauma Questionnaire emotional abuse subscale; Total CTQ = Childhood
Trauma Questionnaire total score; OST = Opiate Substitution Treatment.
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Discussion
The proposed study identified numerous risk factors among expectant mothers
in substance dependence treatment. It was hypothesised that substance dependent
women in treatment would experience higher rates of psychosocial stress, childhood
trauma, mental health symptoms and deficits in parenting capacity, compared to the
control group. Significant differences were detected for demographics, psychosocial
risk factors, trauma and mental health symptoms between ‘high-risk’ women and
controls. Parenting capacity, as measured by reflective functioning assessments and
emotional availability observations, did not differ between the groups as anticipated.
However, parenting capacity defined by child protection involvement was significantly
different between the groups.
Differences between the ‘high-risk’ and ‘control’ groups. As expected,
pregnant women with substance use problems were more likely to be single, less
educated and residing in poorer accommodation (public housing or homeless) than the
‘control’ group. Women in opiate substitution programs experienced significantly more
psychosocial problems, at almost six times the rate of the ‘control’ group. In a study
that focused on stress and parenting, Suchman (2001) found that stress mediated 69% of
the variance between sociodemographic risk and maladaptive parenting. In the current
study, as hypothesised, women in OST had a high prevalence of other illicit drug use,
mental health disorders and forensic history compared to controls. Similarly to previous
research, they also experienced more childhood trauma and domestic abuse than their
counterparts (Grella, et al., 2006; Lyons-Ruth & Block, 1998; Mayes & Truman, 2002).
The results of the current study indicate that ‘high-risk’ women in this sample
possess RF abilities akin to that of the control group. Contrary to anticipation, there
were no statistically significant differences of RF or EA scores between the groups.
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However, despite demonstrating definite evidence of RF and EA, the majority of
women in the ‘high-risk’ group became embroiled in the child protection system,
implying that the welfare risks are due to other factors. Although, Pajulo (2006)
acknowledged that there was minimal research providing evidence that reflective
abilities among problematic substance users is generally low (Levy, Truman & Mayes,
2001 as cited in Suchman, 2005; Suchman et al., 2004; Truman, Levy & Mayes, 2004
as cited in Pajulo et al., 2006). The RF results in the current study raised a number of
issues, given that so many women at risk became further involved in the child
protection system. Reflective functioning cannot be supported as a reliable predictive
measure of long-term parenting ability. Nevertheless, the equality of the RF measures
between the groups indicated that the ‘high-risk’ women were equally able to generate
the ‘mental model’ of their baby’s needs. The question then arises as to what interferes
with this ability and/or changes or supersedes it. Research supports that the likely
answer is in the psychosocial stress under which these women live (Appleyard, et al.,
2005; Epstein, 2001; Nair, et al., 1997; NSW Department of Community Services,
2007; Price-Robertson & Bromfield, 2011; White & Walsh, 2006a, 2006b). The lack of
differences between groups may be attributable to the lack of sensitivity of the
measures. Also, Slade (2005) notes that coding and scoring of RF measures is impacted
by the developmental stage of young infants. Namely, she highlights the ease in
understanding the mental states of toddlers compared to the near impossibility of
understanding the mental states of young infants.
Reflective functioning. The study also aimed to assess the validity of the
Pregnancy Interview (Slade, 2007a) among women exposed to multiple risks.
Antenatal RF was significantly negatively correlated with depression and impulsivity.
Condon and Corkindale (1997) also found that depression had a significant impact on

IMPROVING ANTENATAL RISK ASSESSMENT

69

antenatal reflective functioning and attachment. In the current study, it was also
hypothesised that antenatal RF would predict postnatal functioning, however, a
correlational analysis revealed an insignificant weak relationship between baseline and
follow-up. Subsequently, antenatal RF scores did not predict postnatal RF scores and
had no predictive value for child protection involvement. Upon investigation of the
scores an interesting trend between the groups was detected. The majority (47%) of
womens’ antenatal and postnatal RF scores remained unchanged. Despite the increases
(18%) and decreases (35%) within the sample from T1 to T2, the discrepancies were no
more than two points. Interestingly, 2/5 of women who completed T2 assessments in
the ‘high-risk’ group scores increased from T1 to T2. Whilst this result was obviously
impacted by only five women in the ‘high-risk’ group participating in T2, it shows that
high-risk parents have the capacity for improvement in RF and positive parenting. A
similar study by Theran and colleagues (2005) assessed the stability and changes of
maternal representation in pregnant women, finding that 62% of mothers RF categories
remained stable from the third trimester to follow up when their child was aged one.
They also found that changes were attributable to psychosocial and demographic
factors; however, such variables were not assessed at follow up during this study
(Theran, et al., 2005). Nevertheless, the stability of the construct itself is important, it
means either the measure is insensitive to small change or that the capacity it is
measuring is a stable phenomenon. In the current study, it is speculated that the women
in the ‘high-risk’ group that completed follow up assessments were engaged in intensive
parenting and clinical services, therefore, reducing the impact of psychosocial and
demographic risk factors and increasing postnatal RF abilities.
The concept of reflective functioning is complex and multifaceted. Only
recently, have we learned of the preliminary evidence of the two dimensional nature of
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RF – self and child mentalisation (Suchman, et al., 2010). Further studies of this nature
for antenatal RF will shed more light into the aetiology of child maltreatment prevention
and may have significant implications on the future of risk assessments.
Child protection involvement. The main aim of this perinatal research was to
assess a vast number of known predictors of risk, as well as determining the impact of
psychological concepts as potential indicators of child protection involvement. The
majority of women in the ‘high-risk’ group were investigated by child protection
agency whereas there were no women in the control group that had involvement with
child protection services. We would have liked to utilise the same metholodology as
Taplin and Mattick (2011) and compare the differences between women in OST only
(namely, those with and without child protection involvement) but our small sample
size limited the statistical analyses. Therefore, we were compelled to group all
participants by involvement or no involvement with child protection services.
It was hypothesised that lower levels of RF would mediate the relationship
between psychosocial risk factors and child protection involvement. This hypothesis
was not supported as RF was not significantly associated with any of the predicted
outcomes (stress or childhood trauma), including child protection involvement,
therefore the proposed mediation could not be evaluated. The differences between
those with and without (‘control’ group plus three ‘high-risk’ women) child protection
involvement detected many differences in demographic, psychosocial and outcome
variables. However, the differences between those with and without child protection
involvement were largely driven by the aforementioned differences between the ‘highrisk’ and ‘control’ group. Namely, parents that presented with risk factors such as
single parenting, low education attainment, housing instability, forensic charges, mental
health disorder and substance use were higher for those with child protection
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involvement compared to those without. The aforementioned risk factors are known
issues for families frequently reported to child protection services (NSW Government,
2011; Taplin & Mattick, 2011). Particularly, women who were involved in the child
protection system had higher levels of childhood trauma, psychological symptoms of
depression and BPD symptomatology than those who did not have any reported
concerns.
In a univariate regression analyses we found that ‘not living with the father of
the baby’ and a ‘low level of education’ were the two single biggest predictors of child
protection involvement at a rate of twelve and a half times more likely than those with
child protection involvement who were living with a father of the baby or had a higher
level of education. The subsequent predictive variables have also revealed that risks to
the child were increased if the mother reported symptoms of depression, BPD or
childhood trauma. Again, not surprisingly, illicit drug use, mental health issues and
current or past criminal charges or being engaged in substance dependent treatment
were also predictors of child protection involvement. The demographic predictors of
child protection involvement detected in the current study were comparable to those
evidenced by Taplin and Mattick (2011). These results highlight that it is the colinearity of individual and environmental factors that predict child protection
involvement rather than substance using problems alone. For instance, symptoms of
BPD, such as impulsivity, are known to have a significant impact on parenting
consistency and sensitivity (Newman, Stevenson, Bergman, & Boyce, 2007). The
current study found that childhood trauma was associated with borderline symptoms
which has also been substantiated in previous research (Banyard, et al., 2003; Main &
Hesse, 1990; Schechter, et al., 2008; Scher, et al., 2001). Mothers in this study, who
experienced emotional and physical maltreatment during their childhood and/or
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demonstrated symptoms of BPD, were also more likely to maltreat their child
(evidenced by substantiated concerns that the infant was at significant risk of harm) than
women who were involved with the child protection agency but had lower levels of
childhood trauma or BPD symptoms.
While we were unable to build a model of predictors due to the small sample
size (Hosmer & Lemeshow, 2000), further research into impulsive behaviour is
warranted. Particularly as previous research supports the link between impulsivity,
depression and disturbances in affect and cognitions (Fonagy, et al., 1995; Newman, et
al., 2007; Whiteside & Lynam, 2001; Zanarini, et al., 2003). The significant negative
correlation found between antenatal RF scores and impulsivity further supports that
women who have a lack of planning and difficulty anticipating consequences of their
behaviour are more likely to have a reduced understanding of their infant’s mental states
which can lead child protection concerns. Previous studies have also provided evidence
of the link between impulsivity and substance use disorders, which is particularly
pertinent in this investigation of substance dependent parents (Brain Injury Association
of Qld Inc, 2011). Moreover, impulsivity has also been linked to poor adaptive
functioning which may adversely impact on the transition to parenthood (Brain Injury
Association of Qld Inc, 2011).
Measuring impacts on child protection involvement. Child protection
involvement is stimulated mostly by professionals within government / non-government
bodies (health, education and/or police) or community members making reports to the
statutory agency based on observed or suspected concerns. Therefore, it may be that
psychological concepts will never truly predict child protection involvement as existing
parenting risk assessments in NSW often do not assess the severity or potential impact
of psychological symptoms, rather, they typically focus on demographic and
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psychosocial risk factors. Moreover, we did not include any psychometric measures of
protective factors, perceived support or resilience. A recent study found that women
abusing substances who had children remaining in their care had higher resilience and
more support than those who had children removed (Grant, et al., 2011).
Study limitations. The sample size in this study is a noteworthy
methodological shortcoming which was heavily impacted by the attrition rate (30.8%),
limiting the statistical power of the study. In addition, employment status or income
was not assessed which may have impacted the comparisons between the groups, as
research has shown that income significantly correlated with sensitive parenting (Fraser,
et al., 2010). Furthermore, the reason for the reported concern/s to the statutory agency
was not able to be obtained, so we cannot be sure why FACS became involved. Unlike
Taplin and Mattick (2011), we were not able to thoroughly assess the frequency or type
of substances abused by participants. In addition, the findings of the current study are
only generalisable to substance using women in treatment.
Future research. There continues to be a paucity of prenatal studies that assess
the efficacy of measures that predict child outcomes. Further research in high-risk
populations is required, especially due to the numerous reports of young infants
reported to child protection services for risk of significant harm (Fraser, et al., 2010).
Researchers must continue to work collaboratively with child protection services to
develop more accurate risk assessments to ensure the safety of unborn foetuses, infants
and children.
We have learnt from this study that a combination of factors are predictive of
child protection outcomes, however we do not yet understand which factors are
moderators or mediators and which factors combined are the most predictive of risk.
Future studies should also delve further into the noxious combination of factors that are
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most predictive of risk throughout the perinatal period. Assessing psychosocial risk
factors and their association with RF, EA and behavioural attachment (Goldberg,
Benoit, Blokland, & Madigan, 2003) will continue to reveal more information about
maternal antenatal attachment. The identified psychosocial risk factors for substance
dependent women in treatment is likely to be somewhat different for the other
subgroups of high-risk parents; therefore, studying diverse populations during the
antenatal period is warranted. The ongoing development of antenatal measures that
accurately identify at-risk parents (prior to postnatal harm), would not only have an
immense impact on the safety and wellbeing of infants, but would continue to be benefit
children throughout their lives, particularly if a positive early attachment relationship
could be harnessed.
Clinical implications. Improving the early identification of women who may
benefit from targeted clinical and parenting intervention may enhance RF during
pregnancy and reduce infants exposed to risk of harm (Reynolds, 2003; Slade et al.,
2006). While the current antenatal psychosocial assessment (Hunter New England
Health, 2005) is comprehensive and has success in determining the occurrence of
psychosocial factors, it is hoped that psychological screeners, particularly for
impulsivity, will be considered for inclusion to detect risk and identify women in need
of intervention.
Emerging perinatal and family services should aim to attend to both
infant/children and parents to address multiple risks to improve dyadic and relational
functioning. Effective care pathways, as termed by Callagahan and colleagues (2011),
strive to prevent child maltreatment by improving parental capacity and reduce the
impact of psychosocial stressors.
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Commencing intervention during pregnancy is beneficial as pregnant women are
often more motivated and willing to change previously resistant negative behaviours to
become better mothers (Miller, 2008). Therapies targeting RF have shown significant
capacity to improve the quality of relationships in mother-infant dyads (Sadler, Slade, &
Mayes, 2006; Slade, et al., 2006). Such therapies encourage the development of
reflection about children and enhance internal working models and sensitive parenting
practices, reducing the impact of the intergenerational transmission of parenting styles
and poor attachment (Fonagy & Target, 1998; Miller, 2008).
Many stressors within disadvantaged populations are not mutually exclusive.
It is known that the more risk factors a mother reveals prenatally (Putnam-Hornstein &
Needell, 2011), the more likely she is likely to require intervention. Budd and
colleagues (2001) reviewed child protection parenting capacity assessments of 190
families selected at random. Rarely, was the child’s relationship with the parent or the
parents care giving qualities assessed. The emphasis on the parent-child relationship is
acknowledged throughout the literature but it remains difficult to accurately assess.
Prevention oriented intervention for at-risk families would improve the wellbeing and
safety of children and foster healthy attachment relationships (Budd, 2001). Moreover,
prevention focused efforts would also result in substantial financial savings that are
associated with child protection investigations, costs of assessments and monitoring, out
of home placements as well as children placed under the guardianship of the minister
(Putnam-Hornstein & Needell, 2011).
This preliminary Australian study adds to important clinical information for
practicing clinicians and researchers working in the realm of high-risk parenting and
child protection.
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Extended Discussion
The current study identified numerous risk factors among expectant mothers in
substance treatment (‘high-risk’ group). It was hypothesised that ‘high-risk’ women
would experience higher rates of psychosocial risk factors (demographics, individual,
familial and environmental variables), childhood trauma, mental health symptoms and
deficits in parenting capacity, compared to the ‘control’ group. Significant differences
were detected for demographics, psychosocial risk factors, trauma and mental health
symptoms between ‘high-risk’ women and controls. Parenting capacity, as measured by
reflective functioning (RF) assessments and emotional availability (EA) observations,
did not differ between the groups as anticipated. However, parenting capacity defined
by child protection involvement was significantly different between the groups.
Differences between the ‘high-risk’ and ‘control’ group. As expected,
pregnant women in opiate substitution treatment (OST) were more likely to be single,
less educated and residing in poorer accommodation (public housing or homeless) than
the ‘control’ group. ‘High-risk’ women also had a higher prevalence of illicit drug use,
mental health disorders and forensic history, compared to controls. Similarly to
previous research, women in the ‘high-risk’ group also experienced more childhood
trauma and domestic abuse than their counterparts (Grella, et al., 2006; Lyons-Ruth &
Block, 1998; Mayes & Truman, 2002). Women in opiate substitution programs
experienced significantly more psychosocial risk factors, at almost six times the rate of
the ‘control’ group. In a study that focused on stress and parenting, Suchman (2001)
found that stress mediated 69% of the variance between sociodemographic risk and
maladaptive parenting.
In the current study, it was also expected that alcohol use, domestic violence,
physical abuse, feeling frightened by a partner and having emotional and practical
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support would be significant factors within the ‘high-risk’ population, compared to
‘controls’. Whilst ‘high-risk’ expectant women experienced more hardship in across
these domains, between group differences were not statistically significant. Further,
there were also no significant differences between the groups for self-reported child
protection involvement as recorded during the first presentation to antenatal care.
However, women may not have had any child protection concerns raised prior to their
first antenatal appointment or been aware of such reports. Nevertheless, primipara
women in the ‘high-risk’ group were significantly more likely to have a child living
away from home, due to Community Services taking over parental responsibility.
It is possible that psychosocial information obtained during the first antenatal
appointment was impacted upon by trust and rapport with midwives. For example,
women may have been unlikely to disclose information that could inadvertently place
their parenting under additional scrutiny. Furthermore, psychosocial assessments could
characteristically induce socially desirable responses, particularly for women in the
‘high-risk’ group who often already feel inadequately prepared for motherhood
(Rosenbaum, 1979; Theran, et al., 2005). To make this point more explicit, no
significant difference was detected between the ‘high-risk’ and ‘control’ group for the
psychosocial question pertaining to depression or anxiety in the antenatal appointment,
yet the highly validated Edinburgh Postnatal Depression Scale (EDPNS; Cox et al.,
1987) completed at the very same appointment did reveal a significant difference
between the groups. Notwithstanding this finding, psychosocial assessments are a
proactive method of obtaining important prenatal information that detects women in
need of specialist maternal and antenatal services (Matthey, et al., 2004).
Pregnant mothers on OST had higher rates of childhood trauma, depression and
also experienced more symptoms of borderline personality disorder than controls. Self-
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reported physical neglect (as measured by the Childhood Trauma Questionnaire [CTQ]
subscale; Bernstein & Fink, 1998) and difficulties in sustaining relationships as
measured by the Zanarini Scale for Borderline Personality Disorder (ZAN-BPD;
Zanarini et al., 2003) were both higher among ‘high-risk’ women, but did not
significantly differ between the groups. Moreover, the ‘high-risk’ group knew less
about newborn development; however, this difference was also non-significant. Velez
(2004) proposed that a lack of newborn developmental knowledge could not be directly
attributed to substance use and was attributable to other psychosocial factors. In spite of
some non-significant statistical findings in the current study, there were unmistakeable
statistically significant distinctions for demographic, psychosocial and psychological
risk factors between the groups.
Contrary to predictions, the results for RF and EA were comparable across both
the ‘high-risk’ and ‘control’ group. Positively, the results of the current study convey
that ‘high-risk’ women in this sample possess RF abilities akin to that of the ‘control’
group. The reflective capacity scores only ranged between a score of three (low RF) to
six (moderate RF) across both groups. Whilst the results are a true depiction of this
sample, it is likely that they are not a true representation of a broader population of
pregnant women with substance abuse problems that are not engaged in treatment.
Substance dependent women not engaged in treatment often have more psychosocial
risk factors and may have a reduced capacity to improve their own and their child’s
quality of life (Zilberman & Blume, 2005). Pajulo (2006), however, acknowledged that
there is minimal research providing evidence of low RF ability among problematic
substance users (Levy, Truman & Mayes, 2001 as cited in Suchman, 2005; Suchman et
al., 2004; Truman, Levy & Mayes, 2004 as cited in Pajulo et al., 2006). The
unanticipated RF findings in the current study raised a number of questions and as such,
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the interpretation needs to be undertaken with caution. Since so many women at risk
eventually became involved in the child protection system, the RF measure alone cannot
