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CHAPTER I . 

INTRODUCTION 

The birth of a desired infant is the culmination 

of a mother's creative efforts and embodies her hopes for 

the future. Throughout pregnancy, a woman hopes for a 

perfect infant and fantacizes about her 1mborn infant: 

what he will be like, who he will look like, and what he 

will become as an adult. 

As a maternal developmental task, the mother must 

compare and deal with. the -reality of her newborn with the 

dream chj_ld of pregnancy. If the infant is markedly dif

ferent from the hoped-for infant, as with the birth of a 

defective infant, the mother experiences a crushing blow. 

In the United States, a major malformation occurs in two 

of every one hundred births. Despite this relatively 

large number, a lack of understanding exists regarding 

the development of maternal attachment to the defective 

infant. 

It is lmown that the development of maternal 

attachment is influenced by a variety of factors in both 

the pre- and postnatal periods. Research in the past ten 
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years has begun to deal increasingly with those factors 

and their significance to attachment. The period inm1edi

ately after birth has been identified as a critical period 

when attachment can be substantially fostered; however, 

the seemingly simple task of fostering attachment by 

allowing mother and infant time together shortly after 

birth has been all but ignored in the traditional United 

States hospital. 

Maternal behavlors which indicate attachment have 

been identified and utilized to discern whether a mother 

is attached or is in the process of becoming attached to 

her infant. Little is known, however, about the devel

opment of the attachment process of a mother and her 

defective infant. Observations of maternal behaviors of 

attachment between mothers and their defective infants 

are necessary to determine if their behaviors differ from 

those of mothers of normal infants. 

Statement of the Prq_bl em 

The problem of this· study was the identification 

of maternal attachment behaviors that mothers of defective 

infants exhibit as compared to the behaviors exhibited by 

mothers of normal infants. 
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Statement of Purpose 

The purposes of this study were to: (1) identify 

maternal attachment behaviors of mothers of defective 

infants, (2) identify maternal attachment behaviors of 

mothers of normal infants, and (3) compare maternal at

tachment behaviors of mothers of defective infants to 

attachment behaviors of mothers of normal infants. 

Background and Significance 

The special relationship which develops between a 

mother and her infant has been shown to have great impact 

on both members in this dyadic relationship. The special 

relationship, called attachment, has been defined by 

Ainsworth (1969) as a discriminating and specific affec

tional tie that one person forms to another specific 

person, binding them in space and enduring over time. 

Over the past forty years, much attention has been paid 

to the process by which an infant becomes attached to its 

mother (Bowlby 1958; Spitz and Cobliner 1965); more re

cently, attention has been paid to the other person in 

this dyadic relationship, the mother. While studies 

(Klaus et al. 1970; Klaus and Kennell 1976) have delin

eated behaviors which mothers exhibit in the attachment 

process and means by which to promote this process, 
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little attention has been given to the attachment of a 

mother and her defective infant. 

Klaus and Kennell (1976) describe that there are 

events prior to pregnancy, during pregnancy, during birth, 

and after birth which influence the formation of a mother's 

attachment. Prior to pregnancy, factors such as the desire 

for and a planned pregnancy influence the mother's feelings 

of attachment. Robson and Moss (1970) have shown that 

mothers who did not plan or had strong misgivings about 

the pregnancy experienced a difficult or unsuccessful at

tachment to their infants. In comparison, mothers who had 

a great desire for an infant experienced immediate and 

in tense attachments to their infants. 

During pregnancy, a woman must confirm and accept 

the pregnancy in order to facilitate attachment. Caplan 

(1960) described pregnancy as a developmental crtsis which 

involves not only acceptance of the pregnancy, but also 

perception of the fetus as a separate individual. Until 

quickening, the mother often views the fetus as a part of 

herself, however, with this sensation of fetal movement 

comes the realization that the fetus is an indivi.dual. 

Rubin (1967) reported that when qu.tckening was recognized, 

both primiparas and multiparas experienced accelerated 

fantasies about the infant. 
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During this period of prenatal development when 

the infant is unseen, the mother begins to have percep

tions about her infant based on her sensations and fan

tasies (Clark and Affonso 1976). Quickening may be a 

delight or a discomfort to the mother and will therefor.e 

color her perception of the infant and thus the attachment 

process. Fantasies about what the infant will be like 

predominate and often a dream child which is perfect and 

beautiful is idealized. This idealized image of the 

infant has bearing on the attachment process, especially 

at birth when the mother actually sees her newborn (Clark 

and Affonso 1976). 

The experience of labor arid delivery also con

tributes to or detracts from the process of attachment. 

Events ·which have an influence on the development of 

attachment are: number of hours and difficulty of labor, 

place of delivery, analgesia and anesthesia administered, 

obstetrical intervention, the mother's body performance, 

and her self-control. The positlve or negative attitude 

the mother assigns to these factors can subsequently 

affect attachment (Clark and fl~fonso 1976). 

Klaus and Kennell (1976) gave evidence for what 

they call the maternal sensitive period which has major 

importance for the development of' a mother's attachment 
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to her infant. The sensitive period is conceptualized as 

that time immediately following delivery in which the 

mother begins to form an attachment with her newborn. 

Kennell (1975) stated that during this period there are 

a variety of reciprocal interactions between the mother 

and infant which lock them together and mediate attachment. 

Klaus and Kennell (1976) reported that they strongly be

lieve that the sensitive period which is optimal for 

attachment occurs within the first minutes and hours 

after an infant's birth. 

Desmond et al. (1966) observed that the infant in 

a quiet alert state can see, has visual preferences, and 

will turn his head to the spoken word in the first hour 

of life, thus indicating the infant's ready-state for 

interaction and eliciting maternal behaviors during this 

sensitive period. Interestingly, in the traditional 

United States hospital, this is the period when the infant 

is wisked away from the mother, after she is allowed only . 

a brief glimpse of her infant. In one study (Klaus et al. 

1972), mothers who were offered their infants for one hour 

during this sensitive period and for five extra hours on 

each of the following three days shO'wed more sooth5.ng 

behaviors to their infants, were more reluctant to leave 

their infants, and displayed more en face behavior than 
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the control group which was given the traditional hospital 

treatment. 

It is significant to describe those behaviors which 

can be identified as indicators of the attachment process. 

Attachment behaviors are those behaviors through which a 

discriminating, differential, and affectional relationship 

is established with a person. These behaviors tend to 

elicit a response from that person, thus initiating a chain. 

of interactions which serve to consolidate an affectional 

relationship (Ainsworth 1969). 

One of the behaviors identified as indicative of 

maternal attachment is the mother's ability to identify 

her infant as an individual, separate and lmique. Robson 

and Moss (1970) and Rubin (1963) have each described a 

process, initiated at birth and continuing for a consid

erable period of time, in which fantasies of the infant, 

or dream infant, which occurred during pregnancy give way 

to the conscious reality of the infant. Wh1le forced to 

compare fantasies with the real-life infar1t, maternal 

behaviors are promoted when reality and expectations are 

congruent. The mother attempts to verify her infant's 

physical intactness with little tolerance for imperfec

tion. 
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Characteristically, the mother first identifies 

the infant by familial likenesses, later finding unique 

characteristics which promote identification of the infant 

as an individual. Furthermore, she first identifies the 

infant as " it , " progresses then to using a personal pro.

noun "he" or "she" in reference to the infant, and finally 

·will use the infant's name as she completes part of the 

task of identification of her infant as an individual 

(Rubin 1961; Aab 1976). 

Also significant to the devel9pment of maternal 

attachment is the use of touch. Montagu (1971) suggested 

that the very survival and development of the infant de

pends on touch. Rubin (1963) described stages of touch 

as they relate to the development of the mother-infant 

relationship: the mother first touches the infant with 

fingertips only, progressing then to use of the fingers 

and palm, and finally, using the arms as an extension of 

her body. According "to Rubin ( 1963), the touching pro

gression from fingertips to entire hand usually takes 

three to five days. 

In addition, the mother characteristically touches 

the :Lnfant in a progressive manner from the infant's 

periphery to the infant's trunk. As the mother develops 

a commitment to her infant, she will enfold the infant 
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using her arms and body. Klaus et al. (1970), however, 

observed a similar pattern of maternal touch at a much 

faster rate, within four to eight minutes, when nude in

fants were placed next to their mothers within the first 

minutes and hours after birth. Klaus et al. (1970) 

further reported that mothers of premature infants who 

were permitted early contact also followed such a sequence 

of touch but at a much slower rate. 

Eye-to-eye contact has been reported as being a 

mode by which maternal feelings of rapport and intimacy 

were fostered (Robson and Moss 1970). Robson (1967) 

observed: 

Eye-to-eye contact is one component in the matrix 
of maternal and infant behaviors that comprise 
reciprocal interaction. Yet the nature of eye 
contact between a mother and her baby seems to 
cut across all interactional systems and conveys 
the intimacy or distance characteristic of their 
relationship as a whole. (Robson 1967, p. 18) 

Lang (1972) noted that in most home deliveries the mother 

will pick up the infant and hold him in an en face posi

tion. Klaus and Kennell (1976) defined en face as the 

position in which the mother's face is rotated so that 

her eyes and those of the infant meet fully in the same 

vertical plane of rotation. A mother often expresses an 

lntense interest in eye-to-eye contact and will encourage 

the infant to open his eyes (Klaus et al. 1970). 
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Stern (1974) reported that by three to four months 

the infant has a functionally mature visual-motor system 

and it is at this same age that mothers felt strongly 

attached to their infants. Robson and Moss (19'70) further 

observed that the infant behaviors at this age (smiling, 

eye contact, and visual fixation or following) strongly 

affected the attachment that the mother experienced for 

her child. Brazelton in Klaus and Kennell (1976) com

mented that eye-to-eye contact serves the purpose of 

giving the infant a real identity as well as providing 

rewarding feedback for the mother. 

Stern (1974) observed that the communicative · 

pattern of a mother and her infant is often overlooked 

as being what he called deviant as compared to normal 

commun.ica ti ve behavior with adults. A mother talks baby 

talk, exaggerates linguistic elements, and expands the 

~cange of pitch. Klaus and Kennell (1976) and Lang C-1972) 

found that mothers speak to their infants in higher

pitched voices than used in normal conversation. 

The mother's psychological preparation for the new 

infant involves the desire for a perfect infant; in almost 

every pregnancy, there is some discrepancy between the 

mother's wishes and the actual infant, as when the mother 
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wishes for a male but delivers a female infant. Working 

out the discrepancy is one of the developmental tasks of 

motherhood (Solnit and Stark 1961). If, however, the 

discrepancy is great, as with the birth of an abnormal 

infant, a crisis occurs (Barnard and Erikson 1976; Carr. · 

and Oppe 1971). Drotar et al. (1975) described a complex 

of emotional reactions that the parent of a defective 

infant experiences: shock, denial, sadness and anger, 

equilibrium, and reorganization; a process also described 

as grieving. Solnit and Stark (1961 ).reported that a 

mother must be able to mourn the loss of the ideal infant 

before she is able to attach to the living, defective 

infant. 

The mother's reaction to her infant's abnormality 

is influenced by the type and degree of defect (Solnit and 

Stark 1961). It has been observed that the more visible 

the defec~, the greater the disruption of parent feelings 

( Irvin et al. 1976). D' .Arey' s ( 1968) study revealed that 

mothers who were not specifically told about the nature of 

the5-r infant's defect were found to fantacize ideas of a 

"weird and shapeless monster" (D'Arcy 1968, p. 796) and 

sometimes retained that impression for years. 
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Frequently in the hospital setting, infants with 

defects are separated from their mothers while nursery 

personnel administer care. It has been shown that sepa

ration, even for a mild neonatal illness, can have detri

mental effects on the attachment process (Kennell 1975). 

Leiderman (1975) reported that the separation of a mother 

from her premature infant for three weeks in the immediate 

postpartum period led to decreased maternal attachment 

which sometimes continued for one month a.fter their 

reunion. A serious disruption in maternal behaviors was 

observed by Leifer et al. (1972) when early separation 

of mother and infant occurred. Tudor (1978) observed 

that the attachment process was difficult enough with a 

defective infant without the additional stress of an 

unnecessary separation. If the mother has been told of 

the defect and not allowed to see the infant, there is a 

tendency to imagine the defect as being worse than it is 

( Irvin et al. 1 976) . 

The defective infant himself may have an adverse 

effect on attachment if unable to respond normally to 

the mother. Rubin (1963) observed that mothers of these 

infants were handicapped in· their maternal development, 

while Robson and Moss (1970) similarly noted that atypical 

responses in the infant were clearly related to a mother's 
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reaction of disenchantment and anger. Robson and Moss 

(1970) continued to say that the infant's ability to 

exhibit behaviors of adult social relationships, as with 

smiling and eye contact, is of central importance in 

maternal attachment. Stern (1975) found that if some

thing is wrong with the infant, infant-elicited maternal 

behaviors fail to appear and thus the attachment process 

is adversely affected. Cropley et al. (1976) noted that 

shnply having to care for an infant with a defect may 

alter attachment. In a study by Mercer (1974), mothers 

exhibited an unreadiness and ambivalence for total in

volvement with their infants and displayed an avoidance 

of touch of the defect, even for as long as three months 

after birth. 

Definition of Terms 

For the purpose of this study ru1d for clarifica

tion, the following definitions and/or explanations have 

been established: 

Infant: a child of either sex from birth to four 

rnon ths of age. 

