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Thesis Overview 

 

“The propensity to make strong emotional bonds to particular individuals [is] a basic 

component of human nature” (Bowlby, 1988) 

 

The core of Bowlby’s influential attachment theory is captured in the above quote. 

Researched and applied in a great number of contexts over many years, its strength lies in its 

clear applicability to humans, and human experiences. People with Intellectual Disability 

(PWID) sadly continue to experience narratives and challenges in relation to ‘humanness’ 

(Budge & Wels, 2016), making the wide applicability of attachment theory to all human 

experience of even greater appeal in understanding PWID’s experience of relationships. The 

theory has even greater potential merit when considering that PWID may experience 

additional losses, increased requirements for support, and cognitive and emotional deficits 

which may impact relationship formation (Sinason, 2016). Research into understanding 

attachment in PWID is a small but growing area. This thesis explores attachment in PWID, 

and aims to contribute to the area by way of considering the measures available for assessing 

attachment in the PWID population, and examining the role of attachment in relation to 

psychological health and interpersonal functioning in PWID. 

 

Paper 1 is a systematic review of the literature on available methods of assessing attachment 

in PWID. In order to support the growing area of attachment and PWID, researchers and 

clinicians require knowledge of the assessment methods available. The review aims to 

establish, organise and appraise the available literature on assessment methods in terms of 

reliability, validity and clinical utility. Nine papers reporting eight assessment methods are 

reviewed. Assessment methods were limited in number and psychometric robustness in 

comparison to those available for use with the typically developing population. Future 



2 

Running head: ATTACHMENT AND INTELLECTUAL DISABILITY 

research would benefit from focusing on establishing the reliability and validity of available 

measures. 

 

Paper 2 is an empirical study examining prevalence of insecure and unresolved attachment in 

clinical and non-clinical groups of PWID. It also examines differences between resolved and 

unresolved attachment groups regarding psychological distress, emotional well-being and 

interpersonal functioning. Participants (n = 24) completed measures relating to the 

abovementioned variables, and differences between groups were analysed statistically. No 

participants were classified as securely attached. There was no difference between clinical 

and non-clinical groups with regards to distribution of resolved/unresolved classifications. 

There was no difference between individuals categorised as resolved/unresolved with regards 

to psychological distress, emotional well-being or interpersonal functioning. The lack of 

secure attachment in either group suggests potentially higher rates of insecure attachment in 

the PWID population than hypothesised; suggesting wider consideration of interpersonal 

environments for PWID may be warranted. Further research with a larger sample and more 

robust methodology is required. 

 

A critical and personally reflective account of the research process is also included at the end 

of the thesis, in Appendix 19. It is hoped that this will provide additional context to the reader 

which could not be wholly captured in papers 1 and 2. It includes strengths and limitations of 

the research, and reflections on some of the challenges encountered during the research 

journey. 
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Abstract 

 

Background 

Recent years have seen growing interest in applying attachment theory to understanding 

psychological distress in People with Intellectual Disability (PWID). In order to apply such 

theory, methods of assessing attachment in this population are required. This review aimed to 

establish and evaluate the available literature relating to attachment measures for use with 

adults with ID.  

 

Method 

PsycInfo, CINAHL, Web of Science and Medline were searched to identify relevant 

literature. Papers reporting the development/evaluation of an attachment measure, and papers 

reporting having measured attachment as part of a wider study were included. Data were 

synthesised narratively. 

 

Results 

Nine papers reporting eight assessment methods were reviewed. Four papers reported 

adapting a pre-existing method of attachment assessment, and five reported a method of 

assessment developed specifically for use with PWID. Reporting of psychometric properties 

and clinical utility of the measures varied between papers. 

 

Conclusions 

Attachment assessment methods for use with adults with ID are limited in number and 

psychometric robustness compared to the typically developing population. Future work 

should focus on establishing what constitutes attachment for PWID, and building an evidence 

base for measurement of such, particularly in relation to reliability and validity. 
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Introduction 

 

Attachment   

 

Attachment theory describes the origins of interpersonal relationships, and can be traced to 

the works of John Bowlby (1969/1982) and Mary Ainsworth (Ainsworth & Wittig, 1969). 

Bowlby hypothesised that humans are born with an ‘attachment system’ comprising 

emotional and biological mechanisms, which drive infants to seek care from another in order 

to maximise their own chances of survival, and in turn, that of the species. This care seeking, 

termed ‘attachment behaviour’ is organised in a ‘behavioural system’ which facilitates 

closeness between children and their mothers at times of real or perceived threat (Bowlby, 

1969/1982). Once proximity is achieved, the child feels safe, and as such the attachment 

behavioural system is deactivated (Bowlby, 1969/1982). 

 

As children grow, relationships become unconsciously governed by ‘scripts’ or ‘internal 

working models’ (IWM; Bowlby, 1973). IWM contain information regarding who and how 

responsive one’s attachment figures are, and how acceptable one is to their attachment figures 

(Bowlby, 1973). Individuals with IWM that the self is accepted and valued, hold IWM of 

others as available and protective, where those with IWM that the self is unacceptable and 

devalued, hold IWM of others as unavailable and unresponsive (Bowlby, 1973).  

 

Ainsworth (1963) proposed that mothers act as a ‘safe base’ for children to interact with their 

environment, and that children’s ability to do so depends on the relationship quality with the 

parent. Mothers who respond in a sensitive and timely manner to their child’s behaviour help 

the child learn they can depend on them, leading to development of a secure relationship 

(Ainsworth et al., 1978). Both Bowlby and Ainsworth emphasised the role of the primary 

caregiver in shaping individuals’ perceived experiences of relationships.  
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Children are hypothesised to develop automatic, unconscious behaviour strategies in response 

to the caregiving they receive (Main, 1990). Those who perceive others as available and 

responsive are hypothesised to flexibly and openly express emotion so that they can signal 

their needs to their caregiver (Cassidy, 1994), where those who perceive others as unavailable 

are hypothesised to minimise or heighten emotional expression (Cassidy, 1994). Such 

strategies are again theorised to be present in both current and future relationships (Shaver & 

Mikulincer, 2002).  

 

Although attachment behaviours or ‘patterns’ are topographically different contingent on age 

and development, they are relatively stable over the life course (George & West, 1999). 

Research has demonstrated the influence of attachment on a range of outcomes including 

adult psychological functioning (Mikulincer & Shaver, 2007), stress levels (Maunder & 

Hunter, 2001), social functioning (Fransson, 2014) and physical illness (McWilliams & 

Bailey, 2010). Such findings have even greater consequence given that attachment has been 

argued to be distinct from other constructs related to health outcomes, such as neuroticism or 

help seeking (Ravitz et al., 2010). This, coupled with the range of outcomes it relates to, 

attests to the importance of having valid and reliable tools to measure attachment. 

 

 

Measurement of Attachment  

 

The first documented attachment assessment was the Strange Situation Procedure (SSP; 

Ainsworth et al., 1978). In the SSP, infants (aged 12-20 months) are separated from their 

mother, and exploration and interaction with the environment and caregivers are assessed. 

Infants’ responses are coded in to one of three attachment categories: secure, insecure-

ambivalent and insecure-avoidant. Secure infants show distress on separation, but return to 

play and exploration on their mother’s return; indicating IWM of others as available and 
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responsive. Insecure-ambivalent infants show reluctance to explore, protest on separation, 

and whilst seek contact on reunion, are not comforted by this and struggle to return to play. 

Finally, insecure-avoidant infants explore with little reference to their caregiver, may show 

distress on separation but often do not, and ignore their caregiver in preference for toys when 

they return. Such presentations indicate IWM of other as unavailable and unresponsive. A 

fourth category of ‘disorganised attachment’ was later added (Main & Solomon, 1986, 1990; 

Main & Hesse, 1990) to describe children who display behaviours such as freezing or 

disorientation. Although such children can display behaviour indicating organised (secure or 

insecure) attachment, their behaviour indicates a lack of clear goals, thought to stem from 

experiences of fear (e.g., through maltreatment) regarding their caregiver.  

 

The above classifications are thought to differ from reactive attachment disorder (RAD); a 

presentation typified by difficulties in social relatedness prior to age five, hypothesised to 

stem from “grossly pathogenic care” (Minnis et al., 2006, p. 338). Where attachment 

concepts describe a relationship and capture the range of attachment strategies in the general 

population, RAD describes a set of behavioural difficulties located within the individual, and 

is a recognised clinical diagnosis (Minnis et al., 2006). RAD’s validity and utility as a 

diagnosis remains contested (Vervoort et al., 2013), and its description in the literature 

variable (O’Connor & Zeanah, 2003).  

 

In sum and as exemplified by the SSP, attachment assessment in children tends to be 

observational in nature. Observations focus on either controlled (e.g., SSP) or more 

naturalistic settings (e.g., The Care Index for Infants in Crittenden’s [2005] Dynamic 

Maturational Model), and consider developmental skills (e.g., walking, talking, using objects) 

in the context of development of attachment behaviours. As children age, alternative methods 
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such as the Attachment Q-Sort (AQS; Waters & Deane, 1985) and the story-telling method in 

the School-Age Assessment of Attachment (SAA; Crittenden & Landini, 1999) are available.  

 

Methods of attachment assessment in adults differ in terms of which aspect of attachment 

theory they emphasise, and therefore, which aspect of relationship security they ‘tap’ into. 

This difference can be broadly categorised into either developmental or social psychology 

approaches and methods.  

  

The developmental psychology approach to attachment emphasises how individuals’ early 

experiences are integrated into their discourse as an adult. Focus is on individuals’ ability to 

provide coherent narratives about their childhood experiences of care. Secure attachment is 

seen as an “interpersonal asset” (Roisman et al., 2007, p.680) which provides a basis for 

interaction in a range of interpersonal contexts, based on the mental representation held by 

the individual. The construct of attachment is viewed as distinct from personality, with 

research showing only small associations between it and variables such as narrative style and 

intelligence (Roisman et al., 2007). 

 

The social psychology approach to attachment emphasises the appraisals individuals make 

about close relationships. Individuals’ conscious perceptions of their thoughts, feelings and 

behaviours in interpersonal situations, particularly those involving relational stress or threat 

(Roisman et al., 2007), are the focus of assessment. In contrast to the developmental 

approach, the social approach views attachment as a theory of personality development, and 

as such related to a broad range of constructs, most notably that of the ‘Big Five’ personality 

traits (Roisman et al., 2007). 
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Interview and/or observational methods tend to be informed by the developmental approach. 

One such example is the Adult Attachment Interview (AAI; George et al., 1984/1985/1996; 

Hesse, 2008). A semi-structured interview in nature, respondents are asked to recall past 

experiences of relationships. Responses are coded in relation to factors indicating attachment 

security, such as how coherently the events are recalled. The individual’s ‘state of mind’ 

regarding attachment figures is then categorised as secure, dismissing (similar to the avoidant 

classification in the SSP), or preoccupied (similar to the ambivalent classification in the SSP), 

and a fourth criteria exists termed ‘unresolved’ with regards to past loss or trauma (similar to 

the disorganised classification in the SSP). Stemming from recognition of the time-intensive 

nature of the AAI, plus its limitations in measuring defensive processes (Webster & Joubert, 

2011), the Adult Attachment Projective Picture System (AAP; George & West, 2001) is 

another example of a measure informed by the developmental approach. The AAP requires 

respondents to construct a narrative about picture stimuli depicting attachment-related scenes 

of loss and separation, and retains the AAI attachment groups and focus on attachment state 

of mind. A final example of a measure informed by the developmental approach is the Adult 

Attachment Q-sort (Kobak, 1993). Derived from the AAI scoring system, individuals sort a 

set of 100 descriptors relating to emotional expression, regulation and attachment. How an 

individual sorts the set is compared against a prototype sort, and a classification of secure, 

dismissing or preoccupied is assigned. 

 

Self-report questionnaires tend to be informed by the social approach. Exemplified by the 

Relationships Questionnaire (Bartholomew & Horowitz, 1991), such measures require 

individuals to indicate which attachment category best reflects their experiences and 

behaviour in romantic relationships. Longer questionnaires (e.g., the Experience in Close 

Relationships [ECR], Brennan et al., 1998) are also available, in which individuals rate a 
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number of items with regards to how true they are of their thoughts and feelings in romantic 

relationships. Scores can then be used to place the respondent into one of the four attachment 

categories. It has been argued that such measures cannot account for defensive processing 

that may affect respondents’ answers (Ravitz et al., 2010). Further, they cannot ‘activate’ 

attachment phenomena, and therefore, do not permit consideration of those phenomena which 

could be manifest or displayed during an assessment (Ravitz et al., 2010).  

 

 

Attachment and Intellectual Disability (ID) 

 

ID is characterised by significant limitations in intellectual functioning and adaptive 

behaviour (American Association of Intellectual and Developmental Disabilities, 2020). A 

number of factors in the lives of people with ID (PWID) mean that the attachment system is 

more likely to be disrupted compared to those without ID. Early in life, parents may 

experience shock and sadness that their child has been diagnosed with a disability (Marshak 

& Seligman, 1993; Fletcher, 2004), and grief for the loss of the ‘perfect’ child they hoped for 

(Goldberg et al., 1995). These responses may impact parents’ ability to react sensitively to 

their child (Fletcher, 2016). Indeed, studies have found differences in interactions between 

mothers of children with ID, and those without (Zyga & Dimitropoulos, 2020). Neurological 

and temperamental differences may also make it more difficult for parents to read and 

respond to attachment cues (Fletcher, 2016).  

 

As described earlier, caregiver responsiveness can lead to development of unconscious 

behavioural strategies regarding emotion regulation (Cassidy, 1994). Given the additional 

factors that can impact attachment relationships for PWID (Fletcher, 2016), individuals may 

be more likely to perceive others as unavailable, and so be more likely to minimise or 

maximise emotional expression as a result (Fletcher, 2016). Indeed, prevalence of mental 
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health difficulties in children with ID has rates of 36% compared with 8% of children without 

ID (Emerson & Hatton, 2007), with similar findings demonstrated in adults, where rates of 

between 28% and 40% have been reported (Cooper et al., 2007). 

 

Whilst the above factors highlight the importance of considering attachment theory in relation 

to PWID, there are challenges to using the aforementioned assessment methods with this 

population. PWID may have difficulty reflecting on past experiences and analysing thoughts 

and feelings in relation to these. A tendency to acquiesce (Clare & Gudjonsson, 1995) further 

compromises the use of interview and paper-based assessment (Walker et al., 2016). 

Additionally, PWID often do not have the same opportunities to develop romantic 

relationships (Walker et al., 2016); meaning that the assumptions about adult life held by 

some measures may not apply. Further, it remains unclear whether the attachment patterns 

seen in the typically developing population are also seen in PWID, and whether level of ID 

influences topography (British Psychological Society [BPS], 2017). 

 

Rationale  

 

A systematic review of the literature on attachment theory and adults with ID was conducted 

by Mullen (2018). It searched two databases (PsycInfo and CINHAL) and identified five 

empirical studies. Mullen (2018) proposed that the paucity of research in the area owes to a 

lack of established attachment measures for use with PWID. Whilst the review provided a 

descriptive summary of the attachment measures identified in the five studies, there remains a 

gap in the literature relating to: (1) fully establishing the extent of available assessment 

methods as reported in empirical studies, (2) critically reviewing the available evidence for 

these assessments, and (3) considering the clinical utility of the available measures. Given the 

relevance of attachment theory to ID, identifying and organising the literature on attachment 
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assessments would aid clinicians’ decision-making when selecting appropriate assessment 

tools from those available, as well as highlight areas for future research and development of 

the measures.    

 

In keeping with the realist ontology informing Bowlby’s (1969/1982) theory, a positivist 

epistemology informs this review. Objective methods were therefore employed in order to 

source and analyse data. 

 

Review Aim  

Existing literature on methods of assessing attachment in adults with ID will be identified and 

organised. Given the scarcity of research in the field, a broader range of scientific databases 

than that searched by Mullen (2018) will be used. An evaluation of existing measures and 

their clinical utility will be provided. The results will contribute to the growing research and 

clinical interest in applying attachment theory to ID, and the wider literature on how best to 

support and improve the psychological well-being of this population. 

 

 

 

Method 
 

The review followed methodological guidelines of the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA; Moher et al., 2009). The paper outlines a 

review of quantitative and qualitative evidence accumulated over five stages: (1) 

identification of the research question, (2) defining eligibility criteria, (3) selecting 

appropriate studies, (4) data charting, and (5) collating and reporting of results.  
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Search Strategy 

A systematic search of research papers published in peer reviewed journals was conducted. 

Search terms were informed by discussions between the authors regarding the concepts 

subject to review, terms held in each databases thesaurus, and previous reviews in the areas 

of attachment, measures and ID. Hand searches of papers meeting eligibility criteria were 

also conducted to identify any additional studies. Each database was searched from its date of 

conception to February 2020 inclusive. Databases searched were PsycInfo, CINAHL, Web of 

Science and Medline. These were thought to together contain the broadest range of 

psychological and medical journals likely to be locations for publication of attachment and 

ID research. Table 1 shows the search term combinations used. 

