
 

 

 

 

 

Institute for Clinical Social Work 

 

 

 

 

 

                                  

 

SELF-EXPERIENCES IN PARENTS WHO ADOPT  

TRAUMATIZED CHILDREN 

 

 

   

A Dissertation Submitted to the Faculty of the 

Institute for Clinical Social Work in Partial Fulfillment  

for the Degree of Doctor of Philosophy 

 

 

By 

LINDA L. WOLTER 

 

 

 

 

 

 

Chicago, Illinois 

February, 2009 

 

 

                                              



 

 ii  

 

ABSTRACT 

 

Regardless of the length and depth of pre-adoption training, many adoptive parents 

continue to feel unprepared, that information is withheld, and that life with their child is not 

what they expected. Adoptive parents present in treatment as overwhelmed, hopeless, and 

in many cases, traumatized by the on-going trauma behaviors of their children. This study 

uses a mixed methodology in an attempt to further our clinical understanding of the 

adoptive parentôs experiences in raising a traumatized child. Findings show that adoptive 

parents present with trauma symptoms, many at a clinical level. Included in these 

symptoms are anger, dissociation, depression, and diminished self, that is, like failures. 

Understood through the lens of self-psychology, adoptive parents share their struggles and 

successes, giving new insights into life with a traumatized child and understanding into 

their sense-of-self.    
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CHAPTER I 

 

INTRODUCTION 

 

History of the Problem 

In the United States, it is estimated that 3% of the population will experience 

trauma at some point in life. (National Center for Post-Traumatic Stress Disorder, 2006)  

It was not until 1980 that the American Psychiatric Association recognized the etiology 

of post-traumatic stress disorder (PTSD). Within ten years, the estimated annual cost to 

society for the treatment of anxiety disorders, including PTSD, was $42.3 billion. (Sidran 

Institute, 1995) The study and treatment of trauma is one of the fastest growing social 

concerns in the United States and throughout the world.  

      It is through supervision of the Adoption Preservation staff that the research 

question for this study emerged. The Adoption Preservation Program is designed to work 

with post-adoptive families at risk for dissolution. New staff members begin their work in 

the program hopeful and eager to work clinically with a diverse population and issues. 

Over the course of two or three years, and multiple exposures to individuals, many with 

traumatic histories, staff perception of these families began to change. In clinical 

supervision, new staff members discuss their frustration and anger at adoptive parents 

and the child welfare system, often using similar words or phrases used by the adoptive 

parent describing their child. Eventually many staff expressed feelings of hopelessness 

and powerlessness in their clinical abilities to help adoptive families heal and cope. This 

phenomenon known as vicarious traumatization, or VT, is seen in caregivers, 
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 soldiers and rescue workers (Figley, 1995).  I began to formulate the question, ñIf 

vicarious trauma occurs in professionals who empathically connect to a clientôs traumatic 

history, can adoptive parents experience a similar response living with a traumatized 

child?ò 

         Researchers have long been interested in the multitude of stressors experienced by 

adoptive families, particularly those families who may be at risk for adoption disruption 

or dissolution. (Barth & Berry 1982; Barth & Berry, 1988; Barth, Berry, Carson,  

Goodfield & Feinberg, 1986).  Placement disruption occurs when a child is removed 

from a family before finalization of the adoption. Dissolution is the legal termination of 

an adoption resulting in a childôs return to the child welfare system.  

 Each step in the adoption process introduces new stressors for adoptive parents. 

Common problems are: incomplete child assessments (Donely, 1981) , insufficient 

preparation, (Partridge, Hornby & McDonald, 1986), followed by poor matching, (Unger, 

Dwarshuis & Johnson, 1981) and incomplete or unknown pre-adoption history of the 

child, (Kagan & Reid, 1986). Finally, unrealistic parental expectations, (Festinger,1986; 

Barth & Berry 1982); parentôs own abuse history, (Sack & Dale, 1982); infertility, 

(Shapiro, Shapiro & Paret, 2001); and the parentôs lack of empathy for the childôs needs 

to search add stress (Schneider & Rimmer, 1984).  What researchers have found is that 

each risk factor or any combination of them adds to the increased probability that the 

adoption may dissolve. In addition to the placement disrupting, cumulative stress has 

been shown to increase the risk of child abuse, increase isolation of the abusing parent 

from social supports (Rycus & Hughes,1998) and an increased risk of alcohol abuse in 

parents (Cadoret, 1990).  For some adoptive parents, stress and trauma begin long before 
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the childôs placement. Others they face problems and feelings they never expected after 

the child joins the family. 

 How Americans have understood adoption has significantly changed over the 

last 50 years. As a society, we have shifted from finding babies for childless couples 

(Carson,1952) to finding homes for abused and neglected children. In the 1960s and 

1970s, attitudes about adoption began to change when abortion and birth control became 

more available and less stigmatized for women. It became socially acceptable for unwed 

mothers to keep and raise their children. These social changes in attitude and the 

availability of birth control decreased the number of infants placed for adoption. During 

the same period, issues of child abuse and neglect filled the front pages of newspapers. 

      In 1964, the Child Abuse and Neglect Reporting Act passed and child protection 

became an issue that states put on the front burner. Increasingly, more and more children 

entered the child welfare system due to issues of abuse and neglect. Researchers began 

exploring the long-term effects of abuse and neglect on development. In 1962, Helfer and 

Kempe identified a phenomenon called the ñBattered Child Syndrome.ò The Battered 

Child Syndrome refers to the ñinjuries sustained by a child as a result of physical abuse, 

usually inflicted by an adult caregiverò (Gale Encyclopedia of Medicine, 2002, p.1). This 

paradigm shift began a new way of understanding the long-term impact of abuse and 

neglect on both the childôs development and society as a whole. Prognosis for the 

battered child depended upon the severity of injury and actions taken to ensure the childôs 

future safety. Treatment included counseling, or incarceration for the abusing parent 

and/or removal of the child (Lukefahr, 2000). Abused and neglected children came into 

the child welfare system by the thousands each year. Many could not return home safely 
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creating a new category for people seeking to adopt called ñspecial needs.ò A special 

needs child is one who is fives years old or older; has a physical or psychological 

disability; is a minority; or is part of a sibling group. Along with this new classification of 

children needing to be adopted, came the need to recruit and train a new type of adoptive 

parent. Unfortunately, the message to special needs adoptive parents remained the same, 

love them enough and the child will  forget the past.    

While we might like to believe that given sufficient opportunity we can reverse any 
damage done to children, the research tells us that the effects of some early 
experiences cannot be undone.  
        ~Morse & Wiley 1997 

 

     From June of 1986 to June 1996, the number of children in substitute care 

throughout the country more than doubled. As the number of children in care increased, 

so too did the severity of their emotional and physical problems and the likelihood that 

they would experience multiple placements prior to being adopted. These issues also 

contribute to the risk that the adoption placement will disrupt or dissolve.   Researchers 

have identified factors that represent increased risk for disruption and dissolution: 

childrenôs ages, placement history and behavioral issues; (Donaldson, 2004; Barth & 

Berry, 1988; Elbow & Knight, 1987). All of this only added to the complexity of forming 

attachments to their new adoptive parents.  Smith and Howard (1999) state, 

The severity of damage among many children in our child welfare system has 

been underestimated, as has the complexity of forming a new family through 

adoption. The damage done to children from factors such as prenatal substance 

exposure or maltreatment may not be manifested until well after the adoption is 

finalized. Many families who parent these children are likely to have continuing 

needs, peaking at certain developmental periods or times of family stress. (p. 3) 

 

      The Adoption Preservation Program began in Illinois in 1991. Services focus on 

families who were at risk of dissolution. The children in the Adoption Preservation 

Program exhibit many behaviors and characteristics similar to those suffering from 
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PTSD. In their research, Smith & Howard (1999) found that ñ86% of the 204 children 

fell within the clinical range on the Child Behavior Checklist and 91% fell within the 

clinical range in one of the three summary scalesò (p.77). Suffering from early abuse and 

neglect; compounded by repeated loss and multiple placements, these children grow-up 

believing that adults can't be trusted and they can only depend on themselves to get their 

needs meet (Smith & Howard, 1999, Hughes, 2003). As noted in the DSM-IV, children 

are more likely to re-enact through play, repetitive behaviors and impulsive angry 

outbursts. All of this occurs within their new placement and with the adoptive parent as 

the recipient of their anger.  

This study looked at the impact the childôs trauma behaviors have on the adoptive 

parents currently receiving services in the Adoption Preservation Program. By bringing 

together in a new way the current knowledge about post-traumatic stress disorder, 

vicarious traumatization, and a parentôs sense-of-self this study will broaden our 

understanding of the adoptive parentsô experience in raising a traumatized child.                                

                                           

 

Formulation of the Problem 

     Once a waiting child moves in with an adoptive family, the equation changes for 
both the child and the family. Everyone assumes new roles and responsibilities, and 
the success of the adoption now balances on the health of the entire familyðnot just 
the child.  

~Riggs, 2004, p. 5 

 

      Research on adoption, specifically adoptive parents, typically focuses on stress, 

coping and parenting skills. In a recent study conducted by the Center for Adoption 

Studies on Adoption Preservation families in Illinois, 87% of the parents reported high 

level of stress on the Parent Stress Inventory. Despite the high levels of stress 
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reported,72% of the parents scored low on the Beckôs Depression Scale. In the same 

study, higher levels of parenting stress were associated with aggressive behavior in their 

children and lower scores in reframing this behavior for parents. (Howard & Smith, 

2006)  The positive correlation between the childôs aggressive behavior and the parentsô 

stress suggests that adoptive parents have no frame of reference to understand the trauma 

behaviors in the child that in turn can cause the parent to feel overwhelmed by, and 

powerless to change these behaviors, both key in diagnosing trauma.  

In clinical work we understand that ñtrauma is an assault on an unprepared 

psyche.ò(Goldberg, 2005) In understanding that trauma occurs for those not prepared, it 

is easy to understand that an adoption professional would believe that pre-adoption 

training prepares the parent for the experience of caring for a traumatized child. 

However, many of the families entering the Adoption Preservation Program start out by 

saying ñWe didnôt think it would be like this.ò In Illinois, this statewide program is 

designed to help struggling adoptive families at risk of dissolution. The majority of 

families in the program have adopted children who have experienced trauma, many 

having multiple traumatic events. Trauma is defined as ñexposure to a traumatic stress or 

involving direct personal experience of an event that involves actual or threatened death 

or serious injuryò(DSM-IV-TR, 2000, p. 463).  Here we see that ñpersonal experienceò is 

vital to the diagnosis. Parenting is very much a personal experience; it is stressful 

especially for those who are parenting children with special needs as well as trauma in 

their history.  
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     Struggling adoptive families are often not dealing with adoption per se, but 
with factors responsible for the childôs becoming available for adoption. 
Maltreatment, trauma, prenatal exposure to substances, deprivation, lack of 
stimulation, and a host of other complicating factors can impair children and 
affect their adjustments in their adoptive families. 