be supported as a reliable predictive measure of long-term parenting ability.
Nevertheless, the likeness of the results between the groups indicated that ‘high-risk’
women were equally able to generate a ‘mental model’ of their baby’s needs. The
question then arises as to what factors interfere with RF stability; it is likely that the
psychosocial risks and stress that high-risk mothers often experience may be responsible
(Appleyard, et al., 2005; Epstein, 2001; Nair, et al., 1997; NSW Department of
Community Services, 2007; Price-Robertson & Bromfield, 2011; White & Walsh,
2006a, 2006b). However, there is a paucity of research that explains why RF is
fluctuant or how it may change or be superseded by psychosocial risk factors such as
single parenting, unstable housing or mood (Theran, et al., 2005).
Leigh (2011) suggests that the capacity for mentalisation naturally fluctuates and
is greatly impacted by emotional arousal, such as stress, mental health disorders or
substance induced symptoms. The high prevalence of these issues within the ‘high-risk’
group may have affected RF and maternal behaviour toward infants at some stage
during Time 1 (T1) and Time 2 (T2). Specifically, at times women may have become
mentally unwell or relapsed to substance using which could have resulted in a lack of
insight and parental reflectivity. This would have likely limited their capacity to attend
to their own (and others) states of mind and impacted upon ‘good enough’ parenting.
Despite demonstrating definite evidence of reflective function antenatally, the majority
of women in the ‘high-risk’ group became embroiled in the child protection system,
resulting in involuntary loss of custody and out of home care or significant monitoring
and/or referrals for intervention.
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The previously mentioned finding of no statistically significant difference in EA
between groups in the current study is interesting, and while not expected, is supported
by prior research. One study (Tronick, 2005 as cited in Salo, 2009) also did not find
any differences in EA whereas another found that women who had experienced trauma
scored significantly lower on only on instrusiveness subscale (Moehler, et al., 2007). In
yet another recent study on EA of mothers engaged in substance dependence treatment,
the researchers expected that mothers with substance use problems would score
significantly lower than income matched controls. However, they found that only the
maternal sensitivity scale differed between the groups (Fraser, et al., 2010). The EA
findings within this sample indicate the equivalence of mentalising abilities of the two
groups to which Fraser and colleagues (2010) attribute to the matched low
socioeconomic status (SES) between the groups. The current study did not record
income as a measure of socioeconomic stability. The socioeconomic interpretation
could explain the present EA findings, although the large disparity in other demographic
measures would perhaps argue against this. Despite the comparable results, Fraser et al.
(2010) utilised an earlier version of the EA scales (2nd Version) which categorised
interactions into non-optimal, moderate or optimal EA; we have used a more recent,
reliable and superior scoring system to Fraser et al’s (2010; Biringen, 2008).
Reflective functioning. The study also aimed to assess the validity of the
Pregnancy Interview (Slade, 2007a) among women exposed to multiple risks. Overall,
antenatal capacity scores were higher compared to postnatal scores and higher for
primipara women which was also supported by Condon and Corkindale (1997).
Antenatal RF was significantly negatively correlated with depression and impulsivity,
providing further evidence of the validity of the measure. Condon and Corkindale
(1997) also found that depression had a significant impact on antenatal reflective
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functioning and attachment. In the current study, it was hypothesised that antenatal RF
would predict postnatal functioning, however, a correlational analysis revealed an
insignificant weak relationship between baseline and follow-up, subsequently; antenatal
RF scores did not predict postnatal RF scores. Upon investigation of the scores, an
interesting trend between the groups was detected. The ‘control’ population had less
variability and scored higher in their antenatal RF scores compared to the ‘high-risk’
group, however, this was not sustained at postnatal follow up. Postnatally, the ‘highrisk’ group had less variability in their RF scores and scored higher than the ‘control’
group, however, this was heavily impacted by attrition in the ‘high-risk’ group. The
majority (47%) of women’s antenatal and postnatal RF scores remained unchanged.
Despite the increases (18%) and decreases (35%) within the sample from T1 to T2, the
discrepancies were no more than two points. Interestingly, 2/5 of women who followed
up in the ‘high-risk’ group RF scores increased from T1 to T2. Whilst this result was
obviously impacted by only five women in the ‘high-risk’ group participating in T2, it
imparts optimism for attachment in high-risk parenting. The rationale for changes in
RF from T1 to T2 is only speculative. The ‘high-risk’ group was likely to have other
services involved over the perinatal period which could be one possible explanation for
the increase in their scores.
As noted earlier, Theran and colleagues (2005) assessed the stability and
changes of maternal representation in pregnant women and found that 62% of mothers
RF categories remained stable from the third trimester to follow up when their child was
aged one. They utilised the Working Model of the Child Interview (WMCI; Zeanah &
Benoit, 1995) to measure RF by categorising representations into either balanced or
non-balanced within the domestic violence and community sample. The reliability of
the measure is particularly important as it is considered that the assessment tool has the
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sensitivity to detect change in assessing the stability of RF. They found that women
who went from a balanced category to a non-balanced category were more likely to be
single, had a low income and experienced DV during pregnancy (Theran, et al., 2005).
Women who improved their reflective capacity also had fewer depressive symptoms,
had a higher income at T1 and were more likely to be with the same partner.
Unfortunately, they did not assess any other factors (such as housing, mental health,
substance use) so it was not possible to determine the impact of other risk factors.
These results are difficult to compare to the current study given the dissimilar rating
systems as the PDI is continuous whereas the WMCI is categorical. In addition, the
current study assessed numerous environmental and psychosocial risk factors; however,
they were not assessed at follow up. The current study did not control for or record
those women who were linked with any antenatal or postnatal clinical services and
therefore, we can only hypothesise that this would have a positive impact on RF based
on previous research on attachment based parenting and support (Biringen, 2011;
Cicchetti, et al., 2006; Miller, 2008; Moss et al., 2011; Suchman, et al., 2008; Suchman,
et al., 2004; Van Ijzendoorn, et al., 1995). Moreover, as suggested in previous research,
mothers who scored lower on RF and then showed improvements at follow up may not
have been prepared for motherhood but grew into their parenting role (Theran, et al.,
2005) resulting in a natural increase in scores. Taking Stern’s suppositions into
account, this may be particularly pertinent to the high-risk group as women often begin
pregnancy unprepared (Stern, et al., 1998).
There is a large body of evidence detailing the poor parenting typically
experienced in childhood, by women that go on to have substance use problems later in
life (Callaghan, et al., 2011; Grant, et al., 2011; Lussier, Laventure, & Karine, 2010;
Mayes & Truman, 2002; Nair, et al., 1997; Suchman, et al., 2006). The majority of
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women in this sample however, discussed having a positive and nurturing relationship
with at least one of their parents or caregivers. Much literature addressing attachment
and parenting also asserts that parents care for their own children based on the way that
they were cared for by their parents. Therefore based on this premise, it would be
expected that women would have adequate RF abilities (Grienenberger, et al., 2005;
Slade, 2000, 2005, 2007b; Slade, Grienenberger, et al., 2005; Van Ijzendoorn, et al.,
1995). Namely, if they perceived their own parent as being emotionally available and
supportive, they too are likely to have a representational model for these crucial
qualities necessary for effective parenting and infant bonding (Biringen & Robinson,
1991; Grienenberger, et al., 2005; Moehler, et al., 2007; Salo, et al., 2009; Slade, 2000,
2005, 2007b; Slade, Grienenberger, et al., 2005; Van Ijzendoorn, et al., 1995; Ziv, et al.,
2000).
Research supports the attachment theory presupposition that parents who
maltreat their children display less positive emotional behaviour toward them (Cassidy
& Mohr, 2001). This was not supported in the current study as ‘high-risk’ women
scored higher in the EA scales than controls, yet perplexingly, they were reported for
placing their children at significant risk of harm. The RF and EA measures may not be
sensitive enough to identify nuances of difference between the mothers, sufficient to
render predictive distinctions. Despite the several limitations with using the scales, the
results of the current study are not unexpected once the RF score is considered. Namely
EA has previously been as established as contingent upon RF, so if one has
demonstrated definite mentalising abilities it would be expected that they would also
score highly on EA constructs (Meins, 1999; Moss, et al., 2011; Pipp-Siegal, 1998; Van
Ijzendoorn, et al., 1995; Ziv, et al., 2000). Interestingly, this was the case in the present
study yet the RF and EA were not significantly correlated.
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Measurement of relational concepts. Despite the focus on RF over the past
decade, the measurement and validity of RF during pregnancy requires refinement. A
study in 2008 provided evidence that the Pregnancy Interview (PI; Slade, 2007a) was
valid, however, the measure has not yet been converged with other known reliable
measures of attachment or RF (Miller, 2008). It is not known if pregnancy and
postnatal reflective functioning interviews are measuring exactly the same construct, in
the same way, with the same scoring method (Miller, 2008). For example, there could
be a difference in the way in which women think about and discuss their unborn baby
stemming from reverie, hopes and speculations compared to more concrete real-life
interactions and observations after the baby is born (Miller, 2008). Naturally, as the
parental relationship progresses over time and the infant develops, the parent has more
interactions to draw on when mentalising (Slade, 2005).
The RF scoring system is an 11-point scale with the majority of the scores
typically clustered in the middle, around a moderate score of 5. Scoring at the
extremely low and high end of the RF spectrum is rare (Slade, 2005). Whilst it has been
established that low socioeconomic groups generally score lower than middle class
populations, it is statistically difficult to discriminate between differences hovering
around two points, particularly within a small sample. Furthermore, whilst true changes
in mentalising capacity could have occurred (some mothers may have made gains in RF
or experienced difficulty reflecting on particular areas of their relationship) the scoring
system only allows for the awarding of an overall score. Another limiting factor of
measuring relational concepts, such as RF and EA, is that whilst the numerous blind
raters for this study reached inter-rater reliability on the attachment measures, there will
continue to be an element of subjectivity to scoring.
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Leigh (2011) believes that we develop mentalisation abilities during the first
years of our lives but little is known about the development of parenting selfrepresentation in high-risk groups and whether RF is a facilitation factor in this.
Winnicott describes the normative process of development of maternal preoccupation
but this may be disrupted by substance abuse (1965; as cited in Daniel, 2000).
Moreover, we do not yet know if parental reflective thinking develops linearly or
exponentially. It is thought women in their third trimester have an internal
representation of their child but it is not certain whether the antenatal and postnatal
interviews adequately access a developed or developing representation of their
unborn/infant. In addition, it is not clear what relevance changes in RF have, and
particularly the significant of one point changes. Namely, should RF remain stable
across time or are variations (of a point or two) expected? The longevity of sustained
increases or decreases in RF related to infant risk and safety remains unexplained.
Alternatively, it could also be possible that there is a reduction in RF when the parent is
getting to know the child in the early months of their relationship. Slade (2005)
believes that coding and scoring of RF measures is impacted by the developmental stage
of young infants, she highlights the ease in understanding the mental states of toddlers
compared to the near impossibility of understanding young infants.
The concept of reflective functioning is complex and multifaceted. Only
recently, have we learned of the preliminary evidence for reflective capacity’s two
dimensional nature (Suchman, et al., 2010). As mentioned earlier, Suchman and
colleagues (2010) RF factor analysis study found that women who had increased
maternal self-mentalisation, that is, the parents who were better at understanding their
own difficult emotions resulted in improvements in communication, affection and play
during interactions and were more likely to ensure their child’s safety. Whilst this is
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still an area requiring more research, it is particularly important to review in relation to
child protection matters as it may be the distinct mentalisation of the self versus
mentalisaton about the child rather than overall RF scores that is more sensitive in
detecting distinctions and predicting risk. Based on Suchman’s (2010) findings it would
be expected that women with low self mentalisation capabilities are more likely to have
child protection involvement. Moreover, the disparate types of mentalisation,
particularly with reference to the self, could be related to cognitive disturbance in
women with borderline personality disorder symptoms. Contrary to Suchman’s (2010)
analysis, another study utilising a reflective functioning self-report scale, discovered
three RF factors, defensive/distorted, developmental RF and the awareness of mental
states (Meehan, et al., 2009). These authors suggest that a single score or a single
measure of parental reflective functioning does not sufficiently encapsulate the
complexity of RF (Meehan, et al., 2009). Further studies assessing RF, in particular
antenatal RF, may add value to understanding the aetiology of child maltreatment in
combination with other psychosocial risk factors.
Methodological limitations for measuring mentalisation will continue to exist
due to the complex nature of scoring articulated internal thought processes. Despite the
difficulty in assessing mentalisation, attachment and relational concepts, researchers and
clinicians continue to seek measures (combinations of physiological, psychological and
social variables and their interactions) that constitute ‘good enough’ parenting. As
suggested by Suchman and colleagues (2010), the ongoing refinement of measures of
reflective functioning will continue to uncover and discover more about the trajectory of
parental reflective capacity. Likewise, it is anticipated that the success of parenting
interventions as measured by RF will contribute further to the mechanisms of complex
high-risk dyadic relationships (Suchman, et al., 2010).
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Further research is required to determine the optimal length of time between
assessing RF test-retest (using the PI and PDI). The timeframe used in this sample may
have been too soon given the short length of time between baseline and postnatal
follow-up. Future studies should focus on longitudinal assessments of the trajectory of
RF commencing in the antenatal period, as most reflective capacity studies to date are
cross-sectional. It has been well established that maternal RF assessed around the
infants first birthday correlates with infant attachment and development (Bouchard, et
al., 2008; Grienenberger, et al., 2005; Jenkins & Williams, 2008b; Leigh, 2011; Slade,
2005; Slade, et al., 2006). Prospective research must investigate these same outcomes
to validate antenatal reflective functioning, particularly its significance in outcomes for
high-risk populations.
Similarly to the limitations of RF scoring, the EA scales only have a seven point
scale, making the scoring sensitivity/specificity difficult to accurately determine.
Unfortunately, scoring EA is susceptible to all the same complexities described for
scoring of RF measures. In particular, an increase (or decrease) of even one point on a
parent scale, such as sensitivity, may not look particularly different upon observation of
the parents EA, though a slight increase for the parent can markedly improve the infant
or childs involvement and responsiveness (Biringen, 2011). What is more, scoring EA
relies on having full view of the parent and child’s face and being able to view the
dyadic body language and expressions. The technical difficulties associated with
videotaping interactions may result in the dyad going out of camera view. In addition,
mothers often feel uncomfortable interacting in front of the camera and are more
withdrawn and subdued particularly in such a short timeframe. If the time frames in the
current study were longer, it may have been likely that we would start to see a shift to
parenting ‘as usual’ as opposed to capturing the parents engaging in their very best
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parenting as they are aware that they are being videoed for assessment purposes.
Another impacting factor is that EA scales are typically used in assessing older infants
and most of these children were only three months old and at this age are
developmentally predisposed to seek interaction making it difficult to truly capture
relational dysfunction, maternal intrusiveness and infant involvement (Fraser, et al.,
2010), in only 15 minutes of footage (Biringen, 2005). Young infants are predisposed
to engage in proximity seeking behaviours, therefore, video evaluations of mothers with
their young infants may not accurately portray inconsistencies (measured by the child
involvement or responsiveness EA scales) that may be clearer if the infant was older. A
recent meta-analysis of observed EA, found that more accurate representations of
maltreatment became evident when mother-child dyads were observed for longer
periods (at least an hour), which was particularly applicable for children under age five
(Wilson, Rack, Shi, & Norris, 2008). The meta-analysis also noted that ‘usual’
parenting behaviour was more likely in the home setting versus a clinical setting
(Wilson, et al., 2008) which may have impacted the EA scores of the current study.
Predictors of child protection involvement. The main aim of this perinatal
research was to improve parenting risk assessment, encompassing a vast number of
known predictors of risk as well as determining the impact of psychological concepts as
potential indicators of child protection involvement. We would have liked to employ
the same metholodology as Taplin and Mattick (2011) and compare the differences
between ‘high-risk’ women in treatment only (namely, those with and without child
protection involvement) but our small sample size limited the statistical analyses.
Despite this, we did compare the differences of those in the ‘high-risk’ group who had
child protection service involvement with those in the ‘high-risk’ group who did not
(see Appendix B). Whilst the small size precluded any detection of significant findings
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within the group, like Taplin and Mattick’s (2011) findings, it appeared that those who
did not have any child protection involvement experienced less psychosocial risk factors
and fewer mental health symptoms. Based on our original hypotheses and statistical
power, we were compelled to group participants by involvement or no involvement with
child protection services.
Differences in demographic, psychosocial and outcome variables were detected
between the women who had child protection involvement compared to those without
child protection involvement (comprised of participants from both the ‘control’ and
‘high-risk’ group). However, given that only three women in the ‘high-risk’ group did
not have any child protection involvement the differences between those involved or not
involved with child protection were largely driven by the disparities between the ‘highrisk’ and ‘control’ group. Namely, parents that presented with risk factors such as
single parenting, low educational attainment, housing instability, forensic charges,
mental health disorder and substance use were higher for those with child protection
involvement compared to those without involvement. The aforementioned risk factors
are known risks for families frequently reported to child protection services (NSW
Government, 2011; Taplin & Mattick, 2011). In addition, as we anticipated, women
who had previous parenting capacity concerns (resulting in a child being removed from
care) were also significantly more likely in women with child protection concerns; these
results were also replicated by Taplin and Mattick (2011). Moreover, in the current
study, use of illicit and prescribed substances during pregnancy was also linked with
child protection action of mothers identified as having infant safety concerns, compared
to those without. Women who were involved in the child protection system had higher
levels of childhood trauma, psychological symptoms of depression and borderline
personality disorder symptomatology than those who did not have any reported child
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welfare concerns. Taplin and Mattick (2011) also found a higher prevalence of mental
health concerns and substance use problems for women who had reported child
protection concerns compared with those who were not involved with the statutory
agency (Taplin & Mattick, 2011). There was no significant difference detected for
newborn developmental knowledge between the groups, however, pregnant women who
were involved with child protection services scored considerably lower than those
without child protection involvement. This is not surprising given that if a parent does
not understand their infant developmental needs developmental, they are likely to have
difficulty meeting those needs, which could result in maltreatment (Main, 1991; Velez,
et al., 2004).
The number of psychosocial risk factors for women with child protection
involvement was also significantly higher than those without child protection
involvement. In the current study, the ‘high-risk’ group had an average approximately
eight risk factors identified during the antenatal period. Putnam-Hornstein and Needell
(2011) found that families experiencing seven or more risk factors – from a birth cohort
study (maternal age, health care, race, birth number and so on) had an 89% chance of
being reported to child protective services by the child’s fifth birthday. However, the
birth cohort study is American, as such, the differences in child safety reporting systems
may not be comparable to the Australian population. The authors also noted that the
strongest risk factors were present prior to birth (Putnam-Hornstein & Needell, 2011),
further emphasising the need for improved antenatal risk assessments and referral to
prenatal intervention.
In the current study, contrary to expectations, antenatal and postnatal reflective
functioning scores or EA results were not significantly different between women with
or without child protection involvement. It was also anticipated that lower scores of RF