 

Key concept Search terms 

Attachment “attachment” 

 

 

                                                     AND 

 

Measurement “measur*” OR “questionnaire” OR “scale” OR 

“checklist” OR “assess*” OR “interview”  

 

                                                    AND 

 

Intellectual Disability “learning disab*” OR “developmental disab*” OR 

“intellectual disab*” OR “mental retardation” 

 

 

Table 1. Search Terms Applied Within the Databases 

 

Eligibility Criteria 

Studies reporting a method of assessing attachment in adults (aged 18 +) with ID were 

included for review. Studies reporting direct (e.g., interview) or indirect (e.g., observation) 

methods of assessment were eligible, as were studies reporting quantitative or qualitative 

properties of the assessment methods described. These criteria were selected to ensure 
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identification of the maximum possible number of assessment methods, and therefore, 

included both: (1) papers reporting the development or evaluation of a measure of 

attachment, and (2) papers reporting having measured attachment as part of a wider study. 

Additional eligibility criteria included papers written in the English language and published 

in a peer-reviewed journal. Single case studies, theses, book chapters, review papers and 

manuals were ineligible, as were studies including children and those with Autism Spectrum 

Disorder or learning difficulties (e.g., dyslexia) who did not also have ID. 

 

 

Study Selection 

 

Titles and abstracts of all papers identified by the searches were screened by the first author, 

and those that were not relevant were excluded. This screening was also independently 

performed by a second researcher on 10% of the papers generated, with full agreement (K = 

1.0). Following this, the full text of any potentially relevant paper was reviewed, and any 

reasons for exclusion documented. This eligibility process was applied and corroborated by 

the same colleague who aided with screening, again with full agreement (K = 1.0). This 

resulted in a list of papers for full review (see Figure 1).  

 

 

Quality Assessment  

Variability in the aims of the included studies, the inclusion of papers that measured 

attachment as part of a wider study, and the often preliminary nature of the studies identified 

precluded use of a quality assessment tool for studies on measurement properties (e.g., the 

COSMIN checklist; Mokkink et al., 2010). In line with the aims of the review, it was decided 

that studies would be best evaluated in terms of the available evidence for, and clinical utility 

of, the measure. To this end, an ‘evidence and clinical utility evaluation tool’ was developed. 

The ‘evidence and clinical utility evaluation tool’ combines indicators found in the Andresen 
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characteristics for assessing the tools of disability outcomes research (Andresen, 2000; 

Appendix 3) and the Smart multi-dimensional model of clinical utility (Smart, 2006; 

Appendix 4). The tool was designed to generate an overall picture of the quality of the 

evidence for each measure, to support consideration of each measure’s clinical utility, and to 

facilitate narrative interpretation of the results. It includes information relating to: concept 

measurement, available evidence (including reliability and validity), respondent and 

administrative burden, accessibility/applicability of the measure to adults with ID, and 

materials and training required for administration. Items from Andresen (2000) and Smart 

(2006) were combined to form the tool, and only removed if not applicable or no evidence 

relating to that component was reported in the papers. A full list of the Andresen (2000) and 

Smart (2006) criteria are included in Appendix 5, alongside reasons for removal, where 

appropriate. 

 

 

Data Extraction and Analysis 

 

Publication details, study design, participant characteristics, methodology, the attachment 

concept measured, method of assessment, results/findings, and study limitations were 

extracted from included papers. This information is presented in Table 2, alongside a 

narrative interpretation.   

 

 

Results 

 

Identified Studies 

 

Following removal of duplicates, the search strategy identified 487 unique records. Of these, 

485 were identified through database searches, and two were identified through hand 

searching of reference lists. Screening excluded 470 papers, and a further eight were 

excluded at the eligibility stage. One paper (De Schipper & Schuengel, 2010) reported 
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assessing attachment in young people, a sub-sample of which was aged over 18. The authors 

of this paper were contacted to request data for this sub-sample (see Appendix 6), however, 

they advised that the nature and size of this group (n = 4) would preclude statistical analysis. 

A decision was made to include the paper as it described an assessment method not otherwise 

reported. This resulted in nine papers being retained for review (Clegg & Landsall-Welfare, 

1995; Smith & McCarthy, 1996; Clegg & Sheard, 2002; De Schipper & Schuengel, 2010; 

Minnis et al., 2010; Larson et al., 2011; Penketh et al., 2013; Gallichan & George, 2014, 

2018). Figure 1 shows the process through paper identification, screening, eligibility and 

retention in line with the flow-of-information diagram by Moher et al. (2009). 

 

Characteristics of Included Studies 

Nine studies reporting eight methods of assessing attachment in adults with ID were included 

in the review. Table 2 depicts the characteristics of the nine studies. The studies were 

published between 1995 (Clegg & Landsall-Welfare, 1995) and 2018 (Gallichan & George, 

2018). All were conducted in the United Kingdom, with the exception of one (De Schipper & 

Schuengel, 2010), conducted in the Netherlands. Settings for the studies included community 

teams for PWID, forensic services for PWID, colleges, day centres and inpatient and 

residential provisions. Three studies collected data directly from PWID, three collected data 

via a respondent asked questions about the person with ID, and three gathered data from 

PWID and respondents. The number of participants (aged 18 and over) in the studies was 

273. Only one study that used respondents provided the number that took part and their 

demographic details (Penketh et al., 2013). The gender distribution of the four adult 

participants in DeSchipper and Schuengel’s (2010) study was not reported. In the remaining 

eight studies, 164 participants were male. Two studies did not report the age range of 

participants (Minnis et al., 2010; Larson et al., 2011). In those that did, ages ranged from 18-
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63 years. Participants in the studies were reported to have ID ranging from mild to severe. 

Only one study reported having used a formal method of assessment in relation to level of ID 

(Penketh et al., 2013). There were two papers that reported case studies (Clegg & Landsall-

Welfare, 1995; Gallichan & George, 2014), four that used a cross-sectional design (Smith & 

McCarthy, 1996; DeSchipper & Schuengel, 2010; Minnis et al., 2010; Larson et al., 2011), 

two that used a repeated measures design (Penketh et al., 2013; Gallichan & George, 2018), 

and one was a retrospective study (Clegg & Sheard, 2002). Four studies described using a 

pre-existing method of attachment assessment with varying degrees of adaptation for PWID 

(Minnis et al., 2010; Larson et al., 2011; Gallichan & George, 2014, 2018), and five studies 

described a method of assessment developed specifically for use with PWID (Smith & 

McCarthy, 1996; Penketh et al., 2013; Clegg & Landsall-Welfare, 1995; Clegg & Sheard, 

2002; DeSchipper & Schuengel, 2010).  
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Figure 1. PRISMA Flow-of-Information Diagram 
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Author and 

Year 

Design and 

Analysis 

Measure used Location Participant 

characteristics 

Participants and 

respondents 

How measure 

administered  

Concept/category/o

utcome 

Findings Limitations 

Gallichan and 
George (2018) 

 

AAPs of adults 
with ID were 

coded by 2 

judges for inter-
rater reliability. 

6 participants 

repeated the 
assessment for 

test-retest 

reliability. Two 

independent 

experts rated 10 

cases on the 
links between 

the AAP 

analysis and the 
clinical history. 

Adult Attachment 
Projective Picture 

System (AAP).  

 
Validated and 

reliable in 

typically 
developing adult 

population. 

UK N = 20 
Age: M = 31 

         R = 20-55 

N Male = 12 (60%) 
N Female = 8 (40%) 

 

Participants: adults with ID 
who had received services 

from the Community ID 

Team (CIDT). 2 had 
undertaken AAP as part of 

routine clinical work. 

Individual presented 
with 8 line drawings and 

asked to tell a story 

about what they can see 
in the picture. Pictures 

designed to activate 

attachment system. 
Responses audio-

recorded and transcribed. 

Trained judge codes 

transcript for attachment 

state of mind and trauma 

markers. 

Attachment state of 
mind. Transcripts 

classified into one of 

four standard adult 
attachment groups: 

secure, dismissing, 

preoccupied, 
unresolved. 

Unresolved 

classifications also 

assigned an 

alternative 

classification that 
best reflects the 

underlying 

attachment pattern. 

Significant 
agreement between 

judges. 5/6 showed 

stability of 
classification over 

time. Majority of 

expert ratings were 
‘good or ‘excellent’. 

Significant inter-

class correlation 

between raters 

suggesting good 

agreement between 
them. The raters’ 

feedback suggested 

AAP had good 
clinical utility. 

Limitations to face validity 
procedure used – author 

knew raters, case histories 

not in standard format, 
ratings not complimented 

by standardised measures. 

Small N. 

Gallichan and 

George (2014) 
 

Reported 5 

cases in terms 
of feasibility, 

validity and 

reliability of the 
AAP. 

Adult Attachment 

Projective Picture 
System (AAP).  

 

Validated and  
reliable in 

typically 

developing adult 

population. 

UK N = 5 

Age: M = 36.2 
         R = 21-53 

N Male = 2 (40%) 

N female = 3 (60%) 
 

Participants: adults with ID 

attending psychology in a 
CIDT 

Individual presented 

with 8 line drawings and 
asked to tell a story 

about what they can see 

in the picture. Pictures 
designed to activate 

attachment system. 

Responses audio-

recorded and transcribed. 

Trained judge codes 

transcript for attachment 
state of mind and trauma 

markers. 

Attachment state of 

mind. Transcripts 
classified into one of 

four standard adult 

attachment groups: 
secure, dismissing, 

preoccupied, 

unresolved. 

Unresolved 

classifications also 

assigned an 
alternative 

classification that 

best reflects the 
underlying 

attachment pattern. 

Possible to code and 

classify AAPs using 
the typically 

developing adult 

coding and 
classification 

system. The authors 

coded 4 cases blind 

to each other’s 

classification; they 

agreed on 
classifications for 

3, and reached 

consensus on the 
fourth. AAP 

analysis showed 

strong 
correspondence with 

case history 

material. 

Small N, case studies  

limited generalisability. 
Face validity explored but 

not convergent validity by 

use of other measures. 
Inter-rater reliability 

explored but not test-retest. 

All participants had IQ in 

mild range. 

Penketh et al. 

(2013) 

Repeated 

measures. 

Assessed 
validity and 

internal 

reliability. 

Manchester 

Attachment Scale 

– Third Party 
Observational 

Measure (MAST). 

 
Measure 

developed for use 

UK N = 57 

Age: M = 32.7 

         R = 18-63 
N Male = 44 (77.2%) 

N female = 11 (19.3%) 

 

Participants: adults with ID 

accessing ID services. 

Respondents: 40 NHS staff 
(68% female) involved in 

care of participants (12 

from CIDT, 28 from 
forensic team). 

Questionnaire. 16 items 

of observable attachment 

behaviour rated on 4-
point Likert scale. 

Observable 

behaviour. 

Total score of 
attachment security. 

The MAST was 

found to have good 

internal 
consistency, test–

retest reliability and 

convergent validity. 
MAST scores were 

negatively 

Small convenience sample, 

assessment of validity 

confined by no other 
reliable and validated 

measure of attachment in 

ID to compare to, 
assessment suggested most 

participants had mild ID, 
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in ID population. correlated with level 

of 
ID and CB. 

no ‘cut off’ for secure 

attachment. 

Larson et al. 

(2011) 

 

Cross-sectional. 

Chi squared test 

used to 
calculate 

association 

between 
variables. 

Modified version 

of Hazan and 

Shaver (1987). 
Original measure 

validated in 

typically 
developing adult 

population. 

UK N = 60 

Age: NR 

N Male = 31 (51.7%) 
N Female = 29 (48.3%) 

 

Participants: adults with ID 

accessing organisations for 

those with ID (colleges, 
charities etc) 

Respondents: Majority = 

support workers who had 
known the participant for 

more than 2 years (no 

further info provided) 

Participants and             

respondents asked to 

read 3 descriptions of 
attachment styles and 

select one that applies 

to the participant. 
Sentences shortened 

and asked about 

friendships rather than 
romantic 

relationships. 

Attachment style.  

Categorical. 

People with 

mild/moderate ID 

show same range of 
attachment styles 

as general 

population. Links 
between CB and 

insecure attachment 

found. There was an 
association between 

depression and 

insecure-avoidant 
attachment. 

Level of ID not measured. 

Relatively small N. 

Reliability/validity not 
established. No measure of 

comprehension of vignettes 

 danger of random 
responding? Followed 

adaptations made for 

children – unknown if 
same for PWID. Measure 

requires capacity for self-

reflection. 

Minnis et al. 

(2010) 
 

Cross sectional.  

T-tests 
examining 

Reactive 

Attachment 
Disorder (RAD) 

symptom scores 

and 
hypothesised 

risk factors. 

Associations 
with RPQ via 

regression. 

Relationship 

Problems 
Questionnaire 

(RPQ) 

UK N = 50 

Age: M =48.4 
         SD = 15.3 

N Male = 35 (70%) 

N Female = 15 (30%) 
 

Participants: adults with ID 

in 2 long stay hospitals for 
PWID between June 2004 

and March 2005. 

Respondents: carers (no 
further info provided) 

Each participant and 

carer interviewed and 
questionnaire (RPQ) 

completed by author. 

RPQ = 18 item 
questionnaire validated 

in sample of children 

with similar 
developmental age to 

sample.  

Continuous measure 

of observable 
behaviours 

symptomatic of 

RAD. No cut-off 
point for diagnosis. 

RAD symptoms 

were 
present in the 

sample, and 

symptom scores 
were independently 

associated with early 

childhood adversity, 
diminished with age, 

but were not 

associated with 
cognitive 

ability, gender, other 

disabilities, nor 
number of 

childhood years in 

institutional care. 

Relatively small N. 

Reliability and validity of 
RPQ in ID not reported. 

De Schipper 

and Schuengel 

(2010) 
 

Cross sectional The Secure Base 

Safe Haven 

Observation list 
(SBSHO) 

The 

Netherlands 

N = 4 (aged 18 +) 

 

(Total N = 156) 

Participants: attending a 

group care setting, 

either a therapeutic day 
care facility for children 

and adolescents with ID or 

a residential setting. 
Moderate to severe ID. 

Respondents: Support staff 

in the setting who had 
known the participant for 

at least 2 weeks. Support 

staff had usually followed 
a training 

programme in care for 

people with disabilities 

20 item observation list 

of secure attachment 

behaviour rated on 7-
point Likert scale.  

 

Observable 

behaviour. Total 

score of attachment 
security. 

Young people who 

showed more secure 

attachment 
behaviour towards 

professional 

caregivers 
were less irritable, 

less lethargic and 

less stereotypic 
in their behaviour, 

even when 

developmental age 
and Autism were 

controlled for. 

Small N (for those 18+), no 

cut off for secure 

attachment, claims to have 
shown empirical support 

for reliability and validity, 

but validity not assessed 
against ‘gold standard’ 

measures, level of ID – 

how assessed not reported, 
focus on secure attachment 

behaviour. 
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within their education. 

Clegg and 

Sheard (2002) 
 

Retrospective 

examination of 
a survey of staff 

and carers 

supporting 
school leavers. 

Chi-square 

analysis 
examining 

presence/ 

absence of 
problem 

behaviour and 

over-investment 
in relationships.  

Survey (unnamed) UK N = 43 

N approached for 
survey = 54 

Details for the 54: 

Age: M = 23 
         R = 20-26 

N Male =25 (46.3%) 

N Female = 29 (53.7%) 
 

Participants: school leavers 

with severe ID. 
Respondents: main carer 

and one member of staff 

from main day placement 
of participant. 

24 item survey of 

behaviour in last 3 
months. Question 

relevant to study was 

“does this person over-
invest in one or a few 

relationships which 

become a source of 
jealousy?” 

Observable 

behaviour. 

Thirty-four per cent 

of students were 
rated 

by placement staff 

as over-investing in 
one or a few 

relationships. 

Students without 
such problems were 

significantly 

less likely to show 
challenging 

behaviours, while 

those with them 
were significantly 

more likely to be 

living outside the 
family home. 

Demographic detail for 

those included in study 
(rather than approached 

and permission given) not 

provided. Final N unclear. 
Relatively small N. No 

validity/reliability reported. 

Attachment assessed by 
response to 1 question 

about 1 behaviour. Little 

info on respondents 
provided. All participants 

reported to have severe ID 

– diagnostic assessment 
process not reported. 

Smith and 

McCarthy 
(1996) 

 

Cross sectional 

to examine 
convergent and 

discriminate 

validity of the 
measure. 

Repeated 

measures with a 
proportion of 

the sample to 

examine 
reliability. 

Self-Report 

Assessment of 
Attachment 

Security (SRAAS)  

UK N = 31 

Age: M = 32.4 
         R = 20-54 

N Male = 14 

(45.2%) 
N Female = 17 (54.8%) 

 

Participants: living at home 

and attending adult training 
centres. Ten had Down’s 

syndrome, remainder had 

unidentified ID. ID ranged 
from mild to severe. 

Semi-structured 

interview. Participants 
asked what they would 

do if they were feeling 

miserable, worried or 
frightened. 3 multiple 

choice answers: tell 

someone, not tell 
anyone, express feeling 

in uncontrolled way. 

Responses categorised 
into attachment 

categories of 

secure/insecure. 

Attachment state of 

mind regarding 
comfort seeking. 

Secure/insecure 

categorisation. 

The reliability 

of the procedure was 
found to be high 

over time and 

significantly 
related to self-

esteem and level of 

independent 
behaviour in the 

home. It was not 

related 
to general 

intellectual 

functioning or 
level of independent 

behaviour outside 

the home. 

Relatively small N.  