~Smith & Howard, p. 34 

 

       In addition to all the factors that allow a child to be in the child welfare system, 

adoptive parents also come to adoption with factors that influence their ability to attach 

and function in the family. There is an inherent element of loss, stress and trauma in all 

adoptions with each individual. (Kirk, Hughes, Rycus & Hughes) Daniel Hughes (2003), 

a nationally known attachment therapist, states: ñThe parent you see before you in 

treatment is not the same person who adopted this child five years ago.ò 

        Clinicians working with post-adoption families report parents as angry, rigid and 

unreasonable in relation to their childôs behavior. Little is known concerning the long-

term effect stressors have on the adoptive parent. This study hopes to capture the lived 

experiences of adoptive parents caring for traumatized children and provide those who 

work clinically with adoptive families new insights into how trauma effects adoptive 

parents and add to the wealth of knowledge on creating successful adoption.   
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CHAPTER II 

 

REVIEW OF THE LITERATURE 

 

Introduction 

      As social workers and researchers, we know that ñlearning aboutò and ñliving 

throughò are not synonymous. Adoption is a process.  Research on post-adoption 

suggests many families will need help long after finalization of the adoption.  (Barth & 

Berry,1988; Rycus & Huges,1998; Smith & Howard, 1999; McGlone, Santos, Kazama, 

Fong & Mueller, 2002)  

       In Illinois and other states across the country, child welfare systems continue to 

create new programs to support post-adoptive families. One such program is the 

Adoption/ Subsidized Guardianship Preservation Program in Illinois. Serving over 700 

families each year (DCFS, 2004) provider agencies work to deliver adoption sensitive 

services to struggling adoptive families. Clinical staffs in the program continue to 

struggle to understand the transformation in adoptive parents who once accepted a child 

into their home and who are now seeking to have the child removed. 

      There are four key components in this study: trauma, vicarious trauma, empathy; 

and the development of the self.  These will be the focus of the literature and provide a 

framework for data collection and analysis. 
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Historical Overview 

 

      Adoption literature as it relates to trauma remains focused on the childôs trauma 

(Barth & Berry, 1982; Barth & Berry, 1988). Trauma as experienced by adoptive parents 

has a much narrower focus and typically revolves around issues of unresolved infertility. 

(Shapiro, Shapiro & Paret, 2001) Post-adoption therapists never see the adoptive parent 

who originally adopted. Years after the adoption, workers see angry, frustrated, and 

hopeless families desperate for relief. Frustration, anger and hopelessness suggest that 

what adoptive parents may be experiencing is trauma. As Herman (1993) notes, 

ñPsychological trauma is an affliction of powerlessness. Traumatic events overwhelm the 

ordinary system of care that gives people a sense of control, connection, and meaningò 

(p. 33).   

Adoptive parents seeking residential placement, respite, or removal of the child 

from the home, state they are powerless to change the childôs escalating behaviors. 

Powerlessness and hopelessness are two experiences most often associated with trauma. 

This research is designed to explore the existence of trauma symptoms and to understand 

the adoptive parentsô feeling of powerlessness and hopelessness. What in their life has led 

them to feel hopeless? How do these feelings affect their relationship with their child? 

When parents talk in terms of feeling hopeless and powerless as it relates to their 

parenting there is clearly a breakdown within the family system.  

There are three major components in the making of a healthy family:  

1. The mental health of each family member 

2. Skills of the parent 
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3. Willingness of all members to work together on relationships 

(Developing Child, 2004)   

In struggling adoptive families these three components are so tightly woven 

together it can be difficult to trace the root of the problems.  Trauma and its influence on 

the adoptive parentôs mental health, parenting skills and willingness to remain committed 

to the adoption created the question asked in the project: Do adoptive parents of 

traumatized children experience trauma symptoms?   

Trauma research provides insight in understanding how one event or repeated 

traumatic experiences impacts the individual, their view of the world, and themselves in 

that world. Bloom (1999) states, 

     A traumatic experience impacts the entire personðthe way we think, 

the way we learn, the way we remember things, the way we feel about 

ourselves, the way we feel about other people, and the way we make sense 

of the world are all profoundly altered by traumatic experience. (p. 2) 

 

 All these influence the personôs sense of self and are key too identifying an event 

as traumatic. (van der Kolk, McFarlene & Weisaeth, 1996)  The DSM-IV (1994) defines 

a traumatic event as: 

     Direct personal experience that involves actual or threatened death or 

serious injury, or other threat to oneôs physical integrity; or witnessing an 

event that involves death, injury, or a threat to the physical integrity of 

another; or learning about unexpected or violent death, serious harm, or 

threat of death or injury experienced by a family member. (p. 424) 

 

     When such an event occurs, it meets Criterion A1 in the DSM-IV for a diagnosis of 

Post-Traumatic Stress Disorder or PTSD. Criterion A2 states that the individualôs 

response to this event is one of horror, intensive fear and hopelessness.  
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      Criterion B includes re-experiencing the traumatic event one or more of the 

following ways: intrusive thoughts, nightmares, dissociative flashbacks, psychological 

distress and reactivity due to exposure that resembles the traumatic event. (p. 428) 

      Criterion C involves avoidance and numbing behaviors that include avoiding 

activities and persons that arouse recollections of the trauma. Also in this category is a 

sense of despair about the future. (p. 428) 

      Criterion D includes increased arousal, difficulty sleeping, irritability, or outbursts 

of anger, hypervigilance and an exaggerated startle response. (p. 428)  

      Criteria E and F state the ñdurations of symptoms is longer than one month and 

cause disturbances or distress in social, occupational functioning.ò  (p. 429) 

      The use of the DSM-IV criterion is useful in this study because it offers 

universally shared and recognized concepts about trauma symptoms. It does not however 

provide the framework of trauma exposure necessary to fully understand adoptive 

parentôs experiences.  The definition for trauma as stated in the DSM-IV states that the 

traumatic event occurs once, whether it is a natural disaster or man made. In this study, 

Lenore Terrôs concept of Type II trauma is better suited.  Type II trauma is different from 

the DSM-IV or Type I, in that symptoms arise from prolonged, repeated trauma. Terr 

(1991) notes, ñType II trauma includes denial and psychic numbing, self-hypnosis and 

dissociation, and alternations between extreme passivity and outbursts of rage.ò (p.10-20)   

Herman (1992) writes, ñPeople who have endured horrible events suffer predictable 

psychological harmò (p. 3).  Predictable psychological harm that occurs due to trauma is 

apparent in the DSM-IV Criteria A-F for the diagnosis of PTSD. Post-Traumatic Stress 

Disorder is complex, particularly when exploring the existence of and meaning associated 
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with a traumatic experience. To ensure that PTSD symptoms in this study are not 

misrepresented, the Criteria set forth in the DSM-IV was used in the qualitative data 

analysis.        

      The only study found that examines the impact the childôs pre-adoptive history 

had on adoptive parents was conducted by Cadoret in 1990. In his study, Cadoret (1990) 

looked at the impact a childôs genetic background and history of birth family 

psychopathology had on adoptive parents who had no history of any psychopathology or 

substance abuse. He found that parents who adopted children with a predisposition to 

psychopathology doubled their risk of developing both psychiatric and alcohol-related 

behavior than those who adopt children who had no predisposition to psychopathology. 

Cadoretôs findings suggest that a childôs pre-adoptive history, genetic predispositions, can 

have a profound and lasting impact on the adoptive parent. 

      Learner (1995) suggests traumatic stress is experienced when one feels out of 

control of the outcome. He found that traumatic stress, as it relates to adoptive families is 

experienced pre-placement and post-placement in both children and adoptive parents. He 

believes that for adoptive parents, this is everything from infertility, the home study 

process, financial strain, the long wait to receive a child, and for some accepting a child 

with developmental or emotional delays.  

In addition to their own stress as described by Learner, adoptive parentsô 

experience prolonged stress and repeated exposure to overwhelming situations that can 

lead to PTSD. In adoptive families, cumulative stress that is, repeated exposure to otherôs 

trauma can lead to vicarious trauma (VT). Research on phenomenon of VT began with 

clinical therapists.  The literature cited thus far suggests that adoptive parents experience 
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stress and that stress can be cumulative, and that cumulative stress can lead vicarious 

trauma.       

      Annscheutz (1999) research on clinical therapists found that there is a cumulative 

effect on professionals who are exposed to stress and traumatic clients over time. She states 

there are four phases the caring person will face. In phase one, there are early warning 

signs; in phase two, physical symptoms appear. In phase three, there is an increase in both 

emotional and physical symptoms. Finally, in phase four, symptoms are severe and 

debilitating.  

      Phase one can take a year or longer before any symptoms are noticed. Early 

warning signs may include vague anxiety, depression, fatigue, boredom, and apathy. In 

phase two, Annscheutz states, ñphysical signs add to the emotional signs. These will 

include sleep disturbance, frequent headaches, colds, muscle aches, physical and emotional 

fatigue, withdrawal from contact with others, irritability and intensified depression.ò (p.17) 

In phase two, Annscheutz found that ñphysical signs add to the emotional signs.ò These 

physical signs include sleep disturbance, frequent headaches, colds, muscle aches, physical 

and emotional fatigue, withdrawal from contact with others, irritability, and intensified 

depression. 

      In phase three, there is an increase of intensity in both physical and emotional 

symptoms. In addition, in this phase, a person is more likely to increase alcohol 

consumption, experience intense anxiety, rigid thinking and restlessness. Annscheutz refers 

to this as the entrenched phase and suggests that efforts to reduce symptoms are very 

difficult at this stage.  
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      The final phase Annscheutz calls severe/debilitating. ñThis phase is self-destructive 

and usually occurs after 5-10 years of ignoring symptoms of growing stress problemsò  

(p. 18).  

Annscheutz found that, 

Often there is a significant disruption in identity, worldview, or religious 

beliefs. Those with a prior history of significant trauma or instability may suffer 

to a greater degree. As symptoms progress, the helper can become less sensitive 

to the victimôs concerns. (p.20) 

 

Here we see the overwhelmed worker pulling away from the traumatized client; a 

dynamic mirrored in the relationship between the struggling adoptive parents and their 

child. Together, Cadoret (1990) and Annscheutz (1999) studies create a framework for 

understanding the impact and long-term consequences the childôs pre-adoptive history 

has on adoptive parents.  

Annscheutz (1999) and Thomson (2003) studied professionals who worked with 

trauma survivors; they heard the traumatic stories of children and witnessed their 

aggressive/depressive behaviors over the course of many years. Both found that 

professionals who experienced personal trauma are at greater risk of vicarious trauma. 

This suggests that it is not the profession that creates the vulnerability, but oneôs prior life 

experience before repeated exposure to anotherôs trauma material. (Pearlman & 

Saakvitne, 1995; McCann and Pearlman, 1990; Annscheutz, 1999; Thomson, 2003)  

      In research that looked at predicting caregiver stress, McDonald,  Poertner and 

Pierpont (1999) found that for the parents who perceived their child as having 

internalized behavior problems (depression, withdrawal) and externalized behaviors 
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(impulsivity, aggression), stress was significantly higher among those parents who did 

not. They also found that ñthe caregiverôs ability to maintain a positive outlook and to 

perceive the child as a source of pride and family cooperation are associated with lower 

stress.ò (McDonald, Poertner & Pierpont, 1999, p. 108)  

       It is easy to understand that any person directly exposed to a traumatic event will 

be changed by the experience. In the past 20 years, researchers have begun to look at a 

phenomenon referred to as vicarious trauma, also known as, secondary trauma, 

compassion fatigue, or cumulative stress. (Figley,1997; McCann & Pearlman, 1990; 

Annscheutz,1999) This study will use the concept of vicarious trauma. Vicarious trauma 

or VT defined as, ñThe permanent transformation in the inner experience of the therapist 

that comes about as a result of empathic engagement with clientsô trauma material and a 

felt sense of responsibility for the trauma survivor.ò (Pearlman & Saakvitne, 1995, p. 31)  

The main symptoms of VT are disturbances in the therapistôs cognitive frame of 

reference, identity, spirituality and worldview. Impacted are oneôs affect tolerance, 

fundamental psychological needs, deeply held beliefs about self and others, interpersonal 

relationships, and internal imagery. (Pearlman & Saakvitne, 1995, p. 280) 

      Research in the area of vicarious trauma has its origins in the study of children of 

Holocaust survivors, (Soloman, Kotler & Mikulincer, 1988) war veterans and their families 

(Solomon, Garb, Bleich & Grupper, 1987) and crisis workers. (Figley, 1995; Pearlman and 

Saakvitne, 1995) These studies found that exposure and contact with survivors of trauma 

can have a negative effect on the psychological and behavioral characteristics of those who 

stand witness to anotherôs trauma. Daniel Hughes states, ñthese are not the same parents 

who adoptedò implying that the adoptive parents have changed due to their relationship 
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with this troubled child. This furthers the idea that the change may be due to the daily 

exposure to the childôs traumatic history.  