Maternal attachment: a specific affectional bond 

which a mother experiences for her infant. 
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Maternal attachment behaviors: maternal behaviors 

which establish and consolidate an affectional bond with 

an infant. Operational definitions of significant maternal 

behaviors (Aab 1976): 

1 • 

2. 

3. 

4. 

5. 

Physical exploration of the infant refers to: 
a. The mother's palms or fingers touching the 

baby's head, extremities, or trunk. 
b .. The mother's verbal comments regarding head, 

extremities, skin, weight, and trunk. 
Verbal identification of the infant refers to 
what the mother calls her infant--"it, 11 the 
personal pronoun, or his chosen name. 
Type of holding refers to: 
a. "Held close in arms." The inf ant is posi

tioned in such a way that his or her trunk 
is 1n contact with the mother's trunk. The 
mother's arms are surrounding the infant's 
body. 

b. "Held far away in lap." The infant is 
positioned in such a manner that the baby's 
trunk is held away from the mother's trunk. 

c. "Baby positioned on bed. I! The infant is 
placed on the bed, with no physical contact 
with the mother's lap or trunk. 

Eye-to-eye contact refers to: 
a. En face behavior that is exhibited when 

the mother's and baby's eyes are in the 
same plane of vertical rotation. 

b. The mother's verbal encouragement of the 
infant to open his eyes. 

Touch refers to: 
a. Fingertip touching if fingers only are 

used in touching the baby. 
b. Palm touching if the whole hand is in 

contact with the baby's body. (Aab 1976, 
pp. 52-53) 

Defective infant: an infant born with an observ

able physical abnormality which can be detected by vlsual 

surface examination. 'I'he defect may or may not have an 
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adverse effect on function, cosmetic appearance, or social 

acceptance. 

Neonate: a newborn infant from birth to five days 

of age. 

Interaction: the period when the mother and 

infant are in visual and tactile contact. 

Stabilized: the physical condition of the infant 

L~ which his color, body temperature, respiratory status, 

and cardiovascular status are within the agency's defini- · 

t i on of normal limits such that the infant can be examined 

or taken to the mother. 

Separation: any period of time of twenty-four 

hours or longer when the mother is unable to make visual 

and tactile contact with her inf ant. 

Limitations 

For the purpose of this study, the following 

limitations have been identified: 

1. The presence of the observer may influence or 

change natural behaviors of the mother. 

2. The mothers of defective infants will be 

obtained as they become available and will represent a 

convenience sampling. 
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3. The father of the infant may desire to be 

present when the mother interacts with the infant. 

4. There may be other maternity patients sharing 

t he mother's room which may influence or change natural 

behaviors of the mother. 

Delimitations 

For the purpose of this study, the following 

delimitations have been identified: 

1. All subjects will be mothers of neonates 

ranging in age from birth to five days. 

2. The defective infants will have been born with 

rm observable physical defect. 

3. The normal infants will have no observable 

physi.cal defect. 

4. The infant's condition will be stabilized so 

that he will be able to be taken to the mother· in her room. 

5. The infant will be undressed to the diaper by 

the mother, with blankets provided for protection of the 

infant's body. 

6. All mothers will receive a standard verbal and 

written explanation of the study by the investigator. 

7. The clients of the hospital are culturally 

diversified. 
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8. The clients of the hospital are primarily from 

lower and middle socio-economic levels. 

9. All observations will be made by the same 

1nvestigator. 

Assumption§ 

For the purposes of this study, the following 

assumptions have been made: 

1. An expectant mother desires to deliver a 

normal, healthy infant. 

2. Maternal behavior has an effect on infant 

behavior. 

3. Infant behavior has an effect on maternal 

behavior. 

4. Infants require physical and emotional care 

for survival. 

Summary 

The relatj_onship which develops between a mother 

and her infant is of special concern to members of the 

nursing profession. The attachment process will be dis

cussed in greater detail in Chapter II, following a review 

of theory and research applicable to the birth event. 

Subsequently, the findings reported in the literature 
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related to the meaning of and parental reaction to the 

birth of a defective infant will be explored. Chapter III 

describes the methodology utilized to acquire data about 

maternal attachment behaviors. The results and inter

pretations of the maternal attachment behaviors of the two 

groups of mothers are included in Chapter IV. Chapter V 

gives direction for future study based on findings from 

this investigation. 



CHAPTER II 

REVIEW OF LITERATURE 

The focus of this study was concerned with 

maternal attachment behaviors with an interest in under

standing if differences exist between mothers who have an 

infant with a birth defect and mothers whose infants are 

normal. To facilitate an understanding, this chapter is 

di.vided into several sections. The first section speaks 

to the theory of crisis and the application of crisis 

theory to the birth of a normal infant as ·well as to the 

birth of a defective infant. The second section explores 

the theory of grief and mourning as it applies to the 

birth of a child with a birth defect. The information 

available on maternal attachment and maternal attachment 

behaviors comprises the third and fourth sections and is 

followed by a discussion of maternal attachment with an 

infant with a defect. The last section explores the 

meaning a defective child has to a parent, which serves 

as guidance for the task of investigating maternal at

tachment behaviors as related to a defective infant. 

19 
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Crisis Theory 

The concept of crisis refers to the state of the 

reacting individual who finds himself in a hazardous 

situation (Rappaport 196 5) . Caplan ( 1964), a leading 

cri.sis theorist, has defined crisis as an upset in the 

steady state. During the lifespan of a family unit, 

numerous crisis situations occur and may be viewed as 

stress-producing or growth-producing (Rappaport 1965). 

Tudor (1973) viewed the birth of a child as having growth

promoting potential while the birth of a defective child 

as being a stress-producing crisis. 

Erikson (1965) explained that there are two types 

of crises: (1) developmental, maturational, or normative, 

and (2) situational or accidental. Developmental crises 

are transition points, periods which one experiences in 

the process of biopsychosocial growth and development that 

are accompanied by changes in thoughts, feelings, and 

abilities (Murray and Zentner 1975). Examples of such 

developmental crises are passage from preschool to school

age, passage into adolescence, and role change with 

parenting (Aguilera et al. 1970). Situational crises 

refer to external events or ·situations which are sudden, 

unexpected, and unfortunate, which appear larger than 
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the person's immediate resources and coping ability 

(Murray and Zentner 1975). Critical illness, natural 

disasters, or the birth of a premature infant are examples 

of situational crises (Aguilera et al. 1970). 

Caplan (1964) described pregnancy as a biologi

cally determined psychosocial crisis which upsets family 

equilibrium and affects one's maturation in role devel

opment. As role transition proceeds from pregnancy to 

motherhood, there are numerous preparatory tasks which 

can assist the transition such as parenting classes and 

acquiring infant care items (Kopf and McFadden 1973). 

The:)se tasks, along with cultural and family support, 

tend to provide support toward a successful resolution 

of crisis. When a situational crisis, such as the birth 

of a defective infant, is superimposed on a maturational 

crisis, the combined impact may contribute to a crisis 

of larger proportions (Farad 1965). 

In a study of crisis reaction in response to birth 

of a premature infant, Caplan (1960) concluded that there 

are three maternal psychological tasks that must be accom

plished immediately after the birth of a premature infant. 

These tasks must be accomplished in order to insure the 

development of a healthy mother-infant relationship and 

in turn a healthy child adjustment. The tasks cited are: 
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(1) cognitive confrontation, or obtaining as much informa

tion about the infant as possible, including the causes 

and manifestations of the problem; (2) maintaining a free 

expression of the inevitable negative feelings of anger, 

anxi ety, depression, and frustrations brought on by the . 

crisls; and (3) seeking and accepting help in caring for 

the infant and in coping with the situation. Caplan ( 1960) 

hypothesized that the mother's initial emotional and intel

lectual confrontation of this event is predictive of the 

child's subsequent development. 

Fishman and Fishman (1971) utilized Caplan's (1960) 

maternal psychological tasks to retrospectively assess a 

mother's initial reactions to the discovery that her child 

b.ad a birth defect and to determine if such maternal vari

ables were significantly correlated with self-esteem a.nd 

adjustment in pre- and early adolescent children with 

birth defects. One of the critical maternal variables 

that emerged from the· study was that an active cognitive 

confrontation of the child's defect at the time of its 

discovery was highly correlated to the child's future 

adjustment. 

Menolascino ( 1968), in a study of 91-t-6 parental 

pairs seen from 1958 to 1966, reported on patterns observed 

in family reaction and interaction to knowledge and 
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awareness of mental retardation. Menolascino (1968) 

described a reaction, a crisis, when the diagnosis was 

made to unsuspecting parents who were looking forward to 

the birth of a normal child: this crisis was called the 

novelty shock crisis. It occurred when expectancies had 

to be revised and adjusted, when as described, that the 

exceptionality of the child was not the critical element: 

"lt is the demolition of expectancies" (Menolascino 1968, 

r'o2) p. J.1-. 

The person or family in crisis is required to 

restructure life elements and accomplishes this restruc

turing via characteristic phases: shock, general reali- . 

za tion of the crisis, aclmowledgement, and adaptation or 

resolution (Caplan 1964),. Drotar et al. ( 1975) researched 

the course of parental reactions to a child with a con

genital malformation. The parents of twenty children with 

a wide range of congenital defects, including cleft palate, 

mongolism, and congenital heart disease, were interviewed 

within seven days to sixty months after th~ child's birth, 

to analyze parental reactions. Drotar et al. (1975) found 

in analysis of interviews that there were five stages of 

parc~ntal reactions: shock, denial, sadness and anger, 

adaptation, and reorganization. Love (1970) similarly 
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listed six stages experienced by parents of defective 

infants: shock, refusal, guilt, bitterness, envy, and 

rejection. 

The intense emotional upset described by parents 

who have given birth to a child with a congenital defect 

corresponds to a period of crisis (Bloom 1965; Rappaport 

1965)~ Roskies (1972) noted such a crisis in mothers who 

ha.cl given birth to children with birth defects caused by 

thalidomide. The twenty-five mothers studied reported a 

common reaction, when told they had given birth to a de

fective child: an immediate sensation of shock followed 

by retreat from the external world. Clifford and Crocker 

(1971) reported their findings from retrospective inter-

views of compared responses of one hundred mothers of 

normal infants and seventy-five mothers of cleft lip or 

palate infants in ·which it was found that the mothers of 

cleft lnfants initially experienced a highly intense 

period of shock of short duration, which was followed by 

an accommodation of the child. Then, the mother was 

caught up in efforts to treat the child and began to 

cope with her own feelings. 

While there are predictable phases of crisis, 

each stage is not sharply defined; one stage may merge 

with another. In addition, other factors, as described 
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by Aguilera et al. ( 1970) and Caplan ( 196lt), influence 

how the person reacts to and copes with a crisis. These 

factors include the person's or family's perception of 

the event, the physical and emotional status of the 

pe r son(s) experiencing the crisis, coping techniques, 

level of maturity, previous experience with similar 

situations, cultural influences, and the availability 

and response of family and other significant persons. 

Hill (1965) described that the impact of crisis is 

determined by three factors: the nature of the event 

itself, the definition the family gives to the event, 

and the family's crisis-meeting resources. 

Grief and Mourning 

Grief has been described as a sequence of subjec

tive states caused by a loss, either through separation 

or death of a loved person or loss of an object that is 

important to one's self (Murray and Zentner 1975). It 

follows that a grief reaction frequently occurs in re

sponse to a crisis lnvolving a loss. Dynamics of the 

grief syndrome were first outlined by Lindemann (1944), 

who studied grief reactions in persons who survived 

victims of a fire disaster. 
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Lindemann (1944) said that grief is a definite 

symdrome with psychological and somatic symptomatology 

including shortness of breath, choking, sighing, hyper

ventilation, chills, tremors, fatigue, anorexia, tightness 

in the throat, emptiness in the abdomen, and loss of 

strength; in addition, the person experiences an altered 

sensorium. Feelings of unreality, emotional distance from 

others, intense preoccupation with or hallucinations of . 

the lost object or person, helplessness, loneliness, or 

disorganization have been cited as indicators of altered 

sensorium (Murray and Zentner 1975). Kopf and McFadden 

(1973) confirmed that mothers who gave birth to infants 

with defects displayed behaviors similar to grief reaction 

behaviors described by Lindemann (1944): restlessness, 

aimlessness, somatic distress such as fatigue and diges

tive disorders, and hostility towards others. 

Mourning has been described as a broad range of 

reactions, a psychological process that follows the loss 

of a valued object or person (Murray and Zentner 1975). 

Engel (1961) described mourning as the characteristic 

response to the loss of a valued object or person which 

runs a consistent course, modified by abruptness of the 

loss, the nature of the preparation for the event, and 

signifj_cance of the loss to the survivor of the lost 
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object. Engel (1964) discussed a sequence of rather pre

dictable reactions involved in the grief process: shock 

and disbelief, developing awareness, restitution, and 

resolving the loss. Many months are required to complete 

the process (Engel 1964). Bowlby (1960) identified three 

phases of the grief process: protest, dispair, and 

detachment. 

Schroeder (1974), in a study of the grief process 

in parents whose children were born with defects, found 

that the stage of shock and disbelief was common to 

parents, with manifestation of this stage, denial, seen 

in some parents for months and years after the initial 

shock. The stage of developing awareness was found to 

be prolonged for parents with defective children, with 

man:Lfestations of weeping, fear and loneliness, depres..;. 

sion, a11d withdrawal being common. 