Measure only focuses on 
comfort seeking – ignores 

other aspects of attachment 

relationships. Procedure 
only produces secure-

insecure dichotomy. 

Findings can’t be 
generalised to those 

without the conversational 

abilities to engage with the 
measure. No formal 

assessment of verbal 

language skills. 

Clegg and 

Landsall-

Welfare (1995) 
 

Report 3 cases 

where applying 

attachment 
framework to 

‘enmeshed 

relationships’ 
between person 

with ID and a 

member of care 
staff provided at 

least partial 

resolution of 

List of indicators 

for those whom 

attachment theory 
may provide a 

clinically useful 

explanation 
(unnamed) 

UK N = 3 

Age: R = 26-43 

N Male = 1 
N Female = 2 

 

Participants: moderate to 

severe ID. Referred to 

psychology as part of 
multidisciplinary 

intervention including 

individual therapy, support 
to staff, support to family. 

8 indicators for those 

whom attachment theory 

may provide a clinically 
useful explanation: 

a) anger/distress is 

intermittent, b) person 
resists exploring physical 

world, c) difficulty 

exploring intellectually, 
d) fixation on one carer, 

e) anger/distress 

expressed in selected 

Observable 

behaviour. 

All of the 

interventions 

yielded significant 
client 

change in three 

areas: reduction in 
anger and distress; 

increased 

exploration of 
physical and 

intellectual 

environments; and 

Small N. The clinical 

experiences described need 

to be 
subjected to more 

systematic examination 

with a 
wider range of individuals. 

List of indicators for 

attachment difficulties 
rather than measure per se. 

Level of ID – how assessed 

not reported. 
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difficulties. settings, f) early history 

of additional life-
threatening impairments, 

g) transitions trigger 

difficulties, h) history of 
fixation on different 

carers. 

an increase in the 

range of 
people to whom the 

client relates. 

Reliability/validity of 

indicators not reported.  

Table 2. Data Extraction Form 
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Results of Quality Assessment 

Available methods of attachment measurement are presented in turn, followed by a narrative 

interpretation of the data generated by the ‘evidence and clinical utility evaluation tool’. 

Where the method of assessment is unnamed, the name of the first author of the paper is used 

as an identifier. Table 3 shows the completed evaluation tool. 
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Assessment 

method 

/paper 

reference 

Concept/ 

Construct 

measured 

                                                                          

Available evidence 

 

 

Clinical utility 

Sample 

size 

Reliability Validity/ utility Respondent and 

administrative 

burden 

Accessibility/ 

applicability for 

adults with ID 

Materials/ 

training required 

AAP/  

Gallichan and 

George 

(2014, 2018)  

Attachment 

state of mind 

N = 5 

(2014)  

 

N = 20 

(2018)  

 

Test-retest: 

Statistical 

analysis not 

possible due to 

small number of 

cases used. Test-

retest 

classification 

agreement for 5/6 

cases. 

 

Inter-rater: k = 

0.677, 80% 

agreement (16/20 

cases) 

 

 

Face validity: 

Most common 

ratings for 

correspondence 

between AAP and 

life events/ AAP 

and client 

unresolved 

feelings/risky 

behaviours = 

good/excellent. 

 

Utility: Most 

common ratings 

for extent to 

which AAP gives 

clinically useful 

info = 

good/excellent. 

Potential for 

attachment stimuli 

to be activating for 

respondent, 

however, projective 

nature reduces this 

risk. 

Relatively short 

task – 20-30 mins 

administration 

time. 

Little practical 

administrative 

burden, though 

potential emotional 

burden of content 

brought by 

respondent. 

Transcription time 

required post 

administration. 

Visual stimuli with 

modified questions to 

increase 

understanding. Task 

accessible to most 

people with mild ID. 

Not accessible to 

those with visual 

impairment or non-

verbal/more 

moderate-severe ID. 

Analysis not 

dependent on 

language and 

cognitive skills as in 

other measures used 

with typically 

developing adult 

population. 

AAP assessment 

pack, tape recorder 

and associated cost. 

Administration 

training - brief and 

straightforward. 

Training to code – 

lengthy, time 

intensive, and 

significant 

monetary cost. 

MAST/ 

Penketh et al. 

(2013) 

Observable 

secure 

attachment 

behaviour 

N = 57  Internal 

consistency: α = 

0.750 

 

Test-retest: r = 

0.807 

Convergent: 

significantly 

related to Edward 

Zigler-Yale 

Personality 

Questionnaire and 

SRAAS. 

Minimal – brief (16 

item) questionnaire. 

Not accessible – 

completed by 

informant. Possibly 

applicable for mild-

severe ID 

presentations but 

further work needed 

to establish this. 

MAST measure 

and manual – 

available from 

author at no cost. 

No training 

required. 
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Larson et al. 

(2011) 

Attachment 

style 

N = 60  Not examined Not examined Possible respondent 

burden due to 

requirements re. 

reading and 

reflection, however, 

brief nature of 

measure reduces 

this. 

Administration 

burden minimal. 

Difficult to ascertain 

– example 

questionnaire items 

not provided in 

paper. Information 

provided suggests 

measure suitable for 

those with mild ID 

who are able to read 

and reflect on 

thoughts/behaviours 

with friends, 

however, not 

explicitly stated. 

Attachment style 

questionnaire – 

available from 

author at no cost. 

No training 

required. 

RPQ/ Minnis 

et al. (2010) 

Observable 

behaviours 

symptomatic 

of RAD 

N = 50  Reliable in 

children of similar 

developmental 

age to sample. 

Not examined for 

adults. 

 

Validated in 

children of similar 

developmental 

age to sample. 

Not examined for 

adults. 

Minimal – brief (18 

item) questionnaire 

Not accessible – 

completed by 

informant/ 

interviewer of 

informant. 

Applicability based 

on level of ID 

unknown in adults. 

Modified RPQ 

measure. No 

information on 

training 

requirements 

provided. 

SBSHO/ De 

Schipper and 

Schuengel 

(2010) 

Observable 

secure 

attachment 

behaviour 

N = 4  Demonstrated in 

whole sample 

aged 3 -23. 

Unknown for 

aged 18+ 

Demonstrated in 

whole sample 

aged 3 -23. 

Unknown for 

aged 18+ 

Minimal – brief (20 

item) questionnaire 

Not accessible – 

completed by 

informant. 

Applicability based 

on level of ID 

unknown in adults. 

SBSHO measure. 

No training 

required. 

Clegg and 

Sheard 

(2002) 

Observable 

insecure 

attachment 

behaviour 

N = 43 Not examined Not examined Very minimal – 1 

question  

Not accessible – 

completed by 

informant. 

Applicability only 

known for severe ID 

presentations, 

however, not 

Questionnaire 

survey. No training 

required. 
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explicitly reported. 

SRAAS/ 

Smith and 

McCarthy 

(1996) 

Attachment 

state of mind 

regarding 

comfort 

seeking. 

 

N = 31 Test-retest: k = 

0.80 

Convergent: 

significantly 

related to 

measures of self-

esteem and 

independence in 

the home. 

 

Discriminant: not 

related to general 

intellectual 

functioning 

Potential 

respondent burden 

re. recalling 

emotional states 

and actions, 

however, brief 

measure with short 

completion time. 

Administration 

burden minimal. 

Requires emotional 

understanding/literac

y re. emotional states 

of 

miserable/worried/fri

ghtened and ability to 

reflect on likely 

actions in these 

states. 

Likely suitable for 

those with mild ID, 

not accessible for 

those with moderate-

severe ID, however, 

this is not stated in 

paper. 

SRAAS interview 

script and coding 

scheme – available 

from author. No 

training required. 

Clegg and 

Landsall-

Welfare 

(1995) 

Observable 

insecure 

attachment 

behaviour 

N = 3 Not examined Not examined Nil – list of 

behavioural 

indicators for 

clinicians 

Accessibility- not 

applicable. Likely 

applicable for 

moderate-severe ID 

presentations based 

on information 

provided in paper, 

however, not 

explicitly stated. 

List of behavioural 

indicators available 

in paper. No 

training required. 

 

Table 3. Evidence and Clinical Utility Evaluation Tool 
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Available Methods of Attachment Measurement 

The Adult Attachment Projective Picture System (AAP) 

The AAP (George & West, 2001) assesses attachment state of mind. Individuals are shown 

seven picture stimuli relating to separation, illness, death, solitude, and threat, and are asked 

what is happening in the picture, what led up to the scene, what the characters are thinking 

and feeling, and what might happen next. Responses are audio recorded, transcribed, and 

coded into one of the four standard adult attachment groups: secure, dismissing, preoccupied, 

and unresolved. Whilst an individual’s inability to organise stories containing painful 

memories or affect indicates unresolved attachment, the story content and defensive 

processes can mirror those in the other attachment groups. Unresolved classifications are 

therefore given an alternative organised classification that best reflects the underlying 

attachment pattern.    

 

Gallichan and George (2014, 2018) modified three features of the AAP to increase its 

accessibility for adults with ID, including rewording some of the probe questions, 

lengthening the ‘warm-up’ time for people to understand the task, and permitting the 

interviewer to give a small amount of feedback to support individuals’ confidence. The 

interviewer was also permitted to repeat any unclear utterances that would not be picked up 

on tape. 

 

The Manchester Attachment Scale – Third Party Observational Measure (MAST) 

The MAST (Penketh et al., 2013) assesses observable attachment behaviour in PWID. Using 

a questionnaire format, informants are required to make inferences about the internalised 

states, needs and feelings of the person with ID whom they support. The 16 items are rated on 

a five-point Likert scale ranging from “strongly agree” to “strongly disagree”. Example 
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items include “the individual actively solicits comforting when distressed”, and “the 

individual leaves carer/other people easily when he/she wants to do an activity”. The MAST 

items were generated from a Q-sort of 105 items about what constitutes secure attachment in 

adults with ID, which was completed by professionals working in the field. The MAST does 

not have categorical cut offs, and is intended as a continuous measure of attachment security. 

 

Larson (2011) 

Larson et al. (2011) adapted Hazan and Shaver’s (1987) attachment statements to increase 

accessibility via shortening sentences and asking about friendship rather than romantic 

relationships. Individuals were required to read and select statements about their thoughts and 

behaviours in relationships, and a similar questionnaire using third person statements was 

completed by someone who knew the person with ID. The measure permits report of one of 

three attachment styles: secure, insecure-anxious/ambivalent, and insecure-avoidant. 

 

Relationship Problems Questionnaire (RPQ) 

Minnis et al. (2010) used a modified version of the RPQ to examine RAD symptoms. The 18-

item questionnaire is typically used to assess children; therefore Minnis et al. (2010) changed 

any wording with reference to age to “developmental level”. Statements about the 

individual’s behaviour are usually rated by an informant using a four-point Likert scale 

ranging from “not at all like” to “exactly like”. Minnis et al. (2010) modified the RPQ to 

administer it in an interview format informed by the participant with ID and a respondent. 

The RPQ has no diagnostic cut-off, and is recommended for use as a continuous measure of 

behaviours.  
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Secure Base Safe Haven Observation list (SBSHO) 

The SBSHO (De Schipper & Schuengel, 2006) assesses attachment security in young people 

with ID. It contains 20 items relating to observable behaviour, which are rated by an 

informant on a seven-point Likert scale. The items were derived from the Attachment Q-Set 

(Waters, 1995). Additional items based on observations of young PWID were added by the 

authors, and include statements such as “when this person is ill or hurt, he/she stays closer to 

me than on other days”. Focusing on attachment security due to being informed by the 

Attachment Q-Set (Waters, 1995) and evidence collected by the authors about secure 

attachment behaviour in ID (De Schipper & Schuengel, 2010), it is a continuous measure of 

attachment security and has no diagnostic cut-off values. 

 

Clegg (2002) 

Clegg and Sheard (2002) describe a method of assessing observable attachment behaviour. 

They examined a 24-item survey which covered the last three months and was completed by 

individuals supporting PWID. They examined the survey with specific reference to one 

question which asked “Does this person over-invest in one or a few relationships which 

become a source of jealousy?”. Presence of such behaviour was taken to be indicative of 

attachment difficulties.  

 

Self-Report Assessment of Attachment Security (SRAAS) 

Developed specifically for PWID, the SRAAS (Smith & McCarthy, 1996) activates an 

individual’s attachment system by asking about emotional experiences termed by the authors 

as containing “feelings of low felt security” (p. 156). Individuals are asked to choose which 

of three behaviours they would enact if they were feeling miserable, worried and frightened. 
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Behaviours include: tell someone, don’t tell anyone, or express the feeling in an uncontrolled 

way (e.g., throw things, shout). Responses are categorised as representing secure or insecure 

attachment, with telling a significant other for at least two of the three emotions taken as 

indication of attachment security. 

 

Clegg (1995) 

This paper reported a list of indicators which may be seen in those with attachment related 

difficulties, such as “intermittent anger/distress”, and “resistance to exploring the physical 

world”. The authors describe the list of indicators as “for those whom attachment theory may 

provide a clinically useful explanation” (p. 301). 

 

Concept/Construct Measured 

Two papers described a measure of attachment state of mind in line with the developmental 

tradition (Gallichan & George, 2014, 2018). A further paper described an assessment of 

attachment state of mind in relation to comfort-seeking only (Smith & McCarthy, 1996). One 

paper described a measure of attachment style in line with the social psychology tradition 

(Larson et al., 2011). Two papers measured observable secure attachment behaviour (MAST, 

SBSHO), two measured observable insecure behaviour (Clegg, 1995, 2002), and one 

measured observable behaviours symptomatic of RAD (Minnis et al., 2010). 

 

Sample size 

Sample sizes varied between three and 60 participants. Whilst one paper (SBSHO) reported a 

larger sample size (n =156) than this, correspondence with the authors determined a very 

small number of individuals were over eighteen (n = 4) and therefore eligible for inclusion in 

this review. Three papers reported sample sizes no greater than five, two papers reported 
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sample sizes between 20 and 31, and four papers reported sample sizes ranging from 43 to 

60. 

 

Reliability 

Reliability information was reported for five of the measures (AAP, MAST, RPQ, SBSHO, 

SRAAS). Psychometric evaluation of the other three measures (Larson et al., 2011; Clegg & 

Sheard, 2002; Clegg & Landsall-Welfare, 1995) was not conducted. Of those measures that 

do have reported reliability, two do not report this specifically in relation to adults. The RPQ 

has demonstrated reliability in children of a similar developmental age to the sample used by 

Minnis et al. (2010), however, reliability properties were not specifically examined for the 

adult sample. The SBSHO has demonstrated reliability in young people aged up to eighteen, 

however reliability properties were not examined for those aged eighteen and over in the 

sample used by DeSchipper and Schuengel (2010). Correspondence with the authors 

concluded that the small number of individuals (n = 4) aged eighteen and over in their sample 

would preclude analysis of reliability data for the purposes of inclusion in this review. 

 

Of the remaining three measures for which reliability evaluation was conducted, all examined 

test-retest reliability. The test-retest statistic for both the MAST and the SRAAS was found to 

be good (r = 0.807 and r = 0.80 respectively). The time-points used between retesting of the 

SRAAS were longer than the MAST (three months compared to 18 days), however, only a 

proportion (n = 10) of an already small sample size (n = 31) was used. This was also the case 

for the AAP, where test-retest classification agreement was met for five out of six cases 

examined. Statistical analysis was not possible due to the small sample size. Internal 

consistency was reported for only one measure (MAST). The authors describe the internal 

consistency of the MAST as ‘adequate’ (α = 0.750). The only measure for which inter-rater 
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reliability data was reported, the AAP, showed 80% agreement between raters (16/20 cases) 

and a Cohen’s Kappa value of 0.677, making it one of the measures with the greatest degree 

of psychometric evaluation conducted (alongside the MAST), and a moderate-good level of 

agreement between raters. 

 

Validity 

The five measures to report reliability information also reported validity information. Again, 

the RPQ and SBSHO do not report this for the adult sample used. Convergent validity data 

was reported for two measures (MAST, SRAAS). The SRAAS was significantly related to 

self-esteem and independence in the home, but it was not compared with other attachment 

measures. The only measure to examine convergent validity with another attachment measure 

was the MAST, which was significantly related to the SRAAS. Discriminant validity was 

only reported for the SRAAS, with no relationship between the measure and IQ. Only one 

measure reported face validity (AAP), with good/excellent ratings for its correspondence with 

life events and risky behaviours.  

 

Materials and Training 

Five of the measures take the form of a questionnaire (MAST, Larson et al., [2011], RPQ, 

SBSHO, Clegg, [2002]), meaning few materials are required for administration. Four of these 

are completed by an informant (MAST, RPQ, SBSHO, Clegg, [2002]), and one is completed 

by the individual being assessed (Larson et al., 2011). Training requirements for the RPQ 

were not reported. The other questionnaires do not require training for use, with two 

measures reporting availability from the authors at no cost (MAST, Larson et al., [2011]). 

One paper reports a checklist of behavioural indicators of attachment difficulties (Clegg, 
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1995). This checklist is published in the original paper meaning no further training or cost is 

indicated for its use. 

 

Of the remaining two measures, one uses a free-response method to visual stimuli (AAP), and 

one is based on an interview (SRAAS). Use of the AAP requires an administration pack of 

visual stimuli and a tape recorder, which have associated costs. Administration training is 

brief and straightforward, however, training to code transcripts is time-intensive and has 

significant monetary cost. Once trained, the coder only needs access to the transcript of the 

interview to be able to code it. The SRAAS administration requires a copy of the interview 

script and coding scheme which are available from the author. No training is required.     