Pearlman & Saakvitne (1995) write, 

     Vicarious traumatization is a process, not an event. It includes our strong 

feelings and our defenses against those strong feelings. Thus, vicarious 

traumatization is our strong reactions of grief, rage, and outrage, which 

grow as we repeatedly hear about and see peopleôs pain and loss and are 

forced to recognize human potential for cruelty and indifference, and it is 

our numbing, our protective shell, and our wish not to know, which follow 

those reactions.  These two alternative states of numbness and 

overwhelming feelings parallel the experience of PTSD. (p. 41) 

 

McCann and Pearlman (1990) found that workersô continued exposure to persons 

who have experienced trauma leads to shifts in their cognitive schemata, that is, patterns 

of expectations. (Basch, 1980) These shifts do not occur over night and in many cases 

can take years before reaching a point where the helperôs ability to function is 

significantly impaired, similar to the effects of cumulative stress. Therapists in the post-

adoption field experience vicarious trauma. Research on VT in caregivers who are not 

therapists, such as foster parents (Perry, 2003) teachers (Pearlman, 1995), and even 

lawyers (Crawford, 2007) has found that VT can occur in any situation where a person is 

repeatedly exposed to anotherôs trauma. This suggests that the inclusion of vicarious 

trauma in this study is original to the subjects being studied, and well founded in previous 

research.    

      In much of the literature on vicarious trauma, empathy or empathic connection to 

the trauma victim enhances oneôs chances of experiencing VT.  As Figley (1983) states, 

Sometimes . . . we can become emotionally drained by caring so much; we 

are adversely affected by our efforts. In deed, simply being a member of a family 

and caring deeply about its members makes us emotionally vulnerable to the 

catastrophes which impact them. We, too, become óvictims,ô because of our 

emotional connection with the victimized family member. (p. 12)            
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      Kohut (1981) defines empathy as a way of knowing the other while maintaining 

oneôs objectivity. Objectivity is a quality of dealing with an object external to oneôs mind 

(Reber, 1995, p. 505); these however are not the initial experiences of parent to child. 

That first experience is attachment.  

     Attachment profoundly influences every component of the human condition- 
mind, body, emotions, relationships, and values. Attachment is not something 
that parents do to their children; rather, it is something that children and parents 
create together, in an ongoing, reciprocal relationship. ~Levy & Orlans, 1988, p. 1     

 

       ñAdoptive parents, like all parents, attach to their children through dreams, 

fantasies, illusions, and projections into the future. Children are our second chance, our 

ultimate ólife products,ô the reflection and extension of our very being.ò (Moses, 1987, p. 

6) These dreams and fantasies built on the memories of oneôs earliest relationships and 

the meaning made of those relationships create representation of interactions that have 

been generalized or RIGs. (Stern,1985) ñRIGS are basic units of the experience of both 

self and other.ò Galatzer-Levy & Cohler, 1993, p. 33) Parenting changes the individual, 

regardless of how the child comes into the family. In child welfare, building a 

relationship with the adoptive child is referred to as assimilation.  Assimilation calls on 

the parents to take specific steps to integrate the child into the family and emulates 

attachment. Rycus and Hughes (1998) identify three cycles that promote attachment and 

assimilation; Arousal-relaxation; Positive Interaction; and Claiming behaviors.  

 Arousal-relaxation states that the caregiver remains attuned to distress signals 

from the child at all times. Signals include tantrums, crying, and rejection. Here, the 

adoptive parent is expected to ignore these behaviors and relieve the childôs tension and 

anxiety.  Thus repeating this cycle instills in the child feelings of trust and security.  
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 Positive interaction encourages the adoptive parent to promote social interaction 

such as playing, singing and reading. This cycle helps the child who finds physical 

affection or intimacy to be overwhelming.  

 Lastly, claiming behaviors communicate to the child that he or she is now part of 

the family. Claiming behaviors ensure that the child is included in all family functions, 

pictures, activities, birthdays, and family roles and chores. (Rycus & Hughes, 1998, pp. 

696-698)   

 The stage is set and adoptive parents are ready to take on their parenting role and 

enter this new phase of the life cycle, believing they can love this troubled child enough 

to heal them. However, many adoptive parents face attempting to attach to an 

emotionally disturbed child who is attachment disordered. Those with no experience of 

such disorders can be traumatized; those who are familiar with them can find themselves 

being re-traumatized. Stress and anxiety can act as a catalyst for change. Conversely, 

stress and anxiety can also be paralyzing and an individual can resist change. What is 

important to remember is not all stress is traumatic; but all trauma is stressful. The 

meaning one attaches to the event determine trauma. Ulman (1988) found that ñthe 

meaning that one attaches to the traumatic event is what actually changes the personôs 

experience of selfò (p. 11).  In examining trauma or VT in adoption we ask, what 

meaning might an adoptive parent attach to a child who repeatedly is reworking their 

trauma?   

      Lastly, it is necessary to create a context of who the child is in struggling adoptive 

families to understand the adoptive parents experience.  
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     Even well-functioning, reasonably balanced families begin to change for 

the worse when they are under prolonged stress of living with the disturbed 

foster/adoptive child. Families that are truly sub-clinical in their adjustment-

those who are essentially normal, and built satisfying, intact marital/family 

lives-can appear clinical or dysfunctional under the unique stress of 

óimportedô problems. (Delaney & Kunstal,1993, p. 39) 

 

Delaney & Kunstal (1993) introduced a phenomenon they call importing pathology. 

They suggest that the adopted child comes to the family with a pre-existing pathological 

imprint that effects how the parent responds to the child. Unlike traditional family theory, 

where the acting out child is seen as a barometer, that is, a predictor of family 

dysfunction, (Lansky,1981) Delaney and Kunstal (1993) suggest that the adoptive child 

acts more like a thermostat by controlling the level of intimacy family members have 

with one another. What is it about these imported problems that could induce such 

dramatic change in the adoptive parents, transforming the desire of wanting to be a 

parent, to just wanting the child out of their lives?  

     The childôs internal world is transported from the birth family to the adopted 

family as part of the unconscious. (Basch 1980, p. 36) Allen Siegel (2000) states that 

early experiences of trauma and the drives and memories associated with these events 

ñcannot be influenced by new experiences and therefore are incapable of change; they 

follow the laws of primary process and push for immediate gratificationò (p. 56).  One 

way in which a child survives a hostile environment is by developing adaptive and 

maladaptive behaviors because of initial selfobject failure. (Kohut, 1977; Siegel, 2000) 

These coping skills and defense mechanisms help the child survive in a hostile 

environment but become maladaptive in their new adoptive homes. This unfortunately is 

the legacy of many children in the child welfare system. This is what they transport from 
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one family to the next, a legacy of hurt and pain. For adoptive parents of traumatized 

children, these skills and defenses may become the barriers to attaching and assimilating 

the child into the family Rycus & Hughes, 1989).  For others it may lead to the adoptive 

parent experiencing  direct or vicarious trauma.  

      Originally, the diagnosis of PTSD was reserved for adults. Initially, professionals 

were skeptical of broadening the diagnosis of post-traumatic stress disorder to children 

Cohen,(1998) Handford (1986), Malmquist (1986), Rigamer (1986) and Sack. (1986). 

Currently the DSM-IV notes that PTSD symptoms, specifically those related to Criterion 

B are expressed differently in children. Repetitive play, nightmares, and trauma specific 

reenactment are common in children exposed to trauma. Researcher found that an adultôs 

initial response to a childôs trauma was denial ( Cohen,1998.)  Mental health 

professionals and others rationalized that children were too young to remember traumatic 

events or are too developmentally immature to be traumatized. (Benedek, 1985) It is this 

perspective that allows adoption workers to encourage adoptive parents to go home and 

love the child and assures them the child will forget about the past. Ignoring the childôs 

pre-placement history and not sharing details with adoptive parents is a precursor to 

failed adoption. Barth & Berry (1988) found that 67% of adoptive parents felt that more 

and better information would have better prepared them for parenting. This research 

suggests that adoptive parents felt overwhelmed and unprepared to cope with the childôs 

trauma behaviors. Sadly, for some adoptive families history has a way of repeating itself. 

     The past is never fully gone. It is absorbed into the present and the future. It stays to 
shape what we are and what we do.  
   Sir William Deanna, Inaugural Lingiari Lecture, Darwin, August 22, 1996 

 

 In his lecture, Sir Deanna spoke about the importance of oneôs history, which 

includes oneôs biological, cultural and emotional, and how history shapes the future. For 
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adopted children relinquishment does not just terminate a biological relationship, but 

separates them from their culture as well. When and how this separation occurs is the first 

traumatic event an adopted child faces. For more than 50 years, child development 

specialists have stressed the inherent dangers of abrupt removal and placement of 

children. (Freud & Burling 1943; Littner 1956; Gerard & Dukette 1953; Bowlby 1973; 

Rycus, Hughes & Garrison 1989; Falhberg 1991) As knowledge of infant development 

increased, the importance of early infant/caregiver relationships became the focal point of 

researchers and pediatricians.   

  Attachment style begins before birth and continues for the first year of life. The 

quality of early attachment has a strong and enduring influence on the individualôs future 

social and emotional development and future relationships (Seigel,1999). When 

inconsistent care giving is experienced during infancy and early childhood i.e. abuse, 

neglect or prolonged separations, the child may develop insecure or maladaptive 

attachments (Bowlby, 1951; Kohut, 1977; Galatzer-Levy & Cohler, 1993).  Siegel (1999) 

found that the caregivers who lack the capacity for attunement and empathy impaired the 

childôs development of attachment, selfïregulation, memories, affects, emotions, and 

brain development. In this study, abusive or neglectful pre-adoption parenting is 

understood as traumatic. Research has shown that a child who is repeatedly exposed to 

trauma eventually can no longer distinguish comfort from pain.    

   Eigen (1999) writes:  

      Emotional toxins and nourishment often are so mixed as to be 

indistinguishable. Even if they can be distinguished, it may be impossible for a 

person to get one without the other. In order to get emotional nourishment, one 

may have to take in emotional toxins. 

      A life can so sour, and a person so accommodate to high levels of toxins, that 

he or she may develop aversive reactions to less polluted opportunities for 
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nourishment. Life may not feel real without large doses of emotional toxins. Some 

people cannot take nourishment that is not embedded in psychic poisons.ò (p. 1)   

      

      Abuse, neglect, toxic relationships all contribute to the childôs development of 

the self. The problems that emerge most significantly are attachment disorders (Bowlby, 

1973), and violent/aggressive behaviors (Karr-Morse & Wiley, 1997). Adoption research 

shows that along with attachment disorders, adoptive children may display behaviors 

such as lying, stealing and hoarding (Keck & Kupecky, 1995). Abuse or neglect 

influences the childôs ability to develop healthy attachments, regulate emotions, and 

develop empathy (Barth, Berry, Carson, Goodfield & Feinberg, 1986; Shore, 1997, Spitz, 

1945).  

