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Abstract

Disorganized caregiving has been associated with both maternal childhood history and
current experiences of trauma. However, the methods by which disorganized caregiving has been
studied have been time intensive and costly. The current study aimed to extend previous
research with the Caregiving Helplessness Questionnaire (CHQ; George & Solomon, 2011),
which is a self-report measure designed to assess aspects of disorganized caregiving such as
caregiving helplessness, role reversal, and frightened/frightening caregiving experiences.
Participants (N = 156) were a community sample of mothers of children ages 5 to 10 who were
primarily white and who reported a range of traumatic experiences. It was hypothesized that: 1)
the factor structure (i.e. five factors) of the CHQ validation study would be reproduced with this
sample; 2) the CHQ would demonstrate convergent and divergent validity, and 3) maternal
history of child maltreatment would have a unique contribution to caregiving helplessness when
controlling for salient demographic (e.g. economic hardship, young maternal age) and current
risk (e.g. intimate partner violence, depression, and current trauma symptoms) factors. Factor
analytic, correlation, and multiple regression analyses are presented. Factor analytic findings
indicated a four factor structure that was similar to the original CHQ subscales. The CHQ
demonstrated moderate convergent (e.g., associations with parental stress) and divergent validity
(e.g. no association with life stress). The CHQ was weakly associated with childhood
maltreatment experiences, and in regression analyses, history of child maltreatment was not
significant when accounting for covariates (i.e., economic hardship, intimate partner violence,

depression, and current trauma symptoms).



© 2016 by Maegan Calvert
All Rights Reserved



Acknowledgments
Thank you to Dr. Alissa Huth-Bocks who provided continued support throughout the

preparation of this manuscript.



Table of Contents

VI.

INTFOTUCTION ..ot 1
Behavioral SYStemS ......o.uiiii i 3
Care@IVING SYSTEIMS ...ttt ettt et ettt et et et et et et et et e e e eaaens )
Caregiving Helplessness QUEStIONNAITE .........ouvieniitiinieieiieiiteiieieaieieananns. 16
HYyPOthESES ..ottt 23

IMBENOM ..o 24

PartiCIPaNtS ... .oeiiti it e 24

RECTUILMENT . ...t e 26

IMIEASULES ...ttt ettt ettt e e e e e e e e e 27
Procedures ........ooeoiniii 31
Data ANAIYSIS ...t 32
POWET ANALYSIS ..ottt 34

RESUIES ... 34
DeSCTIPHIVE STATISTICS +.uvtteitttttt et ettt et e e et e e e et et e e e e e e aneeenans 34
Factor STrUCTUTE ...t e 38
CHQ Associations with Demographic Variables ...............ccccoiviiiiiiiiiiiiin, 42
CHQ Associations with Independent Variables and Covariates ........................... 48
ValiditY .o 52
REgresSion ANAIYSES . ......otit it 55
DISCUSSION ...ttt e 58
RETEIENCES . ... 66
A PPENAIX .ot 79



List of Figures

1.

2.

Sa.

5b.

10.

11.

12.

13.

14.

Summary of Study Design from Huth-Bocks and collagues (2016) ......................
Demographic Characteristics of the Sample ..o,
Conceptual Model ........oiuiiii i
Psychometric Properties of Study Variables ...............ooooiiiiiiiiiiiiii .

Factor Weights Obtained with Principle Components with
Varimax Rotation for CHQ Items in the Current Study ...........cccoviiiiiiiiiiiinnn.

Item Factor Loadings and Weights Comparison between
Current Study and George and Solomon (2011) Study .........ccoevviiiiiiiiiiiiiiiiin.

Summary of Maternal Age and Child Age Associations
with CHQ Scales and Current Study Derived Factors ................oooiiiiiiiiiiiiinin.