 

Respondent and Administrative Burden 

The four questionnaires completed by informants (MAST, RPQ, SBSHO, Clegg, [2002]) and 

the checklist (Clegg, 1995) likely have little respondent and administrative burden by nature 

of their format; however, this information was not explicitly reported. The questionnaire 

completed by the individual being assessed (Larson et al., 2011) and the SRAAS have 

possible respondent burden due to the requirements for emotional reflection (both measures) 

and reading (Larson et al., 2011), however, their brief nature reduces this to some degree. 

Administrative burden for Larson et al. (2011) and the SRAAS is minimal. The AAP has the 

potential burden of the attachment stimuli being activating for the respondent, however, the 

projective nature of the measure reduces this risk (George & West, 2012). It has a 20-30 

minute administration time and little practical administrative burden, though there is potential 

emotional burden from hearing traumatic content in respondents’ stories. Transcription time 

post administration is also required. 
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Accessibility and Applicability in Relation to Level of ID 

For two measures (AAP, MAST), explicit comments were made on their applicability in 

relation to level of ID. The AAP reported being applicable for use with those with mild ID, 

where the MAST reported that further research was required in order to establish its utility 

across levels of ID from mild to severe. Whilst informant-rated measures, by their nature, 

may be more suited to assessing those with more moderate-severe ID, the extent to which the 

behaviours described in these measures are likely to be observed across ID level 

presentations was not reported. The four informant-rated questionnaires and the checklist are 

not accessible for PWID by virtue of their focus on observable behaviours and the content 

and language used to assess this. With the adaptations employed, the AAP task is reported to 

be accessible for most individuals with a mild ID, however, is not accessible for those with 

visual impairments, those who are non-verbal, or those with a more moderate-severe ID. 

Transcript analysis of the AAP is not dependent on language and cognitive skills, as in other 

adult attachment measures used in the typically developing population. Accessibility of 

Larson et al.’s (2011) measure was difficult to ascertain from the information reported, but it 

would seem suitable for those with mild ID, based on the requirement to read and reflect on 

thoughts and behaviours. The SRAAS requires emotional literacy and the ability to reflect on 

action in relation to emotion, making it likely suitable for those with mild ID, and not 

accessible for those with more moderate-severe ID, however, this was not explicitly reported. 

 

 

Discussion 
 

This review examined nine studies which reported or employed a method of assessing 

attachment in adults with ID, with specific reference to the available evidence for, and 

clinical utility of, the methods found. It aimed to organise the literature in the field and 

provide a reference for clinicians when selecting attachment assessments for adults with ID. 
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To our knowledge, this is the first review of its kind, with previous reviews focusing on the 

application of attachment theory to PWID (Mullen, 2018), and prevalence of attachment 

difficulties in this population (Hamadi & Fletcher, 2019). 

 

The review highlighted a scarcity of research in the area, with only nine papers meeting 

relatively broad eligibility criteria. This is in comparison to typically developing populations, 

where reviews have identified upwards of thirty different attachment assessments (Ravitz et 

al., 2010; Jewell et al., 2019). The nine papers reported a variety of assessment methods 

ranging from checklists of observable behaviour, to self-report questionnaires of attachment 

style, to projective measures of attachment state of mind. This variety hindered attempts to 

synthesise the papers, as the assessment tools they described tapped different psychological 

constructs. This would seem to stem from divergence in the theoretical formulations 

underlying the measures. Such theoretical differences are apparent in the typically developing 

adult literature, where despite the significantly larger research body, there is debate regarding 

the theoretical underpinnings of attachment and the best forms of assessment (Watkins, 

2016). Whilst this debate may hold for the PWID literature too, greater specification and 

clearer reporting of the theoretical formulation underpinning each available measure for 

PWID would represent an important first step in establishing this. Whilst some measures 

presented a theoretical formulation (AAP, MAST, RPQ, SBSHO, SRAAS), this appeared 

lacking (Clegg [1995, 2002]), or inconsistent (Larson et al. [2011]), for others. Arguably, 

clarity of the theoretical underpinnings would aid specificity of the measures. This 

proposition is somewhat hindered however, by the lack of well-validated measures by which 

to compare newly developed ones. This may be partly due to the challenges in establishing 

the reasons for any observed behaviour in PWID, for whom the ID itself, communication 

difficulties, and physical conditions associated with ID, all need to be considered as 
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alternative or additional causal hypotheses when classifying behaviour in relation to 

‘attachment’ (BPS, 2017).      

 

The lack of psychometric evaluation of some of the measures in this review impacted the 

degree of synthesis possible, and hinders attempts to establish prevalence of attachment 

classifications in this population (Hamadi & Fletcher, 2019). Whilst more recently published 

papers demonstrated increased focus on psychometric properties, much more work is needed. 

However, this will be difficult until the challenges to construct validity have been addressed. 

In addition, clarification is required in relation to RAD in PWID given that it is a separate 

construct from attachment security (Hamadi & Fletcher, 2019). Similarity and divergence in 

RAD compared to the typically developing population would represent a reasonable first line 

of enquiry. Finally, consideration of the Andressen characteristic regarding cultural 

adaptations highlighted a lack of reporting of cultural applicability and cross-cultural 

reliability of the measures. All but one study was completed in the UK, with the only 

exception also having been conducted in the Western world (the Netherlands).  

 

In drawing conclusions with regards to the evidence base to date, two measures reported the 

greatest degree of psychometric evaluation, namely that of the MAST and the AAP. Both 

have demonstrated reliability and validity, with the AAP having undergone additional 

psychometric evaluation regarding inter-rater reliability and face validity that is lacking in the 

evaluation of the MAST conducted to date. Considering clinical utility of the two measures 

again places the AAP with additional properties lacking in the MAST, most significantly its 

capacity for use directly with the individual, and its projective nature as a means of 

minimising attachment-related distress. Such information points to the potential of the AAP 

as a measure of adult attachment in PWID, however assessment selection should be 
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considered in the context of the aims of an assessment and formulation, an issue which is 

discussed in more detail later in this paper.           

 

Strengths and Limitations 

This review represents the first attempt at organising the literature on available methods of 

attachment assessment in adults with ID, to aid clinicians in selecting the most appropriate 

measure.  

 

The inclusion of papers measuring attachment as part of a wider study, plus the often early-

stage nature of the research in those papers on measures themselves, meant that the reporting 

of psychometric properties varied greatly. This precluded use of a quality assessment tool for 

studies of psychometric properties (e.g., COSMIN), and meant a lack of quantitative 

assessment of the quality of the papers included in the review. Whilst qualitative appraisal 

was considered most useful given the stage of the research into attachment measures for 

PWID, it should be acknowledged that a quantitative quality assessment would have reduced 

the chance of bias. Further, the evaluation tool used was developed specifically for this 

review. There is a lack of definitional clarity in the literature as to what constitutes clinical 

utility, and therefore a broad ranging, multi-dimensional model was used to inform thinking 

in this review. This model was not developed for literature appraisal specifically; therefore, 

there may be aspects of clinical utility reporting that would benefit from further examination 

(e.g., generalisability to non-clinical populations, the utility of the measure at an individual as 

well as a population-level). In addition, whilst aspects of a disability measure appraisal tool 

were used to capture additional aspects such as accessibility, it should be noted that the tool 

was developed for the evaluation of outcome measures, and the psychometric properties of 

the tool itself have not been examined. The review was also limited to published data written 

in English in peer-reviewed journals. 



40 

Running head: ATTACHMENT AND INTELLECTUAL DISABILITY 

The potential limitations of the underlying assumptions of attachment theory as applied in 

relation to the measures should also be considered. It has been argued that classification of 

caregiving relationships can be pathologising, and that measures neglect issues relating to 

ethnicity, culture, and class by viewing attachment through an Anglo-centric lens (Buchanan, 

2013). It has also been suggested that the positivist measures described in this review do not 

account for lived experiences such as the social identities that form and reform over the 

lifespan in response to injustice (Campbell and Baikie, 2012). This issue may be of particular 

pertinence for PWID given that they experience high rates of stigma and prejudice (Gordon et 

al., 2004; Nagata, 2007). 

 

Implications for Research  

Further research is needed to qualify what constitutes ‘attachment’ for PWID. Work to date 

has focused on attachment behaviour, particularly in relation to secure attachment (Penketh et 

al., 2013), and therefore less is known about insecure presentations and how attachment may 

differ for those with mild-moderate ID compared to those with severe or profound ID. This 

may be particularly pertinent for those with multiple or profound disabilities, where 

behaviour may be attributed to the seeking of tangible reinforcement rather than to initiation 

of attachment-directed behaviours (BPS, 2017). Such attributions are at odds with evidence 

that the severely distressed behaviour at times seen in multiple or profound disability can be 

rooted in childhood trauma (Sinason, 2010), and worked with therapeutically (Franskish, 

2016). Establishing any difference and divergence in presentation is therefore a crucial first 

step in ensuring the successful development of any measure of attachment for PWID. 

Additionally, children with ID have been shown to demonstrate differentiated attachment 

behaviour (Vandesande et al., 2018). Research would therefore benefit from examining 

whether this is also the case for adults with ID, given they are often supported by, and 
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therefore have relationships with, multiple individuals. Further, exploration of the cross-

cultural validity of the assessments is required. Although attachment theory is a cross-cultural 

framework (Hamadi & Fletcher, 2019), this needs to be established for PWID, and following 

this, the applicability of current methods or the requirement for new ones considered. 

 

For the assessments reported in this review, future work should focus on using larger sample 

sizes, which would increase statistical power in order to establish psychometric results more 

clearly. Use of longitudinal designs would permit more rigorous examination of test-retest 

reliability, as well as greater examination of associations between the measure and 

theoretically-related concepts (e.g., CB, self-esteem) in order to establish convergent validity. 

Finally, research would benefit from exploring the balance between traditional psychometrics 

and aspects of clinical utility, such as accessibility for PWID, in order to increase the range of 

measures available. 

 

 

Implications for Clinical Practice 

The present review highlighted that a number of different concepts are examined under the 

theoretical umbrella of ‘attachment’. Whilst this review aims to aid clinicians when selecting 

measures, this requires sufficient understanding of the concepts and terminology used in 

attachment research so that measures are selected based on clinical need. Given that 

clinicians can already find it difficult to know how attachment concepts can be applied to 

clinical settings (Burke et al., 2016), the different terminologies used may further hinder 

practitioners’ use of attachment theory in their practice. Arguably, greater accessibility of the 

literature, plus implementation of attachment-related training may increase clinicians’ 

confidence in using attachment theory. This aforementioned multiplicity in the meaning of 

‘attachment’ (coupled with the variability in reliability and validity of measures) means that 
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any instruments used for assessment should be interpreted with caution (BPS, 2017). It also 

points to the importance of working within practice guidelines for psychological assessment, 

where use of more than one assessment tool which informs a hypothesis to be reviewed over 

time is advisable (Wright, 2011). 

 

These challenges accepted, further development and psychometric evaluation to produce a 

well-validated measure of attachment in PWID would help in understanding those at risk of 

attachment difficulties (Hamadi & Fletcher, 2019), and support services to think about how 

best to ensure PWID are able to make and sustain relationships as outlined in Valuing People 

Now (Department of Health, 2009). It may be that no one such measure exists or can be 

developed, as the range of ways in which attachment is constructed by the papers in this 

review suggests that there may not be one single attachment construct, or at the very least, not 

one single view as to what constitutes attachment for PWID. Clinicians may therefore be best 

placed, at the present time, to ask which aspect of attachment they are aiming to assess, rather 

than focus on what the ‘gold standard’ may be, and to do this in the context of a broader 

assessment and formulation rather than for diagnostic purposes per se (BPS, 2017).   

 

 

Conclusions 
 

 

This review provides information to help clinicians select an attachment assessment method, 

with focus on the available evidence for, and clinical utility of, available measures. 

Developing and selecting an appropriate method of assessing attachment in PWID requires 

careful consideration of the multiple factors which present a challenge to the field. These 

include the lack of established evidence base for some measures, particularly in relation to 

reliability and validity, lack of comparable ‘gold standard’ measures by which to assess 

construct validity, use of small sample sizes, and differences in the attachment constructs 
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measured. Work is needed regarding establishing what constitutes attachment for PWID, and 

with this in mind, the reliability and validity of any current and future measures. Such tools 

would help in understanding and ensuring that PWID are able to create and maintain 

meaningful relationships, which has the potential to impact emotional regulation and have a 

positive impact on their psychological wellbeing. 
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Abstract 

Purpose 

People with Intellectual Disability (PWID) are at increased risk of attachment-related 

difficulties, yet research in the area is lacking. In the typically developing population, 

insecure and unresolved attachment is more prevalent in clinical versus non-clinical groups. 

Individuals categorised as unresolved are also more likely to have difficulties regarding 

psychological health and interpersonal functioning than individuals categorised as resolved. 

This study investigates whether these differences also hold true for PWID.  

 

Design/methodology/approach 

A cross-sectional, between-group design was employed. PWID (clinical group n = 11, non-

clinical group n = 13) completed measures of attachment, psychological distress/positive 

well-being, and interpersonal functioning. Differences between clinical/non-clinical groups in 

relation to attachment security and resolution were examined. Differences between 

individuals categorised as unresolved/resolved in relation to psychological distress, positive 

well-being and interpersonal functioning were also examined.   

 

Findings 

No participants were classified as securely attached. There was no difference between clinical 

and non-clinical groups with regards to distribution of resolved/unresolved classifications. 

There was no difference between individuals categorised as unresolved and individuals 

categorised as resolved with regards to psychological distress, positive well-being or 

interpersonal functioning.  
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Originality 

This study is one of only three to examine attachment state of mind in PWID, and the first to 

examine differences between clinical/non-clinical groups and individuals categorised as 

unresolved/resolved. Insecure attachment appeared to be a constant feature of PWID in the 

present study, suggesting that consideration of interpersonal environment and attachment-

based interventions may be warranted not only for a greater number of individuals than 

previously thought, but also for the wide range of settings and contexts in which PWID live 

their lives.   

 

Keywords 

Attachment, psychological health, interpersonal functioning, Intellectual Disability 
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Introduction 

Attachment  

Attachment theory states that a close and consistent relationship with a caregiver is 

fundamental to infant survival and development (Bowlby, 1969/1982). Often defined as an 

‘affectional’ or ‘emotional’ bond (Bowlby, 1977), the attachment relationship is thought to be 

reciprocal in nature, being influenced by both the child and caregiver (Papalia et al., 1999). 

Early initiation of ‘attachment behaviours’ such as crying and smiling by the child are 

thought to help create proximity with the caregiver, leading to an emotional tie which 

develops over the course of the infant’s life.  

 

The relationship between infant and caregiver is thought to facilitate development in a range 

of areas, most notably that of the child’s ‘Internal Working Models (IWM)’. Beginning to 

develop as the child reaches its first year of life, daily experience of interaction with the 

caregiver is hypothesised to give rise to a working model for the child, relating to whom and 

where attachment figures can be found, and how they may likely respond (Bowlby, 1973). As 

the infant grows, physical closeness to the caregiver reduces, and relationships become ruled 

by IWM. As IWM are thought to be universal to all, the dyadic relationship between child 

and caregiver involves both the IWM of the child, as well as that of the caregiver (Fletcher 

and Gallichan, 2016). Over time the child is able to utilise their IWM of the caregiver without 

them being physically present, as well as recognise that their attachment figure has different 

needs to themselves (Fletcher and Gallichan, 2016). This facilitates recognition that 

relationships require negotiation, which allows the attachment relationship to become a ‘goal-

corrected partnership’ (Fletcher and Gallichan, 2016), typically by the age of three years 

when the child’s verbal skills and theory of mind are developing.  
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Following Bowlby’s (1969/1982) proposition that attachment is relevant across the life span, 

the developmental model of adult attachment stemmed from analysis of adults’ accounts of 

relationships with attachment figures via the Adult Attachment Interview (AAI; George et al., 

1984/1985/1996). IWM are thought to guide relationships into adulthood, used by the 

individual to predict behaviour and events regarding themselves, others and the world 

(George and West, 2001). The ‘working’ nature of the model means that there is scope for 

new experiences to be integrated into it, or for old attachment experiences to be ‘reworked’. 

Indeed, Bowlby stated that significant changes in the attachment environment in adulthood 

could lead to revision of the model of self (Bowlby, 1969/1982). 