 Unfortunately, many children come into the child welfare system because their 

primary caregiver failed to provide affirmation, admiration and connectedness, as well 

even a minimal level of food, safety and love. A healthy selfobject allows the child to 

develop skills for lifeôs relationships, regulation of affect, and empathy; failure to provide 

these selfobject needs will negatively influence these areas as well. (Kohut, 1977)   

Parents who for many reasons fail to provide the necessary experiences for healthy 

development increase the possibility that the child will fall victim to abuse in future 

relationships.  

      Freud (1914), Kline (1940), Kohut (1977) and others understood repetitive 

behaviors as personôs need to rework and resolve early childhood experiences. These 

theories help us understand the human desire to repair and recover from pain, but offer 

little insight into the experiences of those who love and care for a traumatized child who 

is continuously reworking, repairing and restoring him or herself everyday. Many 
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adoptive parents are unaware of, or minimize the childôs trauma experiences, leaving 

them to feel frustrated, angry, depleted and frightened. (Rycus & Hughes, 1989)  

 

     All too frequently parents adopt, poorly prepared and under-supported. They often 
complain later about the limited information on the child, his diagnosis, behavioral 
problems and history of abuse, neglect and exploitation.  Although some adoptive 
parents concede that they had been warned of problems and had been advised to 
follow-up on counseling for themselves and their child, many put it off until too late. 
Without assistance, many adoptive parents are overwhelmed by the seriousness of 
the problematic children in their home.   

                                                            ~Delaney & Kunstal, 1993, p. 4 

 

      The Adoption Preservation Program has seen many families who seek services 

only after years of feeling blamed for their childôs continued negative behaviors. They 

come to the program depleted, wanting the child removed from their home. Most of these 

families could never imagine themselves giving up or not loving the child they once 

sought to adopt. Pre-adoptive families often start out believing that if they love the child 

enough the child will forget the past and blossom into a happy healthy adult. Adoption, 

like vicarious traumatization, is a process and not an event.  We know from experience 

and research that traumatized children re-enact their trauma repeatedly.  They recreate 

their past abusive environments and evoke strong reactions in their caregivers, all in 

service to their selves, and at great cost to their parents. This study looks at this unique 

phenomenon. 

 In order to understand the impact trauma has on the self, we must first 

understand how the self develops under the best and worst circumstances.  
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Theoretical Framework 

      Self psychology is as one theory that assists in understanding how trauma and 

vicarious traumatization comes into play in adoptive families. First, it is necessary to 

understand how the self develops. ñThe self is not present at birth. The self emerges over 

the course of infancy, and it emerges over the course of infancy only if it is part of a 

relationship with the caregiverò (Galatzer-Levy & Cohler, 1993 p. 25). The emergence of 

the self requires more than just a genetically programmed or inborn tendency to organize 

experiences; it requires certain types of experiences that are present and performed by an 

emotionally attuned caregiver (Schore, 1997).  

According to Kohut (1977), the emotionally attuned and empathic caregiver 

provides selfobject functions that meet the childôs need for affirmation, admiration and 

connection to others. ñSelfobjects are experienced subjectively and assist in organizing 

and consolidating the selfò (Kohut, 1984, p. 49).  Kohut saw selfobject needs as 

fundamental to the human experience. He believed that selfobject needs are essential for 

self-cohesion. These needs ñchanged form and underwent maturation, but operated 

continually from birth to deathò (Mitchell & Black, 1995, p. 166).       

The developing infant experiences the selfobject as providing affirmation, 

admiration, and stimulation, as well as the power and protection of the idealized figure 

(Elson, 1986). Selfobject needs consist of mirroring, idealization, and twinship. Kohutôs 

models of the bipolar self, as well as the concepts of mirroring, idealization and twinship 

are key constructs in this study. The Bipolar Self: consists of two poles, one is ambitions 

the other ideals. Between the poles is the tension ark that consists of oneôs innate skills 
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and talents (Siegel, 2000, p. 203). Mirroring is part of the ñdevelopment of the grandiose 

self in which parental response to the child builds self-esteemò and reinforces the childôs 

sense of self (Kohut, 1971, p. 116). Idealized parental imago is ñcharacterized by a 

yearning for an omnipotent object (the parent) to whom one can attach in an effort to feel 

whole, safe and firmò (Seigel, 2000, p. 204). Lastly, selfobjects provide twinship, which 

is the ñfeeling of being similar to anotherò (Kohut, 1971, p. 115).  

      Siegel (2000) suggests that ñthe need to be idealized, the need to be affirmed, 

valued and validated, and the need for a sense of commonality and kinship with another 

human beingò are common human needs (p.207). It is essential for the development of a 

healthy adult with the capacity to love and feel empathy for others that the child 

experiences the responsiveness of the selfobject, that is, a parent or caregiver. 

      Through consistent repeated interactions with the caregiver, the infant learns to trust 

that its needs will be met. There is no perfect selfobject; small, phase appropriate delays 

in responding to the infantôs demands provide an opportunity for the infantôs self-

development.               

          Transmuting internalizations take shape as the infant frustration increases due to 

failures in the selfobject surround. (Seigel, 2000) These failures allow for the 

internalization of the idealized parental imago which then becomes a part of the self and 

are used to self regulate and motivate behavior. The same is true of the poles of the 

grandiose self and of twinship. It is important that these failures do not exceed the childôs 

ability to self-sooth or allow the infant to experience his or her environment as 

unresponsive thus causing the infant to withdraw or dissociate. When these essential 

ingredients are lacking or toxic, the infantôs self- development and attachment 
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relationships are impacted. The quality of early attachment has a strong and enduring 

influence on the child's future social and emotional development. When inconsistent care 

giving is experienced such as abuse, neglect or prolonged separations, during infancy and 

early childhood, these events can lead to the child developing insecure or maladaptive 

attachments.  

      The inability of the caregiver to reflect back to the infant love and acceptance 

influences the infant's future ability to develop self-esteem and healthy relationships. 

Mirroring consists of both positive and negative feedback. Oneôs early life experiences 

create a template that inform, motivate, and guide oneôs future behaviors and 

relationships.  

Abuse, neglect and trauma have a profound effect on the developing child. However, the 

message given to adoptive parents for decades has been ñLove the child enough and 

everything will be fine.ò As knowledge and understanding about the effects of abuse, 

neglect and trauma increase, adoptive parents are expected to understand and manage 

behaviors that truly exceed their capacity.  

        Clinically, transported pathology and the interaction between the traumatized child 

and the adoptive parents are understood as having their roots in transference. Michael 

Basch (1980) called this phenomenon, patterns of expectation. He suggested that based 

on the childôs early history with the caregiver, the child develops expectations of his/her 

environment. These patterns of expectations are a part of the self/selfobject milieu within 

which the child learns to self-regulate and have his or her needs met. For many adopted 

children their patterns of expectation developed in the context of abuse and neglect with 

their primary caregiver (Melina, 1986). The adoptive parents, not the originator of these 
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constructs, struggle to understand the childôs neediness or rage, as their own patterns of 

expectations fail to provide insight into their childôs trauma behaviors.  

Basch (1980)states: 

Hope, wish, and fear are names for patterns of expectation that either 

develop directly through     experiences or are taught by example. Once 

established, these anticipatory configurations are mobilized in response to 

situations that resemble, or seem to resemble, the original conditions that 

gave rise to the pattern. This process is called transference. (p. 35) 

        

      Parents, birth or adoptive, have fantasies about who their child will become. 

Fantasy is one of the many ways adults prepare to become parents. A mother will 

imagine her babyôs first step or smile. A father might imagine rough housing, or playing 

catch with his son. It is human nature to fantasize about the unknown and the future. This 

internal preparation assists the individual in planning for the addition of a child and helps 

reduce anxiety about the unknown (Galatzer-Levy & Cohler, 1993). Unfortunately, it can 

also lead to adoptive parents creating unrealistic expectations about themselves and their 

child. These unmet or unrealistic expectations about the child or self are stressors that 

contribute to adoption dissolution. ñA common contributing factor for both child abuse 

and neglect is parentsô unrealistic expectations for their childrenôs behavior.ò (Rycus & 

Hughes, 1998, p. 451) Some studies have shown that there is a higher likelihood of 

dissolution when the adoptive parentôs unrealistic expectations and the childôs emotional 

and behavioral problems are in conflict (Barth & Berry, 1988; Rosenthal, 1993).  

 Experiences of the unexpected such as the trauma behaviors in many adopted 

children are precursors to post-traumatic stress in adoptive parents (van der Kolk, 

McFarlene, Weisaeth, 1996).  
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      The impact that trauma has on an individual, whether it is a one-time event, or 

repeated traumatic episodes, will vary from person to person. When an individual 

develops characteristics or symptoms in an attempt to manage, avoid, or deny the impact 

of a traumatic experience, he or she has PTSD. Symptoms such as hypervigilance, 

aggression, avoidance, sleeplessness, helplessness, intrusive thoughts or the feeling that 

one is reexperincing the event all constitute the criteria for this diagnosis.(DSM-IV,1994) 

In children and adults, the one over-riding characteristic of PTSD is that it significantly 

alters the individualôs self and world view. The world is now experienced as a dangerous 

and frightening place, and no one is to be trusted.   

      ñThe developmental level at which trauma occurs has a major impact on the 

capacity of the victim to adapt.ò(van der Kolk & McFarlene, 1997, p. 568) Traumatic 

neurosis (Freud, 1907), trauma theory(van der Kolk, 1996), attachment theory (Bowlby, 

1951), and self-psychology (Kohut, 1977) agree that trauma experienced in childhood has 

life-long effects. In adults, trauma effects behavior, self-regulation, and coping, directly 

influencing an individualôs self-state (Siegel, 1999, p. 229). Susan Harterôs (1988) 

research on the many ñselvesò developed through childhood and adolescence states 

ñsome selves that are developed are more likely to become activated in the futureò (p.51).  

Harter believes that parts of the self, developed at an early stage, are activated only when 

the adult is in a relationship that triggers a need.  Within the context of relationships, 

including the role of parent, adults continue to form and reform the self (Siegel, 1999).  

      Ulman and Brothers (1988) state ñThe meaning of trauma changes oneôs 

experience of oneself in relation to selfobjects in ways that are intolerable. (p. 3).  In 

other words, the meaning of the occurrence changes a personôs experience of self.   
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       Not many can truthfully say they are the parent they dreamed they would be. 

Families cope with challenges everyday, many survive, and others do not. The adoptive 

families in this study are survivors. They face rejection and anger, sometimes with 

rejection and anger, sometime with love. In their own words, we find that their 

experiences are uniquely common and their abilities to cope and carry on, extraordinary.   
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CHAPTER THREE 

 

METHODOLOGY 

 

Design 

      In the field of trauma research using both quantitative and qualitative data 

collection methods offers the researcher ñthe potential ability to overcome both the 

psychometric limitations of any one instrument, and identify complex relationships, 

symptom content and onset and demographic characteristics of individualsò (Kolk, 

McFarlene, Weisaeth, 1996,  p. 245).  The question this study asked was, ñDo adoptive 

parents of traumatized children experience trauma symptoms?ò  

     This study used a sequential explanatory design. ñThe sequential explanatory strategy 

is characterized by the collection and analysis of quantitative data followed by the 

collection and analysis of qualitative dataò (Creswell 2003 p. 215).  The sparse literature 

on trauma symptoms in adoptive parents dictated implementing a two-phase 

methodology. Although the question appears as a simple yes or no question, it was 

necessary to first establish whether trauma symptoms occur before attempting to 

understand the meaning of these experiences through interviews.  Using this mixed 

method not only answered the research question but added substance to how trauma is 

experienced, something that could not have been accomplished using only a quantitative 

or qualitative method. 
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Sample Selection 

      Adoptive parents in the Adoption Preservation Programs throughout Illinois were 

used as a purposive sample in this study.  In a purposive sampling, the researcher uses his 

or her knowledge of the research subject and picks only those subjects who best meet the 

purposes of the study. (Bailey, 1982, p. 99)  Adoption Preservation clients are more likely 

to have adopted a traumatized child, and by virtue of their involvement with the Adoption 

Preservation Program were all self-identified as struggling.   