Summary of Ethnicity Associations with CHQ Scales
and Current Study Derived Factors ..........cooiiiiiiiiiii e

Summary of Latina Status Associations with CHQ Scales
and Current Study Derived Factors ............coooiiiiiiiiiii

Summary of Education Associations with CHQ Scales
and Current Study Derived Factors ..........coooiiiiiiiii e

Summary of Child Gender Associations with CHQ Scales
and Current Study Derived Factors ............coooiiiiiiiiiii i

Summary of Associations Among Key Study Variables ......................oooia
Summary of Associations Among Validity Variables ....................ooooiiiiiiinn.
Hierarchical Multiple Regression Analyses Predicting

Disorganized Caregiving from Original George and Solomon (2011)

CHQ SCaleS ..ottt e e
Hierarchical Multiple Regression Analyses Predicting

Disorganized Caregiving from Factors Obtained from the CHQ
N the Current STUAY ....ooei e



. Introduction

Recently, the attachment literature has focused on problematic caregiving in the context
of disrupted mother-child attachment relationships. Researchers termed this construct
disorganized caregiving (George & Solomon, 1996, 2008; Lyons-Ruth, Bronfman, & Parsons,
1999; Main & Hesse, 1990; Solomon & George, 1996). Disorganized caregiving is likely
detrimental for both the mother and the child. Children whose caregivers interact with them in
contradictory and frightening ways are likely to develop a disorganized attachment to that
caregiver. Research regarding children classified as having a disorganized attachment to a
caregiver indicates these children are more likely to have adverse outcomes in childhood (e.g.
externalizing and internalizing behaviors; see Lyons-Ruth & Jacobvitz, 2008 for review) and
adulthood (e.g. anxiety disorders and borderline personality disorder; Buchheim & Benecke,
2007; Bakermans-Kranenburg & van 1Jzendoorn, 2009). Additionally, mothers who are
disorganized in their caregiving strategies, as measured by both behavioral and attitudinal
measures, may be at risk to abuse their children (e.g., neglect, overly controlling, overly punitive
parenting; George & Solomon, 2011; Lyons-Ruth & Jacobvitz, 2008; Madigan et al., 2006). It is
hypothesized that when a mother’s caregiving system is disorganized she may experience
distressing feelings such as helplessness or fright in relation to parenting her child (George &
Solomon, 2011). These feelings may not only affect the way the mother interacts with her child,
but may also affect the way she views herself as a mother. Her view of herself as a mother has
implications for her mental health as well as the dyadic attachment relationship.

Currently, the methodology for assessing disorganized caregiving is time intensive, and it
may be beneficial to have a different way to measure this construct. Methods measuring

disorganized caregiving include examining the mother’s view of herself as a mother and the



mother’s view of her child through extensive interviews (Caregiving Interview, George &
Solomon, 1989; WMCI, Zeneah, Benoit, Hirshberg, Barton, & Regan, 1994; Crawford & Benoit,
2009) or investigating behaviors through time consuming behavioral observations (Atypical
Maternal Behavior Instrument for Assessment and Classification, AMBIANCE, Lyons-Ruth et
al., 1999). These measures are both lengthy and costly to learn and implement which prevents
widespread use of these measures. Due to the negative consequences of disorganized caregiving,
a self-report measure may be useful. A self-report questionnaire could be used in research,
pediatric offices, and clinician offices, and it may allow for more efficient identification of
problematic parenting and referrals for interventions/services.

The Caregiving Helplessness Questionnaire (CHQ; George & Solomon, 2011) is a recent
self-report measure that has been developed to assess important aspects of disorganized
caregiving (i.e. helplessness, fear in the mother-child relationship, and role reversal). The CHQ
was validated by the authors with a middle class, low-risk sample of mothers of children in
preschool and early childhood. The purpose of the current study is cross validation of the CHQ
with a demographically different maternal population (e.g. economically diverse, diverse trauma
histories). In addition to cross validating the CHQ with a different population, it is also
important to evaluate an association between the CHQ and maternal child maltreatment history.
This is important as the link between maternal child maltreatment and other measures of
caregiving disorganization has previously been established (Lyons-Ruth & Block, 1996;
Schechter et al., 2008). A link between the CHQ and maternal maltreatment history would
further support the validity of the CHQ as a screener for disorganized caregiving.