 

IWM have been categorised according to the ‘security’ of an individual’s attachment 

relationships. First proposed in relation to patterns seen in childhood (Ainsworth et al., 1978; 

Main and Solomon, 1990), four analogous categories have been identified in relation to adult 

attachment (Main and Goldwyn, 1985/1988/1994): secure, preoccupied, dismissing, and 

unresolved. Whilst the behavioural expression of the different attachment patterns may differ 

from childhood to adulthood, the central features of these groups are proposed to be 

consistent across the life course (George and West, 1999). Secure attachment is thought to 

develop from an attuned and consistent response by the caregiver, which results in an IWM 

that other people and the world are safe and reliable. The individual is able to draw on 

internal representations of attachment in order to feel safe and protected, and these factors 

permit flexibility in attachment relationships (George and West, 2012). The needs and 

feelings of both the self and other in the relationship are integrated, which results in the 

aforementioned ‘goal-corrected partnership’, allowing the individual to feel safe and have a 

sense of well-being (George and West, 2012).  
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Where caregiver responses are inconsistent due to environments containing abuse, neglect 

and rejection, insecure attachment can develop (Bowlby, 1969/1982). The individual is 

unsure as to whether they can depend on attachment figures or internal representations for 

protection (George and West, 2012), and so defensive processes develop to place painful 

thoughts and feelings outside of consciousness (Webster et al., 2009). Bowlby (1969/1982) 

described three forms of defence, later operationalised for measurement via adult attachment 

assessments (George and West, 2001). The first defence, that of deactivation, involves 

blocking of attachment-related cues (Webster et al., 2009). Rejection and disappointment are 

avoided by the ‘shutting down’ of the system, such that the importance of close relationships 

is minimised and the self is seen as self-sufficient (Dozier et al., 2008). This process is 

typically associated with classifications of dismissing attachment. In the second defence, that 

of cognitive disconnection, attachment-related feelings are present in awareness. However, 

defensive strategies distract the individual from the attachment-activating source (Webster et 

al., 2009).  The self is viewed negatively and contact with attachment figures via 

maximisation of attachment signals is sought in an effort to reduce anxiety (Dozier et al., 

2008). This process is typically associated with classifications of preoccupied attachment.  

 

Bowlby’s (1980) final defence related to that of segregated systems, proposed to develop in 

order to keep memories and emotions relating to attachment-trauma in separate mental 

models (Webster et al., 2009). This defence is thought to be particularly employed by 

individuals who have experienced significant loss, abuse, or trauma (Main and Hesse, 1990), 

and was first operationalised for assessment and categorisation purposes by Main and 

Solomon (1986, 1990). Occurrence at an early age, a sudden or violent nature, or an 

otherwise traumatic experience of loss are thought to result in intense or overwhelming fear 

which leads to defensive exclusion of the loss (Main and Hesse, 1990). This often-termed 



59 

Running head: ATTACHMENT AND INTELLECTUAL DISABILITY 

‘extreme’ form of exclusion aims to maintain psychological functioning via keeping 

threatening or conflictual attachment material from consciousness in multiple IWM (Webster 

et al., 2009). However, this process cannot always be maintained, particularly at times of 

intense activation of the attachment system (George and West, 2001). Should intense 

activation occur, the segregated system can break down, resulting in attachment material 

resurfacing (Webster et al., 2009). This disrupts the individual’s thinking and behaviour, 

which can become disorganised (Webster et al., 2009). Segregated systems have been 

defined as relating to a lack of resolution with regards to attachment state of mind, 

alternatively termed an ‘unresolved’ state of mind for the purposes of adult classification 

(Main and Goldwyn, 1985/1988/1994). This process contrasts with the first three attachment 

classifications described above (secure, preoccupied, and dismissing), which can be 

considered ‘resolved’ in that they can contain segregated material and represent a consistent 

and adaptive strategy to maximise proximity to the caregiver (Fletcher and Gallichan, 2016). 

 

Attachment and Psychological Health 

According to Bowlby (1988), the experience of inconsistent, unreliable, or difficult and 

traumatic attachment relationships may affect the development of a ‘secure mental 

foundation’, reduce resilience in coping with stressful life events, and predispose an 

individual to psychological distress (Mikulincer and Shaver, 2012). This relationship is 

hypothesised to be mediated by fractures in the aforementioned mental representations of 

relationship patterns (Juen et al., 2013). This is particularly the case regarding unresolved 

attachment, where segregated systems can fail in the case of intense activation of the 

attachment system (Webster et al., 2009). Painful attachment material may inundate the 

individual, meaning that affect regulation breaks down (Juen et al., 2013). Such a process is 
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in accordance with Bowlby’s (1980) hypothesis that emotional instability can result 

following loss or death of an attachment figure.    

  

Given the lifelong relevance of attachment theory (George and West, 2012), and that 

defensive processes and IWM are thought to be consolidated over time (Main et al., 1985), 

research has examined the relationship between attachment and psychological health in adult 

life. Attachment representations consistent with the defences theorised by Bowlby 

(1969/1982) have been found to be overrepresented in a range of clinical groups compared to 

controls (Juen et al., 2013). This is particularly the case for unresolved attachment, with 

findings being particularly strong in relation to diagnoses of Borderline Personality Disorder 

(BPD) and Post Traumatic Stress Disorder (PTSD; a term recognised approximately five 

years prior to that of unresolved attachment). Here, unresolved attachment has been reported 

to be as high as 80% (Agrawal et al., 2004) and 68% (Bakermans-Kranenburg and Van 

IJzendoorn, 2009) respectively. In a clinical sample of mixed diagnostic presentations, 

unresolved attachment was the predominant classification, with increased evidence of 

segregated systems and uncontained personal experiences relative to controls (Juen et al., 

2013). Such evidence provides a potential etiological mechanism for psychological distress, 

furthered by findings that unresolved attachment in clinical groups may in part be 

underpinned by diminished ability to be alone, where there is greater requirement to draw on 

one’s own internal representational world (Juen et al., 2013). 

 

 

Attachment and Interpersonal Functioning 

A further factor thought to mediate the relationship between attachment and psychological 

distress is that of interpersonal functioning. Such a proposition would make sense given 

attachment theory purports that an individual’s IWM provide a template for relationships 
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(Bowlby, 1969/1982), with early attachments supporting development of interpersonal skills 

involving empathy, negotiation and conflict resolution (Riggs, 2010). Longitudinal child 

studies have demonstrated that attachment security is related to many aspects of successful 

interpersonal relationships including reciprocity, capacity for empathy, and conflict 

resolution and problem solving skills (Carlson and Sroufe, 1995). In the typically developing 

population, attachment is also associated with quality of interpersonal functioning (Thorberg 

and Lyvers, 2010), with insecure versus secure attachment being associated with more 

difficulties in interpersonal relationships (Horowitz et al., 1993). A study of a mixed 

psychiatric sample found that insecure attachment was associated with psychological distress 

not only via reduced emotion regulation capacity, but also via diminished expectations of 

others’ capacity to provide comfort, support, and reassurance in times of need (Cloitre et al., 

2008).  

 

Whilst insecure attachment representations and interpersonal functioning have an evidenced 

relationship (Thorberg and Lyvers, 2010), such interpersonal difficulties are thought to be 

particularly prevalent for unresolved individuals. Research has found that unresolved 

individuals display less affection and humour, and more controlling relationship behaviours 

than preoccupied or dismissing individuals (Creasey, 2002; Creasey and Ladd, 2005). For 

unresolved individuals, disorganised mental representations may result in difficulty relating 

to important individuals in their life (Busch et al., 2008). In adults who report childhood 

circumstances which typically give rise to unresolved attachment (i.e. those of abuse, neglect 

and loss), greater interpersonal sensitivity, hostility and aggression have been found 

(Morimoto and Sharma, 2004). For these individuals, relationships elicit memories and 

emotions associated with attachment loss, resulting in feelings of fear (Bowlby, 1980). Such 

circumstances are hypothesised to give rise to anger as a defensive response (Bowlby, 1980). 
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Should unresolved individuals experience anxiety or anger in interpersonal interactions, 

attempts to repress these feelings may be all-consuming, resulting in the individual appearing 

less responsive and engaged (Busch et al., 2008). In circumstances where repression is not 

possible due to the event or interaction being particularly triggering of the attachment system, 

emotions connected to the loss may surface suddenly, being directed to the other individual in 

the interaction (Busch et al., 2008). Such processes inhibit flexible responding in 

unfavourable situations (Carlson and Sroufe, 1995), and are in line with Bowlby’s (1980) 

theory that should emotions regarding loss be repressed, they are incorrectly directed to other 

individuals who are present.  

 

 

Attachment in Intellectual Disability (ID) 

 

ID is characterised by significant limitations in intellectual functioning and adaptive behaviour 

(American Association of Intellectual and Developmental Disabilities, 2020). A number of 

influences have been proposed to affect attachment relationships for people with ID (PWID). The 

first of these begins prior to birth, where parents form expectations about their child, which acts 

as a stimulus for a developing relationship (Fletcher, 2016). For parents who go on to have a 

child with a disability, feelings of loss for the expected child, and guilt for being unable to 

prevent the disability have to be balanced against protecting and meeting their child’s needs 

(Fletcher, 2016). Time frames for diagnosis of ID can vary greatly. Delays in this process, 

parents’ search for an ‘answer’ for their child’s experiences, and unexpected diagnoses can 

increase parental stress and lead to difficulty accepting the chronicity of their child’s condition 

(Koegel et al., 1992). Where for some parents the loss and trauma relating to diagnosis can be 

resolved relatively quickly, for others this process can take a longer time, or indeed be difficult 

for years to come (Hornby, 1994; Holder, 2000). Bowlby (1980) hypothesised that grief 

resolution relates to parents’ ability to respond sensitively and provide effective parenting, and 
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Marvin and Pianta (1996) propose that such theory is applicable in the context of PWID, where 

loss may relate to that of the expected child. Sensitive responding and a subsequent secure 

attachment relationship require that parents update their internal representation of their child 

from that of ‘hoped for’ abilities, to that of ‘actual’ abilities (Atkinson et al., 1999). This process 

of updating has been demonstrated in the literature, with some parents better able to grieve 

expectations versus realities for their child than others (Barnett et al., 2003). Those parents who 

have been able to resolve feelings about their child’s disability are more likely to demonstrate 

secure attachment with their children (Marvin and Pianta, 1996).  

 

Neurological and temperamental difficulties associated with ID may also serve to affect 

relationship development. Children with ID may not initiate interactions to the same degree, 

may have less control over gaze and vocalisations, may have sensory difficulties in receiving, 

interpreting and responding to parent’s cues, and may have increased difficulty ‘settling’ 

following changes in internal state (Nind and Hewett, 2006; Fletcher, 2016). These factors 

can result in parents finding it difficult to read the child’s signals and having to work harder 

during interactions (Fletcher, 2016). The synchrony and shared pleasure of interactions with 

caregivers can also be affected (Nind and Hewett, 2006). Parents may either become more 

directive in interactions, or more remote, potentially impacting the child’s developing 

autonomy (Fletcher, 2016).  

 

As the child grows, interactions may also be impacted by their own personal feelings about and 

adjustment to their disability. Feelings of guilt stemming from a sense of not meeting their 

parents’ expectations, or for causing their parents’ feelings of loss and disappointment may lead 

to reduced or impacted interactions (Fletcher, 2016). Such feelings are in addition to those 

relating to a sense of difference, and in some circumstances, distress stemming from a desire for 
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a ‘normal’ life or ‘cure’ for their disability (Fletcher, 2016). These feelings may impact self-

esteem, which in turn impacts engagement in interactions as the individual grows (British 

Psychological Society [BPS], 2017). 

 

To date, the majority of studies examining attachment in ID have focused on children, with 

mean ages of samples reported to be approximately ten years (Muris et al., 2000; De 

Schipper and Schuengel, 2010). A higher incidence of insecure attachment relative to secure 

has been reported (Schuengel et al., 2013), with studies often focusing on observable 

attachment behaviours (Schuengel et al., 2013). Findings in adult ID samples is variable, with 

evidence limited by small sample sizes, lack of replication studies, and a paucity of reliable 

and validated assessment measures (Mullen, 2018). Traditional assessments of attachment 

state of mind, such as the AAI (George et al., 1984/1985/1996), require individuals to attend 

to many questions over a long period of time, and to use abstract reflection to link past and 

current experiences, both of which may be difficult for PWID due to cognitive deficits.  

 

Gallichan and George (2014, 2018) explored the possibility of using an alternative measure to 

the AAI with PWID, that of the Adult Attachment Projective Picture System (AAP; George 

and West, 2012). Validated against the AAI ‘gold standard’ (Bakermans-Kranenburg and 

Van IJzendoorn, 1993) measure of adult attachment, the AAP has a short completion time, is 

free from constraints associated with memory and verbal coherence, and results in 

classification which includes both secure and insecure attachment categories, as well as 

insecure subtypes and distinctions between resolved and unresolved attachment. Gallichan 

and George (2014, 2018) found no incidence of secure attachment in their samples (n = 25, 

collectively), with 60% of individuals classified as unresolved (Gallichan and George, 2018). 

They state that the AAP demonstrated potential in terms of accessibility, validity and clinical 
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utility for assessing working models of attachment in PWID, and highlighted the need for 

further research exploring its application in this client group.  

 

Rationale for the Study 

As highlighted above, there is a paucity of research on attachment in PWID, owing in part to 

the lack of valid and reliable assessment measures available (Mullen, 2018). This is 

particularly the case for measures of IWM of attachment, which, while widely used in the 

typically developing population for many years, have not been used with PWID until recently 

(Gallichan and George, 2014, 2018). This study seeks to contribute to the area via use of a 

measure of IWM of attachment (the AAP; George and West, 2012) that has growing 

evidence relating to validity and utility for use with PWID (Gallichan and George, 2014, 

2018).  

 

Consistently, insecure versus secure attachment is more prevalent in clinical versus non-

clinical samples (Bakermans-Kranenburg and Van IJzendoorn, 2009). This has not been 

investigated in relation to PWID, so this study will seek to examine incidences of insecure 

versus secure attachment in a clinical group versus a non-clinical group. Further, the AAP is 

the only reported measure that has been used with PWID that has the potential to distinguish 

between resolved and unresolved attachment classifications. Given that unresolved 

attachment is associated with psychological distress and interpersonal difficulties across both 

clinical and normative groups (Bakermans-Kranenburg and Van IJzendoorn, 2009; Creasey, 

2002; Creasey and Ladd, 2005), this study will seek to examine whether this also holds true 

for PWID.  
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In line with Bowlby’s (1969/1982) realist ontology that attachment behaviour can be 

observed and categorised, a positivist epistemology informs the study. Consideration was 

therefore given to use of objective methods as sources of data, which resulted in use of a 

quantitative methodology to answer the research questions which follow. 

 

 

Research Questions 

The following research questions will be addressed. 

 

1. Is the frequency of attachment status categories (secure versus insecure) different 

between clinical and non-clinical groups of PWID? 

Hypothesis = The frequency of insecure versus secure attachment status will be higher in 

the clinical group compared to the non-clinical group. 

 

2. Is the frequency of resolved attachment status categories (resolved versus unresolved) 

different between clinical and non-clinical groups of PWID? 

Hypothesis = The frequency of unresolved attachment status will be higher in the clinical 

group compared to the non-clinical group. 

 

3. Is the level of psychological distress different between resolved and unresolved groups of 

PWID? 

Hypothesis = The level of psychological distress will be higher in the unresolved group 

compared to the resolved group. 

 

4. Is the level of positive well-being different between resolved and unresolved groups of 

PWID? 
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Hypothesis = The level of positive well-being will be higher in the resolved group 

compared to the unresolved group.  

 

5. Is the level of interpersonal functioning different between resolved and unresolved groups 

of PWID? 

Hypothesis = The level of interpersonal functioning will be higher in the resolved group 

compared to the unresolved group. 

 

Method 

Planning and Design 

Consultation was sought from the Liverpool Experts by Experience (LExE) group with 

regards to the research topic, questions, inclusion/exclusion criteria, materials, measures, and 

dissemination strategy. This group includes PWID.  

 

Ethical Approval  

The study was approved by the DClinPsy Research Review Committee at the University of 

Liverpool. It received ethical approval from the National Health Service (NHS) Health 

Research Authority London Dulwich Research Ethics Committee (see Appendices 7 and 8). 

The relevant Research and Development approval for each trust was also obtained (see 

Appendices 9, 10 and 11). 

 

Participants  

Inclusion criteria were as follows: 

 Adults (aged eighteen or over) with ID. 

 Individuals able to communicate verbally using the English language. 
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Exclusion criteria were as follows: 

 Individuals with a neurodegenerative condition (e.g., dementia). 

 Individuals who had a significant visual impairment not corrected by lenses (and 

therefore not able to see the AAP stimuli). 

 Individuals deemed not able to give a verbal response to the AAP stimuli (i.e., 

individuals who communicated non-verbally, or those with a speech impediment or 

communication difficulty that would make it difficult to record their responses onto 

tape).   

 Individuals for whom there was any concern regarding their capacity to consent. 

 

 Individuals who had accessed psychological therapy via a Community Intellectual 

Disability Team (CIDT) or Increasing Access to Psychological Therapies (IAPT) 

service (for the non-clinical group). 

 

ID status was determined by access criteria for services which acted as recruitment sources, 

and the clinical judgement of the researcher. A clinical group (n = 11) was derived by 

recruiting individuals experiencing psychological distress who had been referred to NHS 

services for PWID for psychological therapy, and a non-clinical group (n = 13) was derived 

by recruiting individuals who were members of advocacy groups for PWID. A total of 25 

participants were recruited. One participant from the clinical group started but was unable to 

complete the measures due to emotional distress impacting capacity. This participant’s data 

was excluded from the study. One participant from an advocacy group disclosed having 

accessed therapy after all measures had been administered. A decision was made to retain the 

data from this participant, and to include it in the clinical group for the purpose of analysis. 