      Initially, the sample size for the quantitative portion included 300 possible 

respondents. Distribution of research packets began in early April and ended in late July 

2007. Three hundred packets were handed out to 11 Adoption Preservation programs 

throughout Illinois. Packets included a cover letter of introduction (Appendix A); 

statement of rights and consent (Appendix B); the TSI-A questionnaire (Appendix E); the 

TSI-A answer sheet (Appendix F) and a consent to be interviewed (Appendix C).  

           Originally, the research design stated 12 individual parents would be interviewed 

in this study. However, it was necessary to increase this number to 14 due to the low 

return rate (8%) of packets. Three of the 14 parents interviewed consented to interviews 

during their spouseôs interview.      

          Demographic data reviewed prior to selection of participants for an interview were, 

area codes, age, race and marital status. This allowed qualitative data to be collected on a 

diverse population, that is, younger/older parents; urban/rural families; 

Caucasian/African-American families.          



32 

 

Instrumentation & Data Collection 

      The Trauma Symptom Inventory-Alternative (TSI-A Appendixes E and F) was 

used to collect quantitative data in this study. The TSI-A scale ñmeasures the extent to 

which the respondent endorses nine different types of trauma-related symptomsò that can 

be, in turn subsumed under three broad categories: Dysphoric mood, Post-Traumatic 

Stress Disorder, and Self-Dysfunctionò (Briere, 1995, p. 12).  Several instruments were 

reviewed and considered prior to selecting the TSI-A. This particular tool was used 

mainly for it ability to measure trauma symptoms, without being trauma specific.  

      Adoption Preservation (AP) workers were given an overview of the research 

project and assisted with how to introduce the packets to adoptive parents. Workers were 

asked to use their clinical judgment to assess the timing on delivering packets to families. 

Reminder e-mails were sent bi-weekly to all AP workers throughout the state. Many AP 

administrators reported their program had fewer qualified adoption preservation parents 

than originally projected. It is uncertain how many packets were eventually delivered.  

Twenty-four respondents, (88%) included a consent to be interviewed, supporting the 

notion that adoptive parents have something to say and want to be heard.  

      Interviews were conducted in the adoptive parentôs home or work place. The 

adoptive parent determined time and location.  All interviews were audio taped and 

transcribed after each session.  

      In addition, the researcher kept a field journal of observations and experiences 

during interviews. These field notes documented the adoptive parentôs affect during the 

interview, appearance of the home, observation between spouse or parent to child and 

subjective feeling of the interview during the interview.           
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                                                          Data Analysis 

 

      Twenty-seven TSI-As were returned from April through September. Using the 

answer sheet provided, raw data on the TSI-A was scored and translated into T scores. 

Data were then entered into the SPSS computer software and measures of means and 

standard deviation calculated. Once T scores were calculated and data analysis was 

complete, the information was used to formulate questions for the interviews.   

     The analysis of the TSI-A looked at scores in the following areas: 

1. Cluster One: Dysphoric mood: Anxious Arousal, Depression, and Anger/Irritability 

2. Cluster Two: Post- traumatic stress disorder: Intrusive experiences, Defensive 

Avoidance, and Dissociation 

3. Cluster Three: Self- dysfunction: Impaired Self-Reference and Tension Reduction 

Behaviors. (Briere, 1995, p. 12)   

      Using the data collected on the TSI-A, statistical charts and graphs were created 

to easily  identify significant areas and show relationships among variable within each 

cluster.  

      A phenomenological approach was used in the qualitative phase in this study and 

included individual semi-structured interviews.  The flexibility and adaptability of 

phenomenology research and of its methods to ever widening arcs of inquiry, is one of its 

greatest strengths (Garza, 2007, p. 338).  Phenomenology allows documenting the ñlived 

experiencesò of adoptive parents and their relationship with their traumatized child and 

understanding the essences of that experience (Creswell, 2003, p. 15).  ñPhenomenology 

is the interpretive study of human experience. The aim is to examine and clarify human 
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situations, events, meanings, and experiences as they spontaneously occur in the course 

of daily lifeò (von Eckartsberg, 1998, p. 3).  Using a semi-structured interview (See 

Appendix D) allowed the researcher to focus on areas of inquiry specific to the research 

question while also allowing the flexibility for the participants to describe their subjective 

experiences in the broadest sense.    

      Data analysis collected in the qualitative phase of the study used steps outlined by 

Creswell (1998) for phenomenological studies. Moustakas (1994) and Polkinghorne 

(1989) outline steps in data analysis used in all phenomenological studies.  These steps 

include: dividing information into statements or horizonalization; second step is 

transformation of the units into clusters of meaning; and finally using these clusters to 

make a both a textual (what was experienced) and structural (how it was experienced) 

descriptions.  (Creswell, 1998, p. 55)   Qualitative data was first analyzed individually, 

than collectively, further identifying descriptions and themes. Where two or more 

adoptive parents referenced a particular event, feeling, or experience, (general 

verification) the experience became understood as ópointing toô something. Data analyses 

concluded with ópointing outô the meaning of something through the use of self 

psychology . (Gadamer, 1996; Wertz, 2005)    

      The final step included weaving together both the quantitative and qualitative 

data. Where appropriate, qualitative data, that is, the adoptive parents own words, is used 

in the quantitative analyses.  Using data collected during the interviews identified trauma 

symptoms that did not show statistical significance on the TSI-A data for adoptive 

parents as a whole, but where some individual scores fell into the clinical range on the 
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TSI-A. The reverse was true in using the TSI-A data, specifically questions about anger 

and irritability, as this was not an area of concern during the adoptive parentôs interview.  

     Neither method alone would have provided as clear or as in depth answers that 

both processes gave in answering the question asked in this study, ñDo adoptive parents 

of traumatized children experience trauma symptoms?ò  
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CHAPTER FOUR 

 

 

RESULTS 

 

 

Quantitative Findings on the TSI-A 

 
     Parenting children with special needs requires a presence of mind unlike 
children whose development follows a normal path. As if issues of guilt, 
upset and loss werenôt enough, there is also the fatigue that comes with 
continuous supervision these children require, often in the face of limited 
support.  

~Direnfeld, 2005  

 

      Many professionals make the assumption that parenting a traumatized child is 

challenging, even stressful. One really does not understand the profound impact it has on 

those who live with the child unless one has had countless encounters with traumatized 

children. The question this study asks is, ñDo adoptive parents of traumatized children 

experience trauma symptoms?ò It is known from past research that adoptive parents can 

have unrealistic expectations (Festinger, 1986), unresolved issues of infertility (Shapiro 

& Paret, 2001), and insufficient preparation (Partridge, Hornby & McDonald, 1986), all 

of which affect the success of their adoption. These issues, however stressful, are not 

necessarily traumatic.  

       This study looked at parental experiences in adoption, with the focus on the 

existence of trauma symptoms in adoptive parents. One assumption made in this study is 

that adoptive parents are exposed to, and affected by, their childôs pre-adoptive trauma 

history and that the childôs trauma behaviors directly or vicariously expose the adoptive 

parent to developing PTSD symptoms. Due to the higher likelihood that Adoption 
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Preservation families have children exposed to trauma, only Adoptive Preservation 

parents were invited to take part in this study.  No specific data about the childôs pre-

adoptive history was collected beyond what the adoptive parent shared during the face-to-

face interviews.  

      Using a two-phase methodology this study began with the Trauma Symptom 

Inventory (TSI-A), followed by 14 face-to-face interviews. Using both quantitative and 

qualitative data collection proved to be essential to exploring the issue of trauma 

experiences in adoptive parents. Using the TSI-A allowed for an objective, quantitative 

answer to this studyôs question. Face-to-face interviews provided a language and meaning 

to the adoptive parentsô experiences. Those who treat trauma survivors know it is not 

only the traumatic event itself but also the meaning of the trauma experience and 

psychological resources to cope that drives developing PTSD symptoms (Herman, 1992; 

Ulman & Brothers, 1988; van der Kolk, 1996; Matsakis, 1994).  One way of 

understanding PTSD is to see it not only as a mental disorder, but also as a cluster of 

mutated coping skills. Under stood through the lens of self psychology this study begins 

to see the adoptive parent in a new way, not as altruistic angels or victims but like the 

children they have adopted: resilient survivors.    

      Before moving to demographic information and the analysis of the data collected 

in the quantitative and qualitative phases of the study, a brief introduction to the children 

living in these homes provides a framework for understanding the adoptive parentôs 

experiences. In an attempt to support adoptive parentsô focus on their own personal 

experiences, no questions about their children were solicited. The following information 
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was collected during face-to-face interviews with adoptive parents and are examples of 

the children living in families served in the Adoption Preservation Program.   

 

                                                    The Children 

Youôve got kids who have had their heart broken and need help, and then 
youôve got kids who are broken. And sometimes itôs hard to say, but I think some 
kids are maybe beyond the point of repair. Theyôve been so traumatized or hurt 
that I donôt know if any amount of love or attention is going to fix them.  

~Adoptive Father 
 

            To understand the adoptive parentôs experiences it is necessary first to know the 

issues and behaviors their children bring to the family. Adoptive parents do not know the 

depth of the childôs wounds when placement first occurs. Even in relative adoption, many 

adoptive grandparents have little or no knowledge of the abuse or neglect their child was 

exposed to prior to coming to live with them. These children often have hidden 

disabilities that are not apparent at first. These are disabilities often caused by pre-natal 

drug exposure, abuse and neglect. One parent stated ñThe things my children told me 

theyôve been through.  I never, never knew kids went through anything like that.ò    

      The 28 children living with the 14 individual parents interviewed have diagnoses 

such as: Reactive Attachment Disorder (RAD); Attention Deficit Hyperactivity Disorder 

(ADHD); Bipolar Disorder; Depression; Intermittent Explosive Disorder; Conduct 

Disorder; Fetal Alcohol Syndrome (FAS); Fetal Alcohol Effect (FAE); Borderline 

Retardation; and a multitude of learning disabilities. It is estimated that more than 50% of 

the children had more than one diagnosis. 

      Adoptive parents in this study reported the following behaviors: lying, stealing, 

enuresis, encopresis, fire setting, physical aggression toward children in the family, 

hurting family pets, threatening a parent with a knife, physically assaulting a parent, 
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running away, sexual perpetration or acting out, screaming, tantrums, and destroying 

property. These behaviors were much more disturbing to the parents than the childôs 

diagnosis. Many of the parents reported repeated involvement with community mental 

health services, psychiatric hospitals, the police department and the juvenile court system.  

      As told by the adoptive parents in this study, the universal fact about all the children 

was that they spent a significant part of their early development, from months to years, in 

abusive, neglectful environments. 

 

                         Trauma Symptom Inventory-Altered (TSI-A) 

      In a discussion with the Adoption Preservation contract monitor prior to 

implementation of the study, it was estimated that 600 new families seek services each 

year from Adoption Preservation providers. This suggested the quantitative data 

collection would occur over a six-month period, allowing approximately 300 families to 

be eligible to participate in this study. Three-hundred packets were given to 11 Adoption 

Preservation agencies throughout Illinois. It is unknown how many of the packets were 

delivered to families. Most agencies found that the number of families who would qualify 

for this study, those in the program 12 months or less, was much smaller than originally 

estimated.        