In relating the theory of grief and mourning to 

the birth of a child with a defect, Solnit and Stark 

(1961) explained that the psychological preparation for 

an infant during pregnancy involves the wish for a perfect 

child and the simultaneous fear of a damaged child. When 

fears are realized with the birth of a defective child, 

Solnit and Stark (1961) reported that there are similar

ities j_n the mother's mourning of a defective infant to 
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mourning the death of an infant. In both situations, 

there are feelings of loss: intense longings for the 

desired infant, resentment of the cruel blow that life 

has dealt, and guilt evoked by the dead or defective 

i.nfant. The primary difference bet·ween the two reactions 

is the persistence of the effect on the mother with the 

living, defective :Lnfant who will require much care and 

attentton indefinitely. Olshansky (1962) described this 

persistent effect as "chronic sorrow," a state of chronic 

grief, which continues as long as the defective child 

lives. In concurrence with this view_poin t, Jackson ( 197~-) 

sta ted that parents who experience chronic sorrow are not 

necessarily immobilized or prohibited from carrying on 

with life 1 s activities; they are, however, victtms of 

prolonged and recurrent chronic grief which follows the 

same stages as acute grief, except the grief is unre

solved. 

Young C-1977) derived the principle that: 

Parents of a defective child experience distress 
as long as the child lives, and their response to 
having the child may be either adaptive or mal
adaptive. With the child's death, parents com
plete the stages of acute grief and resolve their 
chronic sorrow. (Young 1977, p. 39) 

Mills (1976) stated that mothers who endure the emotional 

tragedy in the birth of a defective infant should be 
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expected to use defense mechanisms, such as guilt, denial, 

projection and displacement, withdrawal and avoidance, 

and overprotection, and therefore may not show behaviors 

indicative of a grief response after the news has been 

given that the infant has a birth defect. Cohen (1962) 

described that parents of handicapped children have to 

make certain painful adjustments: experiencing a period 

of grief, acknowledging and learning to handle their 

answer, dealing with the anxieties aroused by the impact 

of the child's handicap on their usual adaptive patterns, 

and make certain adjustments in their way of life. 

Kennedy's (1970) theoretical framework proposed 

that the object loss experienced in grief and mourning is 

symbolic as related to the birth of a defective infant: 

the focus is on the loss of the wished-for healthy infant. 

In this theorization, a necessary requirement for the 

orderly progrossion of the grief process is decathexis 

of the lost object, the withdrawal of attachment of mental 

or emotional energy upon an object, such as the wish for 

a healthy infant. When resolution of grief brings final 

decathexis, the mother is free to cathect new objects; 

however, for a mother with a birth defective infant, this 

process may be complicated by the defective infant who 
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represents an object of cathexis before the decathexis of 

the wished-for lost infant has been completed. Kennedy 

(1970) found that mothers of newborn infants with defects 

do experience a process of mourning that is time-limited 

and characterized by behavior specific to each phase of 

mourning. 

Maternal Attachment 

The earliest investigations dealing with the 

theory of attachment were primarily directed toward the 

process by which an infant became attached to his care

taker (Bowlby 1958; Spitz -and Cobliner 1965; Ainsworth 

1969). More recently, however, attention has been 

directed toward the maternal side of this dyadic rela

tionship, or attachment from mother to infant (Klaus and 

Kennell 1976). Ainsworth (1969) defined attachment as a 

discriminating and specific affectional tie, or bond, 

that one person forms to another specific person, binding 

them in space and enduring over time. Klaus and Kennell 

( ·1976), in a more simplistic definition, said that attach

ment is a unique relationship between .two persons that is 

speclfic and endures through tlme. Cropley et al. (1976) 

suggested that the behavioral goal of attachment is 

proximity to, or contact with, the attachment figure. 
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Many background factors affect the acquaintance 

process and may occur prior to pregnancy, during pregnancy, 

during birth, and after birth, influencing the attachment 

process (Klaus and Kennell 1976). Prior to pregnancy, a 

woman's experiences with her ovm mother during infancy and 

childhood may affect her ability to develop a relationship 

with her own child (Kennedy 1973). The development of 

adequate maternal behavior may be influenced by the woman's 

identification with her ovm mother on subsequent mothering, 

according to Greenberg and Hurley (1971); other culturally 

ingrained factors influence the woman prior to motherhood 

( .A2.b 1976). In addition, a woman approaches pl'egnancy 

with a degree of interpersonal skills, emotional maturity, 

and emotional reserves (Kennedy 1973). Factors such as 

the desire for and a planned pregnancy influence attach

ment. A planned pregnancy, conception, and dj_scovery of 

pre gnctncy is viewed as positive or ego-building in effect, 

while on the other hand, if unplanned or unwanted, preg

nancy may be viewed as a mistalre, having ego-deflating 

effect (Kem1edy 1973). Robson and Moss ( 1970) have shown 

that mothers who did not plan for or had strong misgivings 

about the pregnancy experienced a difficult or unsuccess

ful attach..lllen t to their infants. In comparison, mothers 
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who had a great desire for an infant experienced immediate 

and intense attachments to their infants. 

Prenatal Factors 

During pregnancy, factors which may affect maternal 

attachment include the mother's: physical and emotional 

d:i.scomforts versus sense of wellbeing; financial status; 

job change or loss; deprivations of food, clothing, activ

ity, or sleep; curtailment or cancellation of future plans_; 

threatened loss of husband's love versus increased atten

tion from husband or others; fears and worries about the 

fetus, about one's adequacy as a mother, or about labor 

and delivery; social isolation; and/or ability to continue 

usual activity (Kennedy 1973). Particularly with a first 

pregnancy, a woman begins to adapt to a char1ged life-style 

and thinking process as she changes from an individual 

primarily responsible to herself to a parent responsible 

for the life of a child; for most women, pregnancy is a 

time of strong and challenging emotions (Klaus and Kennell 

1976). 

During this period of prenatal development when 

the infant ls unseen, a mother begins to have perceptions 

about her infant based on sensations and fantasies (Clark 

and Affonso 1976). Qu1ckening may be a delight or a 
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discomfort to the mother and will therefore color her 

perception of the infant and thus the attachment process. 

Rubin (1967) reported that when quickening was recognized, 

both primiparas and multiparas experienced accelerated 

fantasies about the infant. Fantasies about the infant 

predominate and often a dreai11 child which is perfect and 

beautiful is idealized ( Solni t an.d Stark 1961). As de

scribed by Rubin (1972), the pregnant woman undergoes a 

process of identification, locating, and orienting, called 

the development of object constancy, precursory to attach

ment. This is accomplished via the means of fantasy in 

pregnancy. Rubin ( 19·72) suggested that there is a richness 

in fantasy, particularly in the second and third trimesters, 

which serve to orient the woman toward her child in the 

future: its sex, appearance, personality, and of how it 

will be to have a child. In this period, there is usually 

outward evidence, nestbuilding, or preparing for the infant 

outside of self, such as buying infant clothing or pre

paring the infant's room (Rubin 1972). The idealized 

image of the infant has bearing on the attachment process, 

especially at birth when the mother actually sees her 

infant in reality (Clark and Affonso 1976). 
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Kennell et al. (1970) presented evidence that 

women do experience attachment during pregnancy in a study 

of mothers who lost their newborns. It was hypothesized 

that if there was not attachment, there would be no 

mourning; the findings, however, indicated that signifi~ 

cant attachment had been established by the time of or 

soon after the birth. 

Birth 

The experience of labor and delivery also con

tributes to or detracts from the proc~ss of attachment 

(Clark and Affonso 1976). Events which have an influence 

on the development of attachment are: number of hours 

and difficulty of labor, place of delivery, analgesia and 

anesthesia administered, obstetrical intervention, the 

mother's body performance, and her self-control. The 

positive or negative attitude the mother assigns to these 

factors can subsequently affect attachment. Robson and 

Moss (1970), in a study of fifty-four primiparous mothers, 

found that during labor and delivery, the subjects were 

preoccupied with completing the task at hand as quickly 

and painlessly as possible and if they thought about the 

infant, it was with concern about their physical well

being. 
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Postnatal Factors 

Klaus and Kennell (1976) give evidence for what 

they call the maternal sensitive period which has major 

importance for the development of a mother's attachment 

to her infant. The sensitive period is conceptualized as 

that time immediately following delivery in which the 

mother begins to form an attachment with her newborn. 

Kennell (1975) stated that during this period there are 

a variety of reciprocal interactions between mother and 

infant which lock them together and mediate attachment. 

Klaus and Kennell (1976) reported that they strongly 

believe that the sensitive period which is optimal for 

attachment occurs within the first minutes and hours 

after an infant's birth. 

Desmond et al. (1966) observed that the infant in 

a quiet alert state can see, has visual preferences, and 

will turn his head to the spoken word in the first hour 

of life, thus indicating the infant's ready-state for 

interaction and eliciting maternal behaviors during this 

sensitive period. Interestingly, in the traditional 

United States hospital, this is the period when the infant 

is wisked away from the mother, after she is allowed only 

a brief glimpse of her infant. In one study (Klaus et al. 

1972), mothers who were offered their infants for one hour 
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during this sensitive period and for five extra hours on 

each of the following three days showed more soothing 

behaviors to their infants, were more reluctant to leave 

their infants, and displayed more en face behavior than 

the control group which was given the traditional hospital 

treatment. 

Rubin (1972) stated that the infant is never real 

to the mother until she holds him, dealing with the anxiety_ 

of confronting the recent fantasies of pregnancy and the 

here and now reality of the infant. Maternal behaviors are 

enhanced when the reality and expectations of the infant 

are congruent (Clark and Affonso 1976). 

Barnett et al. (1970) reported on the effects of 

separation of the mother and infant and submitted that: 

It is reasonable to hypothesize that the immediate · 
post·-partum period may be a time of maximum sensi
tivity for the mother (significant for establishment 
of affectional bonds). Separation from her j_nfant 
in the neonatal period may not permit the mother to 
develop an attachment to her infant at the time when 
she is most sensitized to be responsible to him. 
(Barnett et al. 1970, p. 198) 

In Barnett et al.'s (1970) study, forty-one 

mothers of premature infants were allowed to handle and 

feed their infants while an additional sixteen mothers 

were not allowed to participate in these activities. 

It was found that those mothers who were not allowed 
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participation experienced a long period of severe depriva

tion and were less responsive to the infant and unable to 

assume responsibility for its care. Leiderman (1975) 

proposed that: 

Separation of a mother from her premature infant 
for as short a time as three weeks in the im
mediate postpartum period can lead to lowered 
feelings of maternal competency and decreased 
maternal attachment, sometimes continuing for 
as long as one month following their reunion. 
(Leiderman 1975, p. 67) 

Leifer et al. (1972) .found that mothers in a group sepa

rated from their premature infants for three to twelve 

weeks, excepting visual contact, experienced severe dis

turbances in maternal . behavior; two mothers relinquished 

custody of their infants and five marriages ended in 

divorce. "The existence of these cases, while few in 

number, suggests that early separation of mother and infant 

may seriously disrupt normal maternal behavior'' (Leifer 

et al. 1972, p. 1214-). 

The Infant's Importance 
in Attachment 

Klaus and Kennell (1976), in their description of 

their studies on maternal-infant attachment, reported, 

"vie have learned from our own errors that it is misleading 

to look only at one member of the dyad in this complex 

interaction" (Klaus and Kennell 1976, p. 12). After birth, 



38 

the infant is an active participant in the relationship 

which develops between mother and infant; each infant 

uniquely modifies how much interaction he initiates and, 

consequently, how much mothering he elicits (Clark and 

Affonso 1976). Yarrow and Goodwin (1965) submitted that 

neither the mother nor the infant is the sole determinant 

of the relationship, rather, the relationship results 

from a subtle interaction of the mother and infant. 

Robson and Moss (1970) validated that the infant does 

contribute to maternal attachment through his ability 

to exhibit behaviors of adult social relationships, as 

with smiling and eye contact. 

Barnard and Neal (1977) proposed that the care

gi.ver/infant process is a dynamic one, an adapting system 

where characteristics of the infant and mother are assimi

lated and accommodated by each, resulting in mutual modi

fication of parent and child. The feedback given for her 

mothering, such as the infant's contentment or irritabil-. 

ity, contributes to the mother's feelings of competence 

or jncompetence (Clark and Affonso 1976). Kennedy (1973), 

in a study of ten normal mother and infant pairs, found 

that some mothers were able ·to perceive their infant's 

attitude toward them as positive, and the mother was 

inclined to feel positively toward the infant. Conversely, 
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some of the mothers interpreted their infant's communica

tions as indications that his attitude toward her was not 

positive, and she therefore was inclined to reciprocate 

with feelings of irritation and annoyance. 

Maternal Attachment Behaviors 

Attachment behaviors are those behaviors through 

which a discriminating, differential, and affectional 

relationship is established with a person that tends to 

elicit a response from that person, thus initiating a 

chain of interactions which serve to consolidate an 

a.ffectional relationship (Ainsworth 1969). Robson and 

Moss ( 19'70) defined maternal attachment as the extent to 

which a mother feels that her infant occupies an essential 

position in her life. 