In efforts to provide background information for the CHQ, this paper outlines behavioral

systems from an ethology perspective, and the purpose, maintenance, and development of the
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caregiving system, specifically. | will also discuss organization of the caregiving system and the
relation between disorganized caregiving and the CHQ. Additionally, the two published studies
using the CHQ (George & Solomon, 2011; Huth-Bocks, Guyon-Harris, Calvert, Scott & Alfs-
Dunn, 2016) will be described and limitations of those studies will be addressed.

Behavioral Systems

As outlined in both ethology and systems perspectives, a behavioral system is a set of
behaviors that work towards a specific goal and have an outcome that is predictable (Bowlby,
1969). These systems include observable behavior, cognitions, and emotions (Marvin & Britner,
2008). A behavioral system is activated and terminated based on an individual’s internal state
and the environmental context (Bowlby, 1969). There are different levels of complexity and
balance among different behavioral systems which allow the organism to develop fully.
Observable behaviors may be simple or reflexive. They may also be more complex like a fixed
action pattern (Bowlby, 1969). Thinking of attachment behaviors as fixed action patterns allow
researchers to not infer intentionality of the infants when executing the behaviors of the
attachment system (e.g., reaching, crying, and cooing as they all elicit caregiving behaviors).
The most complex behaviors of a behavioral system are goal corrected behaviors (Bowlby,
1969). Goal corrected behaviors achieve the desired outcome but the process is more
sophisticated as the organism can choose from a behavioral repertoire. Goal corrected behaviors
are interactive processes that incorporate feedback from the environment and continues based on
the end state or the status of goal achievement. Goal corrected behaviors terminate once the
discrepancy between the goal and internal state is terminated. This discrepancy reduction is
considered a set-point. As behaviors are organized around this set-point, cognitions and

emotions also start to organize creating a parallel between behaviors and representations (also



called schemas; Bowlby, 1969). Aligned with the conceptual framework from information
processing theory, cognitions and emotions may be either inside or outside of awareness.
Representations are more likely to be outside awareness once they become automatic (much like
core beliefs or automatic thoughts; Marvin & Britner, 2008).

Development of behavioral systems. When behavioral systems are developing, they are
often different from mature behavioral systems (Marvin & Britner, 2008). The early forms of a
behavioral system can be incomplete where behavior is prematurely terminated before the set-
point is reached. For example, a child who is playing with a doll may feed the doll for only a
few moments and then move on to another activity with or without the doll. The caregiving
behavior that the child displayed would have been incomplete, as a few moments with a bottle
would have not satisfied the set-point of satiation for a real infant. Early forms of a behavioral
system may be used toward an object or an organism that is different from that of a mature
behavioral system (Marvin & Britner, 2008). In the example of caregiving, children often play
with dolls or animals as if they are providing care to the organism or object. Once the system is
mature, humans often use caregiving towards a person or organism for whom they are
responsible. In addition, early forms of behavior may start out simple and get more complex
through the course of development. Once a behavioral system has been organized, it shows
some stability over time (Thelen, Ulrich, & Wolff, 1991).

Balance of behavioral systems. There are thought to be many behavioral systems within
an organism that interact (Hinde, 1982; Marvin & Britner, 2008). Examples of these systems are
feeding, reproduction, caregiving, attachment, fear, exploration, and sociability. Bowlby (1969)
hypothesized that these systems adapted through the course of time because they increase an

organism’s likelihood to reproduce. At any given time, there may be tensions among the different
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behavioral systems, and the organism has to prioritize among the systems (Bowlby, 1969; Solomon
& George, 1996; Stevenson-Hinde, 1994). For example, a child may be hungry and also want to
play with his friends. In this case, the behavioral system for feeding and the behavioral system for
sociability are active at once. To resolve the tension, the child must determine if he/she will eat
or play with his/her friends. The choice will satisfy one set-point and terminate one system,
allowing the child to engage in other goal-directed behaviors. Choosing which behavioral system
to satisfy is dependent upon the urgency of the system and other developmental, environmental,
and cultural factors (Bowlby, 1969; Cassidy, 2000; Hrdy & Hawkes, 1999; Simpson & Belsky,
2008; Solomon & George, 1996). However, flexibility is the most adaptive way to balance these
competing systems and accomplish these tasks in a healthy way (George & Solomon, 2008).
Caregiving System