           Twenty-seven parents responded throughout the state, or 9% of the 300 packets. 

The number of TSI-A returned was slightly lower than the 10% projected in the proposal; 

therefore the number of interviews was increased from 10 to 14 (52%) to provide richer 

information about the experiences of adoptive parents. The following is a demographic 

profile of all 27 TSI-A respondents. 
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Table 1 

Profile of Respondents 

 

Gender               

Male: 5 

Female: 22                         

 

 

 

      TSI-A data collection and analysis was done on each individual. No scores were 

compared or calculated on couples. In addition, several of the respondents included notes 

to the researcher about scheduling interviews or the best time to reach them. One 

adoptive parent enclosed several articles about reactive attachment and adoption with no 

note, suggesting that adoptive parents have something to say and are eager to say it.  

 

                              Response Level of Adoptive Parents on the TSI-A 

      In 1923, Freud expanded his theory on the use of defense mechanisms. In the 

broadest sense, defense mechanisms are unconscious and employed by the ego to reduce 

tension and anxiety from the external and internal environment. Although not one of 

Freudôs original defenses, minimizing is protecting oneôs self from worry or anxiety by 

viewing significant events or problem behaviors as being less important (smaller) than 

they actually are. (Wagner, 2008)   In both the quantitative and qualitative portions of this 

study, adoptive parents self-assessed, or used minimizing language about how they 

personally experienced stressful events related to the adoption.     

           The table below illustrates the validity scale on the TSI-A.  The Atypical Response 

(ATR) ñconsists of the least commonly endorsed and most unusual or bizarre items of the 

TSI. (Briere, 1995 p. 11) The ATR shows the extent of over endorsement of items on the 

Age 

Males (18-54): 3 

Males (55 and above): 2 

Females (18-54): 16 

Females (55 and above): 6 

Race 

Black: 3 

White: 24 

Other: 0 
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TSI.  Higher scores would reflect a subjects attempt to present oneôs self as particularly 

symptomatic.  The mean score of respondents on the ATR in this study is 47.7, indicating 

adoptive parents are less likely to report unusual trauma symptoms, such as losing oneôs 

sense of smell or believing someone can read your thoughts, etc.    

Table 2 

Atypical Response Level of Adoptive Parents        

One-Sample Test

-1.303 26 .204 -1.59 -4.10 .92

-5.578 26 .000 -6.11 -8.36 -3.86

-2.025 26 .053 -3.22 -6.49 .05

atypical response

response level

inconsistent response

t df Sig. (2-tai led)

Mean

Difference Lower Upper

95% Confidence

Interval of the

Difference

Test Value = 50

 
              The table above shows the value of P=.053 on inconsistent response is significant.   

                              

      Inconsistent Response (INC) are paired items most likely to be endorsed in a 

similar way. An example of INC would be if an adoptive parent answers one question 

about anger as a 3 (often) and another similar question about anger as a 0 (never).  The 

mean score for adoptive parents on this scale was 46.7 with P= .053. Another way to 

understand .053 is to say only 53 individuals out of 1000 would answer at this level of 

inconsistency. Briere (1995) states that ñsuch inconsistencies may be due to random 

responding, poor attention or concentration, dissociative phenomena, or reading 

difficultiesò (p. 12).   The INC measure clearly show the tendency for adoptive parents to 

under-report trauma symptoms.  

           The INC finding is supported by the findings in the qualitative data. This study 

found that under reporting, or minimizing feelings and behaviors, is one way adoptive 

parents attempted to manage stress. It allowed them to feel more in control of situations 
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that threaten their stability and safety. It also reduced the probability of negative 

comments from others. Adoptive parents wait months, sometimes years, to adopt a child. 

When placement finally occurs, they are reluctant to tell their adoption worker, friends or 

family that they are struggling. Many struggle for years before they stop minimizing their 

anger, fear and regret.   

  

               Trauma Symptom Inventory-Altered (TSI-A) Clinical Scales 

      Scales on the TSI-A assess the psychological impact of trauma. ñThese include 

not only symptoms typically associated with Post-Traumatic Stress Disorder and Acute 

Stress Disorder, but also intra-and interpersonal difficulties often associated with more 

chronic psychological trauma.ò (Briere, 1995 p. 1)  The TSI-A is not designed to 

distinguish between direct or vicarious trauma; it identifies symptoms specific to PTSD 

and is not specific to any one type of trauma.    

      Adoptive parents are not screened for trauma or PTSD prior to the adoption, thus 

this study is not able to determine when or what caused trauma symptoms in adoptive 

parents, nor does it establish any causal relationship between the existence of trauma 

symptoms and adopting a traumatized child. The TSI-A provides quantitative insight into 

adoptive parentsô thoughts and behaviors using a valid instrument for measuring trauma 

symptoms. The TSI-A measures three clusters of clinical symptoms typically reported 

among trauma survivors. They are:  

1. Dysphoria 

2. PTSD 

3. Self- Dysfunction.  
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Analysis of the quantitative data will look at each cluster and the subcategories 

specific to trauma symptoms to the cluster. Qualitative data is used throughout the 

quantitative analysis to provide depth and understanding as to how adoptive parents make 

meaning from stressful or traumatic life events.  

                                                  

1. Dysphoria  

      The first cluster is Dysphoria.  Dysphoria is ñinappropriate affect, usually used in 

association with anxiety, restlessness and depression.ò (Reber, 1995 p. 232)  The sub-

categories used in the TSI-A under the title of Dysphoria are anxious arousal (AA), 

anger/irritability (AI), and depression (D).   

 

Anxious Arousal (AA). 

           The DSM-IV states that persistent symptoms of increased arousal in two of the 

following categories is necessary for making a PTSD diagnosis: ñDifficulty falling or 

staying asleep, irritability or outbursts of anger, difficulty concentrating, hypervigilance, 

and exaggerated startle response.ò (DSM-IV, 1994, p. 428)  The TSI-A has eight 

questions specific to anxious arousal.  Anxious arousal questions ñmeasure symptoms of 

anxiety, especially those associated with post-traumatic hyperarousal, such as jumpiness 

and tension.ò (Briere, 1995, p. 2)   

           The graph below shows the variation of individual scores. A mean score of 50 

represents an average score in the general population. The graph shows the variation 

among all respondents.  
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Table 3 

Anxious Arousal  

Case Number

27252321191715131197531
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         Six (40%) of the individuals in the graph above have a mean score of 55 or higher.  

Two (7%) of the respondents have a mean that falls within the clinical range.        

The table below shows no significant difference in the average scores among adoptive 

parents.   

Table 4 

Anxious Arousal One-Sample Test 

 
     The table above shows the two tailed value of p = .506. There is no statistical difference in the 
mean scores in anxious arousal occurring in adoptive parents from the general population. 

 

      Hyperarousal, panic and increased startle response, occur most often in adults 

who have had repeated exposure to traumatic experiences, such as war, or 

emergency/crisis workers. Triggered by sights, sounds and smell similar to the original 

traumatic experience, they appear early in PTSD and can last for years after the initial 

 

.674 26 .506 1.04 -2.12 4.20 Anxious arousal 
t df Sig. (2-tailed) 

Mean 
Difference Lower Upper 

95% Confidence 
Interval of the 

Difference 

Test Value = 50 
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trauma. Several parents described a sense of dread when hearing the phone ring, 

anticipating a call from their childôs school or fear when they heard sirens while their 

children were outside. Although symptoms of anxious arousal were not statistically 

significant on the TSI-A, such symptoms did appear in the individual adoptive parentôs 

narrative.  

 

Anger/Irritability (AI). 

 

      The next sub-category on the TSI-A is anger/irritability, and is directly related to 

the DSM-IVôs persistent symptoms of anxious arousal. The TSI-A has nine questions 

related to anger and irritability.  These questions ñmeasure self-reported anger or irritable 

affect, as well as associated angry cognitions and behavior.ò (Briere, 1995, p. 2)  

      Identifying the cause of the adoptive parentôs anger is challenging when their 

anger is understood to be due to multiple factors such as having unrealistic expectations, 

disappointment in the child, adopting under-prepared, or unresolved infertility etc. The 

TSI-A allows for an objective view into the level of anger experienced without 

preconceived ideas. ñHigh scores on this scale may reflect either the irritability often 

associated with PTSD or a more chronic angry state. People who score high in this 

category describe pervasive feelings of irritability, annoyance, or bad temper, such that 

minor difficulties or frustrations provoke contextually inappropriate angry 

reactions.ò(Briere, 1995, p. 13)  The following graph illustrates the reported anger and 

irritability experienced by adoptive parents. 
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Table 5 

Anger/Irritability 

Case Number

27252321191715131197531

Va
lu

e 
An

ge
r I

rri
ta

bi
lity

90

80

70

60

50

40

30

 
 
  

      The graph above illustrates that 51% of the respondents are above the mean. 

Three (11%) of respondents have scores in the clinical range.  

Anger and irritability are known as affects meaning the external expression of 

internal states. The table below shows that adoptive parents reported experiencing 

anger/irritability at a significantly higher rate than the general population. On the TSI-A, 

anger/irritability scales examine both internal feelings of anger and cognitions, and 

external manifestations such as yelling, argumentativeness, etc. (Briere 1995, p. 13) 

Table 6 

Anger/Irritability One-Sample Test 

 

The table above shows a P value of .009 which is statistically significant indicating that adoptive 
parents self identify feeling angry or irritable more often than the general population. 

 

2.822 26 .009 5.04 1.37 8.71 Anger Irritability 
t df Sig. (2-tailed) 

Mean 
Difference Lower Upper 

95% Confidence 
Interval of the 

Difference 

Test Value = 50 
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      Self-psychology allows one way of understanding this level of anger and 

irritabili ty. Healthy narcissism, or self-esteem is developed through relationships with 

selfobjects. Self-esteem is the fuel that powers confidence and the desire to be successful. 

However, the self can be fragile and can only withstand so much before it strikes back. 

Narcissistic injuries lead to narcissistic rage. Kohut believed that narcissistic rage was a 

result of shame due to failure. When a narcissistic injury occurs within the self, rage 

emerges and seeks revenge. Through narcissistic rage, the self seeks revenge on the 

individual who inflicted the injury. ñThese injuries effect the functioning of the self, 

which has the task of supporting a personôs efforts to achieve personal goals. Narcissistic 

injuries weaken the self, depleting its capacity to maintain self-esteem.ò (Tendler, 1995, 

p. 45; Kohut, 1971)  

      In adoptive parents, this rage can be explosive or passive, screaming hurtful 

words, or passive-aggressive rejection of the child. Others may view the adoptive 

parentôs anger and rage as out of proportion, unfair, and even cruel; to the adoptive parent 

it is justified and equal to the angry outburst of their child. None of the adoptive parents 

interviewed in this study thought their anger significant, yet on the TSI-A, it is the most 

statistically significant trauma related symptom reported. 

     The experience and expression of anger and irritability directly links to two key 

issues in this study: empathy and vicarious trauma. Kohut believed that empathy was a 

way of knowing the experience of the other without losing objectivity. Although 

objectivity is essential in the therapeutic process, empathy is a human condition. Parents 

empathically attune to their infantôs needs. Adoptive parents learn to understand their 

childôs trauma behaviors so they too can empathically attune and connect to their child. 
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Empathy gives insight to the adoptive parent about the childôs inner world. Objectivity 

allows the adoptive parent to stand witness to the childôs trauma without experiencing the 

trauma internally. Loss of objectivity in empathy leads to vulnerability to experiencing 

vicarious trauma. The parent no longer experiences the child objectively, but 

subjectively. Subjective experiences filter through internal representations, or 

Representations that are Internalized and Generalized or RIGs. (Stern, 1985)  ñRIGs are 

the basic units of experience of both the self and others.ò (Galatzer-Levy & Cohler, 1993, 

p. 33)  They provide life-long meaning to familiar experiences. Sometimes these 

interpretations can distort the reality of the current situation.  