Identification of the Infant 
as an Individual 

One of the behaviors indicative of maternal 

attachment is the mother's ability to identify her infant 

as an individual, separate and unique. Caplan (1960) 

proposed that the developmental crisis involved in mother

hood not only included incorporating the role of mothering, 

bu·t also the ability to identify the fetus as a separate 

individual. Robson and Moss (1970) and Rubin (1963) have 
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each described a process, initiated at birth and con

tinuing for a considerable period of time, in which 

fantasies of the infant, or dream infant, which occurred 

during pregnancy give way to the conscious reality of 

the infant. While forced to compare fantasies with the 

real-life infant, maternal behaviors are promoted when 

reality and expectaticns are congruent. The mother 

attempts to verify her infant's physical intactness 

with little tolerance for imperfection. Robson and Moss 

(1970) found that primiparous mothers had difficulty 

describing their infants in the early days of life and 

generally saw their neonates as inanimate or subhuman. 

Characteristically, the mother first identifies 

the infant by familial likenesses, later finding unique 

characteristics which promote identification of the infant 

as an individual. Furthermore, she first identifies the 

infant as "it,rr progresses then to using a personal pro

noun "he" or "she" in reference to the infant, and finally 

will use the infant's given name as she completes part of 

the task of identification of her infant as an individual 

(Rubin 1961). In Aab's (1976) study of maternal attach

ment, it was found that mothers generally referred to 

their infants by the personal pronoun rather than by "it" 
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or the chosen name. Rubin (1961) described the mother's 

careful, methodical work in identifying her infant. 

Touch 

Also significant to the development of maternal 

attachment is the use of touch. Montagu (197'1) stated 

that the very survival and development of the infant 

depends on touch. Rubin (1963) described stages of touch 

as they relate to the development of the mother-infant 

relationship: the mother first touches the infant with 

fingertips only, progressing then to use of the fingers 

and palm, and finally, using the arms as an extension of 

her body. According to Rubin (1963), the touching pro

gression from fingertips to entire hand usually takes from 

three to five days. In addition, the mother character

istically touches her infant in a progressive manner from 

the infant's periphery to the infant's trunk. As the 

mother develops a commitment to her infant, she will 

enfold the infant using her arms and body. Aab (1976) 

subsequently confirmed these findings related to touch. 

Klaus et al. (1970), however, observed a similar pattern 

of maternal touch at a much faster rate, within four to 

eight mJnutes, when nude infants were placed next to their 

mothers within the first minutes and hours after birth. 
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Klaus et al. (1970) further reported that mothers of 

premature infants who were permi.tted early contact also 

followed such a sequence of touch but at a much slower 

rate. 

Eye-to-eye Contact 

Eye-to-eye contact has been reported as being a 

mode by which maternal feelings of rapport and intimacy 

were fostered (Robson and Moss 1970). Robson (1967) 

observed: 

Eye-to-eye contact is one component in the matrix 
of maternal and infant behaviors that comprise 
reciprocal interaction. Yet the nature of eye 
contact between a mother and her baby seems to 
cut across all interactional systems and conveys 
the intimacy or distance characteristic of their 
relationship as a whole. (Robson 1967, p. 18) 

Lang (1972) noted that in most home deliveries the mother 

wtll pick up the infant and hold him in an en face posi

tion. Klaus and Kennell (1976) defined en face as the 

position in which the mother's face is rotated so that 

her eyes and those of the infant meet fully in the same 

vertical plane of rotation. A mother often expresses an 

intense interest in eye-to-eye contact and will encourage 

the infant to open his eyes and sustain eye contact 

(Klaus et al. 1970; Aab 1976). 
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Stern (1974) reported that by three to four months 

the infant has a functionally mature visual-motor system 

and it is at this time that mothers feel strongly attached 

to their infants. Robson and Moss (1970) further observed 

that the infant behaviors at this age (smiling, eye con

tact, and visual fixation or following) strongly affected 

the attachment that the mother experienced for her child. 

Brazelton in Klaus and Kennell (1976) commented that eye

to-eye contact serves the purpose of giving the infant a 

real identity as well as providing rewarding feedback for 

the mother. 

Stern ( 197)+) observed that the communicative 

pattern of a mother and her inf ant is often overlooked 

as being what he called deviant as compared to normal 

comn1unic a ti ve behavior with adults. A mother talks baby 

talk, exaggerates linguistic elements, and expands the 

range of pitch. Klaus and Kennell (1976) and Lang (1972) 

found that mothers sp·eak to their infants in higher-· 

pitched voices than used in normal conversation. 

Attachment and the Defective 
Infant 

The impact of an infant's birth has been shown to 

be significant not only to a mother, but to the family, 
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community, and soci'ety in general. The character and 

quality of one's earliest relationships will contribute 

significantly to and perhaps predict the nature of later 

behaviors (Robson and Moss 1970). 

The original mother-infant bond is the wellspring 
for all the infant 1 s subsequent attachments and is 
the formative relationship in the course of which 
the child develops a sense of himself. Throughout 
his lifetime the strength and character of this 
attachment will influence the quality of all 
future bonds to other individuals. (Klaus and 
Kennell 1976, pp. 1-2) 

The early relationship established between mother and 

infant is given as a fundamental determinant of the 

child's later course (Tjossem 1976). Love (1970) proposed 

that the welfare of the child depends in large measure on 

the wellbeing of the parent and the emotional reactions 

of the parents lead to the child's own adjustment or 

maladjustment. 

What then, if the impact is great on the family, 

particularly the mother, with the birth of a normal infant, 

occurs with the birth of an infant with a birth defect? 

If there is something wrong with the baby so that 
it cannot put its stimulation into the system, 
thl'm the infant-elicited maternal behaviors will 
not appear. As a result, the stimulation within 
the system remains low because the baby is not a 
good elicitor. (Stern 1'975, p. 59) 
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Rubin (1961) submitted that if the first interactions vdth 

the infant fail to be satisfactory to the mother, subse

quent mothering activities are approached with anxiety and 

i ncreased tension. 

Cropley et al. (1976) speculated that an unresolved 

crisis or grief reaction may be an inhibitor j_n · the mater

nal attachment process and that infants with defects may 

provide different cues than normal infants, thus altering 

t he attachment proce.ss and the development of maternal 

a t tachment behavior. Also, discrepancies between a 

mother's fantasies and reality delay interaction between 

a mother and infant because the mother must first work 

through grief of losing the fantasized infant (Clark and 

Affonso ·1976). Fishman and Fishman ( 1971) submitted that 

those infants ·with birth defects are at risk not only 

because of medical and physical difficulties of their 

defects but also because of the predicrunent of coming to 

ter ms with a society that values physical strength, 

attractiveness, and normality. 

The defective infant himself may have an adverse 

effect on attachment if unable to respond normally to the 

mother. Rubin (1963) observed that mothers of these 

infants were handicapped in their maternal development, 

while Hobson and Moss (1970) similarly noted that atypical 
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responses in the infant were clearly related to a mother's 

reaction of disenchantment and anger. Robson and Moss 

(1970) continued to say that the infant's ability to ex

hibit behaviors of adult social relationships, as with 

smiling and eye contact, is of central importance in 

maternal attachment. Stern (1975) found that if something 

is 'Wrong with the infant, infant-elicited maternal behav

iors fail to appear and thus the attachment process is 

adversely affected. Cropley et al. (1976) noted that 

simply having to care for an infant wtth a defect may 

alter attachment. In a study by Mercer (1974), mothers 

exhibited an unreadiness and ambivalence for total in

volvement with their infants and displayed an avoidance 

of touch of the defect, even for as long as three months 

after birth. 

Meanings of a Defective Infant 

Tudor ( 1973) _described a symbolic meaning which 

an infant has to a parent which can assist understanding 

a parent's reaction to a defective inf ant: "the parent 

views the j_nfant as a psychological extension of himself 

and a defective child is seen as a reflection of his own 

inadequacies and imperfections" (Tudor 1973, p. 408). 
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At a time when the mother is ready to be nurtured by the 

satisfaction of her creative experience, she faces the 

disappointment of failing to create what she expected 

(Solnit and Stark 1961). Because of a parent's need to 

identify with their child, a loss of self-esteem is 

experienced at the birth of a defective infant (Mills 

1976). Roos ( 1963) vie-wed the infant as a means by which 

a parent can transcend death, deriving some degree of 

immortality. Thus, these symbolic meanings which the 

pa.rent ascribes to the birth of an infant with a defect 

will influence the reaction of the parent. 

Another factor cited as influential in a mother's 

reaction to a defective infant is the type and degree of 

the defect ( Solni t and Stark 1961). The more apparent the 

defect, the greater the parent's emotional response may 

be, according to Mills (1976). If the parent has had 

prevlous experience with physical defects, this may in

fluence the reaction to one's own infant with a defect 

(Mills 1976). Tudor (1973) named several variables which 

influence the meaning of a birth defect to a parent: 

degree of disfigurement and handicap caused, values of 

the parents, goals conceived prenatally for the infant, 

and the parent's perceptions of requirements for a 
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successful life. Roskies (1972) found in her study of 

mothers of infants with phocomelia induced by thalidomide 

that: 

There is no single factor that explains the nature 
of the social reaction (maternal, professional, or 
environmental) to the birth of a visibly defective 
baby. The objective severity of the handicap, the 
physician's perceptions of its impli.cations, the 
mother's personality and cultural background, and 
the immediate reaction of the general environment 
are all important, and there appears to be a com
plex interaction between the four aspects. But 
depending on the individual case, each of these 
factors could be. of greater or lesser significance. 
(Roskies 1972, p. 89) 

Irvin et al. (1976) cited other factors which influence 

the parental reaction to the infant's defect: whether or 

not the defect is correctable, is life threatening, 

affects future development, is familial, and if there 

is a need for repeated hospitalization or other health 

services. 

Love (1970) submitted that parents react to the 

infant's defect on the basis of their total personalities 

and patterns of reacting to critical life events; their 

coping mechanisms in general before the defective infant's 

arrival usually determine how they react to and cope with 

a defective infant. Yu (1972) explained that while normal 

infants often do not live up to expectations of their 

parents and therefore the parents must gradually give 
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up their plans, parents with an infant with a defect have 

their hopes, dreams, and plans brought to an abrupt halt. 

Guilt and grief tend to predominate in the mother, for 

she has not only lost the wished-for normal infant, she 

has produced an imperfect one (Carr and Oppe 1971). 

In a short-term longitudinal study of twelve 

cases, Johns (1971) studied reactions to the birth of 

an inf ant 1.d th a congenital abnormality. The findings 

i.ndicated that the impact of the crisis is highest in the 

hours after the parents have been told of the infant's 

defect. Shock, dismay, and a sense of failure replace 

the usual happiness and sense of accomplishment o:f a 

normal delivery. Johns (1971) also found that facially 

disfiguring lesions were of special concern to parents, 

as well as other visible or more severe defects, such as 

mongolism or hydrocephalus. 

In a study which compared responses of mothers 

of normal infants to ·mothers of cleft lip and/or palate 

infants, Clifford and Crocker (1971) found that mothers 

of cleft infants recalled significantly more difficulty 

with their pregnancies and reported fewer positive changes 

in themselves as a result of giving birth. It was sug

gested that the impact on the mother who has delivered a 
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cleft lip/palate infant is relatively rapidly dissipated 

due to the availability of remedial measures. 

Drotar et al. (1975), in a study of parents of 

twenty children with congenital malformations, revealed 

that the parents' initial reaction was of overwhelming 

shock, followed by irrational behaviors such as crying 

and feelings of helplessness. Irvin et al. (1976) dis

cussed findings that parents of infants with visible 

defects had a shorter period of shock and disbelief as 

compared to parents of an infant with a hidden defect. 

It was also noted by Irvin et al. (1976) that mothers of 

defective or premature infants often delay in assigning 

a name to their infant, attributed to the difficulty a 

mother faces in detaching from her expected ideal infant 

and use of the treasured name planned for a perfect 

infant. 

.Another short-term longitudinal study by Mercer 

(1974) examined mothers' responses to their infants' 

defects. Subjects focused on their infants' functional 

capacities twice as frequently as on their appearance, 

according to Mercer ( 1974), possibly as a means of denial 

or maintaining a safe distance from the defect. In addi

tion, mothers demonstrated a limited amount of tactile 

contact within the first eight postpartum days. These 



51 

mothers, concluded Mercer (1974), exhibited an unreadiness 

and ambivalence for total involvement with their infants 

and displayed an avoidance of touch of the defect, even 

for as long as three months after birth. 

It is believed by some that telling the parents 

about an abnormality before they have become attached to 

the infant may prevent the formation of attachment and 

precipitate early, total and permanent rejection (Carr 

and Oppe 1971). Kennedy (1970) concluded that mothers 

may need an early period of separation from their defec

tive infants to resolve feelings of loss and mourning and 

thus be in a better position to relate more realistically 

to their infants and avoid pathological attachments that 

soinetimes occur. However, other authors disagreed with 

Kennedy ( 1970). Daniels and Berg ( 1968) reported that 

mothers of congenital amputee children who were told of 

their infant's defect but not allowed to see the infant 

conjured up visions of monstrous infants, findings sub

sequently confi.rmed by D'Arcy (1968) and Irvin et al. 

(1976). Daniels and Berg (1968) found that when the 

parents actually saw their infant, they felt relieved. 