IMPROVING ANTENATAL RISK ASSESSMENT

91

would mediate the relationship between psychosocial stress, trauma and mental health
with child protection outcomes. However, given that antenatal RF was only related to
depression and impulsivity, and did not significantly correlate with any of the other
predicted outcomes (stress or childhood trauma), the proposed mediation with child
protection outcomes could not be evaluated. However, other antenatal predictors were
significantly associated with child protection involvement were assessed for their
predictive value.
In a univariate regression analyses, ‘not living with the father of the baby’ and a
‘low level of education’ were found to be the two single biggest predictors of child
protection involvement at a rate of twelve and a half times more likely than women who
did live with the father of the baby or had a higher level of education. Interestingly, not
living with the father of the baby was a stronger predictor than relationship status.
Namely, it is speculated that this may be due to a father’s incarceration (anecdotally
reported throughout the current study), domestic violence, not knowing who the father
may be, relationship issues and so on. The absence of a father may result in stress,
financial hardship and lack of support. Moreover, not living with the father of the baby
may also mean that the woman is single. Whilst a mother may gain support from others
it is widely accepted that single parenting places a significant amount of stress on
parenting. Single parenting increased the chance of child protection involvement for
women on OST by over seven times, compared to women in relationships. However,
single parenting is known to be associated by many other disadvantaging risk factors
(Banyard, et al., 2003; Matthey, et al., 2004; Nair, et al., 1997).
The subsequent predictive variables also revealed that risks to the child were
increased if the mother reported symptoms of depression, borderline personality
disorder or childhood trauma. Again, not surprisingly, illicit drug use, mental health
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issues and current or past criminal charges were also predictors that escalated risk.
Moreover, being in treatment for heroin dependence was surpassed by the other
predictors. This provides further evidence that being in treatment for substance
dependence does not equate to child protection involvement, which has also been
supported by other large national and international studies (Gilchrist & Taylor, 2009;
Grella, et al., 2006; Nair, et al., 1997; Taplin & Mattick, 2011). Rather, it is often the
presence of other individual and environmental factors that influence statutory
involvement. For instance, Taplin and Mattick (2011) found that the strongest
predictors of child protection service involvement was not substance related, rather it
was impacted by the number of children a mother had, if she was taking psychiatric
mediation and had limited parental support. Depression has also been found by others
to be a significant predictor of children in out of home care (Nair, et al., 1997). Few
studies have focused on the specific impact of borderline personality disorder, despite
the high prevalence among high-risk parents and the impact of symptoms on consistent
parenting (Newman, et al., 2007; Ross et al., 2005; Shand, Degenhardt, Slade, &
Nelson, 2011). Research also acknowledges the prevalence of childhood trauma among
substance using populations, therefore, in the current study it was expected and
confirmed that emotional and physical maltreatment during childhood also predicted
statutory involvement (Banyard, et al., 2003; Bernstein & Fink, 1998; Cassidy & Mohr,
2001; Lyons-Ruth & Block, 1998; Scher, et al., 2001).
The multivariate model of predictors was undertaken to better enhance our
understanding of the combination of risk factors leading to child protection involvement
(see Appendix B). We found that ‘not living with the father of the baby’ coupled with
childhood trauma, borderline symptoms, depression or education explained a significant
amount of variance leading to child protection involvement. Of all potential models,
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based on statistical findings, theory and past research the model explaining the most
variance with low errors and high odds-ratio was ‘not living with the father of the baby’
and ‘impulsivity’. Taplin and Mattick (2011) also found that substance dependent
women living without a partner was also associated with a higher rate of child
protection involvement than those who did not have reported child protection concerns.
Furthermore, in the current study, the presence of impulsivity and not living with the
support of the infants’ father predicted the highest likelihood of child protection
involvement, over the other combinations of risk factors, such as experience of trauma,
mental health or a poor education. Several studies have noted that women with
substance use problems have a high prevalence of borderline personality disorder, and
thus, likely symptoms of impulsivity, increasing the prospect of involvement with the
child protection system (Ross, et al., 2005; Shand, et al., 2011).
The measure of impulsivity stood out as a large driver of the total score for
Zanarini Scale for Borderline Personality Disorder (ZAN-BPD) and hence was favoured
alone as a better model. In addition, the strong correlation between borderline
symptoms and childhood trauma also inform us that affect, cognitive or relationship
disturbances, as well as impulsive behaviours are also associated with a history of abuse
(Banyard, et al., 2003; Bernstein & Fink, 1998; Fonagy, et al., 1995; Newman, et al.,
2007). The ‘not living with the father of the baby’ and ‘impulsivity’ model was also
favoured over others as impulsivity was not based on historical factors like education,
forensics or childhood trauma, rather on current and daily behaviours. To add to this,
our study found that impulsivity significantly correlated with depression as well as,
disturbances in affect and cognition. A significant negative correlation was also found
between antenatal RF scores and impulsivity further supporting the impact of impulsive
traits such as lack of planning ability and difficulty understanding and anticipating the
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future. Interestingly, impulsivity has been found to be a marker for substance use and
other high-risk and inappropriate social behaviours such as crime, domestic violence
and promiscuity (Brain Injury Association of Qld Inc, 2011; Ward, Mattick, & Hall,
1998; Whiteside & Lynam, 2001). Moreover, impulsivity has also been linked to
difficulties with adaptive functioning (Brain Injury Association of Qld Inc, 2011) which
may adversely impact on the transition to parenthood. Newman (2007) posits that
women with borderline personality symptoms, such as impetuous, irresponsible and
reckless behaviour, are less sensitive parents which further supports the need for future
research into impulsivity. Future studies could also review the recent theories of the
three and five factor models of impulsivity (Cyders & Smith, 2008; Whiteside &
Lynam, 2001) and how this impacts on parenting and child maltreatment. Whilst these
findings are clinically interesting, they must be interpreted with caution given the
instability of the parameters for regression modelling with a small sample.
The excluded participant in this study was a mother from the ‘control’ group
who scored very low in reflective capacity both antenatally and postnatally and her EA
scores were also very low. She admitted to a history of involvement with community
services as well as past heavy use of substances, childhood trauma as well as identifying
several psychosocial issues. Inexplicably, she did not have any reported child
protection concerns during the perinatal period for her second child (subject of current
study). Based on the information obtained, a child protection report was made by the
interviewer as the ongoing reciprocity and observed interactions placed her child at risk
of attachment difficulties (psychological abuse). This mother also was not living with
the father of her child and scored highly for impulsivity.
Measuring impacts on child protection involvement. Understanding the
complexity and intricacy of risk factors within child protection parenting capacity risk
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assessments is arduous. Child protection involvement is stimulated mostly by
professionals within government / non-government bodies (health, education and/or
police) or community members making reports to the statutory agency based on
observed or suspected concerns. Further, we cannot be certain of the sensitivity or
specificity of this system, which has recently been evidenced by the Inquiry into Child
Protection Services in NSW (Wood, 2008). Therefore, it may be that psychological
concepts will never truly predict child protection involvement as existing parenting risk
assessments in NSW often do not assess the severity or potential impact of
psychological symptoms, rather, they typically focus on demographic and psychosocial
risk factors. While others have established that women with low RF are more likely to
be involved in the child protection system (Appleyeard, et al., 2011; D. K. Smith, et al.,
2007; Stronach, et al., 2011) and as such have a limited ability to hold their infant or
child’s needs in mind, the driver of child protection reports in the current study tended
to be associated with other parenting factors (such as mental health or substance
use/abuse) rather than attachment based concerns (Taplin & Mattick, 2011).
As reflective capacity is an assessment of present parenting capacity it should be
considered in conjunction with various other risk assessment methods and observed
parenting interactions and clinical judgement. However, for primipara women who have
had a child removed in the past, Amendment 106a of the Children and Young Persons
(Care and Protection) Act 1998 (as cited in Wickham, 2009) allows for subsequent
children to be removed without any further assessment of capacity of the current
situation (or appraisal of changes since the last retraction of parental responsibility).
Contrarily, child protection services aim for children to be raised by their natural
parents. However, it is difficult to prove that a mother is currently functioning better
than she was in the past highlighting the need for improving a risk assessment that is
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based on current functioning as opposed to past functioning. As a result, expectant
women who have overcome their adversities in the hope of raising a subsequent child in
their care, find themselves often unable to do so based solely on their past behaviour
(Wickham, 2009).
Furthermore, due to the lapse of time over the duration of the current
investigation, child protection follow up parental data was obtained for infants aged
from three months up to almost two years. This is particularly pertinent as early infancy
is a period of intensive service involvement for ‘high-risk’ mothers engaged in
treatment and it would be expected that with support, the risk of significant harm is
reduced. Furthermore, those mothers in the ‘high-risk’ group that did not have child
protection services involved does not mean that they never will have – nor does it mean
that concerns do not exist. What it does mean, is that during the first months of infancy
there were not significant risks of harm raised to FACS. However, there may have been
safety concerns raised to the government Child Wellbeing Units (CWU’s) that did not
warrant escalation to the highest level of risk. Unfortunately, the study commenced
prior to the implementation of the CWU and as such, collection of data from CWU’s
precluded this investigation as we lacked participant consent.
Moreover, the presence of protective factors (the presence/absence of
psychosocial risk factors measured during the first antenatal appointment) is considered
to reduce the impact of adversity and hardship. It is anticipated that an absence of a risk
factor is protective, per-se. However, we did not include any psychometric measures of
protective factors, perceived support or resilience. A recent study found that women
abusing substances who had children remaining in their care had a convergence of more
resilience and support than those who had children removed (Grant, et al., 2011). This is
particularly important because it is known that in risk assessments for child protection,
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factors considered to be protective are taken into consideration. Moreover, the mere
presence of risk factors does not directly lead to child protection involvement,
highlighting the importance protective factors in parenting assessments. The childhood
trauma measure employed in the study enquires about trauma experienced within the
family, but with a particular focus on parents. However, what this measure does not
accurately capture is that one parent may have been very emotionally abusive, but the
other may have instilled resilience and strength. Even though abuse and maltreatment is
often more powerful than protective factors, it would have been ideal to control for
resilience and protective elements.
Study limitations. The sample size in this study is a noteworthy
methodological shortcoming. The small number was a function of the difficult task of
recruiting high-risk pregnant women in drug treatment who were willing to consent to
clinical research without tangible or monetary incentives. To participate, women were
made aware that the content of their interviews or any concerns for the safety of the
unborn child or infant were subjected to mandatory reporting. They also had to consent
to child protection agencies providing statistics about their child’s risk of harm at
follow-up. Consequently, many potential participants withdrew their interest in the
study, most likely due to the fear of increased attention from child protection agencies
and associated implications. Moreover, another common reason for lack of
participation after an initial expression of interest, was that many drug using women
expressed that they were unable to discuss their own experiences of being parented and
their childhood relationship with their parents. This typifies the detrimental and
traumatising relationship that many high-risk substance using women have with their
parents (Keen & Alison, 2001; Lier, Gammeltoft & Knudens, 1995 as cited in Pajulo, et
al., 2001). Furthermore, there was also a subgroup of women who were polysubstance
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using and were too unstable to ethically consent, as they were presenting to the
antenatal clinic with drug induced symptoms. Naturally, given that consent took place
at the antenatal clinic, it is understood that the unborn infants of substance using women
not engaged in antenatal care are passively abusing their unborn child, heightening the
risks and concerns for infant safety (Condon & Corkindale, 1997). Therefore, the
resultant clinical population was biased; a subgroup of women who were linked in with
the health service, seeking in antenatal care and were engaged in appropriate OST and
interested in participating in the current study. Given these significant barriers,
attaining this number of pregnant women with substance use problems for a demanding
study was an achievement. Another limiting factor of the sample was the convenient
nature of recruitment.
Naturally, the attrition rate (30.8%) in such a small sample adversely affected
the completion of follow up measures of RF and EA. Whilst the lack of follow up in
such a high-risk sample could be expected, it had a particular impact on the analyses of
child protection involvement. That is, only two of the five ‘high-risk’ women who
participated in T2 had child protection involvement and obviously still had children
remaining in their care. There were no significant prenatal differences detected in those
mothers who did participate in the second phase of the assessments compared to those
who did not. However, it is likely that non-completers would have fared worse on
follow up measures given that six out of the seven ‘high-risk’ women who did not
follow up had child protection involvement, two of whom had children removed from
their care soon after birth. It is suspected that the ‘high-risk’ women who attended T2
were functioning at higher level and with more stability than those who did not, as the
presence of a mental health disorder was less prevalent among ‘high-risk’ women who
completed T2 assessments.
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Another limitation is that employment status or income was not assessed as
expectant women during the latter stages of pregnancy are typically unable to physically
sustain work. It would have been anticipated that income and/or employment status
would have significantly differed between the ‘high-risk’ and ‘control’ group and
between women who had, and did not have, child protection involvement. Omitting
these socioeconomic status variables limits the comparison of our RF and EA findings.
Namely, other studies have found that SES explained EA differences and the lack of
differences between substance dependent and control groups (Fraser, et al., 2010;
Theran, et al., 2005). In spite of this, in the current study we assessed housing status
which is usually a reasonable indicator of socioeconomic circumstances (Australian
Government, 2000).
We were not able to obtain specific reasons for reports to statutory child
protection agencies, and so we cannot be sure why FACS became involved. Needless
to say, what is known is that generically the concerns raised met the criteria for
significant risk of harm outlining that parenting capacity was disputed. A mother in the
high-risk group revealed that she was unable to participate in T2, due to relapse into
illicit substance use, which triggered the onset of psychosis and resulted in her child
being removed from her care. Despite her stability during the prenatal period and her
possessing sound prenatal RF, it is likely that she was unable to hold her infant in mind
during this lapse, which would have impacted on her capacity to parent her dependent
infant (Leigh, 2011).
In addition to the limitations listed throughout, an additional constraining factor
was the lack of recording of the dose of opiate substitution or a reliable marker of level
of stability in treatment. It may be anticipated that those on lower doses or those who
have been in treatment for longer time periods may be more stable (experiencing fewer
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psychosocial risk factors) than women on higher doses or who had only recently
commenced treatment (Ward, et al., 1998). Moreover, like many studies in clinical
research with young infants, the research was restricted to mothers only, therefore,
cannot be generalised to fathers. Another external impact on the study was the changes
to mandatory reporting guidelines (implemented mid-way through the study) from risk
of harm to risk of significant harm and a more intensive focus of child protection of
unborn children and infants (New South Wales Government, 2011).
Future research. Contemporary research posits that no single theory is truly
fitting with the complexities of parenting and maltreatment. However, attachment
theory is maintained as the predominantly fitting model, continuing to produce
pioneering research highlighting the importance of the parent child relationship (Budd,
et al., 2011). Despite the lack of significant findings for the role of reflective capacity
in this study, we continue to propose a consideration of parental RF (in conjunction with
other convergent measures) to develop knowledge in establishing the relationship
between both risk and protective factors to better inform and direct child protection
assessment conclusions/recommendations.
The exploratory study attempted to pioneer changes to current risk assessments
in hope of improving mothers’ relational and reflective capacity when interacting with
their children, to ameliorate risk. There continues to be a paucity of parenting research
exploring women exposed to high risks, particularly in assessing prenatal risk outcomes.
Much more research in high-risk populations is required based on the high number of
young infants living in out of home care or living in chronic risk of significant harm
(Fraser, et al., 2010; Zhou, 2010). Given the numerous risk factors associated with
high-risk families, longitudinal research is required to assess multidisciplinary risks
(inclusive of substance problems, mental health and parenting), should be assessed to
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determine the impact of risks, intervention and sustained change. Finally, the study
raises a host of new questions and highlights the challenges in high-risk parenting
populations. Researchers must continue to work collaboratively with child protection
services to meet their aims on focusing on the safety of unborn children and early
infancy to develop more accurate risk assessments.
We have learnt from this study that a culmination of factors are predictive of
child protection outcomes. Though we do not yet understand is which factors are
mediators or moderators or which factors combined are the most predictive of risk, as
our regression model precluded the addition of any more variables. Future studies
should also delve further into the noxious combination of factors that are most
predictive of risk throughout the perinatal period. Assessing psychosocial risk factors
and their association with RF, EA and behavioural attachment (as measured by the
Atypical Maternal Behavior Instrument for Assessment and Classification,
AMBIANCE; Goldberg, Benoit, Blokland, & Madigan, 2003) will continue to reveal
more information about maternal antenatal attachment. It is already known that prenatal
(and postnatal) active substance use is a major risk factor for infant and child risk of
harm. However, it is imperative to investigate the interrelationships of factors to better
establish which of the pregnant women identified as ‘high-risk’ have a greater need for
more intensive intervention. Logically, the earlier expectant women are detected the
earlier intervention can commence.
The extrapolation of these findings is somewhat limited to a relatively stable
substance using population who are engaged in treatment. Naturally, further
investigations are required for RF and other potential child protection risks for
heterogeneous drug abusing samples (such as alcohol, cannabis or amphetamines). It
would also be interesting to assess potential differences between those who are engaged
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in treatment compared to those who are not. It would be expected that women engaged
in treatment would have higher reflective capacity and EA scores as they are in a better
frame of mind to actively attempt to improve their health and daily functioning.
Moreover, it is likely that the risk factors identified in the current study may be different
for other subgroups of high-risk parents (such as mental health disorders); therefore,
studying diverse populations is warranted.
As suggested by Condon and Corkindale (1997) it is difficult to determine cut
off scores for relationship quality, attachment and risk. Namely, one single point on a
RF scale can be indicative of clinical change; for example, a score of five demonstrates
definite evidence or moderate RF which is distinctly different to rudimentary RF, a
score of four (Miller, 2008). However, we do not yet know how these small changes in
scores are associated with risk over the perinatal period or during childhood. These
minute numerical differences can have large clinical implications. Such as, it may be
that demonstrating questionable RF (a score of three) antenatally warrants a referral for
postnatal intervention whereas an antenatal score of two or below may require intensive
support throughout the perinatal period to increase RF abilities. Moreover, RF scores
could be employed clinically to measure desired change and to assess improvements
from baseline. The tool could also accompany other risk assessments to aid decision
making, such as, children being restored into parental care.
The NSW government should continue to dedicate funding to further study risk
factors, in order to prevent the transgenerational maltreatment of children. The ongoing
development of antenatal measures to accurately identify at-risk parents (prior to
postnatal harm), would not only have an immense impact on the safety and wellbeing of
infants, but would continue to benefit children throughout their lives, particularly if a
positive early attachment relationship could be harnessed. Further research is warranted
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to enable researchers, policymakers and clinical practitioners to improve on the existing
methods of assessing parenting capacity to better detect and predict those women most
at risk (Budd, et al., 2011).
Clinical implications. In spite of a backdrop of trauma, psychosocial risk
factors and limited resources, substance dependent women in treatment demonstrated an
understanding of their child’s at the time of assessment (Putnam-Hornstein & Needell,
2011). While the existing routine antenatal psychosocial assessment (Hunter New
England Health, 2005) is comprehensive and has success in determining the occurrence
of psychosocial factors, it is hoped that psychological screens, particularly for
impulsivity, will be considered for inclusion to detect risk and identify women in need
of intervention.
The gaps in high-risk antenatal service provision will continue to effect the
measurement and intervention of parenting capacity and maltreatment. Many hospitals
in NSW lack multidisciplinary drug and alcohol services, and opiate treatment providers
do not have the skills in identifying women most at risk. Identifying and referring
pregnant women with low RF is crucial to allow early targeted clinical and parenting
intervention during a sometimes difficult transition to motherhood (Stern, et al., 1998).
This time can be particularly beneficial as expectant women are often motivated and
prepared to change previously resistant behaviours to become better mothers (Miller,
2008; Stern, 1998). Therapies targeting RF have shown validity in improving the
quality of relationships in mother-infant dyads (Sadler, et al., 2006; Slade, et al., 2006).
Such therapies encourage the development of reflection about children and enhance
internal working models and sensitive parenting practices, reducing the impact of the
intergenerational transmission of parenting styles and poor attachment (Fonagy &
Target, 1998; Miller, 2008).
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A major shortcoming of the child protection system is that there is often a lack
of clarity about the improvements or changes that a parent must make in order to exit
the system, have their child restored into their care or allow them to parent children in
the future (Harnett & Day, 2008). Namely, the system must acknowledge parent’s
attempts and meaningful improvements (Harnett & Day, 2008), particularly their ability
to understand their child’s needs and the importance of their role as a parent and a
provider of emotional stability. The child protection system are aiming to preserve
family units (where possible) as the well documented effects of disrupted attachment
and related harm for children who have had numerous out of home placements, can do
further harm (Harnett & Day, 2008; New South Wales Government, 2011). Identifying
women at risk and subsequently making referrals to appropriate agencies could give
high-risk women an opportunity to improve their parenting capacity, meet the FACS
family preservation objective (New South Wales Government, 2011) and also may
reduce disruptions to a child’s life.
Emerging perinatal and family services should aim to attend to both
infant/children and parents to address multiple risks to improve dyadic and relational
functioning. Effective care pathways, as termed by Callagahan and colleagues (2011),
strive to prevent child maltreatment early by improving parental capacity and reducing
the impact of psychosocial stressors. Many stressors within disadvantaged populations
are not mutually exclusive. It is known that the more risk factors a mother reveals
prenatally (Putnam-Hornstein & Needell, 2011), the more likely she is likely to require
intervention. Prevention oriented intervention for at-risk families would improve the
wellbeing and safety of children and foster healthy attachment relationships (Budd,
2001). Moreover, prevention focused efforts would also result in substantial financial
savings that are associated with child protection investigations, costs of assessments and
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monitoring, out of home placements as well as children placed under the guardianship
of the minister (Putnam-Hornstein & Needell, 2011).
Child protection matters are often referred to at various stages of development
(Budd, et al., 2011). The aim of the current study was to review risk factors prenatally
to enable early tailored intervention to ultimately prevent, or at least reduce, the risks of
a child entering the child protection system. Regardless of the stage of child protection
concerns, the central question still remains ‘can the caregiver hold their child in mind
and continue to hold them in mind?’.
Budd and colleagues (2001) reviewed child protection parenting capacity
assessments of 190 families selected at random. Rarely, was the child’s relationship
with the parent or the parents care giving qualities assessed. In fact, the assessments
were predominantly psychologically based (such as cognitive and personality
assessments) and did not directly relate to parenting. Conley (2003-2004) also
supported these claims in an Australian study of child protection court assessments,
particularly noting the assessors lack of knowledge and understanding of child
attachment relationships, resulted in insufficient methods to obtain such data. Budd and
colleagues (2011) support Conley’s findings in that there is an absence of empirical
support for attachment and bonding related instruments in child protection risk
assessments. While Ainsworth’s strange situation attachment classification is a
validated and reliable measure, it obviously cannot be undertaken prebirth, therefore, at
the very least, it is recommended that questions regarding attachment and relationships
are considered in risk assessments (Sharp & Fonagy, 2008). The Michigan Child
Custody Act (1970; as cited in Budd, Connell & Clark, 2011) lists the predominant
feature of a parenting capacity assessment when determining the ‘best interests of the
child’ to include an evaluation of love, affection and the emotional relationship between
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the child and caregiver, yet this rarely is assessed. In Budd’s (2001) clinical practice
model of child protection parent evaluations, she proposes a three step model to include
parenting qualities, the parent-child relationship and a functional assessment of daily
parenting behaviours based on a minimal parenting standard of “what is good enough?”.
Namely, the emphasis on the parent-child relationship is acknowledged throughout the
literature but it remains difficult to accurately assess.
This preliminary Australian study adds to important clinical information for
practicing clinicians and researchers working in the realm of high-risk parenting and
child protection and provides a solid foundation for future studies.
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Appendix A
Method Extension
Measures. Psychosocial Assessment Interview (Hunter New England Health,
2005). Women who attend the antenatal clinic routinely meet with a midwife to discuss
their psychosocial situation. The stage of pregnancy at which this interview is
undertaken is slightly varied, although it is regularly completed during the initial
antenatal appointment. The length of the assessment differs depending on the woman’s
psychosocial circumstances and identified problems. All answers are recorded on the
JHH obstetric database as either having the psychosocial stressor present or absent. Any
identified issues are discussed and potentially referred to the social work department for
follow up. Although the interview schedule has yet to be psychometrically validated,
research has shown that the assessment reliably detects mothers who may require
additional antenatal and postnatal support.
Edinburgh Postnatal Depression Scale (Cox, et al., 1987). The scale takes five
minutes to complete and consisting of questions such as “I have been so unhappy that I
have been crying”. Each item is scored on a four-point Likert scale scored from 0-3.
The scale has been extensively validated in various cultural settings and possesses good
reliability (Beck & Gable, 2001). It has also been shown to correlate with other selfreport measures of depression (Gibson, McKenzie-McHarg, Shakespeare, Price, &
Gray, 2009). In addition with measurement during the first trimester of pregnancy
showing test-retest reliability of 0.81, sensitivity of 92% and specificity of 95% with a
positive predictive value of 52% (Bunevicius, et al., 2009).
Newborn Developmental Knowledge Questionnaire (Newman, 2006). The
NDKQ is categorised into five subscales with 7 questions pertaining to communication
(e.g., ‘From birth, you can tell what a baby is feeling by the different cries and sounds
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he/she makes’); 4 visual and mutual gaze (e.g., ‘As a baby matures, he/she is able to
share in activity [like eye contact or play] at a greater distance from their parents.’); 7
tired signs (e.g.,’ A baby may show he/she is getting tired by increasing his/her body
movements.’); 6 regulation (e.g., ‘Holding a baby close to your body can help him/her
to settle when distressed’) and 11 verbal and non-verbal expression (e.g., ‘From birth, a
baby is able to use body language to show how he/she is feeling’).
Pregnancy Interview-Revised (Slade, 2007a). Mothers are asked emotionally
evoking questions about difficult periods throughout the pregnancy For example, ‘What
changes have you made since you found out you were pregnant?’; ‘Have there been
times when you have been scared or worried during your pregnancy?’ and ‘What will be
the best... and hardest... times for you after the baby is born?’. All questions are scored
according to four broad categories: the awareness of the nature of mental states; the
explicit effort to tease out mental states underlying behaviour; recognising
developmental aspects of mental states and mental states in relation to the interview. An
overall interview score, using the same scale, is awarded based on the global pattern of
reflective functioning. Scores below 5 indicate negative, absent or low reflective
functioning; scores of 5 and above indicate clear mentalising abilities. Higher scores
indicate the mother’s advanced parental capacities to reflect on her own mental state
and that of her child (Sharp & Fonagy, 2008). There are few studies on the validity and
reliability of the Slade Pregnancy Interview, particularly the revised version.
Nevertheless, the RF measure during pregnancy has shown evidence of convergent
validity in a high-risk sample.
Zanarini Rating Scale for Borderline Personality Disorder (Zanarini, 2003).
Each question is rated according to symptom severity, namely, absent, mild, moderate,
serious or severe on a five-point anchored scale from 0 to 4, yielding a maximum total
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score of 36. Higher scores reflect serious disruptions in emotion regulation (Zanarini, et
al., 2003). In addition, the measure converges with other diagnostic symptom checklists
such as the Symptoms Checklist – 90 (SCL-90; Derogatis, Lipman & Covi, 1973, as
cited in Zanarini, 2003) and Diagnostic Interview for Borderlines-Revised (DIB-R;
Zanarini, Gunderson, Frankenburg & Chauncey, 1990 as cited in Zanarini, 2003) and
has high inter-rater reliability (α = 0.85).
Parent Development Interview - Revised Short Version (Slade et al., 2003).
The administrator asks about parental feelings and the maternal relationship with the
infant. The goal of the recorded interview is to explore specific events or notions related
to parenting and their associated affect. The interview begins with the parent’s view of
their child and questions are asked about ‘the child’s favourite things to do’; and ‘the
things (the child) has the most trouble with’. Questions pertaining to the maternal view
of the relationship include ‘describe a time in the last week when you and (your child)
really ‘clicked’ and ‘...when you really weren’t ‘clicking’. The affective experience of
parenting is also investigated with questions such as ‘what brings you the most joy in
being a parent?’ and ‘what brings the most pain?’. In addition, the administrator asks
about the mother’s own family history and childhood experiences and how she wishes
to be ‘like’ and ‘unlike’ her own parents and how she thinks herself to be ‘like’ and
‘unlike’ her own mother and father as a parent. The PDI is scored for RF, according to
the method outlined in PI-R. However, in this case only the 21 ‘demand’ questions are
scored according to the four categories.
Emotional Availability Scales 4th Edition (Biringen, 2008 ). Essentially, EA is
scored from both the adult and child perspectives. For all scales, higher scores indicate
optimal and appropriate EA. The Adult sensitivity scale focuses on the affective tone
during the interaction and on the communication between the dyad, emphasising the
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role of emotion, negotiation of conflict and desynchrony during the interactions. For
example, observing the parent’s emotional expression toward the child. Adult
structuring is the ability to appropriately support and scaffold the child’s learning and
exploration. For example, providing support in the way of rules, regulations and/or
frameworks for interaction when required. Adult non-intrusiveness is the parent’s
capacity to be verbally and non-verbally emotionally available to the child without
intruding on the autonomy of the child (such as unwarranted interferences). Adult nonhostility refers to the covert and overt communication and emotional behaviour directed
toward the child in a patient, pleasant and harmonious manner. This construct gauges
emotion regulation in context. Similarly, child availability refers to the manifestation of
emotional communication and behaviour toward the parent. Child responsiveness
evaluates the infant’s age-appropriateness of exploring behaviour and the level of
emotional responsiveness toward the parent from a ‘secure base’. Responsiveness is
again determined by a balance of emotional connection and autonomy within the dyad.
Child involvement of the parent is determined by the child welcoming the parent into
the interaction, both behaviourally and emotionally. Several studies have provided
evidence for EA construct validity with the Strange Situation (SS) and Adult
Attachment Interview (AAI).
Procedure. The study was approved by the University of Newcastle Human
Research Ethics Committee and the Hunter Area Health Research Ethics Committee
(80/08/20/5.08).
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Appendix B
Results (extension)
The Mann-Whitney-U (M-W) and Kruskal-Wallis (K-W) tests were employed to
detect between group differences for skewed variables. The Monte-Carlo Exact (M-C)
significance statistic was chosen over the asymptotic p-value as it is safer and
distribution free (Agresti, 2002).
As anticipated, the intracorrelations within the childhood trauma scale and
borderline scale were generally moderate to high, as presented in Table 4.
Table 8 also highlights the consistency of infants in their interactions evidenced
by a highly significant correlation between child responsiveness and involvement (r =
.90).
Table 9 highlights the associations between the major variables and the
childhood trauma and borderline personality disorder diagnostic subscales. As shown in
Table 9, antenatal RF was also significantly negatively correlated with impulsivity
subscale of the ZAN-BPD (r = .54), again unexpectedly, postnatal RF was not
correlated with any of the subscales.
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Table 8.
Correlation Matrix for Outcome Variables and Childhood Trauma and Borderline Symptom Subscales
Phys
Phys
Sex
Emo
Emo
Soc
Aff
Cog
Abu
Neg
Abu
Abu
Neg
Des
Dis
Dis
Impul Relat
EPNDS
.34
.43*
.72** .68** .54**
.38†
.37†
.15
.53** .48**
NDKQ
-.28
-.46
-.07
-.24
-.27
-.08
-.41*
-.06
.69** -.41*
CTQ
.66** .71** .67** .85**
.88*
.61
.31
.48*
.15
.47*
ZAN
.48*
.22
.12
.49
.35†
.48
.49*
.39†
.18
.31
Ante RF
-.04
.08
-.06
-.16
.04
-.34†
-.27
-.32
-.51*
-.03
Post RF
.43†
.40
-.42
.19
.34
.04
.25
-.04
-.04
-.16
M Sens
.37
.08
.05
.62*
.50*
.45†
.62*
.26
.09
.18
M Stru
.15
.18
-.10
.22
.09
.38
.33
.15
.07
.39
M Non-I
.24
.23
.14
.11
.12
.10
.21
-.11
.26
-.14
M Non-H
.20
.16
.09
.22
.19
.35
.35
.17
.17
.23
C Resp
.36
.08
.16
.53
.38
.43†
.54*
.16
.02
.32
C Inv
.22
.03
.27
.37
.18
.39
.46†
.03
.03
.35
No. Stress .65** .53** .51** .76** .73** .52** .56** .64**
.50*
.35†
Note. † = p < .1; * = p < .05; ** = p < .01; EPNDS = Edinburgh Postnatal Depression Scale; NDKQ = Newborn Developmental Knowledge
Questionnaire; CTQ = Childhood Trauma total score; ZAN = Zanarini Rating Scale for Borderline Personality Disorder total score; Ante RF =
Antenatal reflective functioning; Post RF = Postnatal reflective functioning; M Sens = EAS maternal sensitivity; M Stru = EAS maternal
structuring; M Non-I = EAS maternal non-intrusiveness; M Non-H = EAS maternal non-hostility; C Resp = EAS child responsiveness; C Inv =
EAS child involvement; No. Stress = Number of psychosocial factors as measured by the psychosocial assessment; Phys Ab = CTQ physical
abuse; Phys Neg = CTQ physical neglect; Sex Ab = CTQ sexual abuse; Emo Ab = CTQ emotional abuse; Emo Neg = CTQ emotional neglect;
Soc Des = CTQ social desirability; Aff Dis = ZAN-BPD affect; Cog Dis = ZAN-BPD cognitive disturbance; Impul = ZAN-BPD impulsivity;
Relat = ZAN-BPD relationships.
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Table 9.
Intracorrelation Matrix for Childhood Trauma and Borderline Personality Disorder Subscales
Phys
Phys
Sex
Emo
Emo
Soc
Aff
Cog
Abu
Neg
Abu
Abu
Neg
Des
Dis
Dis
Impul Relat
Phys Abu
Phys Neg
.15
Sex Abu
.02
.68**
Emo Abu
.77**
.37†
.30
Emo Neg
.44*
.76** .61** .66**
Soc Des
.79**
.15
-.03
.72**
.41*
Aff Dis
.48*
.04
-.06
.41*
.18
.93**
Cog Dis
.41*
.26
.26
.39†
.43*
.86*
.74**
Impul
.34
-.08
-.11
.24
.19
.67** .58** .59**
Relat
.20
.48*
.29
.46*
.31
.53*
.40†
.23
-.03
Note. † = p < .1; * = p < .05; ** = p < .01; Phys Abu = CTQ physical abuse; Phys Neg = CTQ physical neglect; Sex Abu = CTQ sexual abuse;
Emo Abu = CTQ emotional abuse; Emo Neg = CTQ emotional neglect; Soc Des = CTQ social desirability; Aff Dis = ZAN-BPD affect; Cog Dis
= ZAN-BPD cognitive disturbance; Impul = ZAN-BPD impulsivity; Relat = ZAN-BPD relationships.
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The differences in psychosocial factors between ‘high-risk’ women with child
protection involvement and those without are highlighted in Table 10. Women involved
with child protection services typically had a higher prevalence for risk factors. The chisquared analysis was impacted by the small sample size, however, near significant
differences were detected for housing and the presence of a mental health disorder, (p =.
06 and p = .07, respectively).
Table 11 displays the comparisons for the key variables for women in the ‘highrisk’ group who had child protection involvement compared to those who did not. The
overall trend shows that women who had child protection involvement generally had
higher depression, childhood trauma, and borderline personality than ‘high-risk’
mothers without statutory involvement, though there were no significant between group
differences as assessed by the non-parametric Kruskal-Wallis Monte-Carlo exact test.
Equally, women with child protection concerns scored lower on newborn knowledge
than the ‘high-risk’ sub-group without child protection issues. This trend was also
marked for the number of psychosocial stressors. The ‘high-risk’ group who had child
statutory involvement (M = 8.25, SD = 2.61) had more psychosocial stressors than those
the ‘high-risk’ group without involvement (M = 6.00, SD = 1.73), however this
difference was not significant, p = .14.