    ñEmotional contagion is the transmission of emotional experience from one person to 

another.ò (Bloom, 2004, p. 114; Smith, 1759) Emotional contagion is empathy without 

objectivity. One parent illustrates this concept when he said, ñWhen theyôre doing well, 

Iôm doing well. When theyôre struggling, Iôm struggling. I feel whatever theyôre feeling. I 

guess you just want to fix everything for them and you canôt.ò  Adoptive parents in this 

study identified with how their child was feeling, and wanted to ñmake it all better.ò 

Unfortunately, compassion and altruism failed to change the trauma behaviors of the 

child, which lead many parents to feel exactly what their child was feeling, frustrated and 

angry. Eventually, the adoptive parentôs ability to maintain objectivity erodes and leaves 

them experiencing the live moment exactly as their child does, no longer attempting to 

ñmake it betterò they now just want to ñget it over with.ò 
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Depression (D).     

        The final sub-category under dysphoria is depression. In the DSM-IV, depression 

comes under the category of Mood Disorder and is not specific to a PTSD diagnosis. 

However, depression and trauma have a similar impact on the neurological, physical and 

psychological well-being of most people. ñTrauma survivors are at risk for developing 

clinical depression. Some studies indicate at least 50 percent of individuals with PTSD 

also suffer from depression.ò (Matsakis, 1994, p. 59) The TSI-A has eight specific 

questions measuring depressive symptomatology. This sub-category ñmeasures both 

mood state e.g., sadness and depressive distortions, e.g., hopelessness.ò (Briere, 1995, p. 

2)  The graph below shows that 51% of respondents reported some depressive symptoms.  

Table 7 

Individual Depression 
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         As the graph above reflects, four (15%) of individuals fall within the clinical range 

for depressive symptoms. Some parents had elevated mean scores indicating they 

experience depression at statistically significant levels.                                                               
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Table 8 

Individual Depression One-Sample Test 

One-Sample Test

1.324 26 .197 2.41 -1.33 6.14Depression

t df Sig. (2-tailed)

Mean

Difference Lower Upper

95% Confidence

Interval of the

Difference

Test Value = 50

 
    This table indicates the value of p is .197 although a slight increase it is not statistically 
significant. 
     

      In 1995, Bond first identified post-adoption depression syndrome or PADS. She 

states, 

      Feelings of being ñlet downò are common after reaching any life 

milestone. PADS is the equivalent to post-partum depression and 

associated with new placements. It occurs within a few weeks after 

placement, and unlike post- partum depression can last for several months.     

To make matters worse, their child may have problems the new parent did 

not anticipate. The child may have spent years in orphanages or foster 

care, and developed attention-getting or coping behaviors like head-

banging or tantrums. (p. 1) 

  

      In this study, none of the families interviewed had new placements, defined as 

less than two years. Length of time in the home ranged from 2.5 years to 10 years.  The 

struggle of adoptive parents of traumatized children to attach, adjust and adapt continues 

beyond the initial honeymoon phase as do the feelings of frustration, anger and despair.  

                                 

Summary of dysphoria. 

      The expression of mood, and feelings such as anger, anxiety and sadness is a 

complex system and unique to each individual and family. When adults enter into new 

situations, they more often than not have some level of apprehension. To deal with 
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anxiety or obtain a life goal, adults prepare by reading, attending classes, and talking to 

others in similar situations.  Many of the families stated they remember very little about 

the pre-adoption training. Others said they heard the presenter talk about the childôs 

trauma behaviors but believed they would have a different experience, while others 

thought the agencies were just trying to scare them away.  

     What is apparent in this cluster on the TSI-A is the level of anger and irritability 

felt by adoptive parents. As the following table indicates, they are five times more likely 

to feel angry and irritable than they are to show anxious arousal, and twice as likely, to 

feel angry as depressed. This statistical analysis led to the formulation of questions 

specific to the adoptive parentôs anger in adoptive parent interviews. (See Appendix D) 

What triggered their anger and how did they make meaning of their angry outbursts?  Do 

feelings of depression and anxious arousal correlate with expressions of anger and 

irritability?  These statistics help us see that adoptive parents experience feelings of anger 

and irritability on a traumatic level.  

      The table below summarizes the three categories on the TSI-A under Dysphoria 

for participants in the quantitative portion of this study.   
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Table 9 

Summary of Dysphoria 

 

Summary of Dysphoria

anger/i rri tabil itydepressi onanxi ous  arousal
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n

56
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51

50

 
 

 

 

                                       2. Post-Traumatic Stress Disorder 

     Post-Traumatic Stress Disorder is the second cluster on the TSI-A.  This cluster 

measures symptoms most often associated with a PTSD diagnosis. The three sub-

categories are ñintrusive experiences, defensive avoidance and dissociation; all reflect the 

intrusive and avoidant components of PTSD.ò (van der Kolk, 1996, p. 12)  

     To clarify the analysis of Cluster 2, Post-Traumatic Stress Disorder will be used when 

referencing data collected on the TSI-A. PTSD (DSM-IV) will be used when referring to 

the clinical diagnosis of trauma.   
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Intrusive Experience (IE) 

      Charcot (1887) first described traumatic memories as ñparasites of the mind.ò  

People with PTSD (DSM-IV) ñhave a fundamental impairment in the capacity to integrate 

traumatic experiences with other life events which occur when victims are aroused or 

exposed to reminders of the trauma.ò (van der Kolk, 1996, p. 9)   Intrusive experiences 

are recurrent distressing images usually causing intense psychological distress. ñThese 

intrusions of traumatic memories can take many different shapes: flashbacks intense 

emotions, such as panic or rage; somatic sensations; nightmares; interpersonal 

reenactments; character style; and pervasive life themes.ò (Laub & Auerhahn, 1993)   

There are eight questions on the TSI-A which measure intrusive experiences. These 

questions ask about specific symptoms such as flashbacks, nightmares, and intrusive 

thoughts. ñFlashbacks, nightmares and intrusive thoughts are reexperiencing symptoms. 

They form the core of Criterion B of the DSM-IV definition of PTSD.ò  (Matsakis, 1994, 

p. 161)  

The graph below again shows individual scores as calculated from the TSI-A 

responses. As it indicates, one individual (3%) had intrusive experiences that fell into the 

clinical range. Six or 22% had scores above the mean. 
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                                                              Table 10 

Intrusive Experiences 
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      Flashbacks, nightmares and intrusive thoughts, are common within days of a 

traumatic experience, whereas symptoms of defense avoidance increase over time. (van 

der Kolk ,1996, p. 90) Intrusive experiences can last for years after a traumatic event and 

are triggered by sounds, sights, smells and feelings similar to the traumatic event.  As the 

graph above indicates, there is a great deal of variance among the respondents where 

some reach a statistically significant level (T=50) while others do not. Several adoptive 

parents mentioned having feeling of apprehension or fear when hearing a police siren, the 

phone ringing during school hours, or hearing the childôs voice in the morning, but no 

one spoke of these experiences as being intrusive to self. Data from the TSI-A does not 

suggest a relationship between intrusive experiences and having adopted a traumatized 

child. The parentsô narrative however suggests that intrusive experiences occur as 

resulting from problems the parent has historically dealt with because of their childôs 
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behaviors. However, as the following table shows, on average, adoptive parents do not 

have intrusive experiences. 

 

Table 11 

Intrusive Experiences One-Sample Test 

One-Sample Test

-.879 26 .387 -1.81 -6.06 2.43Intrusive Exp.

t df Sig. (2-tailed)

Mean

Difference Lower Upper

95% Confidence

Interval of the

Difference

Test Value = 50

 
The table above shows that there is no statistical significance in the occurrence of intrusive 
experiences among adoptive parents when compared with the general population. 
  

  Defensive Avoidance (DA). 

      The second sub-category in the post-traumatic disorder (Cluster 2) is defensive 

avoidance. The TSI-A has eight questions specific to defense avoidance and ñmeasures 

avoidance both cognitively, e.g., pushing painful thoughts or memories out of oneôs mind 

and behaviorally, avoidance of stimuli reminiscent of a traumatic event. (Briere, 1995, p. 

2)   Defensive avoidance or psychic numbing makes up Criterion C in the DSM-IV for 

PTSD. ñAvoiding activities or relationships, inability to recall the traumatic event and a 

sense of doom about the future make up this category. Defensive avoidance ñserves as a 

means of reducing the intensity of the affect generated by the trauma.ò (Matsakis, 1994 p. 

36)  

      Defensive avoidance, in the adoptive parents, is their way of avoiding traumatic 

stimuli.  Avoidant behaviors may take form in their desire to schedule the childôs 

activities to maximize the childôs time out of the home. Unlike the parent who happily 

runs their child to soccer games, piano lessons, and scouts, some of the parents 
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interviewed spoke to how difficult it was to be around the child and wanting to minimize 

the time they ñhad toò spend with the child. 

     Below is the graph showing responses to symptoms of defensive avoidance. The 

variance among individual responses indicates that two (7%) of adoptive parents fall 

within the clinical range. Four (14%) have elevated T scores. 

Table 12 

Responses to Defensive Avoidance 
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     The table below looks at the occurrence of defensive avoidance in adoptive parents. 

 

Table 13 

Responses to Defensive Avoidance One-Sample Test 

One-Sample Test

-.855 26 .400 -1.52 -5.17 2.13Def Avoidance

t df Sig. (2-tailed)

Mean

Difference Lower Upper

95% Confidence

Interval of the

Difference

Test Value = 50

 
The table above indicates there is no statistical significant in defensive avoidance among        
adoptive parents. 
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      However, during the interviews, some parents appear to have given up. For 

example, parents of teenagers are biding their time until their child turns eighteen. One 

way to understand the adoptive parentsô avoidant behaviors is to see it as a ñmechanism 

of adaptation.ò (van der Kolk, McFarlene, Weisaeth, 1996, p. 145)  For some of the 

parents, avoidance limits the repeated exposure to the childôs trauma behaviors. Figley 

(1995) refers to adaptation/avoidance as a survival strategy. He states: 

     The adaptive mode of the survival strategies is associated with feelings 

of care, empathy, devotion, and responsibility. When the responsibility is 

too great, and caregivers cannot cope, there is a sense of resentment 

toward the needy, a sense of depletion of oneôs own strained resources, 

and consequently neglect, and even rejection of the unwanted burdens. 

Altruism turns to self-concern. (p. 33)       

     

      This explanation of adaptation to, and avoidance of, allows one insight into the 

transformation that occurs in the adoptive parent. The adoptive parentôs emotional and 

physical withdraw from their child acts as self-preservation. The adoptive parent 

experiences a diminished self, resulting from their continued interaction with their child. 

Restoration of the self occurs by avoiding or limiting on-going exposure to the child. One 

parent said, ñItôs not what I was prepared for. I just thought it would be like my own 

child. I thought they would love me, and want to help and do things. They fight me every 

inch of the way. It just gets very disheartening.ò Avoidance then becomes the means by 

which parents regain objectivity and restore the self.     