Drotar et al. (1975) suggested, on the basis of their 

findings, that the infant be brought to the parents as 

soon as possible after delivery. 
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Several authors (Solnit and Stark 1961; Irvin et 

al. 1976; Mendelbaum and Wheeler 1961) have explained the 

occurrence of mothers who established a guilty, depressed 

attachment to the infant with a defect. A mother's guilt 

may make her feel that she alone is responsible for the 

problem and therefore she must carry the burden for the 

physical and emotional care of the child (Mendelbaum and 

Wheeler 196-l ) . Young ( 1977) described this extreme be

havior as a maladaptive response to an infant with a 

defect. .Another defense pattern described is a frantic 

search for the cause of the infant's defectiveness, as 

in heredity or family background (Mendelbaum &~d Wheeler 

1 96 ·1 ) • 

It is with the wealth of theory and research 

reviewed that development of the investigation progressed, 

as described in Chapter III. The focus turns now from 

theory to ths clinical application of current knowledge 

1ti c.lI'(38.S of cr1sis, g·rief, and maternal attachment. 



CHAPTER III 

RESEARCH METHODOLOGY 

Setting 

The setting for the study of maternal attachment 

behaviors was in the naturalistic setting of a nine hun

dr ed bed public hospital located in a metropolitan area 

of greater than one million persons. Each mother was 

observed in her own room in one of three maternity wards 

of the hospital. The maternity wards of this hospital 

have multiple beds; rooms have from two to five beds with 

a high occupancy. Infants in the study were located in 

two newborn nurseries where the neonates primarily re

qui.red routine care and observation. Infants from these 

nurseries were allowed to be taken to the mother for 

feeding at regularly scheduled times after the stabili

zation period following. deli very. Feeding times for 

infants when they could be with their mothers were: 

9:00 a.m., 1 :00 p.m., 6:00 p.m., and 9:00 p.m.; other 

feedings were given in the nursery by hospital personnel. 

53 
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Population, Method of Selection 

The population for this study included mothers and 

their infants who had been born with an observable defect 

(group A) and a comparison group (group B) of mothers who 

had delivered normal infants. Twenty mother-infant pairs 

comprised the study population: ten mother-defective in

fant dyads and ten mother-normal infant dyads. 

The hospital is utilized primarily by families 

from Mexican-American, Black, and Anglo-American back

grounds which rendered the study group a diversified 

cultural background. The hospital's clients utilized in 

this study were primarily from lower and middle income 

groups. 

In order to determine if any potential subjects 

had delivered an infant with a birth defect, it was nec

essary for the investigator to check every other day with 

the hospital staff of the neonatal nurseries. When 

affirmative, the investigator examined the infant when 

the infant had stabilized. If the child met the criteria 

of: (1) having an observable physical abnormality which 

could be detected by visual surface examination, and 

(2) was able to be taken from the nursery to the mother's 

room, the mother was considered a potential subject for 

group A. 
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The investigator then questioned staff members of 

the hospital to determine if and what the mother had been 

told about the infant's defect. To be approached as a 

potential subject, the mother had already been informed of 

the infant's status by a member of the medical or nursing 

staff. The investigator then gathered information about 

the infat1t' 1 s defect for the purpose of increasing the 

investigator's knowledge regarding the defect and in 

preparation for working with the mother. The mother's 

medical chart was then reviewed by the investigator in 

order to gain an understanding of the individual case. 

As the subjects in both groups were convenience 

samples, the investigator attempted to select the mothers 

of normal infants (group B) on the basis of the mothers' 

characteristics obtained in group A. That is, for every 

mother of a defective infant included in the study, the 

investigator attempted to select a mother of a normal 

infant who had approximately the same characteristics, 

for example: age, race, date of delivery, and primiparous/ 

multiparous status. 

The group B infant of each mother selected for 

the stuciy was examined by the investigator to ascertain 

that the infant had no observable physical defects and 

that the infant could be taken to the mother's room. The 
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investigator then approached the mother to obtain her 

consent to participate in the study. 

There was no selection or rejection from the study_ 

on the basis of an individual's socio-economic status or 

cultural background. Subjects were approached as they 

became available and therefore represented a convenience 

sampling. 

Tool 

The tool selected for use in this study was the 

11 Maternal Attachment Tool" (Cropley et al. 1976, pp. 20-

22) in appendix A. Divided into four sections, each 

section contains a set of behaviors indicative of the 

degree of maternal attachment. The forty-three behaviors, 

determined as indicators of maternal attachment, were 

included as the result of information from a review of 

literature. Each behavior has a numerical value, ranging 

from -1 to +5, determined by its significance in demon

strating maternal attachment. An additional section on 

the tool for recording the frequency and length of mater

nal visits and frequency of phone calls was not utilized 

in this study; omission in no way affected scoring. 
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In the first utilization of the tool, Cropley et 

al. (1976) observed eleven mothers of healthy full-term 

infants in the first fifteen minutes of the mothers' first 

interactions with their infants. With this population, 

the mean maternal attachment score was 18.5, with a range 

from 12 to 25. After the study of eleven mothers, Cropley 

et al. ( 1976) added to Section III of the tool "Expression 

of Affect" and "Comfort in Holding the Baby" (Cropley et 

al ,, 1976, p. 27). Tµe investigator incorporated these two 

behaviors in the use of the tool for this study. There 

was no information regarding further use of the tool and 

therefore standardization and randomization data was 

unavailable. The investigator obtained permission to use 

the tool from the authors of the tool as well as from the 

editors and the publisher of the book, the C. V. Mosby 

Company (appendix H). 

The investigator also gathered demographic data on 

additional variables which may be significant to maternal 

attachment behaviors (appendix B). This information was 

desired to give the ·investigator insight as to each indi

vidual mother's situation as well as the commonalities or 

differences shared by the subjects. 
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Human Rights 

The rights of the subject were respected in the 

following manner: (1) an objective critique of this study 

was done by the Human Rights Committee of the Texas Woman's 

University in order to consider the protection of the 

rights and welfare of the potential subjects ( appendix C), 

(2) each subject was given the option to volunteer or 

refuse to participate after receiving a verbal (appendix 

D) as ·well as written explanation (appendix E) of the study 

from the investigator, (3) each potential subject was pre

sented with a consent form to read and sign if in agreement 

to participate (appendix F), (4) the agency involved in 

the study also gave written permission for the study to be 

performed in its facility (appendix G); the proposal was 

given to the administrative officials of the hospital prior 

to obtaining their written consent to participate, and 

(5) each subject's right to privacy was respected by pro

viding complete anony"mity in presentation of the study's 

results. 

Method of Data Collection 

The investigator, a graduate nursing student at

tending the Texas Woman's University, collected the data 

for this study. The investigator recorded the maternal 
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attachment behaviors exhibited from observations of the 

interactions of mothers of defective and normal infants. 

This descriptive study (Abdellah and Levine 1965) 

attempted to identify and compare the maternal attachment 

behaviors of mothers of physically defective infants with 

maternal attachment behaviors of mothers of normal infants. 

The infants were delivered in a metropolitan public hos

pital in the southwestern United States and were identified 

as infants of potential subjects after admission to the 

newborn nursery. 

For group A, the mothers with defective infants, 

the investigator questioned the hospital's nursing and/or 

medical staff members to ascertain what the mother had 

been told about the infant's defect. The mother, to be 

approached as a potential subject, had already been 

informed by hospital personnel of the infant's status. 

The investigator then gathered information about the 

defect and reviewed the mother's medical chart. Group B . 

mothers were chosen for characteristics that approximated 

characteristics of the mothers of defective infants. 

Therefore, it was necessary to acquire subjects for 

group B concurrent to acquisition of group A mothers and 

to approximate characteristics of the mothers in regard to 
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race, age, date of delivery, and primiparous/multiparous 

status. 

Each mother received a verbal explanation of the 

study by the investigator (appendix D) and a written 

explanation (appendix E) in order to insure constancy in 

the method of presentation. When the mother signed the 

consent form (appendix F), it was witnessed by a person 

other than the subject or investigator. 

After the mother agreed to participate, she was 

then asked to furnish demographic data (appendix B). 

This interview time was also utilized to ascertain if the 

mother had seen the infant, and more specifically, if the 

mother of a defective infant had seen or been informed 

about the defect. Because of the intense emotional re

actions that a parent may experience with the birth of .a 

defective infant (Drotar et al. 1975), the investigator 

attempted to acknowledge the mother's emotional state and 

proceeded accordingly. If the mother reported that she 

was unable to interact with the infant, the investigator 

left and returned at a later time to work with the mother. 

When the mother's consent to participate in the 

study had been given to the investigator, the subject's 

infant was brought to her by the investigator. The time 

was noted by the investigator and the observation period 
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of fifteen minutes began. The mother was requested to 

take her infant and undress the infant to the diaper. 

Wi.th the investigator's assistance, the mother was en

couraged to inspect the infant's body; the group A mothers 

were also encouraged to inspect the inf ant I s defect. T_he 

i.nvestigator then observed and recorded the maternal at

tachment behaviors on the observational tool (appendix A). 

During this period, the investigator only interacted upon 

the mother's initiation of questions or comment. This was 

necessary to accurately fill out the tool without intro

ducing bias in relation to the various sections of the 

tool. At the e:id of fifteen minutes, the mother was told 

that the investigator had completed observations and that 

the infant could stay with the mother longer or be re

turned to the nursery by the investigator. 

Treatment of Data 

The results of this descriptive study were sta

tistically analyzed through use of a variety of methods. 

Demographic data were summarized for each group with 

descriptive statistics such as the mean, median, and range. 

The maternal attachment scores on the subsections and the 

total test were calculated on the basis of the tool, and 

the Mann-Whitney U test was applied to compare the two 
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independent srunples. Other variables of the groups were 

compared by the use of the Chi Square Contingency Table 

Analysis. Appropriate tables were utilized to present 

the data with clarity and ease of comprehension. 



CHAPTER IV. 

ANALYSIS AND INTERPRETATION 

OF DATA 

Description of Sample 

This study was based on a convenience sample of 

twenty mothers who delivered during a two month period of 

time. Ten mothers, referred to as group A, each delivered 

an infant with some type of observable physical defect. 

The other ten mothers, comprising the comparison group, 

group B, each delivered an infant who ·was normal in that 

the infant had no observable physical defect. In addition, 

two mothers were approached but refused to participate in 

the study; one of the mothers who refused was selected for 

the comparison group (group B) and the other mother was 

selected for group A because her infant was born with a 

genital skin tag. 

Demographic data for the two groups are presented 

in table 1. Utilizj_ng the Mann-\fuitney U test, it was 

found that there was no significant difference in age for 

the t·wo groups of mothers. Using chi-square analysis, it 

was :found that there was no significant difference between 
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TABLE 1 

DEMOGRAPHIC DATA--GROUP A, GROUP B, 
AND BOTH GROUPS 

Item Group A Group B 
(N=10) OI=10) 

Mean Age 21 .O yrs. 19. 8 yrs. 

Occupation 
Student 1 3 
Housewife 8 6 
Secretary 1 1 

Education 
Less Than High School 6 8 
H:Lgh School Graduate 3 1 
Some College 1 1 

Race 
Caucasion 1 1 
Black 6 6 
Mexican-American 3 3 

Mari.tal Status 
Single 4 4 
Harried 5 6 
Separated 1 0 

Childbirth Classes 
Attended 0 1 
Did Not Attend 10 9 

Was Pregnancy Planned 
Yes 5 2 
No 5 8 

-

Both Groups 
(N=20) 

20.4 yrs. 

4 
14 

2 

14 
4 
2 

2 
12 

6 

8 
1 1 

1 

1 
19 

7 
13 
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the groups for race distribution, marital status, occupa

tion, or education. In addition, there was no significant 

difference between the groups for childbirth class attend

ance or for planned versus unexpected pregnancies. 

Table 2 compares the composition of the groups 

according to age and parity. The two groups of mothers 

ranged in age from sixteen to twenty-nine. Four of the 

group A mothers and five of the group B mothers were under 

twenty years of age. Group A mothers contained four primi~ 

parous mothers and six multiparous mothers, while group B 

was comprised of seven primiparous mothers and three 

multiparous mothers. Utilizing the Mann-Whitney U test, 

i .t was found that there was no significant difference 

between the groups in the number of pregnancies. Each 

group contained seven male and three female infants. 

TABLE 2 

AGE AND PARITY OF STUDY SUBJECTS 
--

Age Parity 

Group 
Under 20 or 

Range 20 Above Primipara Multipara 

A 16-29 l+ 6 l+ 6 

B 16-27 5 5 7 3 
---•··-
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Seventeen of the mothers wanted their infants in 

the first trimester of pregnancy. Only one group A mother 

reported differently; this mother claimed that she desired 

her infant in the second trimester. In group B, one mother 

reported that the third trj_mester was when she desired to 

have the infar1t and another mother stated that she had not 

desired to have the infant until after delivery upon 

seeing the infant. This mother reported that she had 

conceived very soon after delivering another infant and 

was not ready for another pregnancy. 