IMPROVING ANTENATAL RISK ASSESSMENT

115

Table 10
Prevalence of Demographic and Psychosocial Variables and the Differences among
‘High-Risk’ Women with and Without Child Protection Involvement
Prevalence %
(n = 3)
No CP
0.0

(n = 8)
CP
25.0

df (N)
1 (11)
2 (11)

2

p
Primipara
.917
.33
Education
2.86
.63
Less than year 10
33.3
71.4
Year 11 or 12
66.7
14.3
Tafe / Diploma
0.0
14.3
Tertiary
0.0
0.0
Marital status
1 (11)
.244
.62
Single
33.3
50.0
Defacto
66.7
50.0
Married
0.0
0.0
Separated
0.0
0.0
Housing
3 (11)
7.64
.06†
Homeless
0.0
12.5
Social housing
0.0
75.0
Living with parents
66.7
12.5
Renting
33.3
0.0
Mortgage
0.0
0.0
Psychosocial factors
Hx forensic charges
10.0
85.7
1 (10)
.476
.49
Hx mental health
33.3
87.5
1 (11)
3.23
.07†
Alcohol
0.0
37.5
1 (11)
1.55
.21
Illicit drug use
100.0
75.0
1 (11)
.917
.34
OST
100.0
87.5
1 (11)
.413
.52
Emotional support
100.0
87.5
1 (11)
.413
.52
Support at home
66.7
100.0
1 (11)
2.93
.09
Living with father
66.7
37.5
1 (11)
.749
.39
Recent stress
66.7
87.5
1 (11)
.637
.43
Feeling confident
66.7
87.5
1 (11)
.917
.63
Anxious/depressed
33.3
62.5
1 (11)
.749
.39
Work/Relationship
50.0
37.5
1 (10)
.747
.10
Pregnancy anxiety
0.0
50.0
1 (11)
1.67
.20
Hx of child abuse
33.3
37.5
1 (11)
.016
.90
Child living away
0.0
50.0
1 (11)
2.36
.13
Child protection
0.0
25.0
1 (11)
.917
.34
Physical abuse
0.0
12.5
1 (11)
.413
.52
Frightened by partner
0.0
12.5
1 (11)
.413
.52
Domestic violence
33.3
0.0
1 (11)
.076
.78
Note. † = p <.1; * = p <.05; ** = p <.01; No CP = No child protection involvement; CP
= Child protection involvement; Education = highest level of education; Hx = History,
OST = Opiate substitution treatment; Living with father = Living with father of the
baby; Work/relationship = Work or relationship/s has been negatively affected by
pregnancy; Child living away = Child living away due to child protection concerns.
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Table 11
Outcome Variables and the Differences among ‘High Risk’ Women with and Without
Child Protection Involvement
M (SD)
(n = 3)
No CP
5.33 (2.08)
46.33 (8.02)
7.00 (3.46)
5.00 (0.00)
10.67 (7.37)
11.00 (5.29)
6.33 (1.15)
6.33 (2.52)
2.67 (3.06)
1.67 (2.08)
1.63 (2.07)
1.25 (1.04)
1.00 (1.00)

(n = 8^)
CP
10.13 (6.45)
54.00 (17.84)
8.89 (2.95)
7.13 (3.14)
8.88 (7.57)
11.13 (4.94)
9.75 (3.69)
8.25 (3.33)
6.63 (4.93)
2.63 (2.26)
1.63 (2.07)
1.25 (1.04)
1.13 (1.13)

pª
.18
.54
.40
.16
.34
.92
.12
.22
.18
.40
.09†
.05†
.92

EPNDS
CTQ total
Physical abuse
Physical neglect
Sexual abuse
Emotional abuse
Emotional neglect
Social desirability
ZAN-BPD total
Affective
Cognitive
Impulsivity
Relationships
NDKQ total
% Correct
75.24 (3.30)
66.07 (13.87)
.22
% Incorrect
10.48 (1.65)
16.79 (10.18)
.26
% Unsure
14.29 (2.86)
17.14 (5.51)
.21
Reflective capacity
Antenatal RF (T1)
5.00 (1.00)
4.50 (1.31)
.59
Postnatal RF (T2)
4.50 (2.12)
5.33 (.58)
.76
Emotional availability
M sensitivity
6.00 (.71)
5.33 (.58)
.24
M structuring
5.25 (.35)
6.00 (.50)
.14
M non-intrusiveness
6.50 (.00)
6.50 (.00)
1.00
M non-hostility
7.00 (.00)
7.00 (.00)
1.00
C responsiveness
5.75 (.35)
5.17 (.76)
.37
C involvement
5.00 (.00)
4.50 (.50)
.20
No. Psychosocial
6.00 (1.73)
8.25 (2.61)
.21
Note.^ = n is reduced for postnatal reflective capacity and emotional availability scales
(measured at Time 2); ª = Mann-Whitney-U p-value; † = p < .1; * = p < .05; ** = p <
.01; EPNDS = Edinburgh Postnatal Depression Scale; CTQ = Childhood Trauma total
score; ZAN-BPD = Zanarini Rating Scale for Borderline Personality Disorder total
score; NDKQ = Newborn Developmental Knowledge Questionnaire; RF = Reflective
functioning; M = Maternal; C = Child; RF = Reflective Functioning; No. Psychosocial
= Number of psychosocial stressors as measured by the psychosocial assessment.
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The numerous combinations of all significant relationships were entered into a two
factor multivariate regression model (for example, ‘not living with the father of the
baby’ was analysed with each other single significant predictor). Of all potential
combinations, the significant models are presented in Table 12. Given the high
correlations between the predictor variables, as demonstrated in Table 4, 5 and 6 (r = x
to y for many variables), the small sample size it was decided to limit the model to only
two variables. Moreover, given the high prevalence of the ‘high-risk’ sample having a
forensic history and being engaged in OST, these two factors alone were too strong to
remain in a model, retaining their univariate predictive value only. The EPNDS and the
presence of a mental health disorder did not become insignificant in the multivariate
model.

IMPROVING ANTENATAL RISK ASSESSMENT

118

Table 12
Significant Logistic Regression Models Predicting Child Protection Involvement.
Nagelkerke R²
B
S.E
Odds Ratio
95% CI
pª
Model 1
.73
Not living with father of the baby
4.68
2.25
107.59
1.32 – 8760.21
.037
CTQ physical abuse
.99
.47
2.70
1.07 – 6.82
.036
Model 2
.73
Not living with father of the baby
3.06
1.50
21.23
1.11 – 406.12
.042
CTQ emotional neglect
.98
.47
2.66
1.03 – 6.91
.044
Model 3
.73
Not living with father of the baby
2.46
1.06
11.73
1.47 – 93.37
.020
ZAN-BPD impulsivity
3.94
1.79
51.47
1.54 – 1717.26
.028
Model 4
.69
Not living with father of the baby
3.34
1.16
28.09
1.43 – 55.57
.028
CTQ total
.16
.07
1.17
1.02 – 1.34
.026
Model 5
.69
Not living with father of the baby
2.95
1.43
19.16
1.17 – 314.57
.039
ZAN-BPD total
.62
.28
1.86
1.04 – 3.33
.037
Model 6
.66
Not living with father of the baby
3.43
1.45
30.88
1.81 – 526.39
.018
EPNDS
.38
.18
1.47
1.03 – 2.10
.036
Model 7
.56
Not living with father of the baby
2.947
1.26
19.05
1.61 – 225.21
.019
CTQ emotional abuse
.295
.14
1.34
1.03 – 1.75
.028
Model 8
.56
Not living with father of the baby
2.87
1.33
17.62
1.30 – 239.66
.031
Education
-2.87
1.33
.06
.004 –.77
.031
Note. Β = logistic regression co-efficient; S.E = Standard Error; CI = Confidence Interval; ^ = Wald p-value; CTQ physical abuse = Childhood
Trauma Questionnaire physical abuse subscale; CTQ emotional neglect = Childhood Trauma Questionnaire emotional neglect subscale; ZANBPD impulsivity = Zanarini Rating Scale for Borderline Personality Disorder impulsivity subscale; CTQ total = Childhood Trauma
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Questionnaire total score; ZAN-BPD total = Zanarini Rating Scale for Borderline Personality Disorder total score; EPNDS = Edinburgh
Postnatal Depression Scale; CTQ emotional abuse = Childhood Trauma Questionnaire emotional abuse subscale; Education = Educated (higher
than Year 10).
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Appendix C
Antenatal Psychosocial Assessment
1. Are you Aboriginal or Torres Strait Islander?
2. Have you ever been diagnosed with a mental health disorder?
a. If yes, have you had treatment?
3. Have you consumed alcohol since you found out you were pregnant?
4. Have you used any drugs or other substances since you found out you were
pregnant?
a. If yes, are you currently on any drug treatment?
5. Do you have people who can provide you with emotional support?
6. Do you have support at home after birth?
7. Have you experienced any recent stressors?
8. Are you generally feeling confident?
9. Do you ever worry about mess?
10. Do you feel anxious or depressed?
11. Do you have a history of child abuse?
12. Do you have any children who are living in the care of someone else?
13. Have you ever had involvement with Community Services?
14. Have you experienced any physical abuse?
15. Are you frightened by your partner?
16. Have you been the victim of domestic violence?
17. Other issues or worries?
18. Do you live with the father of your baby?

IMPROVING ANTENATAL RISK ASSESSMENT

121

Appendix D
Edinburgh Depression Scale
1. I have been able to laugh and see the funny
side of things:
As much as I always could
Not quite as much now
Definitely not so much now
Not at all

6. Things have been getting on top of me:
Yes, most of the time I haven’t been able to
cope at all
Yes, sometimes I haven’t been coping as well
as usual
No, most of the time I have coped quite well
No, I have been coping as well as ever

2. I have looked forward with enjoyment to

7. I have been so unhappy that I have had

things:

difficulty sleeping:

As much as I ever did

Yes, most of the time

Rather less than I used to

Yes, sometimes

Definitely less than I used to

Not very often

Hardly at all

No, not at all

3. I have blamed myself unnecessarily when
things went wrong:

8. I have felt sad or miserable:
Yes, most of the time

Yes, most of the time

Yes, quite often

Yes, some of the time

Not very often

Not very often

No, not at all

No, never

4. I have been anxious or worried for no good

9. I have been so unhappy that I have been

reason:

crying:

No, not at all

Yes, most of the time

Hardly ever

Yes, quite often

Yes, sometimes

Only occasionally

Yes, very often

No, never

5. I have felt scared or panicky for no very good

10. The thought of harming myself has

reason:

occurred to me:

Yes, quite a lot

Yes, quite often

Yes, sometimes

Sometimes

No, not much

Hardly ever

No, not at all

Never
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Appendix E
Childhood Trauma Questionnaire and Newborn Developmental Knowledge
Questionnaire

Parent and Infant
Program
- Improving Parenting Risk Assessment -

The following questionnaire will ask you questions concerning aspects of your life,
including information regarding your childhood experiences, and your ideas about
babies. At times you will be asked to respond to questions of a personal nature which
may be a little uncomfortable, however please answer each question as honestly as
possible. There are no right or wrong answers. The information obtained from this
questionnaire will remain confidential. We appreciate your time in completing this
survey.

Section One: Childhood Experiences
The following section relates to experiences you may have had when you were a child
or teenager. Although these questions are of a personal nature please try to answer
each statement as honestly as you can. For each statement place an X in the box of
the response that reflects most closely how you feel.
When I was growing up …

1.
2.

3.

4.
5.

6.

I didn’t have enough
to eat.
I knew that there
was someone to
take care of me and
protect me.
People in my family
called me things like
“stupid”, “lazy” or
“ugly”.
My parents were too
drunk or high to take
care of the family.
There was someone
in my family who
helped me feel that I
was important or
special.
I had to wear dirty
clothes.

Never
True

Rarely
True

Sometimes
True

Often
True

Very
True
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When I was growing up …

7.
8.

9.
10.

11.

12.
13.

14.
15.
16.

17.
18.
19.

20.

I thought that my
parents wished I had
never been born.
I got hit so hard by
someone in my
family that I had to
see a doctor or go to
the hospital.
There was nothing I
wanted to change
about my family.
People in my family
hit me so hard that it
left me with bruises
or marks.
I was punished with
a belt, a board, a
cord, or some other
hard object.
People in my family
looked out for each
other.
People in my family
said hurtful or
insulting things to
me.
I believe that I was
physically abused.
I had the perfect
childhood.
I got hit or beaten so
badly that it was
noticed by someone
like a teacher,
neighbour, or doctor.
I felt that someone in
my family hated me.
People in my family
felt close to each
other.
Someone tried to
touch me in a sexual
way, or tried to make
me touch them.
Someone
threatened to hurt
me or tell lies about
me unless I did
something sexual
with them.

123

Never
True

Rarely
True

Sometimes
True

Often
True

Very
True
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When I was growing up …

21.

22.
23.
24.
25.
26.

Someone tried to
make me do sexual
things or watch
sexual things.
Someone molested
me.
I believe that I was
emotionally abused.
There was someone
to take me to the
doctor if I needed it.
I believe that I was
sexually abused.
My family was a
source of strength
and support.
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Never
True

Rarely
True

Sometimes
True

Often
True

Very
True
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Appendix F
Newborn Developmental Knowledge Questionnaire

Section Two: Ideas about Newborn Babies
The following section relates to statements about newborn babies (that is, babies 0 – 3
months of age). For each statement place an X in the box of the response that best
represents your thoughts. Be sure to answer every item.
True

False

Not Sure





































1. From birth, a baby can

2.

3.
4.
5.
6.

express how he/she
feels (like happy, sad or
tired).
A baby is not able to
clearly see people
around them until about
six weeks of age.
A baby’s only way to
communicate is by
crying.
From birth, a baby blinks
and turns his/her head
when he/she is bored.
A baby’s first smile is
around six weeks of
age.
It is possible for a parent
to develop their baby’s
communication skills
before their baby can
talk.
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True

False

Not Sure









































































7. During the first few
weeks of life, a baby can
only concentrate on one
thing at a time (like eye
contact, touch or
sound).
8. From birth, a baby is
able to use body
language to show how
he/she is feeling (like
kicking his/her legs
when excited).
9. Holding a baby close to
your body can help
him/her to settle when
distressed.
10. A baby is not able to feel
pain until he/she is
around six months of
age.
11. From birth, you can tell
what a baby is feeling by
the different cries and
sounds he/she makes.
12. From birth, a baby is
keen to look at his/her
parent’s face.
13. A baby may show
he/she is getting tired by
clenching their fists or
stiffening their body.
14. A baby’s brain develops
at a constant rate from
birth until he/she is 12
years of age.
15. A baby can copy the
facial expressions of
his/her parents.
16. From birth, a baby may
let you know when
he/she needs a break
from activity (like talk,
touch or play) by turning
his/her head or blinking.
17. Parents should talk to
their newborn baby.
18. A newborn baby may
need physical support
(such as having his/her
head held) to enjoy
making eye contact.
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True

False

Not Sure



































































19. When a baby is
distressed he/she can
often be clamed by
being carried in a sling
against his/her parent’s
body.
20. A baby is not able to
hear a voice or sounds
until around six weeks of
age.
21. From birth, a baby’s
brain growth is affected
by experiences with
people around them.
22. A baby recognises
things from the womb
(like sounds).
23. A baby may show
he/she is getting tired by
increasing his/her body
movements.
24. From birth, a baby
needs to be quiet and
alert to be able to enjoy
time with his/her
parents.
25. When parents talk to
their baby, the baby may
respond by copying
his/her parent’s mouth
movements.
26. Recognising tired signs
can help a parent to
settle their baby more
quickly.
27. From birth, a baby can
become upset if he/she
has too much
stimulation (touch, talk
or play).
28. From birth, a baby is
keen to communicate
(connect, make contact)
with his/her parents.
29. From birth, one way a
baby’s brain grows is
when he/she makes eye
contact.
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30. It is hard to tell when a
baby is tired until he/she
cries.
31. As a baby matures,
he/she is able to share
in activity (like eye
contact or play) at a
greater distance from
their parents.
32. From birth, a baby is
able to use body
language to show how
he/she is feeling (like
kicking their legs when
excited).
33. A baby begins to know
his/her parent’s face and
voice at around three
months of age.
34. From birth, wrapping a
baby when he/she is
tired helps him/her to
feel more secure.
35. A baby may respond to
a familiar voice by
moving his/her head or
body in the direction of
the sound.
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True

False

Not Sure





































Thank you.
We appreciate your time and cooperation in completing this questionnaire.
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Appendix G
The Pregnancy Interview

Parent and Infant
Program
The Pregnancy Interview

1. This is your ____ (1st, 2nd etc.) pregnancy. How did you feel when you found out
you were pregnant?
2. What was the Father of the Baby’s reaction when you became pregnant? And
how did you feel about his reaction?
What was your family’s reaction? And how did you feel about their
reaction?
3. What changes have you made in how active you are … for example in what you
eat, and how much you exercise?

Have there been any changes in how you are sleeping?
How do you feel about doing these things differently?
4. Have you had any hard or difficult feelings during your pregnancy? (Probe for the
following: do they know how they’re going to manage financially, where they’ll live, how
they would receive help? Are they planning for it? Have they even thought it through?)