In 1969, Bowlby introduced his seminal work on attachment theory. Since then
researchers have worked to describe behaviors, mechanisms, consequences, and correlates of
attachment in infants, children, and adults. However, Bowlby also introduced the notion of a
separate and reciprocal system related to the attachment system called the caregiving system
(Bowlby, 1969). Although the caregiving system has been investigated less often, it is critical to
the understanding of attachment theory and to child development. Understanding the caregiving
system is important because a child develops within a caregiving context.

Purpose and maintenance of the caregiving system. As explained by Solomon and
George (1996), the caregiving system can be defined as a coordinated network within the
mother. This network consists of representations and behaviors that are directed towards the
goal of protecting the child. The caregiving system is thought to be “instinctual” (pg. 186) and

evolutionarily adaptive. The term “system” indicates that behaviors are organized around



achieving a goal and contribute to the adaptation of the organism (i.e. the survival of the child).
It is theorized that the primary goal of the caregiving system is to protect the child and promote
survival (Solomon & George, 1996). Correspondingly, protective caregiving is considered to be
reinforcing, as the mother often feels enjoyment when she is with her child and anxiety when the
safety of her child is threatened. Therefore, the behavior of providing care to a child typically
increases positive and decreases negative affect on the part of the mother, further increasing the
likelihood care will be given to the child (Solomon & George, 1996).

Development and organization of the caregiving system. As much of the research
regarding attachment theory has been focused on the infant, the data regarding the development
of the caregiving system is in the early stages. Due to this fact, much of the following
information is theoretical in nature and is in need of empirical support. Development of the
caregiving system is thought to start in childhood as the child pretends to be the mother of dolls
and animals. It continues to develop through adolescence as the individual begins to think about
the future and possibilities of someday becoming a parent (Solomon & George, 1996). Although
an immature form of the caregiving system is thought to be present in childhood and
adolescence, it is hypothesized that the time of the most growth is during the perinatal period
when the mother is transitioning into parenthood for the first time. During this time, the mother
is making the fundamental cognitive shift between the one who receives care and protection to
the one who provides care and protection to her child (Solomon & George, 2011).

Factors influencing the developing caregiving system. There are many factors that
affect the developing caregiving system. The caregiving system is influenced by biology such as
hormones and brain activation. It is also influenced by environmental factors and culture. After

the child is born, the child will also have an impact on how the caregiving system continues to



develop over time. Although all of these factors are important in the development of the
caregiving system, cognitions or representations will be most detailed as the CHQ intends to
measure cognitions.

Biology. Caregiving is an important function to mammalian species, especially humans
who have a relatively long developmental period to reach adulthood. Given the assumption that
caregiving is a) evolutionarily adaptive and b) a behavioral system, it is important to understand
how this system would have evolved in a biological sense. Mammalian caregiving behaviors are
hypothesized to be adaptations to non-mammalian behavioral systems via the development of
oxytocin and vasopressin (Bell, 2001). The stranger rejection system of an organism works to
keep the organism safe from danger by using the sense of smell. It is hypothesized that this
stranger rejection system was altered by modified amino sequences (i.e., oxytocin and
vasopressin) which consequently, inhibited the stranger rejection system (Bell, 2001).
Specifically, it is thought that vasopressin and oxytocin work to inhibit the ventromedial nucleus
of the hypothalamus and septum from sending messages related to defensive and offensive
aggression. Research consistently indicates oxytocin reduces infanticide in male, female, and
primiparous rats (see Bell, 2001 for review). After the stranger rejection system was inhibited,
the preference for dyadic relationships such as the caregiving system evolved (Bell, 2001).
Oxytocin not only reduces infanticide it also increases the preference for the infant (Keverne,
Nevison, & Martel, 1999; Maestripieri, 1999; Panksepp, 1998 as cited in Bell, 2001), modulates
maternal care and aggression (Sabihi, Dong, Durosko, and Leuner, 2014) and activates the
reward system of the brain (Gingrich, Liu, Cascio, Wang, & Insel, 2000). In humans, oxytocin
is related to a reduction in fear and avoidance and an increase in positive emotion states (Carter,

1998). For mothers, oxytocin is related to a decrease in stress reactivity and an increase in



maternal flexibility and positive parenting behaviors (Carter & Altemus, 1997; Michalska et al.,
2014; Zhang & Meaney, 2010).