Further consideration of this issue is addressed in the discussion section. 
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Recruitment  

 

Participants were recruited from advocacy groups in the North West of England, and 

psychology services in CIDT in Pennine Care NHS Foundation Trust, Mersey Care NHS 

Foundation Trust, and Cheshire and Wirral Partnership NHS Foundation Trust. Information 

about the study was provided to service managers and information sheets disseminated. 

Potential participants were informed of the research by the service they were accessing and 

provided with accessible information about the study (see Appendix 12). Those interested in 

participating gave consent for their details to be passed to the researcher, who then met with 

them to provide further information on what the study would involve. In order to derive the 

non-clinical group, individuals from advocacy groups were asked if they had ever 

received/were currently receiving psychological therapy, and if responded positively were 

excluded from the study and reasons for this were explained verbally. Eligible individuals 

were given a minimum of one week to consider if they wished to provide consent (see 

Appendix 13 for consent form) to participate in the research.  

 

Consent 

In line with the Mental Capacity Act (Department of Health, 2005), participants were 

required to understand the information about the study, retain it for long enough to weigh it 

up and decide whether to take part, and communicate their decision free from other’s 

influence. Anyone (e.g., family members, support staff, NHS professionals) involved in the 

individual’s care who had concerns about capacity was invited to raise them with the 

researcher verbally. The researcher then explained the research process to the person who had 

stated concerns. If following this the person did not think the individual had capacity to 

participate in the study, the individual was deemed not eligible. If any concerns relating to an 
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individual’s capacity arose during the course of the study, they were withdrawn and their data 

not used in the final analysis. This was the case for one participant. 

 

Procedure 

Once eligible individuals had been given a week to decide if they wished to provide consent 

to participate, they were contacted by the researcher. For those who wished to provide 

consent to participate, an appointment was made to meet with the researcher to complete the 

measures listed below. Participants were assessed in a private room on NHS premises or the 

base of the service through which they were recruited. For a small number of participants for 

whom these venues were not convenient, a mutually agreeable venue affording privacy was 

used, namely their home. Following completion of consent procedures, a demographic 

questionnaire was administered. This was followed by administration of the paper-based 

measures described below. Completion of the measures took an average of 60 minutes per 

participant.  

 

 

Measures 

 

Demographic questionnaire 

Demographics and characteristics of participants (e.g., age, gender, ethnicity, living 

conditions) were collected via a questionnaire (see Appendix 14) developed for the purposes 

of this study. This data was collected in order to ascertain whether the sample was 

representative of the population of PWID regarding factors evidenced to be related to 

attachment.  
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The Adult Attachment Projective Picture System (AAP; George and West, 2012)  

 

The AAP is a reliable and valid measure of adult attachment (George and West, 2001, 2012). 

Individuals are presented with seven line drawings of attachment scenes (e.g., a youth sitting 

alone on a bench, a man and woman facing each other with suitcases positioned 

nearby; see Appendices 15 and 16 respectively), and asked to tell a story about what is 

happening, what led up to the scene, what the characters are thinking or feeling, and what 

might happen next. Responses are audio recorded and transcribed. A certified AAP judge 

analyses the transcript in relation to story content and presence of defensive processes in 

order to classify the transcript into one of four attachment groups (secure, dismissing, 

preoccupied, or unresolved). Unresolved classifications are typified by an individual’s 

inability to resolve segregated systems material in their stories (George and West, 2001). 

However, the defensive processes employed may be similar to those seen in the three other 

attachment groups, and so unresolved classifications are superimposed on to an underlying 

attachment pattern of secure, dismissing or preoccupied.  

 

All AAP interviews were coded and classified blind by a certified AAP judge. A proportion 

of the interviews were also coded blind by a second certified AAP judge (who was also a 

master coder). The first and second AAP coders agreed on overall classifications for 12/14 

(85.7%) of the cases they both coded. The two cases where there was not initial agreement 

were resolved quickly by consensus to agree an overall classification. 

 

Psychological Therapies Outcome Scale – Intellectual Disabilities, 2
nd

 Edition (PTOS-ID II; 

Vlissides et al., 2017)  

The PTOS-ID II (see Appendix 17) measures psychological distress (anxiety, anger, 

depression) and positive well-being (inter-personal well-being and psychological well-being) 
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in PWID. It consists of 29 items rated on a four-point Likert scale ranging from “not at all” 

to “a lot”. Example items from the psychological distress index include “Have you felt like 

hitting someone?”, and “Have you felt sad?”. Example items from the positive well-being 

index include “Have you felt happy?” and “Have you felt people love or care about you?”. 

An average score per index is generated, with higher scores on the psychological distress 

index indicating greater psychological distress, and higher scores on the positive well-being 

index indicating greater positive well-being. There are no clinical cut-offs.  

 

The Inventory of Interpersonal Problems (IIP-32; Horowitz et al., 2000)  

The IIP-32 (see Appendix 18) is a measure of interpersonal difficulties. Originally developed 

and validated for use in the typically developing population (Horowitz et al., 2000), it has 

been shown to maintain many of its psychometric properties when used with PWID (Kellett 

et al., 2005). It consists of 32 items rated on a five-point Likert scale, and contains 

interpersonal skills that people find “hard to do” (e.g., “understand another person’s point of 

view”) or “do too much” (e.g., “tell personal things to other people”). An average overall 

score and eight sub-scale scores can be generated when used with the typically developing 

population. Higher average overall scores indicate greater interpersonal difficulties. Current 

evidence suggests that the overall score is useable when employed with PWID (Kellet et al., 

2005). 

 

Statistical Analysis 

Data were analysed using the Statistical Package for the Social Sciences (SPSS) version 25. 

Variable distributions were screened using the Shapiro-Wilk test owing to the small sample 

size. Parametric tests were used when analysing normally distributed data, and non-

parametric tests were used when data skewed from a normal distribution. Welch’s t-test, Chi-
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Square tests and Mann-Whitney U tests were used to examine differences between groups. 

An alpha level of .05 was used to interpret the results.   

 

Results 

Demographical Data  

Sample demographics and characteristics are presented in Table I. These data were analysed 

to check for any significant differences between the clinical and non-clinical groups. There 

was a significant difference between the two groups with regards to age [t(22) = -4.09, p < 

.001], looked after child status [
2
 (1, N = 24) = 4.11, p = .043], and involvement with 

additional services [
2
  (1, N = 24) = 5.37, p = .020]. These differences were not accounted 

for in the data analyses which follow, owing to the small sample size increasing the 

likelihood of a weakened model if too many predictors were included.  

 Clinical (n = 11) Non-clinical (n = 13) Total (n = 24) 

Gender (number, %) 

Male 

Female 

 

5 (45.5) 

6 (54.5) 

 

8 (61.5) 

5 (38.5) 

 

13 (54.2) 

11 (45.8) 

Age (M, SD) in years 32.2 (10.0) 51.2 (12.3) 42.5 (14.7) 

Ethnicity/Race (number, %) 

White 

Black 

 

11 (100) 

0 (0) 

 

12 (92.3) 

1 (7.7) 

 

23 (95.8) 

1 (4.2) 

Living (number, %) 

On own 

With family 

Residential care 

Supported housing alone 

Supported housing with others 

Shared Lives 

 

0 (0) 

3 (27.3) 

1 (9.1) 

3 (27.3) 

3 (27.3) 

1 (9.1) 

 

6 (46.2) 

5 (38.5) 

0 (0) 

1 (7.7) 

0 (0) 

1 (7.7) 

 

6 (25.0) 

8 (33.3) 

1 (4.2) 

4 (16.7) 

3 (12.5) 

2 (8.3) 

Medical conditions (number, %) 

Yes 

No 

 

10 (90.9) 

1 (9.1) 

 

9 (69.2) 

4 (30.8) 

 

19 (79.2) 

5 (20.8) 
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Looked after child (number, %) 

Yes 

No 

 

6 (54.5) 

5 (45.5) 

 

2 (15.4) 

11 (84.6) 

 

8 (33.3) 

16 (66.7) 

Involvement with services other 

than that from which they were 

recruited (number, %) 

Yes 

No 

 

 

 

10 (90.9) 

1 (9.1) 

 

 

 

6 (46.2) 

7 (53.8) 

 

 

 

16 (66.7) 

8 (33.3) 

 

Table I. Sample Demographics and Characteristics 

 

 

Research Questions 

1. Is the frequency of attachment status categories (secure versus insecure) different between 

clinical and non-clinical groups of PWID? 

 

Table II shows the frequency of attachment status categories across clinical and non-clinical 

groups. All participants were classified as having an insecure attachment. The lack of secure 

attachment values in either group precluded any statistical analysis.  

 Clinical (n = 11) Non-clinical (n = 13) 

Secure 0 0 

Insecure 11 

 

13 

 

Table II. Secure/Insecure Attachment Status Categories as Measured by the AAP. 

 

2. Is the frequency of resolved attachment status categories (resolved versus unresolved) 

different between clinical and non-clinical groups of PWID? 

 

Table III shows the frequency of resolved and unresolved attachment status categories across 

clinical and non-clinical groups. There was no significant difference in the frequency of 
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resolved versus unresolved categories between clinical and non-clinical groups [
2 

(1, N = 

24) = 0.34, p = .562]. 

 Clinical (n = 11) Non-clinical (n = 13) 

Resolved 3 5 

Unresolved 8 8 

 

 

Table III. Resolved/Unresolved Attachment Status Categories as Measured by the AAP. 

 

 

For the following questions, data were analysed by resolved versus unresolved grouping. 

Data relating to sample demographics and characteristics were checked for any significant 

differences between the resolved and unresolved groups. There was a significant difference 

between the groups with regards to gender [
2
 (1, N = 24) = 8.39, p = .004]. As with 

differences between clinical and non-clinical groups, this difference was not accounted for in 

the data analyses which follow, owing to the small sample size increasing the likelihood of a 

weakened model if too many predictors were included.  

 

3. Is the level of psychological distress different between resolved and unresolved groups of 

PWID? 

 

Table IV shows mean psychological distress score for resolved and unresolved groups. There 

was no difference in psychological distress between resolved and unresolved groups [t 

(18.87) = -0.88, p = .392]. 

 Resolved (n = 8) Unresolved (n = 16) 

Psychological distress score 

(M, SD) 

0.9 (0.6) 1.1 (0.8) 

  

Table IV. Psychological Distress as Measured by the PTOS-ID II. 
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4. Is the level of positive well-being different between resolved and unresolved groups of 

PWID? 

 

Table V shows median positive well-being score for resolved and unresolved groups. There 

was no significant difference in positive well-being between the resolved and unresolved 

groups (U = 55.5, p = .600). 

 Resolved (n = 8) Unresolved (n = 16) 

Positive well-being score 

(Mdn, Range) 

2.6 (1.5) 2.5 (2.0) 

 

Table V. Positive Well-Being as Measured by the PTOS-ID II. 

5. Is the level of interpersonal functioning different between resolved and unresolved groups 

of PWID? 

 

Table VI shows median interpersonal functioning score for resolved and unresolved 

groups. There was no significant difference in interpersonal functioning between the 

resolved and unresolved groups (U = 53.0, p = .498) 

 Resolved (n = 8) Unresolved (n = 16) 

Interpersonal functioning 

score (Mdn, Range) 

1.0 (1.8) 0.8 (3.2) 

 

Table VI. Interpersonal Functioning as Measured by the IIP-32. 

 

 

 

Discussion 

This study addressed a gap in the attachment and PWID literature by examining attachment 

security and resolution in clinical and non-clinical groups, and psychological health and 
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interpersonal functioning in resolved and unresolved individuals. No differences were found 

between either of the groups examined. 

 

Despite Gallichan and George (2014, 2018) finding a similar pattern, the fact that no 

participants were classified as securely attached on the AAP was an unexpected result. 

Gallichan and George’s (2014, 2018) results could be hypothesised to relate to their use of 

NHS samples, where whilst not all referred for psychological intervention, an extensive 

proportion of individuals experienced psychological distress or were referred in relation to 

relationship-based difficulties. Data from the typically developing population would suggest 

that such individuals are more likely to be insecurely attached (Bakermans-Kranenburg and 

Van IJzendorn, 2009). In this study, it was hypothesised that some individuals, likely in the 

non-clinical group, would be securely attached. This again was based on findings in the 

typically developing population where, even in small samples, there is a higher incidence of 

secure attachment in non-clinical groups compared to clinical groups (Bakermans-

Kranenburg and Van IJzendorn, 2009).  

 

One possible explanation for the finding in this study is that early attachment relationships for 

PWID are subject to a number of additional influences over and above that of the typically 

developing population. These influences may impact development of secure attachment 

relationships, meaning that incidence of insecure attachment, even in non-clinical groups, is 

higher than that seen in the typically developing population. Given that development of ‘goal-

corrected partnerships’ between parent and child emerge in line with language acquisition 

and theory of mind development (Fletcher and Gallichan, 2016); it is possible that deficits in 

these areas may influence successful creation and maintenance of such ‘partnerships’ for 

PWID. Additionally, one influence of particular importance in relation to the development of 
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IWM, and therefore attachment as it is assessed in this study, is parental grief. The high 

incidence of insecure attachment representations found here could be a result of carers’ 

models failing to update in line with the individual’s actual rather than perceived abilities, 

which subsequently impacted attuned responding and the individual’s sense of self as 

worthwhile, and others and the world as safe and protective. In relation to this, a further 

influence may be that of the wider held societal stigma which PWID continue to experience 

(Gordon et al., 2004; Nagata, 2007). Exposure to such stigma may impact both the carer’s 

and individual’s sense of self-worth and safety of the world, which in turn could affect 

development of aforementioned ‘goal corrected partnerships’. This stigma may explain the 

much higher incidence of individuals (33.3%) who had been looked after children compared 

to the typically developing population (where rates are approximately 2%; Teyhan et al., 

2018), suggesting greater potential rates of attachment-trauma; another possible explanation 

for the findings on insecure attachment. Alternatively, it could be that insecure individuals 

are more likely to have an interest in attachment-related difficulties, and so be more likely to 

volunteer for attachment-related research leading to inflated incidences, a process that has 

been hypothesised to be present in other areas of attachment research (Buchheim et al., 

2008). 

 

With respect to the second hypothesis, there was no significant difference in the frequency of 

resolved versus unresolved categories between clinical and non-clinical groups. Findings 

from a large number of studies in the typically developing population evidence that incidence 

of unresolved classifications in non-clinical subjects is approximately 16% (Bakermans-

Kranenburg and Van IJzendorn, 2009). Whilst the small sample here makes extrapolation of 

findings difficult, 62% of non-clinical participants were classified as unresolved, substantially 

more than that documented outside of the ID population, and similar to that found by 
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Gallichan and George (2018). The percentage prevalence in the non-clinical group is only ten 

percent less than the incidence of unresolved attachment in the clinical group, a finding 

which again is substantially higher than that seen outside of the ID population, where when 

calculated across varying clinical presentations, incidence is approximately 38% (Bakermans-

Kranenburg and Van IJzendorn, 2009).  

 

One such explanation for the high incidence of unresolved classifications across the sample 

relates to experience specific to the lives of PWID. PWID are at increased risk of 

experiencing traumatic events (McCarthy, 2001; Sulivan and Kunston, 2000), owing to a 

number of factors including reliance on (often multiple) caregivers, limitations in 

communication, reduced sexual knowledge, and difficulties disclosing traumatic incidents 

(McGee et al., 2002). Given that unresolved attachment is linked to experience of trauma 

(Main and Hesse, 1990), a high incidence of unresolved classifications across the sample 

would seem not to be surprising.  

 

The high incidence of unresolved classifications in both arms of the sample raises questions 

as to what, if anything, is the difference between the two groups so that one accesses 

therapeutic intervention where the other does not. The first potential explanation relates to the 

definitions of ‘clinical’ and ‘non-clinical’ applied in this study. For the purposes of this study, 

the clinical group were defined as individuals who had come into contact with services 

following a referral for psychological intervention, where the non-clinical group were 

members of advocacy groups who denied having had any current or previous involvement 

from psychological services. It may be that there are factors in the lives of advocacy group 

members which lead them to seek out such a role, making them a distinct group from PWID 

who have no contact with services at all. It would therefore be interesting to compare IWM of 
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attachment in a clinical group, with individuals who have no or very little contact with any 

services at all. Another more simple explanation is that, as there is no difference between the 

groups in terms of attachment resolution, referrals for support from clinical services may 

simply reduce to whether people notice an individual’s difficulties to enough of a degree and 

for a long enough time for referral to seem warranted. Whilst a simple conceptualisation in 

some respects, such a potential explanation is profound given that PWID typically do not 

self-refer (Hassiotis et al., 2014), and as a population remain unseen and invisible to society. 

It should be noted however, that this is one possible explanation for referral differences, and 

referrals could be independent from attachment classification and dependent on a range of 

other factors (e.g., the nature and degree of the presenting difficulty, individuals’ readiness 

for change, beliefs about symptom causation).  