Have there been times that you’ve felt scared or worried by your feelings
during your pregnancy? Have you had any worries about the baby?
Have you thought about what you will need to do to provide for the baby,
for example, where you’ll live, how you’ll make ends meet financially,
how you’d get help when the baby came home?
5. What do you do when you have these feelings?
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Is there anyone you can talk to about the feelings that bother you during
pregnancy?
6. What are some of the good feelings you’ve had?
7. When would you say you first really believed there was a baby growing inside of
you?

How did this make you feel?

8. Would you say you had a relationship with the baby?

How would you describe it?
What kind of person do you imagine your baby’s going to be? When you
imagine him/her, what do you imagine? (Note: Do not specify age of child,
just let the mother choose).

9. Do you know the sex of the baby?

Yes:

How do you feel about it?

No:

Do you have a preference or feelings either way?
10. What do you think the baby needs from you now? Are there things the baby
needs from you now? What do you try to give the baby?
How do you feel about taking care of those needs?
11. What will your baby need from you after it’s born?
How will (it?) this make you feel? (Or more concretely: How do you feel you
are able to meet those needs?)

12. What do you think will be the happiest times for you?

13. What do you think will be the hardest times for you?
14. Who’s going to help you take care of the baby after it’s born?

Do you plan to go back to work/school? (and how easy or hard would that
be for you to do?). If you are, who will be caring for the baby?
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15. Since you’ve been pregnant, what has your relationship with your mother been
like?

16. In what ways do you imagine you will be like your mother as a parent?
In what ways do you imagine you’ll be different?
17. Are there things that you’re afraid you’ll do as a parent? Like maybe things your
parents did to you that you’re afraid you’ll do too?

18. How has your relationship with the Father of the Baby/Husband been affected
by the pregnancy?
19. How do you expect him to be involved with the baby?
20. I’d like you to choose 3 adjectives that describe your childhood relationship with
your mother, from as early as you can remember. (Pause while they list
adjectives). Could you give me an example of your relationship being ___?
21. Ok, we’re almost done. If you had to think of f years from now, your child is 5
years old, and you had to think of 3 wishes for your child, what would they be?

22. Is there anything else about your pregnancy or awaiting motherhood that we
haven’t talked about that you’d like to add?
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Appendix H
Zanarini Rating Scale for Borderline Personality Disorder

Parent and Infant Program
- Improving Parenting Risk Assessment -

Zanarini Rating Scale for Borderline Personality Disorder
Instructions:
Each section includes clinical interview questions related to a specific BPD diagnostic
criterion (DSM-IV). Circle the number that best represents the described and/or
observed symptoms.
INAPPROPRIATE, INTENSE ANGER, OR DIFFICULTY CONTROLLING ANGER

2. During the past two weeks, have you …
 … found that your mood has changed suddenly (eg. from feeling OK to
feeling really sad or very irritable or extremely anxious)?

 How about from feeling OK to feeling enraged, panicked, or totally
despairing?

 Had any mood changes?
 Been told that you’re a moody person?
If YES to any of above Do these mood changes typically last only a few hours to a
few days? Yes  No 
If YES to any question pertaining to Affective Instability, ask about intensity and
frequency of symptoms. Also ask for examples.

 0 = No symptoms No affective instability reported or observed during interview.
 1 = Mild symptoms Occasional mood shifts that are somewhat out of proportion
to severity of surrounding life circumstances (eg. becomes very annoyed when
friend says the “wrong” thing).
 2 = Moderate symptoms Frequent mood shifts that are somewhat out of
proportion to severity of surrounding life circumstances.
 3 = Serious symptoms Frequent mood shifts that are substantially out of
proportion to severity of surrounding life circumstances (eg. becomes completely
overwhelmed when “little” things go wrong). May describe feeling “all over the place”
emotionally.
 4 = Severe symptoms Daily mood shifts that are substantially out of proportion
to severity of surrounding life circumstances. May describe feeling “out of control”
emotionally.

CHRONIC FEELINGS OF EMPTINESS
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3. During the past two weeks, have you …
 … felt empty?
 How about that you had no feelings inside?
 That there was nothing inside?
If YES to any question pertaining to Emptiness, ask about intensity and frequency of
symptoms. Also ask for examples.

 0 = No symptoms No feelings of emptiness reported or observed during
interview.
 1 = Mild symptoms Frequent transient feelings of emptiness (eg. feels empty
for 20-30 minutes 3-4 times per week). May also describe feelings of aloneness or
boredom.
 2 = Moderate symptoms Daily transient feelings of emptiness. May also
describe feeling hollow inside.
 3 = Serious symptoms Frequent sustained feelings of emptiness (eg. feels
empty 2-3 hours 4-5 times per week). May also report that there is void where
feelings should be.
 4 = Severe symptoms Daily sustained feelings of emptiness. May also report
that there is nothing inside.

IDENTITY DISTURBANCE: MARKEDLY AND PERSISTENTLY UNSTABLE
SELF-IMAGE OR SENSE OF SELF

4. During the past two weeks, have you …
 … been unsure of who you are or what you’re really like?
 Gone from feeling sort of OK about yourself to feeling that you’re bad or
even evil?

 Felt that you had no identity?
 How about that you had no idea of who you are or what you believe in?
 That you don’t even exist?
If YES to any question pertaining to Identity Disturbance, ask about intensity and
frequency of symptoms. Also ask for examples.

 0 = No symptoms No identity disturbance reported or observed during
interview.
 1 = Mild symptoms Occasional signs and symptoms of mild identity disturbance
(eg. occasionally unsure of who self is or what self is really like).
 2 = Moderate symptoms Frequent signs and symptoms of mild identity
disturbance.
 3 = Serious symptoms Frequent signs and symptoms of serious identity
disturbance (eg. frequent feelings of having no identity, frequent feelings of being
bad or even evil).
 4 = Severe symptoms Daily signs and symptoms of serious identity
disturbance. May also describe not even existing.

IMPROVING ANTENATAL RISK ASSESSMENT

134

TRANSIENT STRESS-RELATED PARANOID IDEATION OR SEVERE
DISSOCIATIVE SYMPTOMS

5. During the past two weeks, have you …







… felt that people were picking on you?
How about deliberately were being mean to you?
Felt that people around you were unreal?
How about that things around you were unreal?
Had episodes where you felt spaced out or numb?
How about emotionally dead?

If YES to any of the above Did these feelings come and go or were they almost
always there?
How about get worse when you were under a lot of stress? Yes  No 
If YES to any question pertaining to Paranoid Ideation of Dissociation ask about
intensity and frequency of symptoms. Also ask for examples.

 0 = No symptoms No paranoid ideation or dissociation reported or observed
during interview.
 1 = Mild symptoms Occasional mild feelings of distrust/suspicion (eg. wonders
if boyfriend is deliberately trying to upset her). Occasional mild feelings of unreality
(eg. feeling spaced out or numb).
 2 = Moderate symptoms Frequent mild feelings of distrust/suspiciousness.
Frequent mild feelings of unreality.
 3 = Serious symptoms Frequent intense feelings of distrust/suspiciousness
(eg. convinced that therapist “hates” her now that she is thinking of stopping
treatment). Frequent intense feelings of unreality (eg. complains of feeling
emotionally dead, having episodes of losing time).
 4 = Severe symptoms Daily intense feelings of distrust/suspiciousness. Daily
intense feelings of unreality.
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FRANTIC EFFORTS TO AVOID REAL OR IMAGINED ABANDONMENT

6. During the past two weeks, have you …
 … felt as though you were being abandoned when you really weren’t?
 Made any efforts to avoid feeling abandoned (eg. called someone you’re
close to in order to try to reassure yourself that he or she still cared about
you)?
 How about made efforts to avoid being abandoned (eg. refused to leave
someone’s home or office, pleaded with people not to leave you, clung to
them physically)?
If YES to any question pertaining to Frantic Efforts to Avoid Feeling or Being
Abandoned, ask about intensity and frequency of symptoms. Also ask for examples.

 0 = No symptoms No frantic efforts to avoid abandonment reported or observed
during interview.
 1 = Mild symptoms Frequent fears of abandonment. May engage in occasional
covert efforts to avoid feeling abandoned (eg. listens to therapist’s voicemail
message 2-3 times without leaving message).
 2 = Moderate symptoms Frequent covert efforts to avoid feeling abandoned
(eg. may “spy” on partner to reassure self that he or she is OK).
 3 = Serious symptoms Frequent overt efforts to avoid feeling abandoned (eg.
may repeatedly call friends late at night to reassure self that they still care).
 4 = Severe symptoms Daily overt efforts to avoid feeling abandoned (eg. may
refuse to leave someone’s home or office; may cling to someone physically; may
beg not to be left alone).
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RECURRENT SUICIDAL BEHAVIOUR, GESTURES, OR THREATS, OR SELFMUTILATING BEHAVIOUR

7. During the past two weeks, have you …
 … deliberately hurt yourself without meaning to kill yourself (eg. cut yourself,
burned yourself), punched yourself, put your hand through windows,
punched walls, banged your head)?
 Threatened to kill yourself?
If NO

 How about told someone that you’re going to kill yourself to let them know
you’re in pain?
 To see if they care?
 Made any suicide gestures or attempts?
If YES to any question pertaining to Self-Mutilation or Suicidal Efforts, ask about
intensity and frequency of symptoms. Also ask for examples.

 0 = No symptoms No self-mutilation or suicidal efforts reported or observed
during interview.
 1 = Mild symptoms One vague suicide threat. One instance of scratching or
punching self.
 2 = Moderate symptoms One clear-cut suicide threat, 2-3 instances of
scratching or punching self.
 3 = Serious symptoms Multiple suicide threats. One instance of cutting or
burning self. One suicide gesture.
 4 = Severe symptoms 2-3 instances of cutting or burning self. One suicide
attempt.
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IMPULSIVITY IN AT LEAST TWO OTHER AREAS THAT ARE POTENTIALLY
SELF-DAMAGING

8. During the past two weeks, have you …
 … gotten really drunk? If Yes How many times 
 High on prescription or street drugs? If Yes How many times 
 Impulsivity gotten sexually involved with anyone or had any brief affairs? If








Yes How many times 
Had any episodes where you ate so much food that you were in a lot of pain
or had to force yourself to throw up? If Yes How many times 
Gone on any spending sprees where you spent a lot of money on things that
you didn’t need or couldn’t afford? If Yes How many times 
Lost your temper and really shouted, yelled, or screamed at anyone? If Yes
How many times 
Threatened to physically harm anyone (eg. told someone that you would
punch him, stab him, or kill him)? If Yes How many times 
Physically assaulted or abused anyone (eg. slapped, punched or kicked
someone)? If Yes How many times 
Driven too fast or while you were under the influence of alcohol or drugs? If
Yes How many times 
Done anything that’s against the law (eg. shoplifted, sold drugs, fenced
stolen property)? If Yes How many times 

If YES to any question pertaining to Impulsivity, ask about intensity and frequency of
symptoms. Also ask for examples.

 0 = No symptoms No impulsivity reported or observed during interview.
 1 = Mild symptoms 1-2 impulsive acts (eg. one eating binge and one episode of
excessive drinking).
 2 = Moderate symptoms One clear-cut pattern of impulsivity (ie. 3-4 episodes
of one type of impulsivity).
 3 = Serious symptoms Two clear-cut patterns of impulsivity (ie. 3-4 episodes of
two separate types of impulsivity).
 4 = Severe symptoms Three or more clear-cut patterns of impulsivity (ie. 3-4
episodes of three or more separate types of impulsivity).
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PATTERN OF UNSTABLE AND INTENSE INTERPERSONAL RELATIONSHIPS
CHARACTERISED BY ALTERNATING BETWEEN EXTREMES OF
IDEALISATION AND DEVALUATION

During the past two weeks, have you …
 … felt hatred toward someone you cared about and need (eg. a relative,
friend, romantic partner, or doctor/clinician)?

 How about felt really disappointed in someone you feel close to?
If YES to either Was this because he or she didn’t seem to care about you in the
way you felt you needed? Because he or she wasn’t available enough?

 Gone from feeling really dependent on someone to needing to get a lot of
distance from him or her?
If YES Was this because you feared being smothered or losing what little sense of
yourself you have?
If NO Have you been told that you cling to people you’re dependent on and then try
to flee from them?

 Had any stormy relationships?
If NO Any relationships marked by a lot of arguments? Threatened breakups? How
about actual breakups?
If YES to any questions pertaining to Unstable Relationships, ask about intensity
and frequency of symptoms. Also ask for examples.

 0 = No symptoms No instability to close relationships reported or observed
during interview.
 1 = Mild symptoms Occasional signs and symptoms of mild instability in one or
more close relationships (eg. bickering, threat to end relationship).
 2 = Moderate symptoms Frequent signs and symptoms of mild instability in one
ore more close relationships.
 3 = Serious symptoms Frequent signs and symptoms of serious instability in
one or more close relationships (eg. intense arguments, actual breakup). May report
that personal life seems chaotic.
 4 = Severe symptoms Daily signs and symptoms of serious instability in one or
more close relationships. May report that personal life seems out of control.
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SCORING THE ZAN-BPD
Mean (SD)
BPD
population

Mean (SD)
Non-BPD
population

14.3 (6.8)

5.2 (3.5)

5.9 (2.9)

2.7 (1.9)

3.5 (2.4)

0.9 (1.1)

1.7 (1.4)

0.5 (0.7)

3.2 (2.0)

1.0 (1.2)

TOTAL ZAN-BPDSCORE


(add up all nine criteria scores to reflect both
frequency and severity of psychopathology)
TOTAL AFFECTIVE DISTURBANCE SCORE


(add up anger, moodiness, and emptiness scores)
TOTAL COGNITIVE DISTURBANCE SCORE


(add up identity disturbance and
distrust/suspiciousness/dissociation scores)
TOTAL IMPULSIVITY SCORE


(add up self-mutilation/suicidality and other forms
of impulsivity scores)
TOTAL DISTURBED RELATIONSHIP SCORE


(add up efforts to avoid abandonment and
unstable relationships scores)
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Appendix I
Parent Development Interview

Parent and Infant Program
- Improving Parenting Risk Assessment -

Parent Development Interview

Introduction:
During this part of the interview we’re going to talk about your feelings and thoughts
your about your relationship with your child, how you view yourself as a parent, how
you have developed as parent and the emotional ups and downs that go along with
being a parent. I will also ask you some question about your own childhood
experiences.

I have a series of questions to ask where there are no right or wrong answers. I am
interested in your thoughts and feelings about what parenting is like for you. The
interview will take us about 1 ½ to 2 hours to complete and you may refuse to answer
any question that makes you feel uncomfortable.

Before we begin, do you have any questions or concerns about the interview you would
like to discuss?

Interview

Do you mind if I tape record this interview, so we can talk more freely without me
having to write all the time.
A. View of the Child.

Today we’re going to be talking about you and your child. We’ll begin by talking
about your child and your relationship, and then a little about your own experience
as a child. Let’s just start off by you telling me a little bit about your family – who
lives in your family? How many children do you have? What are their ages?
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Here you want to know how many children, ages, including those living
outside the home, parents, other adults living in home. If atypical rearing
situation (foster care) history of foster placements, who have been primary
caregivers, etc.; likewise, if there appears to be a history of divorce, or
multiple moves, get some of the detail of that just to create a context for
understanding the interview.

1. I’d like to begin by getting a sense of the kind of person your child is… so, could
you get us started by choosing 3 adjectives that describe your child. (Pause
while they list adjectives.) Now let’s go back over each adjective. Does an
incident or memory come to mind with respect to _____?


Go through and get a specific memory for each adjective.

2. And, what about you, what kind of person are you? Can you choose 3
adjectives that describe you. (Pause while they list adjectives.) Now let’s go
back over each adjective. Does an incident or memory come to mind with
respect to _____?


Go through and get a specific memory for each adjective.

3. OK, now let’s return to your child…In an average week, what would you
describe as his/her favourite things to do, his/her favourite times?
4. And the times or things he has most trouble with?
5. What do you like most about your child?
6. What do you like least about your child?
Now we’re going to turn to the next section …

B. View of the Relationship
1. I’d like you to choose 3 adjectives that you feel reflect the relationship between
you and (your child). (Pause while they list adjectives.) Now let’s go back over
each adjective. Does an incident or memory come to mind with respect to
_____?
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Go through and get a specific memory for each adjective.

2. Describe a time in the last week when you and (your child) really “clicked”.
(Probe if necessary: Can you tell me more about the incident? How did you
feel? How do you think (your child) felt?)
3. Now, describe a time in the last week when you and (your child) really weren’t
“clicking”. (Probe if necessary: Can you tell me more about the incident? How
did you feel? How do you think (your child) felt?)
4. How do you think your relationship with your child is affecting his/her
development or personality?
Now we’re going to turn to the next section …
C. Affective Experience of Parenting
1. Now, we’re going to talk about your feelings about being a parent. Can you start
out by choosing 3 adjectives that describe you as a parent. (Pause while they
list adjectives.) Now let’s go back over each adjective. Does an incident or
memory come to mind with respect to _____?


Go through and get a specific memory for each adjective.

2. What gives you the most joy in being a parent?

3. What gives you the most pain or difficulty in being a parent?

4. When you worry about (your child), what do you find yourself worrying most
about?

5. How has having your child changed you?

6. Tell me about a time in the last week or two when you felt really angry as a
parent.


Probe if necessary: Can you tell me a little bit more about the situation? How did
you handle your angry feelings?
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6a. What kind of effect do these feelings have on your child?

7. Tell me about a time in the last week or two when you felt really guilty as a
parent.


Probe if necessary: Can you tell me a little bit more about the situation? How did
you handle your guilty feelings?

7a. What kind of effect do these feelings have on your child?
8. Tell me about a time in the last week or two when you felt you really needed
someone to take care of you.


Probe if necessary: Can you tell me a little bit more about the situation? How did
you handle your needy feelings?

8a. What kind of effect do these feelings have on (your child?)

9. When your child is upset, what does he/she do? How does that make you feel?
What do you do?

10. Does (your child) ever feel rejected?
Now we’re going to turn to the next section …
D. Parent’s Family History
Now I’d like to ask you a few questions about your own parents, and about how your
childhood experiences might have affected your feelings about parenting….
1. I’d like you to choose 3 adjectives that describe your childhood relationship with
your mother, from as early as you can remember. (Pause while they list
adjectives). Now let’s go back over each adjective. Does an incident or memory
come to mind with respect to ___?

2. Now can you choose 3 adjectives that describe your childhood relationship with
your father? (Pause while they list adjectives.) Now let’s go back over each
adjective. Does an incident or memory come to mind with respect to _____?
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3. Did you ever feel rejected or hurt (physically or emotionally) by your parents as
a young child?

4. How do you think your experiences being parented affect your experience of
being a parent now?

5. Why do you think your parents behaved as they did during your childhood?

6. How do you want to be like and unlike your mother as a parent?

7. How about your father?

8. How are you like and unlike your mother as a parent?

9. How about your father?
Now we’re going to turn to the next section …
E. Dependence/Independence

1.

When does your child need attention from you?


Probe if not spontaneously volunteered: How do you feel when this happens?

2.

Why do you think those are the things he/she needs help with?

3.

When does he feel comfortable doing things on his own?


4.

Probe if not spontaneously volunteered: How do you feel when this happens?

What happens when he/she can’t do things on his/her own?


Probe if not spontaneously volunteered: How do you feel when this happens?

Now we’re going to turn to the next section …
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F. Separation/Loss
1. Now, I’d like you to think of a time you and your child weren’t together, when
you were separated. Can you describe it to me?


Probe: What kind of effect did it have on the child? What kind of effect did it
have on you? Note: If the parent describes something other than a recent (ie.
within one year) separation, repeat the question asking for a more recent example.

2. Has there ever been a time in your child’s life when you felt as if you were
losing him/her just a little bit? What did that feel like for you?
3. Is there anyone very important to you who (your child) doesn’t know but who
you wish he/she was close to?
4. Do you think there are experiences in your child’s life that you feel have been a
setback for him?
Now, for the last section …
G. Looking Behind, Looking Ahead

1. Your child is _____ already, and you’re an experienced parent (modify as
appropriate). If you had the experience to do all over again, what would you
change? What wouldn’t you change?