Neurotransmitters such as norepinephrine, dopamine, and serotonin may also play a large
role in caregiving behaviors. Norepinephrine may promote the formation of positive social
memories of the bond (Nelson & Panksepp, 1998) and dopamine, released by the reward system
of the brain, likely serves as a reinforcer (Gingrich et al., 2000). Serotonin is thought to have
both indirect and direct effects on caregiving behaviors. Indirectly, serotonin modulates other
maternal hormones such as oxytocin, vasopressin, and prolactin (Barofsky, Taylor, Tizabi,
Kumar, Jones-Quartey, 1983; Jorgensen, Riis, Knigge, Kjaer, & Warberg, 2003). Directly,
serotonin promotes caregiving behaviors that increase the likelihood of survival, and depletion of
serotonin leads to increased mortality for offspring via harmful caregiver behaviors (Angoa-
Perez et al., 2014; Alenina, 2009; Lerch-Haner, 2010).

There are also specific brain regions that have been associated with caregiving behaviors.
The medial preoptic area seems to be a control center for maternal behavior as it holds the
receptors for oxytocin, vasopressin, and leptin. Additionally, when the medial preoptic area is
activated, rats are more likely to display caregiving behaviors (Kuroda, Tachikawa, Yoshida,
Tsuneoka, & Numan, 2011). Alternatively, when the medial preoptic area is lesioned, maternal
behaviors are disrupted (Gammie, 2005). The bed nucleus of the stria terminalis and amygdala
affect caregiving behaviors as lesions to this area also disrupt maternal behaviors (Bosch, 2011;
Kuroda et al., 2011). Finally, the nucleus acumbens and the ventral tegmental area are involved
in caregiving behaviors such as attraction to infants and infant retrieval (Kuroda et al., 2011,
Gammie, 2005). This link is likely due to the high number of serotonin receptors in these two

areas (Zhao & Li, 2009). In fMRI studies: a) the amygdala, insula, anterior paracingulate cortex,



and posterior superior temporal sulcus are activated when a human mother views her child
(Leibenluft, Gobbini, Harrision, & Haxby, (2004), b) the anterior cingulate cortex and right
medial prefrontal cortex are activated when a mother listens to her own child’s cries
(Lorberbaum et al., 1999), and c) the orbitofrontal cortex, anterior cingulate cortex, and
hippocampus are activated when a mother imagines engaging in positive parenting behaviors
(Michalska et al., 2014).

Representations and behaviors. The construct of a mental representation is roughly
equivalent to the construct of a schema in cognitive psychology (Bretherton & Munholland,
2008). It is hypothesized that the developing caregiving system is also guided by unconscious
internal representations, and in turn those representations guide behavior. Representations are a
store of historical information that guide expectations of how significant others will interact with
an individual and how the individual is expected to respond to others (Bowlby, 1969/1982).
Representations and caregiving behaviors are shaped by many factors including sociocontextual
factors, culture, and the care providers’ own attachment and trauma experiences.