 

Additional factors which may explain the difference between the clinical and non-clinical 

groups are those that were found to be statistically significant; namely age, and looked after 

child status. First, with regards to age, the non-clinical group were statistically significantly 

older than the clinical group, and a number of factors may explain why, despite the incidence 

of unresolved attachment, this group had not been referred for psychological support. The 

notion that PWID can or need to access psychological therapy is still relatively new. As 

recently as thirty years ago, PWID were thought not to experience psychological distress 

(Matson et al., 2012), and more recently still, there was a perception that cognitive abilities 

prevented PWID from being able to engage in psychotherapy (Westerhof et al., 2016). These 

views likely meant that the older individuals in the sample were not referred for such 

intervention. Narratives regarding established behaviours or ways of relating may be held by 

the system supporting the individual in the present, with notions of older individuals ‘always 

having’ presented in a certain way, meaning that referral might not be considered. Notions of 
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reticence to ‘open up’ something that may be distressing for the individual and the system 

around them to manage may also be present, particularly if the event occurred in the 

relatively distant past, again meaning that referral may not be considered. Additionally, in 

Crittenden’s (2006) Dynamic Maturational Model (DMM) of attachment, both experience 

and developmental maturation are thought to influence attachment strategies long into 

adulthood, suggesting that the strategies employed by the older individuals in the sample may 

be more adaptive than those who are younger. This in turn may affect psychological health 

and requirement for intervention from services. Second, with regards to looked after child 

status, the clinical group were statistically significantly more likely to have been a looked 

after child than the non-clinical group. This may mean that they had more contact with 

services, and therefore the aforementioned notion of those supporting the individual noticing 

and referring may have been more likely for this group. Additionally, looked after children 

are more likely to have been exposed to trauma including neglect and abuse, and for these 

experiences to have been prolonged in nature (Denton et al., 2016). The cumulative effects of 

frequent traumatic events are associated with challenging behaviour, psychological distress, 

and difficulties forming and maintaining relationships with others into adulthood (Finklehor, 

et al., 2011); another potential reason for higher rates of referral. 

 

Hypotheses three, four and five were also not supported, with analyses indicating no 

significant differences between resolved and unresolved groups with regards to psychological 

distress, positive well-being or interpersonal functioning. Such findings are in contrast to 

those in the typically developing population (Juen et al., 2013; Creasey, 2002; Creasey and 

Ladd, 2005). Whilst the small sample size makes any conclusions difficult, one possible 

explanation for the finding is that no such relationship exists for the PWID population. 

Alternatively, the relationship may not be as linear as proposed, and the measures employed 
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may therefore not have been able to identify any relationship should one exist. Average 

scores across the sample for hypotheses three, four and five were relatively low, possibly 

related to the self-repot nature of the measures used. PWID can have a tendency to acquiesce 

(Clare and Gudjonsson, 1995), and this, coupled with social desirability effects and 

aforementioned narratives relating to how PWID ‘should’ feel may have impacted their 

responses. In regards to interpersonal functioning, research in the typically developing 

population has shown that whilst unresolved individuals do not self-report interpersonal 

difficulties, they may be apparent when observational methods are employed (Busch et al., 

2008). This may also explain the low average scores on the IIP-32 across the sample, as well 

as the lack of significant difference between the groups.   

 

There was, however, a difference between resolved and unresolved groups with regards to 

gender. Researchers have postulated that adult attachment may develop in gender-specific 

ways such that males lean towards a dismissing perspective on attachment experiences, and 

females express preoccupation with those experiences (Brennan et al., 1998). Such 

hypotheses have not been corroborated, with evidence from the largest analysis of Adult 

Attachment Interviews finding no gender differences in use of dismissing or preoccupied 

strategies (Bakermans-Kranenburg and Van IJzendoorn, 2009). Evidence to date is lacking 

with regards to gender differences in attachment resolution, and as such, further research is 

required in order to establish whether the finding in this study is replicated. A simple 

explanation may be that differences in overall participant numbers between the two groups 

resulted in the gender difference.    

 

 

 

 



83 

Running head: ATTACHMENT AND INTELLECTUAL DISABILITY 

Strengths and Limitations  

To our knowledge, this study is one of only three (others being Gallichan and George, 2014, 

2018) to examine the IWM of PWID in regards to attachment, and the first to compare IWM 

of clinical and non-clinical samples. It is also the first to delineate and compare resolved 

versus unresolved attachment in PWID. 

 

The most significant limitation of the study was sample size. Not being able to approach 

potential participants directly meant that services had to deem the study appropriate and hold 

it in mind to tell the individual. This sometimes resulted in the system surrounding the person 

making decisions about whether it was appropriate for them to participate. In these cases, 

collaborative discussions were held to prevent eligible individuals not being able to 

participate, however, it is possible that these factors impacted the numbers recruited. For 

further details, please see Appendix 19.   

 

The above highlighted recruitment challenges likely meant that not all potential participants 

were approached, which could have introduced bias into the sample. Services may have been 

more likely to share the study information with those whom they deemed likely to want to 

participate, to those for whom they felt attachment difficulties were a pertinent feature of 

their presentation, or to those whom they perceived to be psychologically resilient and 

thereby less at risk of potential attachment-related distress. Lack of diagnostic assessment to 

determine the level of participants’ ID, the nature of the measures used, and the requirement 

for participants to have capacity to consent, meant that the sample was also likely biased in 

being primarily comprised of individuals with a mild-moderate ID. These factors all impact 

the ability to extrapolate the findings.  
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Whilst the sample size is comparable with other studies in the area (Fulton, 2013; Rogers et 

al., 1991; Sterkenburg et al., 2008; Powney, 2014), the small n meant that non-parametric 

tests were employed during statistical analyses. Use of such conservative tests (Nahm, 2016) 

along with reduced power owing to small sample sizes (Button et al., 2013) can increase the 

risk of Type II errors (Ogee et al., 2016), a possible explanation for the lack of significant 

results found in the study. A larger sample size would have increased statistical power, which 

would have permitted analyses controlling for variables (e.g., age in the case of clinical 

versus non-clinical comparisons, and gender in the case of resolved versus unresolved 

comparisons) which were significantly different between groups. In order not to weaken the 

models, this was not possible in the present study. 

  

Limitations of the measures employed should be considered. Whilst the AAP has widely 

demonstrated reliability and validity in the typically developing population (George and 

West, 2012), work regarding its applicability and utility in relation to assessing attachment in 

PWID is in its infancy. Work to date suggests the potential of the measure in terms of 

reliability, validity, and clinical utility (Gallichan and George, 2014, 2018), however, it is 

possible that the lack of attachment security in studies using the AAP with PWID could be 

related to the nature of the measure itself and its coding. A hypothesis that the AAP may not 

be a valid measure of attachment in PWID should therefore be held in mind when 

interpreting the results of this study. Additionally, although the IIP-32 has been found to 

retain its psychometric properties when used in an assisted completion format with PWID 

(Kellett et al., 2005), most participants required a degree of support to complete it over and 

above that required for other measures. This was often owing to the language used in the 

items, the need to differentiate responses across a five-point Likert scale, and the requirement 
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for abstract reflection in relation to self and others. It is therefore possible that participants’ 

cognitive abilities impacted the responses given.       

 

Additionally, as highlighted earlier, data from one participant recruited from an advocacy 

group were carried over and included in the clinical sample for the purpose of analyses. Once 

the participant disclosed having accessed therapy, the time period was established by the 

researcher. As the therapy had been accessed within the last year, a decision was made to 

retain the data and move it to the clinical group rather than discount it from analysis. Whilst 

the recent time of access may be suggestive of recent psychological distress, it could also be 

argued that this participant had greater time to consolidate therapeutic gains than the other 

participants in the clinical group. This could have affected their responses on the measures. 

 

Finally, consideration should also be given to the underlying assumptions of attachment 

theory and the positivist research instruments employed in its measurement. It has been 

argued that attachment theory presents a narrow view of care-giving relationships by virtue of 

its focus on the mother-child relationship, and the situation of potential problems as within 

that relationship (Contratto, 2002). It has been further argued that such a process can be seen 

to be pathologising, and that social identities of ethnicity, culture, and class are neglected in 

ascribing attachment classifications through an Anglo-centric lens (Buchanan, 2013). Outside 

of the Western-world, care-giving is often viewed as being undertaken by the wider family or 

community, meaning that further work is required in order to establish whether some of the 

assumptions held by attachment theory are also true for other ethnic and cultural groups. It 

has also been suggested that some adult measures of attachment do not consider lived 

experiences such as the social identities that form and reform over the lifespan in response to 
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injustice (Campbell and Baikie, 2012); something which may be of particular pertinence for 

PWID given the aforementioned high rates of stigma and prejudice they experience. 

 

Implications for Future Research and Practice  

Whilst use of larger sample sizes would no doubt be beneficial in increasing statistical power 

and helping address possible inflated effect sizes, it is important to recognise that there 

remain many challenges to recruiting PWID to participate in research. This is evidenced by 

sample sizes in other studies in the area (Fulton, 2013; Rogers et al., 1991; Sterkenberg et al., 

2008; Powney, 2014) being similar to the one recruited for the present study. Whilst 

contested (Gilbert et al., 2016), a paper by the Open Science Collaboration (2015) 

highlighted the challenges of replicating findings in psychological research, and Button et al. 

(2013) suggest a range of measures to improve research practices in areas of low power, all 

of which could help the replicability of clinical psychology research (Chapman et al., 2018). 

They include conducting power calculations a priori, and explicitly stating sample size and 

any data exclusions or manipulations. Given that small sample sizes are often inherent in 

research with PWID, uptake of the measures would aide replicability of findings in the 

attachment and PWID literature, which would help establish the certainty of findings to date. 

Such confirmation of the current evidence base is crucial in establishing areas for future 

research focus.    

 

In relation to strengthening support for findings to date, further testing of the AAP’s 

psychometric properties when used with PWID is required. This would include the devising 

of concurrent measures of attachment in order to establish whether the lack of attachment 

security is inherent to the PWID population, or to the use of the AAP with such individuals. 

https://www.sciencedirect.com/science/article/pii/S1359178916302324#bb0260
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Following this, AAP research with a larger sample would be beneficial in establishing 

incidence of insecure subtypes. The sample size in the present study precluded this.  

 

Future research would also benefit from clarifying the level of participants’ ID, as questions 

remain relating to if and how attachment may present differently in those with mild-moderate 

versus severe-profound ID (BPS, 2017); this would be an important next step in establishing 

how IWM present, and their incidence across the range of ID levels. Further, given that two 

thirds of the sample were classified as unresolved and such classification is related to 

experience of trauma in the typically developing population (Main and Hesse, 1990), research 

would benefit from examining whether trauma and attachment classification are linked in the 

ID population. Such work is of particular importance given the higher incidence of trauma 

experienced by PWID (Sullivan and Knutson, 2000; McCarthy, 2001). Finally, the AAP 

permits examination and assessment of a range of processes related to IWM, one of these 

being ‘agency of self’. This relates to an individual’s capacity to use internal (e.g., draw on 

IWM of the caregiver) or external resources (e.g., seeking an attachment figure) to manage 

threat in situations in which they are physically alone (George, 2003). Given the number of 

unresolved classifications in this study and the fact that unresolved presentations are 

hypothesised to be underpinned by reduced capacity to be alone (Juen et al., 2013), further 

consideration of this aspect of the AAP would benefit from consideration in its own right. 

Such work has been conducted in the typically developing population, where absence of 

agency of self (i.e., difficulty using relationships or exploring one’s own IWM to re-establish 

attachment equilibrium) has been linked to depression and dysthymia (West and George, 

2002) in congruence with Bowlby’s (1980) theory relating psychological health to the ability 

to consciously evaluate and organise attachment-related experiences.  
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High staff turnover and low staff-to-service user ratios are not uncommon in ID support 

services (Buntinx, 2008). Such conditions do not facilitate development of optimal 

attachment relationships (DeSchipper and Schuengel, 2010), and this has mainly been 

considered in relation to clinical groups of PWID. Whilst based on small numbers, the 

incidence of insecure and unresolved attachment in the non-clinical group in this study 

suggests that broader consideration of interpersonal environments for all PWID is warranted. 

This may involve considering the potential impact of lost relationships, day-to-day 

interactions, and transitions in settings such as advocacy groups from which the non-clinical 

sample were recruited, or in day centres or other community projects often accessed by 

PWID. Whilst such activities and services may have less of a focus on addressing and 

meeting clinical need, they often provided social connections in the otherwise lonesome lives 

of PWID (Duvdevany and Arar, 2004), something which cannot be underestimated when 

using an attachment framework to consider individuals’ wellbeing. Emerging evidence 

suggests that attachment based interventions of both direct (i.e., working therapeutically with 

the individual; Sterkenburg et al., 2008) and systemic (training for those supporting PWID; 

Damen et al., 2011) natures may be effective in this cause. Indeed, the fact that Bowlby’s 

(1969/1982) theory suggests there is scope for models to be revised and updated even into 

adulthood, means that the importance of such intervention, particularly given the rates of 

insecure attachment demonstrated in this study, should not be minimised. 

 

Whilst this study focused on attachment representations in adulthood, the relevance of 

attachment across the life course (Bowlby, 1969/1982) means that some tentative 

implications for practice in relation to the early lives of PWID can also be considered. Again, 

although based on small numbers, the predominance of insecure attachment representations 

across the groups suggests difficulties in early attachment relationships in line with Bowlby’s 
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(1969/1982) theory. Such difficulties could be reasonably hypothesised to be due to 

caregivers failing to update their IWM of their child’s abilities. This would suggest the 

importance of supporting families with a child with ID through the grief process, so that their 

IWM update in line with their child’s development (Fletcher and Gallichan, 2016). This, in 

turn, would facilitate more attuned responses and support the child to develop a view of 

themselves as worthy and acceptable.        

 

Consideration of PWID’s sense of self as worthy and acceptable should not only be 

considered at an individual level, but a societal one. PWID continue to be identified as one of 

the least acceptable groups in society (Gordon et al., 2004; Nagata, 2007), and often 

experience stigma and prejudice that act to restrict their human rights (European Union 

Monitoring and Advocacy Program, 2005). As described earlier, prejudicial views may have 

impacted the number of individuals recruited, highlighting the need for ID awareness training 

in both clinical and non-clinical settings, and for the wider general population as a whole. 

The recruitment experiences encountered in this study also have implications for the research 

policies and processes employed within services; and the aforementioned barriers to PWID 

participating in this study are being disseminated in services in order to support change. Until 

such time as PWID are viewed at a societal level as worthy and acceptable, the potential risks 

to their attachment relationships remain.  

 

 

Conclusions 

Current findings indicate that there may be higher than expected rates of both insecure and 

unresolved attachment in PWID. Given that this was the finding across both clinical and non-

clinical groups, consideration of interpersonal environment and attachment-based 

interventions for PWID across a range of settings may be warranted. The study did not 
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provide evidence of a relationship between unresolved attachment and psychological distress 

or interpersonal functioning difficulties. Methodological limitations included small sample 

size, and the requirement for further work regarding the reliability and validity of the 

attachment measure used. Further work in the small but growing research area of attachment 

in PWID is required, in order to consolidate the current evidence base and identify areas of 

future focus. 
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Appendix 1: Author Guidelines for the Journal of Intellectual and Developmental 

Disability 

  

About the journal 

Journal of Intellectual & Developmental Disability is an international, peer reviewed journal, 

publishing high-quality, original research. Please see the journal’s Aims & Scope for 

information about its focus and peer-review policy. 

 

Please note that this journal only publishes manuscripts in English. 

 

Word limits 

Please include a word count for your paper.  

 A typical Original Article for this journal should be no more than 8000 words; this 

limit includes Abstract, Endnotes, Tables, Figures, Figure captions or legends, 

References, Acknowledgements, Appendices.  

 A typical Brief Report for this journal should be no more than 3000 words; this limit 

includes Abstract, Endnotes, Tables, Figures, Figure captions or legends, References, 

Acknowledgements, Appendices.  

 A typical Opinions & Perspectives for this journal should be no more than 2000 

words; this limit includes Abstract, Endnotes, Tables, Figures, Figure captions or 

legends, References, Acknowledgements, Appendices.  

 A typical Literature Review for this journal should be no more than 7000 words; this 

limit includes Abstract, Endnotes, Tables, Figures, Figure captions or legends, 

References, Acknowledgements, Appendices.  

 A typical Conceptual Paper for this journal should be no more than 2000 words; this 

limit includes Abstract, Endnotes, Tables, Figures, Figure captions or legends, 

References, Acknowledgements, Appendices.  

 A typical Case Report for this journal should be no more than 3000 words; this limit 

includes Abstract, Endnotes, Tables, Figures, Figure captions or legends, References, 

Acknowledgements, Appendices. 

 

Style guidelines 

Authors should prepare manuscripts according to the Publication Manual of the American 

Psychological Association (7th ed.), except that Macquarie spelling should be used.    

Please use Australian spelling style consistently throughout your manuscript. 

 

Please use double quotation marks, except where "a quotation is 'within' a quotation". Please 

note that long quotations should be indented without quotation marks. 

 

Formatting and templates 

Papers may be submitted in any standard format, including Word and LaTex. Figures should 

be saved separately from the text. To assist you in preparing your paper, we provide 

formatting templates.Word templates are available for this journal. Please save the template 

to your hard drive, ready for use. A LaTeX template is available for this journal. If you are 

not able to use the templates via the links (or if you have any other template queries) please 

contact us here. 
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References 

Please use this reference style guide when preparing your paper. An EndNote output style is 

also available to assist you. Please check here for differences between APA-6 and APA-7. 

 

Checklist: what to include 

1. Author details. All authors of a manuscript should include their full names and affiliation 

on the cover page of the manuscript. Where available, please also include ORCID identifiers 

and social media handles (Facebook, Twitter or LinkedIn). One author will need to be 

identified as the corresponding author, with their email address normally displayed in the 

article PDF (depending on the journal) and the online article. Authors’ affiliations are the 

affiliations where the research was conducted. If any of the named co-authors moves 

affiliation during the peer-review process, the new affiliation can be given as a footnote. 