2. How do you think about the relationship you and your child will have when your
child is an adult?

3. Can you imagine yourself as a grandparent? What do you imagine? What
would you hope for?
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Appendix J

Addendum to Reflective Functioning Scoring Manual
(Fonagy, Steele, Steele, & Target, 1998)

For use with the Parent Development Interview
(PDI; Aber, Slade, Berger, Bresgi, & Kaplan, 1985;
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This manual is intended for use as an adjunct to the Reflective Functioning
Manual (Fonagy, Steele, Steele, & Target, 1998), and specifically for the scoring of
Parent Development Interviews (PDI; Aber, Slade, Berger, Bresgi & Kaplan, 1985;
PDI-R; Slade, Aber, Berger, Bresgi, & Kaplan, 2003) for reflective functioning. The
system described here is identical in structure and organization to that described by
Fonagy et al.(1998), and we adhere to their original definition of reflective functioning.
While it is possible for raters to become reliable on this system without first becoming
reliable on the Fonagy et al. (1998) system, this manual is best understood against the
backdrop of the full descriptions of reflective functioning (RF) described in the original
manual. Thus, it is critical that raters be fully familiar with both manuals, as well as
with the developmental and psychoanalytic ideas that underpin the construct of RF
(Fonagy, Gergely, Jurist, & Target, 2002; Slade, in press).
An adult's capacity for reflective functioning was originally assessed by Fonagy
and his colleagues (Fonagy, Steele, Steele, Leigh, Kennedy, Mattoon, & Target, M.,
1995) on the basis of his or her responses to the Adult Attachment Interview (AAI;
George, Kaplan & Main, 1984, 1996); this is an instrument that assesses the quality of
an adult's representation of his childhood attachment experiences. However, RF is a
capacity that can be assessed in a variety of ways. The AAI offers a view of a parent’s
capacity to think reflectively about their childhood relationship with their parents. The
goal of this addendum is to help raters assess parental reflective functioning (Slade, in
press), namely a parent’s capacity to think reflectively about his or her child, him or
herself as a parent, and his or her relationship with the child. This is assessed using the
Parent Development Interview (PDI), a semi-structured clinical interview that takes
about an hour and a half to administer and that probes a variety of aspects of the
parent's, typically the mother's, view of herself and her child (See Aber, Belsky, Slade
& Crnic, 1999, Slade, Aber, Belsky & Phelps, 1999; and Slade, in press, for further
details.). Recent validation studies have linked the PDI to a number of relevant
criterion variables, specifically, adult and child attachment (Slade, Grienenberger,
Bernbach, Levy & Locker, in press), disrupted affective communication in the dyad
(Grienenberger, Kelly, & Slade, in press), maternal trauma (Patterson, Slade, & Sadler,
2005; Schechter D., Coots., T., Zeanah, C., Coates, S., Myers, M., & Liebowitz, M., in
press), maternal drug use, parental functioning and child adaptation (Truman, Levy, &
Mayes, in press).
It will be our aim in the sections that follow to describe the particular issues
regarding the scoring of reflective capacity as assessed through parental descriptions of
an ongoing, current, and developing relationship with the child. Such descriptions are
inherently different from the ones parents give of their relationships with their own
parents on the AAI; by definition, AAI narratives are descriptions of relationships that
were formed many years hence, and refer to incidents and memories in the long ago
past. By contrast, the PDI asks parents to describe their current relationship with the
child, by providing examples from ongoing everyday life. In that sense, the PDI,
particularly when it is used with the parents of infants or toddlers, provides a view of a
relationship that is currently being formed, and that is still evolving. In addition, it is a
relationship that evokes strong feelings and reactions in the present. In contrast to the
AAI, which evokes prior and relatively solidified representations, the PDI is presumed
to tap into experiences that are live and immediate, and into representations that are still
being constructed.
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It is important to note that reflective functioning in parents is necessarily
assessed using development as a backdrop. It is much easier to figure out what a two or
three year old is thinking and feeling than it is to figure out what a six or twelve month
old is thinking or feeling. Indeed, the latter is -- under many circumstances -- quite
difficult, if not impossible. Of course, deducing the mental state of another is always
complex; what we wish to emphasize here, however, is that complexity must be
assessed within the context of development.
In contrast to the AAI, the PDI probes for the capacity to reflect on a current
relationship with a child who is in the throes of developmental changes. The reflective
parent should be actively searching for understanding of their child as opposed to
having a more fully elaborated picture that is indicative of mentalization on the AAI. It
is often an example of reflective functioning when a parent acknowledges the struggle
to understand their child, a task made difficult by the fundamental differences in
emotional and cognitive capacities between adults and children. The reflective parent is
able to imagine what it feels like to be a young child while at the same time recognizing
that this inference is limited by their inherent developmental disparity. This is
particularly relevant in coding PDIs for pre-verbal infant - mother dyads. Therefore, it is
very important that the rater take into consideration the child's age and developmental
level. When a parent is able to reflect on the developmental aspects of the child's
cognitive or emotional capacities it should be considered an example of reflective
functioning.
In order to score the PDI for RF, raters begin by reading the interview as a
whole. Raters then reread the interview, and code each interview question for level of
RF. Some of the questions are designated as demand questions and others as permit
questions, but all questions are scored. The distinction between demand and permit
questions will be discussed below (Section V). Given that there are currently several
versions of the PDI, including a brief version (PDI-RS; Slade, Aber, Berger, Bresgi, &
Kaplan, 2005), the most reliable assessment of RF will be achieved when all questions
are scored. (Please note that some versions of the interview include questions about the
marital relationship; these do not need to be scored for parental RF.) Section II
describes indices of RF to be found in the PDI. As described by Fonagy et al. (1998),
the scoring of RF depends upon the close reading of interview passages for indices of
the subject's awareness of mental states. Once all questions have been rated and the
interview has been reviewed a second time, the interview is assigned an overall RF
score. We will describe the specific guidelines for coding demand questions and
assigning overall scores in Section V.
II Reflective Functioning and the Parent Development Interview: Definitions
In the sections that follow, we will provide examples from PDI transcripts of
what Fonagy et al.(1998) refer to as indices of reflective functioning or mentalization.
These two terms are used interchangeably. The original RF Manual groups the various
indicators of reflective functioning into four general “types” of RF: a) an awareness of
the nature of mental states, b) the explicit effort to tease out mental states underlying
behavior, c) recognizing developmental aspects of mental states, and d) mental states in
relation to the interviewer. As indicated below, there are numerous subtypes of each of
these four general types. These types are not at all mutually exclusive; indeed, a single,
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but well elaborated response will often fall into several subtypes. In the section that
follows, these types and subtypes will be described as they are manifested in the PDI.
The RF scale is organized along a continuum from low to high reflectiveness.
The mid point on the scale (5) describes average or ordinary reflective capacities. Scale
points below 5 indicate varying levels of the capacity to refer to mental states; however,
it is the linking of mental states to behavior or mental states to mental states that
qualifies a response as reflective (i.e. earns a score of 5 or above).
An individual must have the capacity to describe mental states in order to be
considered reflective. Mental states are feelings, thoughts, beliefs, desires, intentions,
namely all internal mental experience; thus, “I think”, “I want”, “I believe”, “I know”,
“I feel”, etc. (It is important to note, in this context, that “I think” can also be a turn of
phrase, and not actually indicate any actual thinking on the subject’s part; in these
instances, it would not be scoreable at all.) These are to be distinguished from physical
states, such as “I’m tired”, “I’m hungry”, etc. While the description of mental states is
essential to the designation of a response as reflective, mental state language alone does
not qualify a response as reflective. As will be detailed below, there must be evidence
of an awareness of the characteristics and nature of mental states, or an explicit link
between mental states and behavior or mental states and other mental states for a
response to earn a score of 5 or above. To reiterate, the description of mental states is
necessary but not sufficient to qualify a response as indicative of reflective functioning.
A. Awareness of the nature of mental states
This general category assesses the subjects' awareness of the characteristics of
mental states in themselves and others; this awareness is reflected in their explicit
reference to the distinctive characteristics of mental states, as listed below (see also
Fonagy et al., 1998). Please note that this list is neither exhaustive, nor are these
categories mutually exclusive.
1. The opaqueness of mental states. Mental states are necessarily opaque; that
is, we cannot always know what another person is thinking or feeling from
simply observing their facial expression or behavior. On the PDI, the
opaqueness of mental states is most often manifest in the mother's indication that
she cannot be sure of her child's mental state, and that indeed, she may well have
to guess at or speculate as to what the child is thinking. Thus, qualifiers such as
“perhaps” or “might” will usually preface a remark judged to be opaque.
Sometimes, parents will offer alternative mental states, with the implication that
it is hard to know which one lay behind the behavior.
“Well, she was crying and fussing, and I’m not sure exactly what she was
feeling, but she was probably pretty mad.”
Other indications are the mother's linguistic expression of uncertainty: "I think
he must have felt badly....but I couldn't be sure."

2. Mental states as susceptible to disguise. Mental states can easily be
disguised
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when an individual wishes to keep his internal experience private or unknown.
Instances on the PDI that demonstrate the awareness that the child or adult may
experience different emotions than the ones they display. It is important to note
that until 12 months, and probably not until 18 months, children are not capable
of intentionally disguising their emotions. This is not to say that children will
not express emotions that might upset the caregiver; indeed, such patterns are
undoubtedly learned over the course of the first year. However, the disguise of
emotions is unlikely to occur before the middle of the toddler period, and thus,
references to such disguise in the transcript will most likely refer to the mother's
awareness that she disguises her feelings in relation to her child.
For example, the mother might try not to let her child see that she is guilty,
angry, etc., as in the following instance. Describing her anger at her five-monthold, a mother says: "It was a horrible time of the day, it was terrible for me, and
it was terrible for him and I didn't know where to put my anger. I can't yell at
him, can't do anything like that. So, ah... I just sort of suppressed it, and I don’t
think he really sensed my irritation."
3. Recognition of the limitations on insight. There are always limits to an
individual’s capacity to know what is in another’s mind. This subtype refers to
the mother’s trying to read her child’s state of mind, all the while explicitly
noting the limitations inherent in doing so.
For example, in response to a question about whether there are times she doesn’t
understand her child, a mother remarks: "Uh, sometimes when I'm feeding her
and she doesn't seem to be wanting anything. She's eating, she's pointing to
something else, but then you give it to her and she obviously doesn't want that
either. It can be really hard to know exactly what she is feeling so I often have
to try different things until I get it right."
Or, "Well, in a vague sort of way it probably makes her, you know,
uncomfortable, I'm not sure exactly how."
(Note: Limitations on insight and opacity are very similar; it is likely that
these are best thought of as two dimensions of the same category. If both
are scored in a single passage, only one should be counted toward the final
RF score.)
4. Mental states tied to expressions of appropriate normative judgments. This
refers to a parent’s recognition that a response (her own, or the child’s) is either
developmentally or psychologically expectable. This subtype is used when a
mother notes that a child’s feelings in a particular situation are normal given his
age and stage of development; thus, for instance, she might that it is normal for a
child to feel sibling rivalry, or to have nighttime fears during the preschool
years. This subtype should also be used when a mother notes that her child’s
developmental capacities preclude certain types of understanding.
For example, "I felt a little bit frustrated with her, but I also knew that it was
that she was uncomfortable because she was teething". Thus, she attributes
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changes in herself and in the child to what are normal reactions to the situation
of her child’s increased distress in response to teething.
And another example, "Well, I know you are supposed to understand that a baby
this age does not understand that they can't just do everything that they want all
the time. I think that when he has an impulse or a desire to have something, it is
the only thing in the world to him at that moment, he is not thinking whether it is
good for him or not, that is my job. But I wanted him to understand it at that
moment, right then. I didn't want to have to wait until he was grown up to
understand that."
5. Awareness of the defensive nature of certain mental states. This refers to a
mother’s awareness that she or her child may modify their mental states in order
to reduce negative affect, that one affect can be used to defend against another.
This will likely occur only when mother is describing her own mental state,
unless child is over two years of age.
“I just felt numb at the moment because it was too painful to think about”
“The day after Harry fell off his bike, he didn’t remember much about the
incident. I think he’d just as soon forget because it was probably very
frightening for him.”

B. The explicit effort to tease out mental states underlying behavior.
Parents high in reflective functioning will engage in the attempt to identify
possible mental states that may account for their child's behavior, and do so in a fashion
that leads to accurate or plausible conclusions concerning links between mental states
and behaviors of the self and others. This is clearly a critical aspect of responsive
parenting, for it allows the parent to make sense of what is going on inside the child's
mind, and respond accurately and sensitively.
1. Accurate attributions of mental states to self or others This refers to the
parent’s offering a plausible causal account of behavior in terms of mental state;
thus, the child's (or parent’s) behavior is understood as a function of his or her
mental state. The reasoning starts from the behavior, and the attempt to
understand behavior in light of mental states. This subtype is assigned when a
person is trying to reason about such processes within the self or within the
other, but not about the effect of one person's behavior/mental state upon
another's behavior/mental state.
"She turned around and walked straight in the other direction…I knew that it
was because she was spitting mad that I’d been away overnight.”
2. Envisioning the possibility that feelings concerning a situation may be
unrelated to observable aspects of it This refers to a parent’s explicit
recognition that her own or her child’s affect is unrelated to the external,
observable situation.
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For instance, in response to a question about her own needy feelings, a mother
responded, "If my husband is away for the weekend, and I'm alone with her,
by the end of the weekend I really need his help and support, and even though
she may have had perfectly fine time together, and she’s happy as a clam,, I can
get short-tempered and cranky. But it’s not about her, I’m just feeling deprived,
and I miss my husband.” Here, the mother recognizes that her mental state can
be attributable to her husband's absence, rather than anything specific that has
occurred with the child.
3. Recognition of diverse perspectives The parent explicitly recognizes that she
and her child may perceive a given behavior or situation differently.
“He was playing in the bath, and just having a great time. He was wanting to
touch everything, wanting to explore everything, but I was worrying about him
slipping and hurting himself. He’s so active now, and he loves to discover
everything, but it just makes me anxious.”
4.Taking into account one's own mental state in interpreting others' behavior.
The parent recognizes that his or her interpretation of an event might be
distorted by his or her own thoughts and feelings.
“Sometimes I feel like I want a hug, but she pushes me away. Even though I
know she is just exploring and having a great time, I sometimes feel like she’s
rejecting me, and then I feel hurt and angry. But that’s my problem!”
5.Evaluating mental states from the point of view of their impact on one’s own
or another’s behavior or mental states. This refers to a parent’s recognition of the
role their own mental states might have had on their own or the child’s behavior
or mental state. This type of reasoning begins, in all instances, with one’s own
or the other’s mental states, and the attempt to understand the impact of these
mental states upon one’s own or the other’s behavior or mental states.
"I think maybe that because I was so unsure of myself and so afraid of really
setting a limit with her, she picked up on it and just continued crying out for me
to come take her out of her crib and let her sleep with us.”
“Sometimes, I just need to pick her up and cuddle her when I get home from
work, because I’ve missed her all day, I'll pick her up and she obviously didn't
want to be picked up, because she was in the middle of something, and I’m just
interrupting and distracting her, and she yanks away."

6. Taking into account how others perceive one.
This refers to a parent’s awareness of how others’ perception of them is related
to their own or others’ actions and reactions. For example: “My husband’s
always telling me I’m so controlling, but really I am just so anxious. I know it
really drives him crazy.” (6-7)
7.Freshness of recall and thinking about mental states. This refers to the parent’s
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capacity to think spontaneously and vividly about their own and the child's
thoughts and feelings. This is different from speaking in a cliched way, and there
is something currently real to the subject that makes it feel alive to the rater.
This may be marked by a change in the subject's perspective during the course
of the interview.
For instance: “Recently he has had trouble letting me leave. He screams
and hangs on my coat. I get angry at him because I feel like he is manipulating
me. But now that I am talking about it, I realize that he must be frightened. I
guess it’s been hard for me to think about it in that way.”
C. Recognizing developmental aspects of mental states
This is a particularly important aspect of reflective functioning in a parent. A
parent's capacity to recognize that a child's mental states, and particularly his
understanding of the world, changes over time, is intrinsic to sensitive responsiveness
and reflective awareness. Fonagy et al. (1998) refer to the developmental aspects of
mental states having many aspects, particularly thinking "intergenerationally", and
speaking to family dynamics. These aspects of reflective functioning will rarely come
up in the PDI; however, there are many questions that ask subjects to reflect upon their
children's changing capacity to regulate, contain and express emotion.
1. Taking an intergenerational perspective, making links across generations
This refers to a parent’s awareness of the intergenerational exchange of ideas,
feelings and behavior; that is, parents recognize that the own thoughts and
feelings they carry forward from childhood influence their parenting and hence
their child’s experience of himself and others. This understanding must be
explicit and specific, and not merely of an implicit and general kind.
“I know I can be so demanding and perfectionistic, and I sometimes expect and
even need my kid to be perfect. And you know, I can’t believe it, but that was
what my mother expected of me, always wanting me to be the top of the heap,
the best at everything, and here I am feeling that way toward my own child.”
2.Taking a developmental perspective This refers to a parent’s awareness of
developmental changes in certain mental states. This is a particularly important
form of reflective functioning in a parent, as it reflects the capacity to recognize
age related changes in the child's perspective and expressive capacity. In the
Fonagy et al. (1998) manual, this category is used to classify statements such as
the following, in which a mother is reflecting upon changes in her feelings about
being a parent.
“I used to feel that I would never have a life again, and that I would always just
be changing diapers and doing laundry and nursing, but these days I feel like
more of a whole person, like I’m a mother, and not a bad one at that, but also
that I have other things and other pleasures in my life.”
This category is also to be used to classify passages in which the mother notes
changes in her child’s understanding or feelings as a function of age.
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For instance: "I try to figure out how and when to discipline her consistently in a
way that's meaningful for the age she's at, because she's still very young, she
still doesn't really know, why she shouldn't do certain things, she doesn't know
why she's not supposed to pick up her dish and not dump it over. I think she is
moving in that direction though, because sometimes she does it and then she
looks to see how I will react. At this point, she is noticing that I might have a
certain reaction, which is something that is a new development."
3.Revising thoughts and feelings about childhood in light of understanding
gained since childhood.
Views of the world and feelings and beliefs concerning it change radically
between childhood and adulthood. Children’s understanding of the social world
is particularly limited. Some individuals show awareness of the implications of
such changes for changes in their behavior or attitudes. These are considered
reflective. “It’s only now in adulthood that I realize she was ill. When I was a
child I thought of her as either just not liking me much or as very withdrawn and
shy. Now I can feel for her much more and she does not make me sad or angry
anymore.” (6)