Sociocontextual factors. Socioeconomic status and parenting status are factors that may
impact the way the mother talks about and interacts with her child. Mothers who are single
parents and mothers who reported lower incomes were more likely to talk about their developing
fetus and infant in ways that were devaluing of the mother’s role, indifferent to the infant, or
preoccupied with fears about the infant (Huth-Bocks, Theran, Levendosky, & Bogot, 2011).
Additionally, these mothers were also less likely to be emotionally available to their infant
(Mingo & Easterbrooks, 2015). Maternal education was also related to the way mothers talk
about their past attachment experiences (Tarabulsy et al., 2005), and related to the way the

mothers talk about their current pregnancy and infant (Arnott & Brown, 2013; Huth-Bocks et al.,
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2011); specifically, higher educational attainment was related to more organized, coherent, and
balanced views of past attachment experiences, the current pregnancy, and the infant. Maternal
social support was also related to the way a mother talked about her attachment experiences and
her child such that increased support was related to more organized, coherent, and balanced
views of those experiences (Huth-Bocks et al., 2011; Pajulo, Savonlahti, Sourander, Piha, &
Helenius, 2001; Raby, Steele, Carlson, & Sroufe, 2015; Tarabulsy et al., 2005). In addition,
many children in the home and home stability have been related to negative perceptions of the
target child (Glascoe & Leew, 2010; Pajulo, Helenius, & Mayes, 2006). Finally, more stressors
in the life of mothers were related to more insensitivity in parent-child interactions (Meyers,
1999).

Culture. The impact of culture on parenting cognitions and behaviors were incongruous
as some studies indicate culture is a significant predictor of maternal cognitions and behavior and
other studies suggest culture is not a significant predictor. For example, English as a second
language was a risk factor for negative perceptions of the child (Glascoe & Leew, 2010) and
recent immigration was associated with less maternal responsiveness (Van IJzendoorn, 1990). In
studies comparing self and other reported parenting beliefs and attitudes, parents’ values of the
social and didactic aspects of the mother-child relationship (Senese, Bornstein, Haynes, Rossi, &
Venuti, 2012) and the perceived warmth and control within the mother-child relationship
differed by culture (Deater-Deckard et al., 2011). By contrast, in an observational study of two
disparate cultures (i.e., American and Columbian), there was no difference between sensitive
responding, accessibility, and acceptance. Furthermore, the relation between sensitive
responding, accessibility, and acceptance was important for developing secure attachments in

both cultures (Posada et al., 2002). This supports an earlier meta-analysis that in observational



11
studies there is more within culture variability than between culture variability in mother-
attachment relationships (Van 1Jzendoorn & Kroonenberg, 1988). Additionally, observational
evidence regarding differences in parenting behaviors (i.e. maternal sensitivity) among ethnic
minorities is often a function of economic stress due to disadvantage (Emmen, Malda, Mesman,
Ekmekci, & van 1Jzendoorn, 2012; Mesman, van 1Jzendoorn, Bakermans-Kranenburg, 2012).
However, the relation between culture and beliefs and how beliefs translate into parenting
behaviors needs more investigation (Ekmekci et al., 2016).

Past attachment experiences. Mothers who talked about their own attachment
experiences in a coherent, balanced (e.g., able to speak of positive and negatives of the
relationship with her mother) way were more sensitive in their interactions with their infants
(Hawkins, Madigan, Moran, & Pederson, 2015). Conversely, mothers who talked about their
own childhood attachment experiences in ways that were cognitively disorganized (e.g., have
difficulties tracking the conversation and monitoring her own discourse) and inconsistent were
more likely to: a) talk about their children in ways that were role-reversed or disorienting, b)
interact with their children in atypical ways, and c) were more likely to have insecure attachment
relationships with their children (George, Kaplan, & Main, 1984, 1985, 1996; Goldberg, Benoit,
Blokland, & Madigan, 2003; Crawford & Benoit, 2009; Madigan, Moran, Schuengel, Pederson,
& Otten, 2007). In addition, mothers who talked about their childhood attachment experiences
in hostile or helpless ways were more likely to abuse their infants than mothers who did not talk
about their attachment experiences in hostile or helpless ways (Frigerio, Costantino, Ceppi, &
Barone, 2013).