Please note that no changes to affiliation can be made after your paper is accepted. Read 

more on authorship. 

2. A structured abstract of no more than 150 words with the following subheadings: 

Background, Method, Results, Conclusions. These subsections should outline the questions 

investigated, the design, essential findings, and main conclusions of the study. Read tips on 

writing your abstract. 

3. You can opt to include a video abstract with your article. Find out how these can help your 

work reach a wider audience, and what to think about when filming. 

4. Each manuscript should have 3 to 6 keywords. Read making your article more 

discoverable, including information on choosing a title and search engine optimization. 

5. Funding details. Please supply all details required by your funding and grant-awarding 

bodies as follows:  

 For single agency grants: This work was supported by the [Funding Agency] under 

Grant [number xxxx].  

 For multiple agency grants: This work was supported by the [funding Agency 1]; 

under Grant [number xxxx]; [Funding Agency 2] under Grant [number xxxx]; and 

[Funding Agency 3] under Grant [number xxxx]. 

6. Disclosure statement. This is to acknowledge any financial interest or benefit that has 

arisen from the direct applications of your research. Further guidance on what is a conflict of 

interest and how to disclose it. 

7. Data availability statement. If there is a data set associated with the paper, please provide 

information about where the data supporting the results or analyses presented in the paper can 

be found. Where applicable, this should include the hyperlink, DOI or other persistent 

identifier associated with the data set(s). Templates are also available to support authors. 

8. Data deposition. If you choose to share or make the data underlying the study open, please 

deposit your data in a recognized data repository prior to or at the time of submission. You 

will be asked to provide the DOI, pre-reserved DOI, or other persistent identifier for the data 

set. 

9. Supplemental online material. Supplemental material can be a video, dataset, fileset, sound 

file or anything which supports (and is pertinent to) your paper. We publish supplemental 

material online via Figshare. Find out more about supplemental material and how to submit it 

with your article. 

10. Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for grayscale and 

300 dpi for color, at the correct size). Figures should be supplied in one of our preferred 

formats: EPS, PS, JPEG, GIF, or Microsoft Word (DOC or DOCX). For information relating 

to other file types, please consult our submission of electronic artwork document. 
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11. Tables. Tables should present new information rather than duplicating what is in the text. 

Readers should be able to interpret the table without reference to the text. Please supply 

editable files. 

12. Equations. If you are submitting your manuscript as a Word document, please ensure that 

equations are editable. More information about mathematical symbols and equations. 

13. Units. Please use SI units (non-italicized). 

14. Data sharing: Authors of data-based articles should have their research data available for 

at least five years after publication. On request, these data should be shared with other 

competent professionals for reanalysis, solely for the purpose of verifying the published 

findings, provided that participants' confidentiality is protected and unless legal rights 

concerning proprietary data prevent their release. Where relevant, the specific computer 

program used for data analysis should be identified. 
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https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=cjid
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Appendix 2: Author Guidelines for Advances in Mental Health and Intellectual 

Disabilities 
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Appendix 3: Andresen Characteristics for Assessing the Tools of Disability Outcomes 

Research 
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Appendix 4: Smart Multi-Dimensional Model of Clinical Utility 
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Appendix 5: Andresen and Smart Criteria with Explanations for Item Removal 

 

Desirable Characteristics of an Outcome Research Measure for Research with People with 

Disabilities (Andresen, 2000) 

Conceptual – retained at descriptive level and re-termed ‘concept/construct measured’ 

Norms, standard values – not applicable or not reported in any papers 

Measurement model – not applicable or not reported in any papers 

Item/instrument bias – not applicable for any measures reported in papers 

Respondent burden – retained at descriptive level 

Administrative burden – retained at descriptive level 

Reliability – retained at descriptive level 

Validity – retained at descriptive level 

Responsiveness – not applicable for any measures reported in papers 

Alternate/accessible forms – retained at descriptive level and re-termed 

‘Accessibility/applicability for PWID’ 

Culture/language adaptations – not reported in any papers 

 

Multi-Dimensional Model of Clinical Utility (Smart, 2006) 

Appropriate – retained at descriptive level in terms of effectiveness as measured by existence 

of formal evidence. Organised under ‘Reliability’ and ‘Validity’. Other aspects of component 

not reported in any papers  

Accessible – retained at descriptive level in terms of cost and availability as this information 

was reported in papers. Organised under ‘Materials/training required’. Other aspects of 

component not reported in any papers  

Practicable – retained at descriptive in terms of materials/training as this information was 

reported in papers. Re-termed ‘Materials/training required’. Other aspects of component not 

reported in any papers  

Acceptable – not reported in any papers 
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Appendix 6: Email Communication with Authors of Paper Containing Sub-Sample of 

Adults 
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Appendix 7: NHS Ethical Approval
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Appendix 8: Health Research Authority Permission to Conduct Research 
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Appendix 9: Approval: Mersey Care NHS Foundation Trust 
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Appendix 10: Approval: Pennine Care NHS Foundation Trust 
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Appendix 11: Approval: Cheshire and Wirral NHS Foundation Trust 
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Appendix 12: Participant Information Sheet 
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Appendix 13: Consent Form 
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Appendix 14: Demographic Questionnaire 
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Appendix 15: Example Picture Stimuli from The Adult Attachment Projective Picture 

System 
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Appendix 16: Example Picture Stimuli from The Adult Attachment Projective Picture 

System 
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Appendix 17: Psychological Therapies Outcome Scale – Intellectual Disabilities 2
nd

 

Edition 
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Appendix 18: Inventory of Interpersonal Problems – Sample Items
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Appendix 19: Critical Reflection 

 

This chapter provides a critical and personally reflective account of the research process. I 

have chosen to write this in the hope that readers will, by virtue of their interest in the thesis 

topic, be interested in some of the academic, clinical and personal learning I gained from 

completing the research. I have also written this as a means of helping myself understand and 

process some of the challenges encountered throughout the research journey, in line with my 

professional values of the importance of self-reflection in relation to both clinical practice 

and personal wellbeing. Finally, I am writing this for those who participated in the research. 

Their enthusiasm and commitment encouraged me to continue to pursue what at times felt 

like a daunting and difficult process, and I hope that these reflections will enable others to 

further this work that so many people passionately contributed to. 

 

Topic Selection  

I chose this particular area of research for a number of reasons. Having worked in ID services 

prior to training, I was aware of the paucity of research involving PWID, and was keen to 

produce something which, even in a small way, would help address this. I was also mindful 

that the research that is available, is often done ‘about’ individuals rather than ‘with’ 

individuals. I therefore wanted to gather data directly from PWID, rather than via a third-

party or informant. I was aware of the increasing evidence base with regards to the 

application of attachment theory to the lives of PWID, however, noted an absence of this 

perspective both in clinical practice and the day-to-day support of those with ID. I therefore 

wanted to research something that I felt could have relevance not only for clinical practice, 

but for the everyday lives of PWID and those who support them. I knew that the research 

journey would likely contain challenges, and I felt that, for the above described reasons, 

picking this particular topic would sustain my interest and motivation. 
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The choice of topic for the systematic review stemmed naturally from the topic of the 

empirical paper. When selecting an appropriate attachment measure for use in the empirical 

study, it became apparent that whilst there were individual pieces of literature describing 

available measures, this information had not been collated to allow researchers to compare 

and contrast the measures when selecting them for use. Additionally, given the absence of the 

application of attachment theory to clinical practice, I hoped that providing a resource 

comparing available measures would aid clinicians in selecting appropriate tools, and thereby 

facilitate increased use of the attachment perspective in practice. 

 

Systematic Review 

The majority of the present critical reflection focuses on the empirical chapter of the thesis 

because there were some contextual factors which I wanted to capture, but which would not 

have been appropriately placed in the degree of detail necessary for the empirical chapter 

itself. However, this is not to say that the systematic review was without challenge, or could 

not benefit from revisions with the hindsight provided by its completion. These issues are 

discussed in the systematic review paper itself. 

 

Empirical Study 

In terms of the empirical study, many of the research stages and processes were new to me. 

This meant that there was some degree of uncertainty that I had to deal with, and some things 

which I would do differently in future research ventures.  

 

Research Governance 

The research governance process included many more stages than originally anticipated, 

particularly with using samples from both clinical and non-clinical settings. Lack of clarity 
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regarding sponsorship and amendment procedures, alongside waiting for an available ethics 

committee resulted in approval taking longer than anticipated. This subsequently affected the 

commencement of recruitment. In future I would aim to begin these processes even sooner. 

The time taken between first approaching potential services and finalisation of the approval 

process was considerable, and circumstances for one advocacy group that was approached 

changed, meaning they were no longer able to participate. In future I would therefore seek to 

maintain relationships and contacts with potential recruitment sources to an even greater 

degree, to help ensure that the project was held in mind alongside their many other 

commitments. 

 

Recruitment 

The biggest challenge to the study was recruitment. The initial plan was to recruit from 

services in which I had already established contacts, in the hope that this would facilitate 

participation. Three community services in a geographical area in which I had worked 

previously were approached, and all agreed to share the information with individuals after 

having been told about inclusion/exclusion criteria. However, once the ethics process had 

been undertaken, these services said that they were unable to identify any individuals who 

didn’t have past/current contact with psychological services. This meant that alternative 

sources for the non-clinical sample had to be sought, and appropriate governance 

amendments to the project processed. With their understanding and interest in the study, two 

advocacy groups were added as recruitment sites; however, one of these were not able to 

commit to the project later down the line, due to other commitments. A further advocacy 

group therefore had to be added as a recruitment site, which resulted in further delay. Two 

National Health Service (NHS) trusts had agreed to support the study in terms of identifying 

the clinical sample; however, the number identified for this side of the sample continued to be 
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small, and a decision was made to add another NHS trust in the hope of increasing the 

number of people recruited. Once accessed, there were a number of differences in recruiting 

from advocacy groups in comparison to the NHS. The first of these related to the number of 

layers of ‘system’ one had to navigate to reach individuals. In the community, the research 

process involved liaising with those who facilitate the advocacy group before I could meet 

with individuals. In the clinical settings, there was contact with psychological professionals, 

service managers, team leaders, and support staff to navigate before being able to make 

contact with the person. This mirrors Stalker’s (1998) experience of conducting research in 

ID settings, where the hierarchical structure of services means that the individual themselves 

are often consulted later than those who support them. This could have impacted recruitment 

in some cases, with decisions being made by the ‘system’ that the individual was not 

psychologically ‘well enough’ to take part, or that the process would be confusing for them, 

for example. Where such explanations were given, discussions were held to ensure that those 

who were eligible were able to participate if they wished, whilst being mindful of the 

individual’s wellbeing and the often well-meaning views of those supporting them. 

 

Such examples also highlight a further challenge to recruitment, namely that of the topic area 

under investigation. There was often concern in the system that the picture stimuli in the 

attachment measure would be distressing for clients, notwithstanding explanations about the 

projective nature of the measure, alongside evidence contradicting this supposed distressing 

nature, from previous participants and clients who had engaged with the AAP. This attempt 

to protect PWID from distress likely serves to prevent their participation in research, and 

facilitates a wider held narrative that PWID should not be allowed to experience negative 

emotions, or should not have these feelings at all. 
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The vast majority of potential participants I met took part in the study, which was 

encouraging. The small number of those who did not go on to participate demonstrated 

interest in the study, and the reasons for them not taking part were due to circumstantial 

changes (e.g., hospital admission, change in support hours) rather than an uncertainty or 

unwillingness to engage with the research itself. This was very encouraging in terms of 

considering future research. 

 

Sample Size 

The challenges relating to the research governance and recruitment processes meant that the 

sample size was smaller than originally desired. Based on guidelines suggesting that 15 

participants per group is acceptable to detect existing effects (Sevilla et al., 1992), a desired 

number of 15 participants per group was aimed for, and when this was not close to being met, 

a decision was made to extend the time available for recruitment as well as the submission 

date for the thesis. Whilst this was a difficult time in the research, I feel this was the correct 

decision, as it allowed additional time in which a significant proportion of the sample were 

recruited. Given the time and efforts required to obtain the final sample size, I am pleased 

with the final numbers as this felt close to unachievable at points. It should be acknowledged 

however, that the small sample influenced the analyses that could be undertaken. Use of non-

parametric tests comes with a number of factors for consideration including lower statistical 

power leading to increased chance of Type II errors (Ogee et al., 2016). Whilst it was 

disappointing not to be able to conduct more sophisticated analyses, it was important to 

recognise the limitations of the sample size in terms of power, the ability to detect effects, 

and the subsequent utility of any such analyses conducted without sufficient power. 
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Measures   

There were a number of challenges to using the IIP-32 (Horowitz et al., 2000) with 

participants. Whilst it has been used with PWID (Kellett et al., 2005), the literature on the 

assisted completion procedure employed in order to do so was limited. I therefore used 

clinical judgement and experience in supporting PWID in order to support them to complete 

the measure, whilst retaining its validity. This primarily involved use of a visual 

representation of the Likert response scale and reading out the questions to participants rather 

than having them read them themselves. Differentiating between five points on the Likert 

scale was challenging for some participants, and there may therefore have been a tendency 

for individuals to use the mid-point and either end of the scale when responding. Further, the 

wording of the items may not be accessible for some, as it includes double negatives and 

requires the respondent to switch from thinking about things they find difficult to do, to 

things they do too much. This second concept may have been particularly difficult for some 

participants, as the self-appraisal required is more cognitively complex than that required in 

the first concept of things they find difficult to do. There was also the possibility that social 

desirability may have played a part in people’s responses to the items, with them not wanting 

to be seen as “too aggressive” or “too controlling”, or concerns that responding positively to 

these items may have resulted in a change of care.  

 

Whilst there is a growing body of evidence with regards to the utility, validity and reliability 

of the AAP for use with PWID (Gallichan & George, 2014, 2018), there are a number of 

factors which require consideration in the context of this study. Whilst anecdotal, I noticed a 

tendency for those in the clinical sample to give greater detail in their responses. Aside from 

the potential bias in my perception of participants’ responses brought about by the 

impossibility of my being blind to group membership, this could have been due to more 
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significant attachment phenomena being present and activated in the clinical sample, which 

could be hypothesised to be the case given the psychological distress which placed them in 

this sample. However, an alternative explanation could be that those in the clinical sample 

were ‘primed’ in terms of the process of completing psychological assessments. On 

explaining my role as a Trainee Clinical Psychologist, the clinical sample were immediately 

able to relate to this, having seen a psychological professional. This meant that they had both 

a greater understanding of the use of psychological assessments, but also may have set up an 

expectation that they share experiences in the same way they would do in therapy. Whilst I 

was mindful of explaining my role as a researcher as explicitly as I could to participants, in 

terms of me not being there to provide therapeutic support, it is possible that the above 

factors impacted the degree of information shared by each group. 

 

Researcher Role 

As alluded to earlier, undertaking the role of researcher rather than clinician was challenging 

at times. This was particularly the case when interacting with participants from the clinical 

sample. Some had a tendency to seek advice and support regarding emotional experiences, 

and given that they had seen individuals with a similar job title to me previously, and likely 

were experiencing difficulties in these areas by nature of them accessing clinical services, 

such seeking of support was understandable. Whilst I tried to explain my role as researcher as 

explicitly as possible and remain boundaried at all times, this was a learning process as it also 

felt important to acknowledge and empathise with what people told me. As all such 

individuals were accessing clinical services, this was managed in a practical way, by advising 

that they contact the clinician supporting them to ask for any advice required. On the one 

occasion where risk information was disclosed, I passed this directly to the involved 
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clinician, and a discussion took place in which it was confirmed that the clinician and service 

were aware of, and working to support and manage, the risk. 

 

Implications for Future Research  

I hope that rather than discourage, the above factors and associated reflections will encourage 

others to conduct research in this area. To do so will require both practical and emotional 

preparedness. Firstly in relation to the research process, including navigating governance and 

ethical procedures and dilemmas, and doing this as soon as absolutely possible. Whilst I was 

aware these things would take time, in future I would initiate them even sooner to allow for 

the inevitable ‘bumps in the road’. Secondly, with regards to recruitment, including 

maintaining contact with recruitment sources as much as practicable, and being aware that 

navigating the ‘systems’ surrounding PWID not only takes time, but employment of good 

interpersonal skills. These factors were found to help in developing relationships and 

challenging any barriers to accessing potential participants. As is the case with most research 

with PWID, use of a larger sample would help better establish experiences of attachment, 

psychological distress and interpersonal functioning in clinical versus non-clinical samples, 

which in turn would assist in considering the most effective interventions. Further work on 

the development of measures for use with those with ID would also help ensure the reliability 

and validity of research conducted, and strengthen the ability of research to inform clinical 

practice. 

 

At the start of this research journey, I was informed that the challenges to conducting 

research in ID were very real. Whilst I felt I had a good appreciation of this, one challenge 

that I was not prepared for was encountering narratives about how the difficulties in my study 

exemplified why so little research is conducted with PWID. I was determined to meet the 
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challenges to my study to the best of my ability, and in doing so I hope to leave the reader 

with an alternative narrative: that the challenges experienced in my research are the very 

reason we should do more, not less. 
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