4. Envisioning changes of mental states from the past to the present and the
present to the future. This category is used to classify passages in which the
mother notes changes in her own or her child’s understanding or feelings from
one time to another (as opposed to C2 which is used to describe changes that are
understood in terms of age or shifts in developmental stage). Thus, when a
mother notes that her own or her child’s feelings change from one day to the
next, this subtype is scored. Likewise, this subtype is scored when the mother
envisions changes in mental states in the future.
“Yesterday I dropped her off with her babysitter and she was happy as a clam.
Today her Dad left early and her routine was disrupted and she was all
discombulated and really unhappy. Most days she’s pretty happy, but some
days she starts off on the wrong foot, and that’s it.”
“When I first found out I was pregnant, I was just terrified, but then once we got
the amnio results I could finally let myself relax, and I was just elated.”
“Today I just want him to be happy and healthy, but I am sure the day will come
when I will want him to go to Harvard or Yale…I’m afraid it won’t always be
enough for me to have him just be a great person.”
5. Envisioning transactional processes between parent and child. This refers to
the recognition that the child affects the parent's mental state, and the parent
affects the child's mental state, that there is an interaction between the two
mental states. There must be at least 3 consecutive transactions noted for a
passage to be coded a C5; that is, the interaction has to be described in a way
that connotes mutual influence.
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For instance: "We were up in the bedroom one day, and she had these toys that
stack, like they're cups that stack, and she loves when I put them up and she
knocks them down. But this one time, maybe because it was early in the
morning, I just kept stacking them, and she'd knock them down and she'd shriek
and, I think I did this for maybe half an hour, and she was just shrieking the
whole time... I felt good because I knew that she was happy... and she was
definitely happy because it was much longer than I normally would do the same
activity with her, but I just kept doing it. It was almost like the more I did it the
happier she got, so the more I'd want to do it, because she was getting happier.
We were both feeding off of each others' excitement in a really nice way." Here
the mother's mental state is clearly influenced by her baby's mental state.
6.Understanding factors which developmentally determine affect regulation.
Parents indicate their awareness of the importance of their capacity to regulate,
or reduce, the infant's arousal; they recognize that the child's emotional state is
dependent upon their capacity to serve this homeostatic function.
For instance, in talking about what she does when child is upset, mother
responds, "I try to figure out what it is that's making her angry and do something
about it, if it's something that I can do something about. Often I will try to let
her know that I understand that she is upset, but also that it will be o.k., that
mommy is here with her. But, sometimes I'll pick her up and she obviously
didn't want to be picked up, she was in the middle of something and I interrupted
her and it was me who had the need to pick her up, not her, and so I'll put her
back down again, and she'll be fine." Here, mother recognizes that she can be a
regulator (solve the baby's problem and reduce her arousal level) and also that
she can inadvertently be a dysregulator (upset the child further by picking her up
when that is not what she wants).
7. Awareness of family dynamics. Parent shows an awareness of the
interdependence of mental states within the family system. Seeing the family as
an interdependent system, where the mental states of the individual members
interact and create attitudes and feelings which each individual member is
affected by, indicates a high level of reflection. These examples are rare, but
when present, are highly compelling.
For example: “Was anybody rejecting? Not really. It is funny ... I remember
both my parents as very loving and I think they were, and my sister and I got on
extremely well. Yet if you asked me to describe the family, I would say it was
cold and somewhat rejecting. Somehow, perhaps because we tried not to show
preferences, we all managed to make each other feel as if we liked somebody
else more. So we all managed to feel a bit rejected and unloved.” (7)
D. Mental states in relation to the interviewer (Directly from Fonagy, Target,
Steele, & Steele, 1998).
A subject’s recognition of mental states might be shown by their interaction with
the interviewer, which we take as an indication of the subject’s willingness to entertain
mental states in the context of other relationships. This tendency may again be revealed
in a number of ways:
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1. Acknowledging the separateness of minds
The separate history, experience and mental stance of the interviewer is at times
explicitly acknowledged by the speaker and this provides a compelling example of high
reflective-functioning. Speakers demonstrating this understanding make explicit their
appreciation that the interviewer may not necessarily share their mental state.
For example, one speaker said on becoming upset in an interview some time
after having alluded to a traumatic road traffic accident happening some time in the
past, “It must seem strange to you that I’m still upset, but it is almost exactly this time of
the year when the accident happened.” (3) One person, claiming to have felt closer to
her father, whom she rarely saw, said: “I suppose that sounds odd, but actually it is
easier to feel close to someone you don’t see a lot, in some ways. Closeness brings all
sorts of fears, of losing that person or being hated. If you don’t see someone they can’t
hurt you!” (6)
2 . Not assuming knowledge
Most commonly it is speakers’ lack of consideration of the mental state of the
person they are talking to which is easiest to observe and rate. Some subjects clearly
assume knowledge which they should know the interviewer has no access to. In some
instances a protagonist is referred to by a newly mentioned nickname or relevant history
is assumed or the interviewee gets so absorbed in their own thoughts they appear to
forget that they are recounting a story to someone. All these instances should be noted
and taken into consideration in giving a final rating. Explicit efforts by the subject to
help the interviewer keep track of the material by stepping outside the narrative and
spontaneously clarifying confusing aspects should be credited. This is clear when a
subject acknowledges ambiguities or anomalies in a narrative, and provides additional
information which either clarifies or explains. For example, a woman who was brought
up in a very different culture, with several “primary” caregivers, in an extended family
said that she very rarely approached her father for comfort. She acknowledged that the
interviewer would find this surprising, and explained that “In Country X, the children
always go to the grandmother or aunt, they are not allowed to bother the father or
uncle.” (4) Less persuasive examples are when a speaker pauses to ask whether the
interviewer is following the narrative. “Is this still relevant to the question?” or “Have I
got off the question?” (up to 3) This should only be the case, however, when, in the
rater’s view, the subject is accurately and selectively responding during particularly
complex sections of the narrative. Constant clarifications for the sake of the interviewer,
may reflect a defensive style of narration rather than actual concern for the interviewer’s
level of knowledge.
3. Emotional attunement
Speakers should also be credited for making accurate references to the likely
impact upon the interviewer of the material they have provided. Some individuals, even
when upset themselves by their recollections, assume that the interviewer is unaffected
by what they hear. Others are far more attuned to the interviewer’s likely emotional
reaction, and indicate their awareness in their narrative. The rater must take care not to
mistake common courtesy or a wish to please for such attunement. Phrases such as “I
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am sorry this must be so boring for you” do not count, even if they are accurate. It is
important that the subject should manifest an internal model or a hypothesis as to why
the interviewer may be upset, bored, irritated, frustrated etc.
For example one interviewee, on noting that the female interviewer was
somewhat upset by the account of a cot death of a sibling, momentarily interrupted the
narrative to acknowledge that: “To lose a child like that, without reason is horrible and
even hearing about it can be upsetting, it must be quite difficult to listen to it”. (4)
More commonly, accounts of severe maltreatment or abuse impact deeply upon the
interviewer. Reflective subjects may explicitly acknowledge the likely effect their story
is having on their listener: “I realize that it can’t be nice to have to hear about this. I
wish I had a nicer story to tell”. (3)
III. General considerations
When coding a PDI there are a number of general guidelines involved in
determining whether a statement is truly reflective. Outlined below are considerations
that are specific to coding the PDI.
A. Only explicitly reflective statements qualify for high ratings.
A careful distinction should be made between explicitly reflective statements
and statements which – while they may evocatively describe a child in rich detail -- and
while they may contain references to the child's mental state, do not meet criteria for
reflective functioning. Often raters confuse a mother's elaborate description of the
child's preferences, characteristics and behaviors for reflective function. For example,
the following statement does not contain explicit reference to mental states, "He's very
verbal and very physical...He loves animals. From the time he was a tiny tiny baby he
just loved animals...He's physically small, but I think that has benefited him in that he
has learned to walk very early...and he is just, you know he is a bundle of joy to
everyone."
B. Learned, rote or cliched statements do not qualify for high ratings.
Parents may respond to questions in a manner that contains mental state
language, however this should not be considered reflective if the content of their
statement is learned or cliched. Common examples on the PDI include cliched
statements about childhood or parenting. The exception to this rule is found in those
instances in which a commonly used expression is subsequently supported and
elaborated by original understanding or personal experience. A useful distinction in this
regard (Fulvia Ronchi, personal communication, March, 2005) is to consider whether a
point of view is “borrowed” or “digested”. One that is borrowed will inherently sound
canned and unintegrated. One that has been truly digested, however, will impress the
reader for its integration and clarity, and for the way in which the speaker herself seems
to be owning the perspective.
For example, if a mother were to say, "He's very attached to me. He really needs
his mommy at this age”, this would not be considered evidence of reflective
functioning. However, if she were to say, "He really needs me right now, more than
when he was younger, and I have noticed that lately it is difficult for anyone but me to
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soothe him", it would qualify as a reflective statement. Another example of a clichéd
statement: "I mean she's demanding because any baby is demanding."
C.Assessing authenticity and believability
In assigning both individual variable scores and overall ratings, the rater is always
assessing the authenticity or emotional believability of a parent’s response. There are a
number of factors that may contribute to a rater’s finding a parent’s response genuine.
These would include:
1) Understanding of development: Given the child’s developmental stage, does
this response make sense to the rater? For example, children’s responses to
separation will vary considerably depending upon the child’s age and
developmental stage. A knowledge of development is thus a crucial
component of being a good coder.
2) Assessment of context: The parent’s response may very much be a function
of the context, i.e. a baby’s illness, the spouse’s availability, etc.
3) Emotional believability: Sometimes even though a response might have all
the characteristics of a “canned” response, there is something about the
response that seems believable on an emotional level. Sometimes this is
because the response seems digested and integrated, and therefore genuine,
rather than superficial and clichéd.
4) Being attuned to contradictions: The authenticity of a response would be
questioned if it were later contradicted by a parent, even if that contradiction
is subtle.
D. Reference to personality or a relationship, in the absence of specific reference to
mental states, does not qualify for a high rating.
Narratives on the PDI often involve explanations that utilize personality trait
language or behavioral descriptions. This should not be considered reflective unless the
statements are explicitly linked to a context such as the parent-child relationship. For
example, an example of a non-reflective comment: "She has a very good disposition,
calm, not very excitable...I'd say she's very good for a baby...she's not cranky a
lot...she's not a hard baby." An example of a more reflective description of how
personality qualities play out in the relationship: “My daughter is a slow to react,
thoughtful person – she takes a long time to do everything, really takes things in at her
own pace. I, on the other hand, go through life at high speed – I’m high energy, like to
move fast. So sometimes we really annoy each other – I think it’s a place where we’ll
always potentially clash.” There are no indices of mental states in this response, as
thoughtful as it is, and it would be scored a 2.
E. Diagnosis should not be accepted as shorthand for mental states.
The use of diagnostic terminology, or reference to mental illness, should be
considered very carefully, and on the whole rated low, if this is the sole explanation for
the child’s behavior, and the specific mental states of the child and other persons
affected are not specified. For example, if a mother were to say, “You know he's got
ADHD, so it's very hard to get him to slow down and follow directions.” This statement
would not be considered reflective unless she also described how her own and her
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child’s perceptions and beliefs were influenced by the behavior associated with the
psychiatric condition.
F.Hypothetical responses can be scored for RF.
Occasionally, a parent may reflect upon feelings that she can imagine
experiencing in a hypothetical situation. This may occur for a number of reasons, and
the rater must assess whether or not the parent is actually thinking about feelings in a
dynamic and reflective way before assigning a score. For example, the following
hypothetical response would receive a score of 3 because it is fairly superficial and
canned: “I guess I would feel guilty as a parent if I could not give him all the love and
the things he deserved; if I didn’t have enough time for him. I would feel guilty if I put
my career before him or something like that.”
However, a hypothetical response can be considered reflective if it is linked to
current, actual feelings and events. For example: “I can imagine feeling guilty leaving
him if he didn’t love the babysitter as much as he does. The fact that he seems so happy
when he is with her means that I can leave for work in the morning and not feel quite as
guilty.”
G. Lowering scores : General considerations
There are a number of reasons that a rater may consider dropping a rating a
point. Usually raters try to rate passages at one of the odd scale points (i.e.
Questionable or Low RF [3], or Ordinary RF [5]). These are thought of as the primary
anchor points of the scale. At times, however, there may be something in the parent’s
speech that makes the rater feel that it doesn’t quite meet the criteria for the anchor
point. If, for instance, the response contains some indices of reflective awareness but is
too vague or inexplicit to be judged reflective, a score of 4 would be assigned. That is,
the even scale points are used to indicate that a parent does not fully meet criteria for a
higher anchor scale point, or moves a little bit beyond an anchor scale point. There are
specific instances in which scores should be lowered by one point, however, these are
indicated below. Please note that if responses are truly spoiled or distorted a score of
“0” or “-1” should be considered.
H. Lowering scores in response to lapses into the second or third person,
incoherence, or “direct discourse”.
Scores are lowered by one scale point for any of the following:
Lapses into the second or third person.
In reflecting upon her child’s emotions, a parent may sometimes fluctuate
between using “s/he” as her subject to “you” or “they”. This is one way to defend
against or distance oneself from uncomfortable feelings that have been stirred up. For
example: “I think they sense approval and disapproval and happiness and sadness, and
they can’t put a name to it, but I think they definitely respond to those things, and when
they see us happy, things are fine.”
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If a parent consistently lapses into the use of “you” or “they”, as in the above
example, she should be penalized at least one point for that response (see Coherence,
below). However, if the lapse is fleeting and brief, the parent should not be penalized.
An accurate assessment of these lapses in language can only be made with a close
reading of all interviews.
Incoherence.
Coherence is a construct defined and developed by Mary Main. In her view,
coherent discourse must meet each of Grice’s maxims: relation, manner, quantity, and
quality. The notion of coherence, which Main describes fully elsewhere (1991, 1995),
provides a means to consider the fluency of narrative. Incoherent narratives are
characterized by contradictions, inconsistencies, oscillations, lapses in reasoning, shifts
in person, irrelevancies and intrusions into or disruptions of the story. When a parent’s
response to a question is incoherent, or becomes incoherent in a way that “spoils” the
response, the score should be lowered by one point, except in those instances where the
result becomes so distorted that a score of “0” or “1” must be considered. Please note
that an individual who is of at least average reflective capacity may well be slightly
incoherent in first formulating or arriving at a response. However, this is usually
quickly resolved, and the response will become coherent.
The use of direct discourse
Direct discourse refers to a subject’s using direct speech to describe feelings or
interactions. As an example, here is a mother speaking about her relationship with her
children: “My kids can come and talk to me…I mean, we have, we can talk, you know
they realized I’m Mommy first, but I’m also their friend. They’ll tell anybody, like
their little girlfriends, “My Mom is my girl…that’s my girl.” You know, “You’re
second to my Mom… “Don’t you know the way he treats me, you know, has something
to do with the way he’s going to treat you?...You want to know how a man will treat
you, look at his mother,” you know, and my son is good to me, you know.” In this
instance, the mother used direct speech as a substitute for telling the story in narrative
form. In some cases, direct discourse is added as a way of illustrating a point, but does
not replace or substitute for the more narrative accounting. These latter types of direct
discourse should be carefully evaluated before lowering the score. Scores should be
lowered if direct discourse substitutes for telling the story in a more contained and
narrativized fashion.
Not answering the question
A parent should be penalized for not responding to the question. “Not
responding” means that they essentially change the subject and respond to something
unrelated to the question at hand. Many times parents will begin by answering the
question and then shift to answering the question in a slightly different way. This
should not be penalized. Thus, for instance, if a parent was asked about the child’s
feelings, but ended up focusing on their own feelings, describing them in a reflective
way, full credit should be given.
I.Use of affectively laden words should be assessed carefully.
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Parents will sometimes use affectively laden words, such as “radiantly” happy.
Such highly positive (or negative) attributions can often be misleading to coders who
may sometimes equate intense affect with more complex understanding of mental
states. It is important for the reader to assess whether these words suggest a higher
order of reflectiveness, or are simply adjectives meant to convey intensity: “very
happy”, “really feels loved”, etc. For instance, whereas “radiantly” would not
necessarily enhance reflectiveness or add meaning to the response, “engrossed in each
other” applies reflection upon mutuality and interaction, and would convey a higher
level of reflectiveness.
IV. Illustration of negative or limited reflective functioning
As noted elsewhere in this addendum, subjects being given the PDI are asked to
reflect on an ongoing, rapidly changing relationship. Thus, the type of mentalization
which is evoked on the PDI may differ in a variety of ways from that seen on the AAI.
In the sample which was used to develop this addendum we saw many instances of
limited reflective functioning, however, they tended to exemplify only several of the
nine subtypes described by Fonagy, et al. (1998) in the RF manual. More often, what is
evident in the limited RF found on the PDI is simply an absence of explicitly reflective
responses as opposed to a hostile rejection of RF or a bizarre response. For example,
parents’ representations of their relationships with their children are often described in
behavioral or physical terms. Furthermore, we have yet to see any clear examples of
negative RF. In light of this, it should not be assumed that these other negative and
limited RF subtypes do not apply to the PDI. What follows are examples of the types
of limited RF we have seen.
A. Rejection of RF
Some parents may feel intruded upon or become defensive when asked to
discuss their relationships with their children. Common types of reactions include:
1. Hostility towards the interviewer: Interviewer: “Do you ever feel really angry
at your child?” Parent: “Well, you tell me, you’re the one with all the answers,
aren’t you?”
2.Incongruent responses that lack credibility: Interviewer: “Do you ever feel
really angry at child?” Parent: “Not now, no. I never really did before. When he
cried all the time during the day I used to get very angry.”
3. Evasive responses that serve to avoid the subject matter of a given question:
Interviewer: “Does child ever hurt or disobey you?” Parent: “No. Gee, the
interview goes fast when you answer no.”

B. Unintegrated, bizarre or inappropriate RF
A category of low reflective functioning, particularly rare on the PDI, is seen in
narratives which leave raters confused in their attempt to understand the attribution of
mental states. This broad category can be broken down into two subtypes.
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1. The failure of the subject to provide adequate elaboration as to the cause or
effect of a given mental state. There is a lack of recognition that affective states
are generally connected to beliefs.
2. Responses in which there is interference from inappropriate cognition or
bizarre attributions. In these instances, it is not the mental state which is bizarre
but the attribution given to the mental state.

C. Disavowal of RF
The responses that fall into this category are similar to those found in the
rejection of RF. The difference lies in that with disavowal of RF there is an absence of
mentalization but the response contains no overt hostility, which implies that they have
not perceived the question as an attack. The parent’s response will seem passive and
evasive. For example: Interviewer: “Do you ever feel guilty as a parent?” Parent: “No,
no.”

D. Distorting or self-serving RF
As discussed in the RF manual, it is common to find evidence of self-serving
distortion in a given narrative. This can be understood to derive, in part, from a basic
human tendency to strive towards cohesion and organization of self representation.
Although such distortions are certainly seen with the PDI as well, there is one difference
worth noting in the area of "highly egocentric recollections." Examples of this type
may occasionally be found with the PDI, and include any statements which place an
overwhelmingly egocentric spin on the interpretation of mental states in a given
situation. This can be seen in instances in which the parent overestimates their impact
on the thoughts, behaviors, or feelings of their child. For example, if a mother of a
young infant were to state that her son always sleeps through the night because he wants
to make his mother happy. At the same time, such examples are rare because of the
huge role that parents do in fact play in the lives of their young children.
This category of low reflective functioning is significantly connected to the
process of memory. This is because the distortions described on the AAI in the original
RF manual are often examples for which the subject has gradually developed
idiosyncratic and self-serving explanations for events gradually over time. There may
be selective recall of self-enhancing memories while selectively forgetting other
occurrences that provide counter evidence for a rigidly held self perception. As a result
of the central role of memory in this process, we have seen few examples of this type of
narrative on the PDI. This does not mean that this category is irrelevant for the PDI, but
simply that it may be less prevalent. Another issue may be the sample of PDIs from
which this addendum was derived. It is possible that distorting or self-serving RF is
more prevalent with other populations.

E. Naïve or simplistic
In this category, RF language may be present but it is one-dimensional and has
been reduced to a social cliché. It will not reveal mixed emotions, or a complex
understanding of mental states, nor will it take into consideration more than one
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perspective. There is no sense of freshness to the response, nor does it sound like the
subject is engaged in a current, inquisitive struggle to understand the mental state of
herself or her child. In some instances there may be a connection drawn which indicates
the impact that the parent has upon the child, or the reverse, but there is a failure of
elaboration and thus a lack of true reflectiveness. For example: “I mean because she is
good…I feel that at least for right now, as of ten months, she’s the way she is probably
because of the way I am, you know and my husband…”

F. Overly-analytical or hyperactive RF
Some interviews may appear initially to be highly reflective and complex, but in
fact turn out to contain insights that are forced and lack real meaning. These subjects
may be able to produce extensive elaboration on a given topic without evidencing any
additional understanding. These interviews may contain frequent use of jargon that is
presented as if it were original insight.
G. Excessive focus on personality and behavior
Some PDI interviews received repeatedly low scores for reflective function;
these interviews are characterized by dominance of personality trait language or
behavioral description. This is particularly seen when a parent is discussing the child.
These interviews may be characterized by an incapacity to imagine the affective
experiences of the child and the impact which affect has on thoughts, feelings and
behaviors of the parent. Conversely, some parents may be unable to acknowledge that
their own thoughts and feelings impact the experience of their child, insisting instead
that their overt and obvious behavior is the only thing that the child can sense. The
most common examples of this type of interview are seen in those cases where there is
not necessarily a denial of the child’s inner life, but for whatever reason, the narrative
never seems to go beyond descriptions of the relationship which are limited to
behavioral or personality terminology.

V. Rating Passages
A. Rules for identifying passages: Demand vs. permit questions
The Fonagy et al. (1998) manual makes a distinction between demand and
permit questions: (1) those that demand that the subject demonstrate his or her capacity
for reflective functioning, and (2) those that permit the subject to demonstrate his or her
reflective capacity, but do not explicitly ask the subject to use mental state language.
Unlike the AAI, which has few demand questions, there are many demand questions on
the PDI; also, the probes that are often asked as follow up to many questions (“How did
you feel? How do you think your child felt?” have the net effect of making a permit
question a demand question. Thus, any probes to questions that require the subject to
respond in terms of his/her mental state should be scored as demand questions. Please
note that some versions of the PDI ask about marital issues; these do not need to be
included in passage or overall scoring, as these were inserted for a specific research
project, and do not pertain to an assessment of parental reflective functioning. Please
also note that there are various versions of the PDI, each of which will require slight
modifications to the coding sheet. These differences reflect the target age of the child,
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or adjustments that have been made as we have refined interview protocols and coding
procedures.
Coding sheets distinguish between demand and permit questions. If a subject
responds to a permit question with little or no mentalization, do not score the response,
because this penalizes her for not reflecting when she has not been asked to. Only score
levels “4” and above. All scores are considered in the final overall scoring. As will be
clear in reading guidelines for overall scoring, raters will have to judge how much
weight to assign certain scores. When scoring the AAI for RF, indices of mentalization
on permit questions are given slightly more weight because they are spontaneous.
Similarly, failures to mentalize in response to demand questions are weighted slightly
more heavily. These same considerations pertain to the PDI.
A. Guidelines for rating identified passages.
In terms of scoring, the entire interview should first be read. Once a coder is
familiar with the system, she or he can begin to think about codes on this first readthrough. However, it is very important that scores not be assigned until the second
read-through, when each questions should read and a score assigned to each passage. It
is crucial that a justification for the score be indicated on the scoring sheet; when
mentalization is present, each subtype should be listed, and the relevant passage noted.
Finally, the entire interview should be reviewed. It is at this point that an overall score
will be assigned (see below).
Sometimes a subject’s response will be poorly elaborated because they have
already answered the question in a previous response, and may in fact refer to the fact
that they have already answered the question. Sometimes they will answer the question
later in the interview. Subjects should not be penalized for not answering a question a
second time, and the rater should either not rate the passage at all (assign a /), or rate it
in a way that reflects the original answer. Likewise, if they elaborate an answer later in
the course of an interview, the entire response, wherever it occurred, should be counted.
The eleven scale points, including the negative one rating, are defined below.
Raters should assign individual scores for all relevant demand questions by following
the definitions and guidelines stated in previous sections of this manual. The quality of
reflectiveness within a response may vary. A parent may become more reflective as the
response develops. The rating of a given passage should be based on the most reflective
statement contained within the passage. However, if the response becomes bizarre or
the parent undoes the reflectiveness previously demonstrated, then the score must be
lowered relative to this shift in quality. For example, a parent may state a certain
feeling and then take it back or deny it.
It is useful in scoring to think of the odd numbers as anchors on the scale; thus,
the rater will begin by trying to assign an odd number score, and then adjust up or down
depending upon elaboration or spoiling. While the even number scale points are named,
these are genuinely “in between” points, and should be used as such.
It may be tempting to read into a given response and to give credit or penalize
for things that are not explicitly stated. For example, a parent may describe negative or
disturbing feelings towards his or her child in quite a reflective manner. This may elicit
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a negative response in the rater who may then be tempted to lower the score. Responses
should, however, be rated purely for mental state language rather than the affective
content. An exception to this rule is seen when the response seems false, not believable,
or extremely defensive. In these instances, the score should be lowered. An average
rating on the PDI is a 5. Therefore, a reasonably perceptive and sensitive parent will,
for the most part, receive scores in the 6-8 range.
Note: For purposes of clarity, all scores in the manual that refer to individual
passages will be in plain type whereas overall scores will be underlined.
-1 Negative RF
A response that receives a score of ‘–1’ must have one of the following features:
1. It must be distinctively anti-reflective (i.e., hostile or actively evasive,
usually because the question is perceived as an assault or attack).
2. It must be bizarre (impossible to understand without making the assumption
of irrationality on the part of the subject).
3. It must be inappropriate in the context of the interview (i.e., complete nonsequiturs, over-familiarity, or gross assumptions about the interviewer).
Thus, the subject systematically resists taking a reflective stance, with hostile or utterly
confusing responses to interviewer queries. This type of response indicates a failure of
defenses and regulation.
The following responses would score a ‘–1’:
“He’s just a baby so how could we possibly be alike? You’ve met him. I don’t see how
you could possibly ask me that question.”
“When she gets like that it’s like the devil’s in her. She gets that glint in her eye and
tries to control me. She’s just out to get me so I must do everything I can to squash
away this evil in her.”

0 Rating: Disorganized Disavowal
The following response would score a “0”, indicating that disavowal is tenuous
and fragile, leading to lapses in reasoning and defensive fluctuation:
In response to the “feeling really angry question”, and mother said: “Not at her.
Not at her, I feel angry at…I get angry at my husband and his lack of
attentiveness to me…but I don’t get angry at the baby…I don’t ever recall
thinking like…I mean we’ve had moments when we just say, like “Stop crying or
we’re going to throw you out the window..” but I don’t mean it. But it work…
my style is, not that I sh, I, we say a lot of stuff, literally, I don’t mean it. You
know, like “shut up, or we’re going to beat the shit out of you.” You know, I
would never touch, lay my hands on my kid…(Well, when you say it, do you feel
angry?). No (You’re not angry at all?) You know, it’s like the act of saying like,
shut up or I’m going to kill you is um, it’s like a steam release device for me, but

IMPROVING ANTENATAL RISK ASSESSMENT

166

I never worry, oh my God, I’m gonna lose control. (What kind of effect do you
think those feelings have on the baby?) These days with the teasing stuff when
she’s fussy, I don’t think it makes much difference at all and I verbally am angry
at myself, I’m supposed to realize this, you know, and have more patience.”

1 Absent but not repudiated RF
A response that receives a score of ‘1’ must have the following features:
1. It must be passively rather than actively evasive.
2. It must be accompanied by little or no hostility.
3. It must contain no evidence of an awareness of mental states; an explicit
effort to tease out mental states underlying behavior; a recognition of the
developmental aspects of mental states; or an awareness of the interviewer’s
mental states.
4. The interviewer must be no better off in terms of the knowledge of the
mental state of the subject after having read the response, than he or she was
before reading it.
A ‘1’ response may also include concrete explanations of behavior which serve to avoid
references to mental states (i.e. explanations may be sociological, excessively general,
or framed in terms of external, physical circumstances). Responses may contain selfserving distortions (recollections which are highly egocentric, self-aggrandizing or
extraordinarily arrogant claims to insight).
The following responses are examples of a ‘1’:
“(What do you like most about your child?) It’s nice being around him and to watch
him do things.” (behavioral description)
“I never feel guilty as a parent.” (successful disavowal)
“I’m a great parent. I always know exactly what he’s thinking.” (exaggerated or selfserving).
2 Rating: Vague or Inexplicit References to Mental States
“For her, when the stroller comes out, it means we’re going outside.”
(How is your relationship affecting his personality?) “He’s taking on a lot of
qualities and adjusting to a lot of things that he is forced to adjust to because of
our lifestyles. He’s a well traveled baby. I think it’s making him a very
outgoing person.”
“Well, I think our relationship is helping her develop in the way she’s supposed
to be, because of the stimulation and the way I interact with her. So far her
personality is pretty even, a pretty good personality so far I’d say for a
baby...well just that it’s good that I’m able to be home with her and not have to
work right now...I’m good for her, I should say, I guess”.
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“I’m a calm parent, which is I think where she gets her disposition, so is my
husband, we’re very calm, and I think that’s why she is.”
The above examples are not considered ‘absent repudiated RF’ since they do
contain a vague reference to mental state, but these references are too limited
and inexplicit to be considered ‘questionable or low RF’. Reader can “fill in the
blanks” to infer mental state, but mental state is not explicitly described. A
score of ‘2’ is therefore assigned.