Trauma experiences. Both distal and proximal interpersonal trauma experiences also

affect representations. Representations are hypothesized to be one mechanism by which
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traumatic experiences affect the caregiving system, whereby the unresolved traumatic
experiences change the underlying view of the self. This is consistent with the current
conception of PTSD where trauma negatively affects cognitions. Consequently, alterations in
negative cognitions are now a symptom of PTSD (American Psychological Association, 2013).
These negative representations can directly interfere with the mother’s view of herself as a
mother and/or her view of her child. Distally, mothers who had a history of physical abuse,
sexual abuse, and adverse childhood experiences were more likely to talk about attachment
relationships in disorganized and inconsistent ways (Berthelot et al., 2016; Madigan,
Vaillancourt, McKibbon, & Benoit, 2012; Madigan, Vaillancourt, Plamondon, McKibbon, &
Benoit, 2016; Murphy et al., 2014) and were more likely to talk about their developing fetus in
ways that were preoccupied with fears about the infant (Malone, Levendosky, Dayton, & Bogat,
2010). Furthermore, mothers who endorsed childhood physical abuse experiences were less
likely to be emotionally available (Mingo & Easterbrooks, 2015) and more likely to interact with
their children in withdrawn or intrusive ways (Lyons-Ruth & Block, 1999). Proximally, mothers
who experienced intimate partner violence were more likely to talk about their children in ways
that were devaluing, indifferent, or preoccupied with fears about the infant (Huth-Bocks,
Levendosky, Bogat, & von Eye, 2004; Huth-Bocks, Levendosky, Theran, & Bogat, 2004; Huth-
Bocks et al., 2011), and were also less likely to be emotionally available to their infant (Mingo &
Easterbrooks, 2015). Finally, mothers’ PTSD symptoms were positively related to withdrawal
behaviors during interactions with their infants; specifically, as the number of PTSD symptoms
increased the amount of withdrawal increased (Schecter et al., 2008).

Bi-directional effects of representations and behaviors on mothers and children. Before

the infant is born, representations guide how the mother thinks about herself as a caregiver and
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how she views her child. Once the child is born, both representations and actual experiences
with the infant impact the mother’s views of her child and herself as a caregiver, as well as
influences the mother’s behavior towards her child. For example, mothers who talked about their
infants in a coherent, balanced (e.g., able to speak about the negatives and positives of
pregnancy) way during pregnancy were more likely to have infants who showed less negative
affect and more exploratory behavior during free play activities with the mother at 1-year (Huth-
Bocks et al., 2011). Additionally, mothers who talked about their children in a balanced way
during pregnancy were more likely to have a secure attachment relationship with their child
when the child was 1-year-old (Huth-Bocks et al., 2011; Theran, Levendosky, Bogat, & Huth-
Bocks, 2005). Conversely, mothers who talked about their children in ways that were, helpless,
hostile, role-reversed, mocking of the infant, or inappropriately negative during pregnancy were
more likely to have children who were classified as disorganized at 1-year (Crawford & Benoit,
2009; George & Solomon, 2011) and were also more likely to interact with their infants in more
negative ways (e.g., inappropriate responding to cues, being intrusive or withdrawn; Schecter et
al., 2008). Furthermore, mothers’ perceptions of self-efficacy before the birth of an infant
predicted maternal perceptions of infant negative temperament after birth (Verhage, Oosterman,
& Schuengel, 2013).

Although the aforementioned studies explored the relation between prenatal
representations and child behavior, as the child grows older, the child is also likely to have an
effect on how the mother views herself and her child. In a study about infant temperament,
researchers found that infant negative temperament was related to a decrease in concurrent
parenting self-efficacy, but infant negative temperament was not predictive of parenting self-

efficacy over time (Verhage, Oosterman, & Schuengel, 2013). Conversely, data also suggested
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the child can affect parenting behaviors overtime. In a study of mothers and toddlers, child
responsiveness predicted supportive maternal behaviors where an increase in child
responsiveness during free play predicted more supportive maternal behaviors in a second free
play scenario (Smith, 2010). In studies regarding early childhood externalizing disorders,
parenting quality predicted child externalizing behaviors (Pearl, French, Dumas, Moreland, &
Prinz, 2014; Reitz, Dekovic, & Meijer, 2006) and child externalizing behaviors predicted
parenting quality over time (Pearl, French, Dumas, Moreland, & Prinz, 2014; Reitz, Dekovic, &
Meijer, 2006; Verhoeven, Junger, van Aken, Dekovic, & van Aken, 2010). In another study,
parenting behaviors predicted both internalizing and externalizing symptoms in children who
were high in negative emotionality, suggesting child effects are important as a moderator of child
outcomes (Hartz & Williford, 2015). These studies are consistent with both Belsky’s (1984)
transactional model of child development and Patterson’s (1982) model of coercive parent-child
cycles where parenting affects child outcomes and child characteristics affect parenting.