For the group A mothers, the mean time lapse from 

delivery to first mother-infant interaction was twenty 

hours, with a range from ten to thirty-six hours. For 

group B, the mean time lapse was 13 .8 hours, ·with a range 

from seven to twenty-six hours. This was found to be of 

borderline significance (p=. 15) uslng the Mann-vJhi tney U 

test. It was found that mothers of defective infants 

(group A) had, on the average, been with their infants 

1.£::;ss times from deli very to the interview time than the 

mothers w1th normal infants. For group A, the infant had 

been with the mother an average of three times, whereas 

group B mothers had their infants l1- .. 8 times. However, 

this was not .found to be a significant difference. The 
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average time lapse from delivery to interview was com

parable for both groups, 42.7 hours for group A and 42.2 

hours for group B. 

Table 3 is concerned with labor length, delivery 

method, and complications during delivery. Fourteen 

mothers delivered their infants vaginally; two group A 

mothers delivered by cesarean-section compared to four 

group B mothers. Utilizing chi-square analysis, p>.05 

and therefore no significant difference was found between 

the two groups. Average la.bar length for group A and 

group B was 6.9 hours and 8.7 hours respectively. While 

there was no significant difference between the bw groups, 

the longer labor for group B may be attributed to the 

larger number of primiparous mothers in group B. There 

·was no significant difference between the groups for 

delivery complications, group A with five and group B 

with four. Also, it was found that there was no signifi

cant difference between the groups for delivery anesthesia. 

Most of the study subjects viewed or viewed and 

touched their inf ar1 ts while j_n the deli very room. Two 

group A mothers and four group B mothers did neither, but 

this was attributed to the fact that these were cesarean

section mothers who, in most cases, were shown their 
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infants in the recovery room as they awoke from general 

anesthesia. In all cases, the mother viewed or viewed 

and touched the infant only for a few seconds before the 

infant was taken to the newborn nursery and then did not 

see the infant for several hours. The mean time lapse 

from delivery to first mother-infant interaction for 

all subjects was 16.9 hours, with a range from seven to 

thirty-six hours. Therefore, in this hospital, there was 

no special effort to_ utilize the sensitive period to 

facilitate attachment, as described by Klaus and Kennell 

(1976). 

Group 

A 

B 
I 

TABLE 3 

LABOR LENGTH, DELIVERY METHOD, 
AND COMPLICATIONS 

Delivery Method 

Labor Length 
Vaginal C-Section 

6.9 hrs. 8 2 

8.7 hrs. 6 4 

Complications 

5 
4 

-
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Nine group B mothers had named their infants by 

the interview time, while only six group A mothers had 

named their infants. Utilizing chi-square analysis, it 

was found that this did not indicate a significant dif

ference. However, should the sample size have been 

larger, this trend that mothers with infants who have 

physical defects take longer to name thelr offspring 

might have been confirmed. This would also give strength 

to Irvin et al.'s (1976) finding that the loss of the 

perfect child makes it difficult for a mother to name 

the infant with the hoped-for perfect infant's name. 

The infant's defects from group A are listed in 

table 4. Of the ten mothers in this group, only one 

mother had not seen the infant's defect at the time of 

the interview although all mothers had been told of their 

infant's defect by the interview time. Four were told 

about the defect in the delivery room, three were told 

in the recovery room; and three mothers were told when 

they had gone to the postpartum floor. Four mothers were 

told about the defect by a nurse, and six were told by 

the physician. 

Sixty percent of the mothers with defective 

infants knew of another family member with the same 

defect. In four instances, the mother herself had a 
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similar defect: subject one had club feet as an infant; 

subject three had a finger skin tag; subject four and her 

sister both had cleft palates; and subject seven had skin 

tags on both hands and one of her other children had a 

skin tag located on the ear. This incidence of similar 

defects in other family members reflects a probable 

genetic inheritance (Thompson and Thompson 1973). 

Subject r 
Number 

1 

2 

3 

4 

5 

6 

7 

8 

9~ 10 
-·- ' 

TABLE 4 

GROUP A INFANT'S DEFECTS 

Description 

Bilateral Club Feet 

Cleft Lip and Palate 

Skin Tag Right Hand 

Pierre Robin (Micrognathia, Glossoptosis, 
and Cleft Palate) 

Sclerocornea 

Extra Toe Right Foot 

Extra Digits Hand 

Ri.ght Club Foot 

Right Cleft Lip 

Extra Digits Hand 
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Maternal Attachment 'Tool 

Table 5 presents the data obtained from utiliza

tion of this study's tool. Through use of the Mann

Whitney U test, it was found that there was no significant 

difference between the groups on the section or total 

scores. However, in every score, sections and total, 

group A had a higher average score than group B (table 6). 

This trend is possible due to one of several factors. 

First, it may have been that mothers with defective in

fants were more concerned about their infants because of 

the knowledge that there was a defect and therefore demon

strated more behavior·s indicative of attachment which were 

measured by the tool. Second, it is possible that the 

n.umber of primiparous mothers in group B influenced and 

therefore reduced the scores. Lastly, one of the group B 

mothers, subject nine (a primipara) received a total score 

of six. This mother had recently fed her infant when the 

investigator requested her participation in the study. 

When the infant was brought to her, she demonstrated few 

attachment behaviors and did not verbalize; she appeared 

to sleep through most of the observation period. It is 

probable that this very low score affected the overall 

scores of group B. Admittedly, a larger sample size 



Subject 
Number 

1 
2 

3 
4 

5 
6 

7 
8 

9 
10 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
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TABLE 5 

MATERNAL ATTACHMENT TOOL SCORES 

Subsections 

IA IB II III IVA IVB 

Group A Scores 

2 6 2 15 1 1 

3 2 2 14 1 2 
2 1 0 6 5 1 

3 3 2 10 1 1 

3 1 0 8 0 1 
1 3 1 9 1 0 

1 2 2 12 2 1 
2 2 0 7 5 0 

2 2 0 1 1 4 0 
2 5 0 11 1 0 

Group B Scores 

1 2 0 10 3 0 

2 0 0 9 1 0 
1 0 1 14 4 0 

1 0 0 13 5 0 

2 2 2 11 1 0 

2 3 0 9 1 2 

2 2 0 6 1 0 

2 6 2 13 1 0 
0 0 0 5 1 0 

2 0 0 11 ·1 1 

Total 

27 
24 
15 
20 
13 
15 
20 
16 
·19 
19 

16 
12 
20 
19 
18 
17 
1 1 
24 
6 

·15 
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would have been beneficial to decrease the likelihood of 

one score having a great influence. 

TABLE 6 

OVERALL MEAN SC ORES BY GROUP 

Subsections 

Group 
IA IB II III IVA IVB 

Total 

A 2. 1 2.7 0.9 10.3 2. 1 0.7 18 .8 

B 1 . 5 1 . 5 0.5 10. 1 1.9 0.3 15 .8 

Scores for all subjects ranged from six to twenty

s t:ven. Group A scores ranged from thirteen to twenty-seven 

and group B from six to twenty-four. The mear1 group A 

score was 1 8. 8, while the mean group B score was -1 5. 8. 

The combined groups mean score was 17.3. 

On analysis of the individual sections of the tool, 

it was found that the groups mirrored one another quite 

closely. That is, for a given behavior, both groups had 

a tendency of being credited similarly. A more specific 

description of this tendency follows in analysis of the 

sections. 
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Section I: Identifying Behaviors 
A. Appearance and Function 

Nineteen of the study mothers were credited for 

inspecting or reviewing the infant's body features. Only 

one group A mother was credited for making reference to 

the sex of the infant. Utilizing chi-square analysis, the 

only item on the entire tool which presented a significant 

difference (p<.05) was "asks questions or makes statements 

pertaining to the wholeness of the infant." Six group A 

mothers were credited for this item compared to only one 

group B mother. This finding appears to be related to the 

concern the mother of an infant with a defect has about 

the infant's condition and, thus, expressing this concern 

verbally. 

Section I: Identifying Behaviors 
B. Appraisal of Infant's Condition 

All group A mothers asked some question regarding 

their infant's status, whereas five group B mothers re

ceived no points for this section. There was no statis

tical significant difference for any of the items in this 

section. However, a trend was apparent in that a mother 

whose infant has a defect tends to be more inquisitive 

regarding the status of the infant. It was also reported 

by four mothers of group A that they were shocked about 
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the defect, but realized that something could be done, 

such as plastic surgery. This focus of attention to 

treatment was similar to that reported by Clifford and 

Crocker (1971). 

Section II: Locating Behaviors 

None of the study mothers associated their infants 

with an animal or an inanimate object. Few mothers were 

credited with items in this section, which may have been 

attributable to the fact that the investigator did not 

initiate conversation with the mother~ during the observa

t 1on period, but waited for the mother's comment or ques

tion. This section might have been utilized more if the 

investigator was able to initiate conversation. 

Section III: Modalities of 
Interaction 

This section yielded a large portion of the total 

score. In verbal co~tact, only three mothers did not talk 

to their infants whereas only one mother used her infant's 

name when talkj_ng to the infant. In visual contact, it was 

interesting to note that all of the mothers demonstrated 

en face behavior, thus supporting Klaus and Kennell (1976) 

and Lang ( 1972). If the infant's eyes were not open, most 

mothers talked to the infant about opening the eyes .. 
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In tactile-kinesthetic contact, 85 percent of the 

mothers touched the infant's extremities or head, whereas 

only 35 percent extended touch to . the infant's body. 

Forty-five percent of the study mothers did finger 

stroking. One mother in each group progressed to palm 

contact, both of which were primiparas. It was noted that 

four of the group A mothers (subjects one, six, eight, and 

nine) touched the site of the infant's defect. The last 

three items of this section were similarly distributed iri 

both groups and therefore no significant difference was 

found. 

In expression of affect, two mothers of group A 

and three mothers of group B showed little or no smiling. 

No mothers smiled throughout the vislt. Most of the 

mothers (75 percent) demonstrated smiling through the 

visit, but with appropriate change in affect. One mother 

in group A (subject five) whose infant had bilateral 

sclerocornea demonstrated behaviors not scored by the 

tool: she sighed frequently, smoked two cigarettes, and 

laid the infant on the bed twice during the observation. 

The last section, comfort in holding the infant, 

also shm•red no significant difference between groups. One 

group A mother (a primipara) showed startle movements in 

response to the infant. Three mothers in each group 
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demonstrated muscle tension in the shoulders, arms, hands, 

and fingers. Five group A mothers and six group B mothers 

demonstrated relaxed muscles and arms which conformed to 

the infant's body. 

Section IV: Caretaking Behaviors 
A. Participation in Care 

Eighty percent of total subjects were given credit 

in this section for holding the infant. This was attrib

uted to the study design because the investigator brought 

the infant to the mother, placing the infant in the 

mother's arms. Only one group A mother recognized the 

infant's needs but left the solution up to the nurse. 

Similarly, only one group B mother received credit for 

communicating the need to nurse and asked if she (the 

mother) could do the task. Two mothers in each group 

performed isolated aspects of care. Three group A mothers 

and one group B mother recognized the infant's need and 

performed appropriate intervention. Again, no significant 

difference was found between the groups for this section. 

Section IV: Caretaking Behaviors 
B. Planning Home Care 

Seventy percent of all subjects made no comment 

about the infant's discharge from the hospital. Four of 

the group A mothers referred to the infant's discharge 
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or care at home, compared to one group B mother. Only one 

mother from group Basked questions in preparation for the 

infant's discharge and none of the study mothers referred 

to discharge actively. Again, because the investigator 

did not initiate comment or question during the observation 

period, this section was credited infrequently. After the 

observation period was over, the investigator asked an 

open-ended question regarding readiness for the infant's 

homecoming and most mothers then verbalized regarding their 

acquisition of infant clothes and the infant's room. 

To summarize, groups were similar for variables 

of age, race, marital status, occupation, educat:Lon, and 

nu.mber of pregnancies. There was borderline significance 

on time lapse from delivery to first interaction, since 

group A mothers were not allowed to have their inf ants as 

soon as group B mothers. 

There was a trend that mothers of defective in

fants did not name th'eir inf ants as soon as mothers of 

normal infants, although no significant difference was 

found. A larger sample size would have helped to confirm 

this trend. Sixty percent of the group A mothers had a 

family member vlith a similar defect; in four of the six 

cases, the mother herself had a similar defect, thus 

pointing to genetic inheritance implications. 
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On the maternal attachment tool, no significant 

differences were found between the groups. However, group 

A mothers, on the average, had higher scores than group B 

mothers. 



CHAPTER V · 

SUMMARY, CONCLUSIONS, IMPLICATIONS, 

AND RECOMMENDATIONS 

This chapter includes a summary of the study and 

the conclusions that were made as a result of it. The 

implications of this study are directed toward nurses and 

o ther health team professionals who interact with a mother 

and her newborn infant. Recommendations are made for 

further study based on analysis of data and conclusions. 

Summary 

This descriptive study compared the maternal 

attachment behaviors of mothers of normal infants to 

maternal attachment behaviors demonstrated by mothers cif 

infants with physical defects. Twenty mothers comprised 

the sample: ten mothers with defective infants (group A) 

and ten mothers with normal infants ( group B). As this 

group represented a convenience sampling, each group B 

subject was selected immediately after the group A mother 

had participated. As much as possible, subjects were 

matched for date of delivery, parity, sex of infant, and 

mode of delivery. 

80 
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All subjects were approached in the same manner 

with explanation of the study, interview for demographic 

data, and observation procedure. After the infant was 

brought to the mother, the investigator observed the 

mother for fifteen minutes, utilizing the "Maternal 

Attachment Tool" (Cropley et al. 1976, pp. 22-23) to 

record maternal attachment behaviors. During this time, 

the investigator interacted only upon the mother's ini

tiation. At the end of fifteen minutes, the investigator 

took the infant back to the nursery .. 