3 Questionable or low RF
For a response to receive a score a ‘3’ it must:
1. Contain some suggestion of mentalizing efforts on the part of the subject.
2. Be devoid of any element that makes reflective functioning explicit (e.g., it
never reflects mixed emotions, conflict or uncertainty about beliefs and feelings
of others).
The response may frequently make use of mental state language such as “happy”, “sad”,
“loved”, or “secure” without making clear or explicit that the subject genuinely
understands the implication of their statement (e.g., the parent fails to elaborate upon
these statements), may appear somewhat cliched, banal, superficial, or ‘canned’, or may
be excessively deep and detailed yet unconvincing and/or irrelevant to the task.
The following responses are examples of a ‘3’:
“He thinks he’s the boss.”
“He’s a happy baby.”
“She’ll go outside and slam the door behind her. I’ll let her cool off, then she’ll come
back in the house and say she’s sorry. Then she’ll sit down.”
“If Mommy said it, they know they got to listen to it because Mommy said it.”
“A couple of times in the middle of the night when he’s had a bad bout with teething
and he wants to nurse a lot, he puts his little fingers in my mouth and he, I feel so guilty
because all I want to do is just snap those little fingers up with my teeth, takes every
ounce of control I have not to bite those little annoying fingers.” (Note: This answer
would be a 5 if not for mother spoiling it with her very aggressive and disturbing
answer.)
4 Rating: Rudimentary or Inexplicit Mentalization
“She’s very expressive in nonverbal ways. There are a lot of things she does
physically to communicate what she needs. She can point to things or if she’s
tired, she’ll rub her eyes.”
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“He’s happy and so am I.”
“When I’m around he wants me and not her and it’s a crying situation”.
In the above examples, the links between mental states or between mental states
and behavior are rudimentary or inexplicit. Mental state language is used in a
slightly more sophisticated manner than in a response that would be considered
‘questionable or low RF’ but they are not elaborated or convincing enough to be
‘definite or ordinary RF’. A score of ‘4’ is therefore assigned.

5 Definite or ordinary RF
For a response to receive a score of ‘5’, it must give convincing evidence that the
speaker has a model of the mind of self and other. Subject shows capacity to make
sense of her experience in terms of thoughts and feelings and has a consistent model for
this. The model is limited in that it does not permit the regulation of more complex
experiences (i.e., conflict, ambivalence).
1. Contain some element that makes reflection explicit (e.g., explicit reference
to the nature or properties of mental states - how mental states relate to
behavior, or mental states in relation to the interviewer.)
2. Not be a cliché. This does not imply that the response need be sophisticated.
This score can also be used when subject maintains a high level of understanding in
some parts of the response, but cannot maintain this level for more problematic areas,
such as conflict.
The following responses would be given a score of ‘5’:
“I think she gets bored sometimes when she is confined, and she starts to fuss and get
very restless."
“He was very upset, and I could tell he didn’t understand why I wouldn’t take him back
from the babysitter.”
6 Rating
“I can sense that he wants to get up, and then I will pull him up by his hands,
and then he laughs, he thinks that's great fun. I think he feels very trusting for
one thing, that I'm not going to let him go."
“She’s going through a phase where she wants me to hold her, but I don’t want
to hold her when she is whining. So we weren’t clicking because she wasn’t
responding to me and wasn’t calming down, and she was probably getting more
frustrated because she was wondering why mommy wasn’t holding her.”
The above responses contain reflective statements that are more explicit and
elaborated than responses considered ‘definite or ordinary RF’, but they do not
meet criteria for ‘marked RF’. A score of ‘6’ is therefore assigned.
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7 Marked RF
In order to be given a score of ‘7’ a response must contain some feature which makes
reflection explicit (i.e. explicit reference to the nature or properties of mental states, how
mental states relate to behavior, or mental states in relation to the interviewer.) In
addition, a response must meet at least one of the following five criteria:
1. The passage is sophisticated (it must contain at least two indices of
mentalization as listed in Section II, pages 3-8).
2. It is unusual or surprising, casting an original perspective (which is
nonetheless readily understandable).
3. It is complex or elaborate, described in unusual detail with indication that
multiple mental states attributed to a person are considered in relation to one
another.
4. The response places mental states within a causal sequence. The respondent
considers how the mental states arose, how they influenced behavior and
what impact they have on subsequent perceptions, beliefs, and desires.
5. The response contains an interactional perspective on mental states. The
respondent sees mental states as impacting on one another in a causal way.
The respondent either explicitly states how the mental state of one person
may impact on the mental state of another or considers interactions of mental
states within a single mind. Less frequently subjects may consider the
interactions of mental states within a single mind. Here the common
examples involve conflicting perceptions or desires and mixed emotions and
the subject conveys some reconciliation of these. If the process of integration
is described with appropriate elaboration or illustration, the rater should
consider awarding a higher rating to the passage (‘9’). It is important to note
here that the description of mental states within the self would not be scored
a ‘7’ unless there is some real description of conflict or mixed feelings;
otherwise, the description of sequential (rather than opposing) mental states
in the self would receive a ‘5’).
6. When the response contains an acknowledgment of a particularly painful
situation, appropriate thoughts and feelings are described. The discussion of
extremely painful situations, such as abuse, will warrant an even higher
score, such as a ‘9’.
The following responses would merit a ‘7’:
"Sometimes when she does something that she knows I’ll think is funny, she’ll look at
me and really smile or laugh. Then I laugh with her and I know that she knows she’s
done something to get us playing and that makes me feel good.”
“I feel really happy when she smiles and laughs. Oh! And when she runs to greet me
when I walk in the door after work. I pick her up and she gets all excited, which makes
me melt, and she waves her arms around. I think moments like that make her feel loved
and secure.”
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Conflicting emotions: “Sometimes I want to quit my job and just give it all up, ‘cause
I’m always feeling guilty about being away from him. But I love my job and it just
means so much to me. So I feel pulled and conflicted all the time. I just hate it.”
Note: Often subjects will describe having different feelings, positive and/or negative;
for instance “I was happy and scared at the same time.” (3) This would not be an
indication of mixed feelings because these two feelings are not considered in relation to
each other. Likewise, various forms of splitting should not be confused with conflict.
If, however, the subject truly describes experiencing a conflict between two feelings,
then a ‘7’ (or higher) would be scored.
8 Rating
“It's amazing to me how much this new genetic combination creates a
completely third person. Her feelings of being loved and cared about and
feeling secure give her a foundation to do the kind of exploring that she does;
she knows that she has a sort of comfort place in the world. So I think my role is
to help her feel that way."
“Well, there are sometimes when…no, actually a better example would be last
weekend. She began teething and nothing seemed to make her feel comfortable
or happy. She didn't’ want to be held, and she didn't want to play, and she
really didn't want to do much of anything. I couldn’t figure out what to do to
make her feel better. It really affected all of us, and we were exhausted and
depressed by the end of the day.”
The above responses meet all the criteria for ‘marked RF’ and just one of the
two criteria for ‘full or exceptional RF’. A score of ‘8’ is therefore assigned.

9 Full or Exceptional RF
In order to be given a score a ‘9’ a response must:
1. Show the above features of a ‘7’ to an unusually high degree (this response
would be in the top 10% or less) or the response must be given for a particularly
charged and emotionally difficult subject in which maintaining even marked
levels of reflective functioning could be considered exceptional.
2. Have a strikingly personal character, enabling the rater to feel confident that
it is experienced as personally significant and meaningful. Responses that are
given a ‘9’ frequently demonstrate full awareness of important aspects of all
protagonists within an interaction. The protagonists are placed in relation to one
another in terms of their feelings and beliefs and these are sufficiently complex
and elaborate to convince the rater of their accuracy. Passages are judged on the
intricacy of the interaction between the mental states described and the
completeness of the causal account.
Examples of a ‘9’ response are given below:
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“Oh, I feel guilty all the time, and my ways of handling it are not always so productive.
I feel really guilty for leaving her and going to work and I think about it a lot during the
day when I’m gone. It makes me feel terrible, and I think my guilt has a big impact on
her. In a vague way, I think it makes her uncomfortable. I think sometimes I need her
more than she needs me. I need her to be attentive when we’re together, and I think
sometimes I force her to do things in this concentrated time we have, and she may feel
that she’s getting sort of pushed,”
“Sometimes she gets frustrated and angry in ways that I’m not sure I understand. She
points to one thing and I hand it to her, but it turns out that’s not really what she
wanted. It feels very confusing to me when I’m not sure how she’s feeling, especially
when she’s upset. Sometimes she’ll want to do something and I won’t let her because
it’s dangerous so she’ll get angry. I may try to pick her up and she obviously didn’t
want to be picked up because she’s in the middle of being angry and I interrupted her.
In those moments it’s me who has the need to pick her up and make her feel better, so
I’ll put her back down.”
“When he was sick, he was waking up at night so in order to get him to stop waking up
we had to let him cry. I couldn’t stand it. I mean I was sure that he’d never love me
again and that he hated me and that I was the meanest person in the world and that he
couldn’t believe I couldn’t hear him. I mean we don’t let him cry ordinarily. During
the day we would always try and pick him up, try to figure out what’s wrong, or soothe
him. So it’s definitely the only time of betrayal. I know that he always likes me in the
morning so he’s not holding this against me. But my feeling is that he must just be so
angry and so upset and not understanding because it’s so unlike us.”

C. Rules for aggregating reflective-functioning ratings into a single score for each
Parent Development Interview.
The “overall” score should reflect an attempt to capture, through an assessment
of the range of scores and their relation to each other, what is “typical” of the parent.
Like the designation of a diagnostic classification or attachment category, the overall
score should be that which best fits the balance among of range of scores, as judged by
the rater. It is impossible to design a mathematical formula for assessing typicality,
because the presence of high or low scores must always be considered in context.
A number of questions are included in the overall RF scoring. While this
number creates a fair amount of “noise”, as even highly reflective individuals are not
necessarily reflective all the time, it also casts a wide enough net to assess the regular,
ongoing features of an individual’s reflective capacities.
For instance, even highly reflective mothers may – particularly at the start or
finish of an interview – give a few relatively unsophisticated or unreflective responses.
Similarly, mothers who are average in their reflectiveness may have a highly elaborated
reflective response in their protocol. The balance of these “deviations” or “exceptions”
must be considered seriously in the assignment of an overall score. For instance, if
unreflective statements seem to indicate true failures of reflective awareness, they must be
given weight in assessing typicality. Another example is provided by the parent who is
able to adequately reflect upon her own mental states, but actively resists contemplating
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her child’s state of mind or any interactions between the two minds. This indication of
the mother’s inability to put herself in her child’s mind should be weighted negatively.
By contrast, low RF responses that seem relatively inconsequential would be given little
weight. Likewise, the valence of rich and reflective responses must be considered
accordingly.
It cannot be overemphasized that this kind of coding is truly qualitative, in the
sense that specific parameters for arriving at an overall rating cannot be described. This
requires careful reading of the whole transcript and careful consideration of a range of
alternatives. It also requires that the rater include in his or her thinking about the overall
score responses that have not been scored in the individual variable scores; in other
words, while not all answers are scored at the individual level, responses that are not
scored but that clearly impact on the assessment of overall reflectiveness should be
included in the assignment of an overall score. For instance, the mother who makes
bizarre attributions in items that are not scored would be given a lower overall score than
might be suggested by the range of scores on the rated items. Likewise, a mother who has
moments of real reflectiveness on an item that is not scored should be given credit for this
capacity. Once again, the whole interview must always be considered in assigning an
overall score.
It is recommended that the rater be able to articulate the reasoning that is used to
assign the overall rating. This can be achieved through writing a brief report, roughly one
or two paragraphs, which delineates the underlying considerations leading to the final
rating. The report should highlight central themes and may include excerpts from the
interview as well as the particular rating rule being used.
D. Scale points for overall rating
Note: For purposes of clarity, all scores in the manual that refer to individual
passages will be in plain type, while overall scores will be underlined. As in the
ratings of individual passages, even numbered scores may be used when assigning
an overall score to an interview.
-1 Negative RF
This overall rating should only be given to interviews, very rare in normal
samples, where the parent systematically resists taking a reflective stance throughout the
interview. The parent may be hostile to the notion of reflection, which would be
expressed in derogation or dismissal of any attempts on the part of the interviewer to
initiate such reflection. Alternately, the parent may be so confused in their attempts at
reflection that the rater may be said to be almost "shocked" by the utterances. In either
case, for a rating below a 1 to be given, the rater should be certain that no individual
passages have been rated ‘5’ or above. In interviews where either a rejecting or a
bizarre stance is observed alongside some ratable RF passages, ratings between 1 and 3
should be considered depending on the balance of items found.
Common types
-1(A) Rejection of RF
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Interviews of this type rated -1, include hostile refusal to answer a number of
demand RF questions. In addition, some general characteristics of the interview may
include a lack of participation in the interview process, overt hostility to the interviewer,
evasiveness and marked incongruencies.
-1(B) Unintegrated, Bizarre or Inappropriate
This is a rare category and a literally puzzling one for the rater. Its hallmark is
that mental state attributions are hard to understand. To qualify for this category an
interview must contain at least several examples, found anywhere in the interview, of
statements where an inexplicable, bizarre or inappropriate attribution was made by the
subject. It is insufficient for the answer to be unusual or simply odd. The rater's reaction
is likely to be one of shock that anybody could make such an attribution in such a
context. As an extreme example, frankly paranoid or thought disordered responses
create this kind of subjective reaction. In addition to these specifically shocking
answers, these interviews will have general features which may include a lack of
meaning, a lack of explanation, or a comprehensive avoidance. If several of the
responses include bizarre explanations of behavior, either paranoid or thought
disordered statements or are highly incoherent and therefore impossible to understand
but not necessarily thought disordered, then the interview should be given a -1. If the
interview is generally poorly integrated or somewhat bizarre in terms of mental state
attributions but only a few of the passages are of this type and no passages are rated '5'
or above, then the interview should be assigned a 0.
1 Lacking in RF
This rating should be given to interviews where the reflective-functioning is
totally or almost totally absent. The parent may adopt a range of strategies to prevent the
task of reflection. In these interviews there may be a number of instances of mental
states being mentioned with regard to the self, the child, or another individual, but these
never lead to a coherent picture of the subject's or the other's underlying beliefs and
feelings. To the extent that mentalizing statements are present, these are simplistic and
banal and cannot be differentiated from statements that another subject might make on
the basis of completely different experiences. Alternatively, reflective statements are so
clearly inaccurate and full of misunderstanding and contradiction that the rater can
confidently conclude that the statement is not based on genuine reflection. In all cases,
mentalization and awareness of the nature of mental states are absent in the narrative. If
mentalization is present it is only discernable by inference.
Common types
1(A) Disavowal
At least half of the instances in the transcript are assertions of ignorance
concerning mental states. Alternatively, there are comparable examples of evasion of
questions, physicalistic, behavioral or sociological accounts and overall and generalized
statements concerning psychological states of the other or the self. In general terms,
such accounts tend to be barren, lacking in mentalizing detail and mentalizing phrases
are restricted to those of a cliched or canned nature. A certain concreteness tends to
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characterize such interviews. In order to assign this overall rating, there should be no
instance of reflective function rated above '3'.
1(B) Distorting / self serving
These interviews do contain reflection but this is seen by the rater as flawed.
Responses to demand questions may exaggerate the importance of the speaker, be
egocentric, overly favorable to the subject, or self-serving to the point where the
accuracy of the representation of the other's mental state may seem inaccurate. A key
bias in the depiction of mental states is social desirability, meaning that the subject
wants to present him or herself in a favorable light. These distortions can lead to marked
inconsistencies in the presentation of the mental worlds of both the self and the other.
Subjectively, the rater may feel a strong sense of irritation with such interviews. To
assign this category, a fair number of the responses to demand RF questions should
contain such purposeful distortions. Further, there should be no instance of reflective
function rated above '3'.
3 Questionable or low RF
This rating is given to transcripts that contain some evidence of consideration of
mental states throughout the interview, albeit at a fairly rudimentary level. For example,
the parent may consider developmental or intergenerational elements that are not seen
by the rater as banal (i.e. deserving a lower rating) but are nevertheless not specific
enough to the individual's personal experience to merit a higher rating. An interview
rated a 3 may contain more than one example of reflective-functioning at a level '5' or
above. Further, a number of the responses must receive scores of '3'. Initially, the rater
may intuitively wish to attribute a relatively good reflective capacity to the parent,
however, upon closer reading there is not enough concrete evidence to warrant a rating
higher than a 3. For the most part, in a transcript rated a 3, references to mental states
and their impact on behavior are not made explicit. Also in a 3 transcript, a number of
relatively reflective passages may be counterbalanced by negative ratings elsewhere,
although not of sufficient frequency to warrant that rating.
Common types
3(A) Naive-simplistic
These transcripts show a partial appreciation of intentions of others. This
understanding may be very superficial, or banal, with excessive use of cliches in
referring to mental states. There may also be minimization of negative experiences. The
parent's understanding is not grounded in personal experience, nor is it sensitive to the
complexities of mental states, such as conflict or ambivalence. The interview is likely to
contain many 'canned' statements and to have a shallow quality to it. To assign this
category the rater is expected to have identified naive, simplistic passages as the
majority of the low ratings and few, if any, of 'marked' RF.
3(B) Over-analytical or hyperactive RF
This is an important but somewhat difficult category. To the inexperienced rater
such transcripts may seem quite reflective. In fact, one of the hallmarks of this category
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is that the interview appears to have greater depth than it actually does. The interview is
diffuse and the insights offered are unintegrated and do not link in a compelling way to
the individual's experience. The interview is given this rating if approximately half of
the responses contain instances in which the speaker is overly-analytical. If one or more
of these overly-analytical passages includes text that qualifies as bizarre reasoning,
distorting /self-serving, the rater should consider whether the passage as a whole merits
a 1 or 2 rating.
3(C) Miscellaneous low RF
These are transcripts, relatively few in number, where a 3 rating applies even
though the transcript is neither particularly naive nor overly analytic. Most commonly
the rating is arrived at as a compromise between a higher and a lower rating. For
example, some transcripts show clear evidence of disavowal, yet contain definite or
even marked evidence of reflective-functioning. These should be assigned to this
category. Other transcripts which may receive this miscellaneous 3 rating may have
numerous RF passages, but none of them goes beyond this questionable or low range.
Still other miscellaneous 3 transcripts may meet the requirements for a higher category,
but the rater feels unconvinced that, taken as a whole, the transcript is definitely
reflective. In these transcripts the speaker's model of mental states has to be partly
inferred by the rater (e.g. emotional events may be outlined, but without the
implications being spelled out, there is little awareness of a link between cognition and
affect or of the impact of one relationship upon another).
5 Ordinary RF
This is the most common rating in a high functioning "normal" sample.
Transcripts at this level should have a number of instances of reflective-functioning,
even if all of these are prompted by the interviewer rather than emerging spontaneously
from the interviewee. In contrast to interviews rated 0 through 4, interviews rated 5 give
convincing indications to the rater that the speakers have some kind of a model of their
own minds as well as their children's. This model and expressed reflectiveness is
relatively coherent even if it is simple. In order to bring an overall score of 4 up to a 5,
the parent’s model of the mind must be clear and well integrated.
There may be transcripts where the subject's mentalizing stance is attenuated by
difficulties in expression. In these cases, the rater should exercise discretion and
generosity in rating an interview a 5 if one or two clear instances of level '5' mentalizing
are present. Overall ratings of 5 are commonly given to interviews which combine
statements that are genuinely reflective ('7') with rudimentary or more superficial ones
('3'). An overall score of 5 may be given to interviews which contain only one type of
RF. For example, the parent may demonstrate a consistent use of a developmental
perspective without demonstrating other types of reflectiveness, such as awareness of
the opacity of mental states, or specifically acknowledging the separateness of minds.
Common types:
5(A) Ordinary understanding
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The subject shows a capacity to make sense of their experience in terms of
thoughts and feelings, and has a consistent model for this which needs little or no
inference from the rater. The model is limited however, and would not provide a way to
understand the more complex aspects of interpersonal relationships, such as conflict or
ambivalence. Approximately half of the passages should warrant a '5' rating, with no
breakthroughs of rejection or bizarre explanations or pervasive disavowal, etc.
5(B) Inconsistent level of understanding
The subject appears to be achieving a higher level of understanding in some
parts of the interview, so that certain passages may achieve scores of '6' or '7'. However,
the understanding cannot be maintained in relation to more problematic areas of the
subject's interview, such as an area of true conflict regarding the caretaking of their
child. These parts of the interview would nevertheless not be expected to fall below a
rating of '1' or '2'.
7 Marked RF
These interviews have numerous statements indicating full reflective function
which evidence awareness of the nature of mental states and explicit attempts to tease
out mental states underlying behavior. Normally, awareness of mental states is clear
throughout the interview with frequent passages where the speaker has arrived at an
original integration of their own and their child's states of mind. The rater may find
these formulations surprising in the sense of not having thought of them him or herself.
There is also much detail about the thoughts and feelings of the parent and the child and
the implications of these mental states are regularly spelled out. The person is usually
also able to maintain a developmental perspective. As a whole, the interview gives the
rater the feeling that the speaker has a stable psychological model of the mind which is
regularly and naturally applied to themselves and their children, and which is also used
to understand their own reactions to mental states.
Any single passage may illustrate only one of the features of full reflective
functioning listed above on page 17, but the interview as a whole gives the impression
of someone who is applying a reflective stance fairly consistently to their relationship
with their child. In contrast to an overall rating of 5, an overall rating of 7 is given to
interviews where a number of different types of RF are evidenced across the interview.
However, some minor limitations remain in terms of the overall breadth and quality of
reflectiveness. In order to assign an overall rating of 7, a number of the passages,
found anywhere in the interview, should be rated a '7' or higher. In general, there
should be no passages rated '1' or lower, and few of the responses to demand questions
should receive ratings lower than '5'. However, on rare occasions, mothers showing
marked RF may respond to one or two demand questions without reflection. In these
instances the rater must determine that the low response does not truly compromise the
overall reflectiveness of the interview.
9 Exceptional RF
These transcripts are rare. They show exceptional sophistication, are commonly
surprising, are quite complex or elaborate, and consistently manifest reasoning in a
causal way using mental states. A '9' rating for a single passage is given where several
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aspects of reflective function are integrated into a unified, fresh perspective. Where
approximately a third or more of such passages are noted in any single interview, the
rater should assign a 9 rating to the interview as a whole. Across the interview, many
aspects of full spontaneous reflective function would be shown in the parent's
discussion of their relationship with their child over time and in different contexts. It is
unlikely that such an interview would have many passages rated '3' and most would be
rated '5' or '7'. If the transcript does not meet the above criteria, yet the rater 'feels' the
transcript to be exceptional a rating of 8 should be considered. If only a single '9' rating
is present and/or there are more than a couple of examples of questionable RF a rating
of 8 is likely to be too high and a 7 should be considered.
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