Considering the biological, cultural, environmental, historical and child contributions of
representations and parenting behaviors, there are many different ways for a caregiving system to
develop. However, many of these individual differences can be classified as organized or
disorganized.

Organized caregiving systems. An organized caregiving system initiates and terminates
caregiving behaviors that will support a mother’s coordinated efforts to protect and care for her
infant - the goals of the caregiving system (George & Solomon, 2011). An organized caregiving
system allows the mother the flexibly to attend to and move between other behavioral systems

such as her own attachment system or exploratory system. An organized system can also
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flexibly adjust to different environments that require more or less monitoring and support of the
child.

Organized caregiving behaviors often times correspond to the three organized infant
attachment classifications of secure, ambivalent, and avoidant attachment (Main, 1990; Solomon
& George, 1996). The organized-secure caregiving behavioral strategy is associated with
secure infant attachment. It is flexible and involves the mother’s attentive and sensitive
responses to infant cues during the first year (Ainsworth et al., 1978; Belsky & Isabella, 1988).
Avoidant and ambivalent caregiving behavioral strategies are associated with insecure infant
attachment (i.e. avoidant and ambivalent). The mother may protect her child from a distance and
require the child to be more autonomous (avoidant). Alternatively, the mother may protect her
child by keeping him/her close and promote child dependency (ambivalent; Main, 1990). Again,
any of the organized styles of caregiving offer a flexible, organized approach to protecting the
child.

Disorganized Caregiving Systems. While a majority of mothers develop an organized
caregiving system, it is hypothesized that a smaller proportion of mothers will develop a
disorganized caregiving system. When the caregiving system is disorganized, the initiation and
termination of caregiving behaviors are inconsistent or contradictory and the system often times
impedes the goal of caregiving. Disorganized caregiving behavior is hypothesized to result from
the mother’s “psychological abdication” of the caregiver role or her inability to “maintain control
and provide protection” to the child (Solomon & George, 1996, p. 192) due to contextual factors
and/or cognitions. It is conceptualized that disorganized caregiving develops out of a complex
interplay of past and current experiences. Distal traumatic experiences include unresolved loss

or abuse (Hesse & Main, 2006), and unpredictable parental rage or behavior (Solomon &
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George, 2006). More proximal experiences include miscarriage or death of a child (Slade et al.,
1995 as cited in Solomon & George, 1996), high economic and social risk, and experiences of
intimate partner violence (Almiqgvist & Broberg, 2003).

In the previous studies investigating caregiving representations, many of the studies used
lengthy interviews. These interviews required many hours of initial training, establishing
reliability criteria, and coding time. Consequently, not all researchers or clinicians have the
ability to engage in these tasks. The CHQ may present a less costly and time consuming
measure of disorganized caregiving that could benefit both researchers and interventionists.

Caregiving Helplessness Questionnaire

George and Solomon (2011) developed the Caregiving Helplessness Questionnaire
(CHQ), a parental self-report questionnaire to assess disorganized caregiving. The CHQ
measures important aspects of disorganized caregiving such as helplessness, role-reversal, and
fear in the parent-child relationship. While these are not the only markers of disorganized
caregiving, the authors of the CHQ identified the content of these items as critical to the
construct (for other behaviors associated with disorganized caregiving see Lyons-Ruth, 1996).
The CHQ was developed from the Caregiving Interview (George & Solomon, 1989), as items
from the CHQ were based on common responses made by mothers during the Caregiving
Interview. The CHQ assesses different aspects of disorganized caregiving representations that
were commonly identifie