Conclusions 

The reason that there was no significant differ

ence between the scores of group A and group B may have 

been due to the characteristics of the sample of mothers 

i..ncluded in this study. The sample size was small (N=20). 

The sample was clearly not representative of the general 

population, but it was representative of the clientele of 

the hospital in which this study was conducted. 

Although the investigator attempted to select 

group B subjects which closely matched group A subjects, 

there were some differences which may have affected the 

maternal attachment scores. For instance, there were 

seven primiparas in group B, compared to four in group A. 
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Also, there were more mothers in group B who delivered 

by cesarean-section. The discomfort of surgery and the 

intravenous catheter and tubing experienced by these 

mothers may have thus affected the group B scores. In 

addition, one group B mother (subject nine) had a very 

low total score. This low score likely affected all 

section and total scores, therefore lowering all group 

B findings. 

While there was no significant difference between 

scores of the two groups on section I-B, group A mothers 

asked more questions regarding their infants' status. 

This was probably due to the fact that these mothers lmew 

there was a problem with their infants and were therefore 

motivated to seek information. 

Since one person, the investigator, made all 

observations, the findings of this study were not free 

of bias. The same biis affected both groups. 

While mothers of defective infants were separated . 

from their infants for a longer period of time than group 

B mothers and their infants, this did not appear to in

fluence the maternal attachment scores. A. larger sample 

size may have helped to confirm this relationship. 

Because both groups were separated from their infants 
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during the sensitive period, this may have affected all 

scores similarly. 

Implication.s_ 

The implications of this study are directed toward 

obstetric and pediatric nurses as well as other health 

team professionals who interact with a mother and her 

newborn infant. The findings of this study indicate that 

a mother with a defective infant is concerned about the 

infant's status, thus open to information and clarifica

tion which a professional can provide. 

Mothers of the defective infants appeared to study 

t he investigator's attitude toward the infant. Since the 

est ablishment of the relationship between a mother and her 

:.Lnf ant is critical for the infant I s subsequ~mt development 

(Tjossem 1976), the attitudes conveyed to the mother should 

be positive, emphasizing the infant's strengths. This 

point is especially critical when the infant has a birth 

defect. Professionals of the health team should deal with 

their feelings and reactions to birth defects before 

attempting to work with the mother. 

While scores on the maternal attachment tool did 

not reflect significant differences between the groups, 

it is suggested that all mothers would benefit from 
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intervention by a nurse to encourage maternal attachment 

behaviors. Thus, nurses who do not currently emphasize 

maternal attachment might benefit from implementing a 

strategy for promotion of maternal attachment in clients 

served by the nurse. It may be that this relatively 

straightforward intervention would be a significant mode 

of primary prevention. 

Recommendations 

As nurses continue to investigate the relationship 

between a mother and her infant, seve:ral recommendations 

are submitted for future research based on the investiga

tor's experience with this study: 

1. A comparison of maternal attachment scores 

between two groups of mothers of defective infants, one 

group being allowed extra contact during the sensitive 

period. 

2. A longitudinal study of the long-term effects 

of intervention to promote maternal attachment. 

3. A replication of the present study with a 

larger sample size and greater control of delimitations 

of the study. 

4. An exploratory study of parent's perceptions 

of staff attitudes after the birth of a defective infant. 
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5. An experimental study allowing rooming-in for 

mothers of defective infants versus traditional treatment. 

6. A replication of the present study which 

allows the investigator to pose open-ended questions 

which would encourage greater response to tool sections. 

7. A comparative study of maternal attachment 

behaviors of mothers who deliver infants with birth 

defects of a correctable nature versus mothers whose 

infants have birth defects which are of a permanent 

nature. 

8. A replication of the present study with a 

one-way mirror for observations. 

9. .A study comparing maternal attachment behav··· 

iors of different cultures and socio-economic levels. 

10. An investigation which allows a treatment 

comprised of an intervention to promote maternal attach

ment behaviors, comparing maternal attachment scores from 

the tool used in this study. 

11. A study which assesses whether there is a 

difference in maternal attachment behaviors between 

mothers whose inf ants I defect is knoi.,m to the mother 

because of family members with the same defect versus 

mothers who have no knowledge of the defect attributable 

to family background. 
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MATERNAL ATTACHMENT TOOL 

Delivery 
Date 

Today's 
Date 

Circle points 
for observed 
behavior 

I. Identifying beh§viors: The mother's 
observing or inquiring about her infant 
to gain knowledge of infant's appear
ance, wholeness, and state of function 

A. Appearance and function 

1. Makes reference to sex of infant, 
e.g., "He's going to be a foot
ball player," or gets infant a 
sex-linked toy. +1 

2. Makes reference to size of infant, 
e.g., "She's so little.'' +1 

3, Inspects or reviews baby's body 
features (hair, fingers, face~ 
feet, and other parts of bodyJ. +1 

4. Asks g_ues tions or makes statements 
pertaining to wholeness of the 
infant, e.g., "Is he all right?" 
or "Well, he has all ten toes." +1 

5, Verbally questions or comments on 
body functions of baby, e.g., "Look, 
she's wet., 11 or "Look at him move! 11 +1 

I-A score (Total circled points.) 

Reproduced with permission from Catherine Cropley, 
Priscilla Lester, and Sharon Pennington, "Assessment Tool 
for Measuring Maternal Attachment Behaviors," in Current 
.Practice in Obstetric and Gyne(~J_ogic Nursing, ed. Leota 
Kester McNall and Janet Trask Galeener (St. Louis: C. V. 
Mosby Company, 1976). Copyrighted by the C. V. Mosby 
Company, St. Louis, .Missouri. 
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B. Appraisal of infant's condition 

6. Asks no questions about baby's 
condition. 

7. Malrns unrealistic statements 
(optimistic or pessimistic) re
garding baby's condition, e.g., 
saying skin looks better when 
it looks worse. 

8. Asks brief questions about baby's 
condition, e.g., "How's he eating?" 
or "How much weight has he gained ?11 

9. Asks realistic questions or makes 
realistic comments about infant's 
condition with specific reference 
to such things as skin, scalp, 
eyes, face, circumcision, and cord 
in the normal newborn or IV, moni
tor, bilirubin lights, and physical 
symptoms (e.g., jaundice or color) 
in high-risk infant. 

10. Verbal statements by mother that 
denote her awareness of changes in 
the baby's condition, e.g., "She's 
breathing more slowly today," or 
"His skin doesn't look as dry 
today. 11 

I-B score (Total circled points.) 

II. Locating behaviors: Cognitively deter
mining the baby's position within the 
sphere of her significant social system 

A. Verbally associates infant with an 

-1 

+1 

+2 

+3 

animal or animal characteristics. 0 

B. Assod.ates infant with inanimate 
objects. 0 

C. Associates inf ant I s· characteristics 
with human characteristics, e.g., "He 
looks like an old man," or "She looks 
more like a real baby now. 11 +1 
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D. Associates infant's characteristics 
with other family members,. e.g., "She 
has her daddy's big feet, 11 or "She 
looks just like her sister." +2 

II score (Do not total: record 
highest circled score.) 

III. Modalities of inter~ction: The method 
through which the mother begins to relate 
to her baby, using visual, verbal, and 
tactile behaviors 

A. Verbal contact 

1. Mother talks or sings to baby. 

2. Mother uses infant's given name 
when talking to baby. 

B. Visual contact 

+1 

+1 

3. Establishes p~sition en face. +1 

c. 

4. Talks about baby's opening eyes; 
verbally encourages this. +1 

5. Stimulates infant to open eyes by 
shading them from the light, 
changing position, and other 
maneuvers. 

Tactile-kinesthetic contact 

6. Touches extremities or head. 

7. Extends touch to trunk of baby's 
body. 

8. Fingertip touch. 

9. Fj_nger touch (stroking). 

1 0. Palm contact. 

11 • Draws infant to trunk of her body 
(body contact). 

+1 . 

+1 

+2 

+1 

+1 

+2 

+1 
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12. Snuggles baby to shoulder with 
cheek to cheek contact. +2 

13. Spontaneous movements initiated by 
mother to increase her contact with 
baby, e.g., patting, kissing, cud
dling, rocking, playing, and 
soothing. +1 

D. Expression of affect 

1. Little or no smiling when in 
physical or visual contact with 
infant. o 

2. Smiling throughout visit with 
little change in affect. +1 

3. Smiling through most of visit but 
with appropriate change in affect 
(for example, appearing concerned 
when baby cries or regurgitates 
and smiling in response to baby's 
smiling, opening eyes, or grasping 
her finger) . +2 

E. Comfort in holding the baby 

1. Occasional startle movements in 
response to infant's cry, burp, 
or moving. -1 

2. Muscle tension in shoulders, arms, 
hands, and fingers (with mother's 
arms not conforming to contour of 
infant I s body). +1 

3. Relaxed shoulder muscles with 
fingers, hands, and arms conforming 
to the contour of the infant's body 
(with infant appearing securely 
held). +2 

III score (Total circled points.) 



IV. Caretaking behaviors: Activities of 
mother aimed at supporting and protecting 
infant to foster child 1 s optimal growth 
and development 

A. Participation in care 

1 • 

2. 

3. 

4. 

5. 

6. 

No participation in baby's care. 

Holds infant but performs no care 
tasks. 

Recognizes infant's needs but 
leaves solution up to nurse, e.g., 
"Oh, the baby's wet." 

Communicates baby's need to nurse 
and asks· if she can do the task, 
e.g. , "She' s wet; can I change 
her?" 

Performs isolated asnects of care 
such as changing diai)ers and 
feeding baby but needs encourage
ment from staff. 

Recognizes baby's needs and per
forms appropriate interventions, 
e.g. , bathing, changing~ and 
giving medication. 

IV-A score (Do not total: 
highest circled s~ore.) 

recorq 

B. Planning home care 

7. 

8. 

Makes no reference to baby's 
discharge or to care that infant 
will require at home. 

Refers to baby's eventual ·dis
charge or to care that inf ar1t 
will require at home. 

0 

+1 

+2 

+3 

+4 

+5 . 

0 

+1 
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9. Asks questions in preparation for 
infant's discharge, e.g., "What 
kind of soap should I use?" or 
"When is the best time to give the 
bath at home?" +2 

10. Makes reference to preparing for 
discharge actively, e.g., "We've 
just finished her room," or 11 I 
bought everything but the bottles 
today." +3 

IV-B score (Do not total: record 
highest circled score.) 

Scores for each section: I-A 

I-B 

II 

III 

IV-A 

IV-B 

Total maternal attachment ~core 
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Date 

Mother's name: 

Occupation: 

SUBJECT INFORMATION 

Observation start time 
end time 

Age: 

Education: 
Ethnic origin: Marital status: Si MW D Se 
Length of marriage or relationship: 

# of pregnancies: ___ Other children and ages: 

Did you attend childbirth classes? ___________ _ 

Was this pregnancy plann.ed , or unexpected? 

When did you feel, during the pregnancy, that you wanted 
this infant? 

Length of labor: 
Anesthesia: 
Description of delivery: 

Did you see or touch your infant in the delivery room? 

Have you seen your infant's defect? 

When were you told of your infant's defect? 

Who told you about it? 

Do any other persons in your family have any kind of 
physical defect that they were born with? 

Infant's name: Sex: m 

Date of birth: Time: 

Description of defect: 

f 

Time lapse from delivery to first mother-infant inter
action: 

Time lapse from delivery to interview: 

Number of times mother has had infant: 
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TEXAS WOMAN'S UNIVERSITY 

Human Research Committee 

Name of Investigator: Kristie s. Nix Center: Dallas 

Address: Route 6, Box 162 Date: March 22, 1978 

Denton, Texas 76201 

Dear Ms. Nix: 

Maternal Attachment Behaviors with 
Your study entitled Defective versus Normal Inf ants 

has been reviewed by a committee of the Human Research Review Committee 

and it appears to meet our requirements in regard to protection of the 

individual's rights. 

Please be reminded that both the University and the Department 

of Health, Education and Welfare regulations require that written 

consents must be obtained from all. human subjects in your studies. 

These forms must be kept on file by you. 

Furthermore, should your project change, another review by 

the Committee is required, according to DHEW regulations. 

Sincerely, 

J 

,J)t,__,-t;/4:,., )'Jt. //<'•=✓ 

Chairman, Human Research 
Review Committee 

at Dallas 
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VERBAL DESCRIPTION TO SUBJECTS 
( Group A) 

The research study in which you are requested to 

participate is designed to provide observations of a 

mother with her newborn infant who has been born with 

some type of physical defect. I, the investigator, am a 

graduate student in nursing at Texas Woman's University. 

I will ask you a number of questlons regarding your 

background and the pregnancy with your newborn infant; 

I will then observe the first few minutes that you and 

your infant share should you agree to participate. 

I realize that this time may be particularly 

difficult for you and I will remain ~nth you during the 

time when your infant is with you. You may feel free to 

ask questions or request assistance. 

There is no potential risk to you or your infant. 

Your right to privacy will be respected by providing com

plete anonymity in pr'esentation of the study's results. 

I would also like to explain that you are free to with

draw from the study at any . time. 

Do you have any questions? 
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VERBAL DESCRIPTION TO SUBJECTS 
(Group B) 

The research in which you are requested to par

ticipate is designed to provide observations of a mother 

with her newborn infant. I, the investigator, am a 

graduate student in nursing at Texas Woman's University. 

I will ask you a number of questions regarding your 

background and the pregnancy vii th your newborn infant; 

I will then observe the first few minutes that you and 

your infant share should you agree to participate. 

I will remain with you during the time when your 

infant is with you. You may feel free to ask questions 

or request assistance. 

There is no potential risk to you or your infant. 

Your right to privacy will be respected by providing com

plete anonymity in presentation of the study's results. 

I would also like to explain that you are free to with

draw from the study at any time. 

Do you have any questions? 
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GROUP A 

TEXAS WOMAN'S UNIVERSITY 

(Form A -- Written presentation to subject) 

Consent to Act~!!_ Subject for Research and Investigation: 

1. 

(The following information is to be read to or read by the subject): 

I hereby authorize Kristie S. Nix 

(Name of person(s) who will perform 
procedure(s) or investigation(s) 

to perform the following procedure(s) or investigation(s): 
(Describe in detail) 

interview mother regarding her background and observe mother 
and her infant who has been born with a physical defect 
in their post-delivery interaction. 

2. The procedure or investigation listed in Paragraph 1 has been explained 
to me by Kristie S. Nix 

(Name) 

3.(a) I understand that the procedures or investigations described in 
Paragraph l involve the following possible risks or discomforts: 
(Describe in detail) 

There are no potential risks. The subject's right to privacy will 
be protected by providing complete anonymity in the presentation 

of the study results. 
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GROUP A 

TEXAS WOMAN'S UNIVERSITY 

(Form A - Continuation) 

3.(b) I understand that the procedures and investigations described in 
Paragraph 1 have the following potential benefits to myself and/or 
others: 

The subject may find the investigator to be a source of 
assistance as she deals with her infant. Other mothers 
with defective infants may subsequently benefit from the 
knowledge generated in this study. 

4. An offer to answer all of my questions regarding the study has been 
made. If alternative procedures are more advantageous to me, they 
have been explained. I understand that I may terminate my participation 
in the study at any time. 

Subject's signature Date 

(If the subject is a minor, or otherwise unable to sign, complete the 
fol lowing): 

Subject is a minor (age ), or is unable to sign because: 

Signatures (one required) 

Father Date 

Mother Date 

l:1111rd I 1111 Dnte 
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GROUP B 

TEXAS WOMAN'S UNIVERSITY 

(Form A -- Written presentation to subject) 

Consent to Act as ,!! Subject for Research and Investigation: 

l. 

(The following information is to be read to or read by the subject): 

I hereby authorize Kristie S. Nix 
(Name of person(s) who will perform 
procedure(s) or investigation(s) 

to per farm the following procedure (s) or invest igat ion(s): 
(Describe in detail) 

interview mother regarding her background and observe 
mother and her infant in their post-delivery interaction. 

2. The procedure or investigation listed in Paragraph l has been explained 
to me by Kristie S. Nix 

(Name) 

3. (a) I understand that the procedures or ir. . ·itigations described in 
r a rag r a p h 1 involve the fo 11 owing po s r:; \ i,' i. e risks or dis comforts : 

(Describe in detail) 

There; · e no potential risks. The subject's right to privacy 
will be protected by providing complete anonymity in the pre-
sentation of study results. 
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GROUP B 

TEXAS WOMAN'S UNIVERSITY 

(Form A - Continuati6n) 

3.(b) I understand that the procedures and investigations described in 
Paragraph 1 have the following potential benefits to myself and/or 
others: 

The mother may find the investigator to be a source of 
assistance as she deals with her infant, Other mothers may 
subsequently benefit from the knowledge generated in this 
study. 

4. An offer to answer all of my questions regarding the study has been 
made. If alternative procedures are more advantageous to me, they 
have been explained. I understand that I may terminate my participation 
in the study at any time. 

Subject's signature Date 

(If the subject is a minor, or otherwise unable to sign, complete the 
fol lowing): 

Subject is a minor (age ), or is unable to sign because: 

Signatures (one required) 

Father Date 

Mother Date 

t:1111rd Inn D11te 
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TEXAS W01'1'.AN 1 S UNIVERSITY 

(Form B) 

Consent to Act E§_ ~ Subjec~ for Research~ Investigation: 

I have received an oral description of this study, including a fair 
explanation of the procedures and their purpose, any associated discomforts 
or risks, and a description of the possible benefits. An offer has been 
made to me to answer all question~ about the study. I understand that my 
name will not be used in any release of the data and that I am free to 
withdraw at any time. 

Signature Date 

Witness Date 

Certification !?..Y_ Person Explaining~ Study: 

This is to certify that I have fully informed and expla~ned to the above 
named person a description of the listed elements of informed consent. 

Signature Date 

Position 

Witness Date 
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DALLAS CENTER 
1810 Inwood Road 
Dallas, Texas 75235 
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TEXAS WOMAN'S UNIVERSITY 

COLLEGE OF rIURSIUG 
DENTON, TEXAS 

HOUSTON CENTER 
1130 M.D. Anderson Blvd. 
Houston, Texas 77025 

AGENCY PERMISSION FOR CONDUCTING STUDY* 

THE DALLAS COUNTY HOSPITAL DISTRICT (PARKLAND HOSPITAL) 

GRANTS TO Kris tie S, Nix 
------------------------------

a student enrolled in a program of nursing leading to a Master's Degree at 
Texas Woman's University~ the privilege of its facilities in order to 
study the f'ollowin,q; problem: 

MATERNAL ATTACHMENT BEHAVIORS WITH DEFECTIVE VERSUS NORMAL INFANTS 

✓ 

The conditions mutually agreed upon are as follows: 

1. The be identified in the final report. 

2. The names of consultative or administrative personnel in the 
agency (may) (me.~) be identifiec~ in the final report. 

3. The agency (-~) (does not want) a conference with the stu
dent when the 1·eport is completed. 

4. The agency is fwilling) (~g) to allow the completed 
report to be drculated through interlibrary loan. 

5. Other: ___________________________ _ 

Date • ?.c....,, .,.../--1,...} 1-L...L.1..::.1._-_____ _ 

<:::-.. . 1 -~· \ · ·-- / . 
,~--h -\vfCU & ~ ---:""7 _ _;;~ -f-...£-,;.'c-. _ _;..__::;i-::------

S1~nature of s~udent 

*Fill out and sign three copies to be distributed as follows: Original -, 
Student; first copy-- - agency; second copy .:.. T .H .U. College of Nursing. 
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TJfV1ES !\lllnn □R 

THE C. V. MOSBY COMPANY • 11830 WESTLINE INDUSTRIAL DRIVE, ST. LOUIS, tv11SSOURI 63141 

314-872-8370 • CABLE ADDRESS 'MOSBYCO' 

March 13, 1978 

Miss Kristie s. Nix 
Rt. 6, Bo:< 162 
Denton, Texas 76201 

Dear Miss Nix: 

Thank you for your letter of Feb. 26, 1978, requesting permission to utilize 
the "Maternal Attachment Tool" from Cropley, Lester, and Pennington's 
contribution (' 1 Assessment tool for measuring maternal attachment behaviors") 
to Current practice in obstetric and gynecologic nursing, 1976, edited by 
McNall and Galeener, in (1) research as a graduate student in nursing at 
Texas Woman's University for your thesis to involve a total of thirty 
subjects and (2) in the possible publication of the results of the 
research with regard to the use of the tool. 

We are pleased to grant permission for the aforementioned uses of this 
tool (pp. 20-22) provided approval also is obtained from the editors of 
the book, as well as from the authors of the chapter in which the material 
appears, and the following credit line is incl~ded (1) on the first page 
of each reproduction of the material used in your research and (2) as a 
footnote on the first page of the tool in your thesis: 

Reproduced with permission from Cropley, Catherine, Lester,, 
Priscil lct, and Pennington, Sharon: Assessment tool for measuring 
maternal attachment behaviors. In McNall, Leota Kester, and 
Galeener, Janet Trask, editors: Current practice in obstetric 
and gynecologic nursing, 1976; copyrighted by The C. V. Mosby Co., 
St. Louis, Mo. 

Best wishes. 

MH:ab 
Copy to: 

Mrs. Leota Kester McNall 
545 Continental Court 
Pasadena, Calif. 91102 

Mrs. Janet Trask Galeener 
L,035 Orme St. 
Palo Alto, Calif. 94306 

Niss Catherine Cropley 
4160 Admiralty Way #3B 
Marina Del Rey, Calif. 90291 

Sincerely, 

THE C. V. MOSBY COMPANY 

./,,,)·;, ·),·: _. ,·, .. j-.,·;l_,. _, _.:_J ,j···•-·)·· .. )_1 I/ 
v,_ . _,. , ~ ~, (__ ~. _ _ ,:'l.:1· 

Marjorie McCoy 

Copy to: 
Miss Priscilla Lester 
555 West Arlington St. 
Chicago, Ill. 60614 

Mrs. Sharon Pennington 
c/o Miss Catherine Cropley 
4160 Admiralty Way 4/3B 
Marina Del Rey, Calif. 90291 



oepartment of Obstetr,cs and Gynecology 

March 7, 1978 

Ms. Kristie S. Nix 
Ms. Tommie Wallace 
Rt. 6, Box 162 
Denton, Texas 76201 

Dear Ms. Nix and Ms. Wallace: 

1621 East 120th S!r(:C1 

Los Angeles, Cali fornia 90059 

Telephone: (213) 603-3141 

Please reply to : 

Martin Luther King , Jr. General Hospital 

12021 Wilmington Avenue 

Los Angeles, California 90059 

I am happy to grant my permission as well as that of Sharon Pennington 
for you to use in your graduate thesis the ''Maternal Attachment Tool 11 , 

published in Current Practice in Obstetric and Gynecologic Nursing, 1976. 

As Mrs. Pennington cannot be located, the C.V. Mosby Company has 
given me the responsibility of granting permission for her. I've 
included a copy of a letter sent by the Mosby Company to another graduate 
student. It may be of some help in referencing the tool, 

You requested information on scoring the two sections added following 
the study - the method of scoring is attached to this letter. 

I would be interested in a summary of your research results - you can 
communicate with me through my home or work address. 

Sincerely, 

Ca~~Cr~ 
Neonatal Nurse Educator 

CC/ws 
Attachment (as stated) 

(Home Address) 
4160 Admiralty Way #3B 
Marina Del Rey, CA 90291 



Ms. Kristie S. Nix 
Rt. 6, Box 162 
Denton, Texas 76201 

Dear Ms. Nix: 

112 

March 31, 1978 

I hereby give you permission to copy our tool for use in your 
research. The copy of the tool is in Mosby's Current practice in 
Ob-Gyne Nursing for 1976. 

I'm much encouraged that people like yourself are making use of 
tools and adding to data needed in parental-child research. 

Please send me a copy of your study when you finish. I would 
also be interested in any comments you have in using the tool. 

I'm enclosing the tool with revisions and Demographic data 
interview as was used in our study. Hope this is of some help. It 
was set up for computer use. 

PL/wt 
Enclosure 

Sincerely, 

JL tdl/fj .iv-rw 
Priscilla Lester 
Practitioner/Teacher 
Special Care Nursery 
Dept. Ob-Gyne Nursing 
Home Phone - (312) 472-1026 



Mrs. Janet Trask Galeener 
4035 Orme St. 
Palo Alto, California 94306 

Dear Mrs. Galeeners 
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Rt. 6, Box 162 
Denton, TX 76201 

March 20, 1978 

As a graduate student in nursing at Texas Woman's University, 
I am interested in utilizing the "Maternal Attachment Tool" which 
was published in Current Practice in Obstetric and Gynocologic Nursing, 
1976, pages 20-22. I intend to utilize the tool in my thesis 
research which will involve approximately thirty subjects. 

I have received permission to utilize the tool for research 
use by the C.V. Mosby Company and I am in the process of writing 
to all the authors of the tool and to Ms. Mc.Nall for their permission~ 
I would like to request your written permission to utilize the tool. 

I anticipate a very exciting and interesting study and am very 
enthusiastic .about the tool, Because I anticipate to begin data 
collection soon, I would be most appreciative of a prompt reply. 

Thank you very much for your assistance. 

Sincerely yours, 

Kristie s. Nix 



Mrs. Leota Kester McNall 
545 Continental Court 
Pasadena, California 91102 

Dear Mrs. McNalls 
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Rt, 6, Box 162 
Denton, TX 76201. 

March 20, 1978 

As a graduate student in nursing at Texas Woman's University, 
I am interested in utilizing the ''Maternal Attachment Tool'! which 
was published in Current Practice in Obstetric and Gynocologic 
Nursing, 1976, pages 20-22, I intend to utilize the tool in my 
thesis research which will involve approximately thirty subjects. 

I have received permission to utilize the tool for research 
use by the C.V. Mosby Company and I am in the process of writing 
to all the authors of the tool and to Ms, Galeener for their per
mission, With this letter, I would like to request your written 
permission to utilize the tool. 

I anticipate a very exciting study and am very enthusiastic 
about the tool. Because I anticipate to begin data collection soon, 
I would be most appreciative of a prompt reply. 

Thank you very much for your assistance, 

Sincerely yours, 
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