     In adoptive parents of traumatized children, avoidance took many different forms, 

such as parents who work two jobs or preferred to take jobs that require traveling several 

days a month or parents who over-extended themselves with volunteer work. Even in the 

face of exhaustion, these parents would choose appreciation for their effort to feeling 
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diminished by their lack of success with their children. Some parents sought psychiatric 

placement as a form of respite. The lack of responsiveness from adoption professionals 

suggests that it is easy to dismiss these behaviors and not see them for what they are: a 

defense mechanism, and a silent cry for help.   

 

Dissociation (DIS). 

     The third and final sub-category under Post-Traumatic Stress Disorder (Cluster 2) is 

Dissociation. Dissociation includes experiences such as derealization, depersonalization, 

out-of-the-body experiences, dazed states, disorientation and hallucinations. (van der 

Kolk, 1996, p. 123) An essential experience of a traumatic event is the individualôs sense 

of helplessness. Dissociation, whether during the traumatic event or as a means to escape 

memories or flashbacks, is one way the individual manages the stress and anxiety 

associated with trauma. The TSI-A has nine questions relating to dissociation. Below is a 

graph of individual responses to dissociation. 

Table 14 

Individual Responses to Dissociation 
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   As the graph above displays, adoptive parentsô responses to question about 

dissociation vary. The graph above indicates, two (7%) respondents fall into the clinical 

range. Four (15%) of the respondents have elevated T scores. The table below indicates 

that there is no statistically significant occurrence of dissociation amongst adoptive 

parents.   

Table 15 

Individual Responses to Dissociation One-Sample Test 
 

One-Sample Test

.578 26 .568 .85 -2.18 3.88dissociation

t df Sig. (2-tailed)

Mean

Difference Lower Upper

95% Confidence

Interval of the

Difference

Test Value = 50

 
    The table above indicates there is no statistical significance in the average scores in adoptive 
parents. 
 

      Dissociation is common in individuals who have experienced severe, repeated 

trauma and occurs in 4% of psychiatric inpatient in the United States. (van der Kolk, 

McFarlene, Weisman 1996, p. 422)  In the 27 adoptive parents surveyed in this study, 

four had T scores above 60, including two with T scores 65 or above, placing them in the 

clinical range for dissociation. These four cases also makeup 15% of the respondents in 

this study. Although many of the parents referred to feeling helpless, dissociation was not 

identifiable as such in the adoptive parentsô interviews. What was evident was how 

adoptive parents used dissociation as a means to distance themselves from their own 

angry outbursts and rage. Dissociation is a defense mechanism that too often is 

understood as ñI am floating above my body, I can see it but have no connection to what 

is going on.ò  The information gained from interviews provided language for how 

dissociations is experienced for some adoptive parents. When we understand dissociation 
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on a continuum, comments made by adoptive parents become more meaningful. 

Adoptive parents struggled to acknowledge the depth of their anger, they repeatedly 

minimized it, then eventually admitted to feeling angry, but many were not capable of 

connecting to it as being significant in their relationship with their child. This issue will 

be explored further in the analysis of the interviews.     

Summary of Post-Traumatic Stress Disorder.  

      Each subcategory identified some individuals who fell into the clinical range for 

PTSD on the TSI-A, however as a whole, this group did not. The graph below shows the 

three sub-categories under Post-Traumatic Stress Disorder on the TSI-A.  

Table 16 

Subcategories of PTSD on TSI-A 
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defens ive avoidance
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      Unlike intrusive experiences, avoidance and dissociation are defense mechanisms. 

In their truest form, defense mechanisms are ñprocesses or behaviors that are 

unconsciously motivated, unconsciously acquired, and develop to protect the self or ego 

from unpleasantness of many kinds.ò (Reber, 1995, p. 188) In adoptive parents, as in the 

general population, defense mechanisms are adaptive and necessary. Defense 
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mechanisms can become maladaptive when they interfere with the individualôs ability to 

integrate new experiences or fail to protect the internal self and leads to anxiety and a 

sense of helplessness.      

      

                                     

3. Self Dysfunction 

     Over and over it has been found the development of PTSD symptoms, and 
the severity of those symptoms, has more to do with the intensity and duration of 
the stressful event than any preexisting personality patterns. In short, what this 
means is that, although the pre-trauma personality, belief system, and values do 
affect reactions to and interpretations of the traumatic event, PTSD does not 
develop because of some inherent inferiority or weakness in the personality. 
Trauma changes personalities, not the other way around. (Matsakis, 1994 p. 17)  

 

      The final cluster on the TSI-A is self-dysfunction. It includes two sub-categories: 

impaired self-reference and tension reduction behavior.  

      The impaired self- reference (ISR) scale measures ña variety of difficulties 

associated with inadequate sense of self and personal identity.  Items include problems in 

discriminating oneôs needs and issues from others, confusion regarding oneôs identity and 

goals in life, an inability to understand oneôs own behavior, an internal sense of 

emptiness, and a need for other people to provide direction and structure, and difficulties 

resisting the demands of others.ò (Briere, 1996, p. 14)  As one adoptive father said, ñIôm 

frustrated and sad. I donôt want to feel incompetent. My children make me feel 

incompetent.ò Many of the adoptive parents who had raised biological children expressed 

similar feelings. They felt overwhelmed and saddened by this parenting experience, 

feelings they did not have prior to their adoption.  As Matsakis states above ñTrauma 

changes personalities, not the other way around.ò  These are changes many adoptive 

parents never anticipated, and continue to struggle with every day. 



62 

 

      Trauma symptoms that occur due to direct or vicarious trauma exposure are not 

distinguishable in the individual. Oneôs sense of self and impaired self-reference is core 

to this study.  The following graph indicates ISR scores showing significant variation 

among the adoptive parentsô individual scores. One (3%) has a T score in the clinical 

range. The graph illustrates, three (11%) of respondents have elevated T scores.   

Table 17 

Impaired Self-Reference among Adoptive Parents 
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     The table below shows no statistical significance in the scores of adoptive parents in 

reference to their impaired self-reference as compared to the norm.  

Table 18 

Impaired Self-Reference among Adoptive Parents One-Sample Test 

 

One-Sample Test

-.177 26 .861 -.26 -3.27 2.75impaired self-reference

t df Sig. (2-tailed)

Mean

Difference Lower Upper

95% Confidence

Interval of the

Difference

Test Value = 50
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      The degree to which adoptive parents in this study exhibited impaired self- 

reference is directly related to the adoptive parentsô unconscious configurations of the 

grandiose self (perfect me) and idealized parental imago (perfect you). ñAn unconscious 

configuration is a cluster of needs, wishes, feelings, fantasies and memories within the 

unconscious . . . it motivates internal life and its expression in the external world. The 

grandiose self wants to be seen, adored and admired for nothing more than other than 

mere existence. While union with the idealized perfect other brings emotional balance 

and wholeness.ò (Siegel, 2000, pp. 66-67)   

      Adoptive parents struggle with the merger of perfect me/perfect you: that is, self/ 

selfobject begins to emerge early in the relationships. The adoptive parent starts with the 

desire to be a parent and love a child. Further, they believe the child wants to be adopted 

by loving parents. The adoptive parents strive to integrate the ñdreamed ofò child, with 

the ñreceivedò child, and reluctantly become aware that neither are they the kind of 

parent they imagined they would be, nor is this the child they wished for. The reality of 

who they are as parents, coupled with the childôs rejections, are experienced as 

narcissistic injuries to the self. Literature on adoption disruption identifies unrealistic 

expectations as the parent having unrealistic expectations of the child. In this study, 

adoptive parents were more likely to have unrealistic expectations about themselves, not 

their child. One parent said, ñI guess I just had this idealized version of myself . . . and 

everybody was just going to come together and be happy. I never thought it would be as 

difficult as it has been.ò Every parent made similar comments about not expecting the 

difficulty and challenges they now lived with every day. They acknowledge they knew 

this was going to be difficult, but repeated failures in parenting left them depleted. The 
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majority were more disappointed in themselves as parents, than in the child, as displayed 

in the depression scale.  

 

Tension Reduction (TR) 

      The final sub scale on the TSI-A is the tension reduction behavior. ñTension 

reduction behaviors are those external activities engaged in by the individual as a way to 

modulate, interrupt, avoid, or soothe negative internal states. This scale measures the 

individualôs tendency to externalize distress through suicidality, aggression, inappropriate 

sexual behavior, self-mutilation, and activities intended to forestall abandonment or 

aloneness.ò (Briere, 1996, p. 14) Following is a graph of individual responses to the eight 

questions relating to tension reduction. As the graph clearly shows, adoptive parents vary 

greatly in tension reduction behaviors. None of the respondents have T scores in the 

clinical range. Three (11%) have T scores above 55. 

Table 19 

Tension Reduction Behavior in Adoptive Parents 
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      The table below shows no statistical significance between adoptive parents and 

the general population in regards to tension reduction behaviors. 

Table 20 

Tension Reduction Behavior in Adoptive Parents One-Sample Test 
 

One-Sample Test

-.660 26 .515 -.63 -2.59 1.33
tension reduction

behaviors

t df Sig. (2-tailed)

Mean

Difference Lower Upper

95% Confidence

Interval of the

Difference

Test Value = 50

 
 
 
   

      Several adoptive parents spoke about their current health concerns such as high 

blood pressure, depression or heart problems, obesity, and diabetes. Research shows that 

ñthe more intense the stresses, the more serious were the wide variety of consequent 

illnesses.ò (Holmes & Rahe, 1967) None thought the child was directly responsible for 

their current health condition, but several attributed the stress of raising their adopted 

child to their decline in health.   

      When asked how they take care of themselves after a particularly hard day with 

their child, one parent said, ñI take a hot bath and curl up with some chocolate ice cream 

in bed.ò  Others, usually immediately following a stressful event with their child, sought 

relief and comfort outside themselves and their homes. In stressful situations, the need to 

ñget awayò is common. One adoptive parent said that after their child was placed in their 

home ñwork became a refuge.ò 

      ñOne of the core experiences in psychological trauma is disconnection from 

others. Recovery can take place only within the context of relationships; it cannot occur 
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in isolation.ò (Herman, 1992, p. 133)  Human contact and supportive relationships are 

essential to both mental health and to a sense of well-being.  For many adoptive mothers, 

meeting up with friends or just going to the local Wal-Mart to talk to people became 

routine after difficult mornings getting the children off to school.  

      Tension reduction for adoptive parents in this study fell within normal-healthy 

range.  

                                             

Summary of Self-Dysfunction 

     The test scores below indicate that adoptive parents do not experience an impaired 

self-reference, nor are they driven to seek tension reduction behaviors. This finding is 

unexpected and not supported by the information gained in the individual interviews. 

During the interviews, many adoptive parents stated, ñThey are not the parent they 

thought they would be.ò  However, the TSI-A inventory suggests differently.  

Table 21 

Impaired Self-Reference & Tension-Reduction Behaviors One-Sample Test 

One-Sample Test

-.177 26 .861 -.26 -3.27 2.75

-.660 26 .515 -.63 -2.59 1.33

impaired self-reference

tension reduction

behaviors

t df Sig. (2-tailed)

Mean

Difference Lower Upper

95% Confidence

Interval of the

Difference

Test Value = 50

 
 

       The following graph reflects the sub-categories under self-dysfunction and the 

difference between the two categories of self-reference and tension reduction. 
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Table 22 

Impaired Self-Reference & Tension-Reduction Behaviors 
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      The graph indicates that none of the respondents on the TSI-A exceeded the T=50 

mean of the general population. The statistical analysis from this cluster led to questions 

regarding how the parent viewed their parenting skills before and after adopting their 

children. To quote one adoptive mother: ñWe were the perfect parentsðthen we had 

children.ò  

              

Conclusion TSI-A 

          The use of the TSI-A in this research allows for a quantitative and objective view 

of  how adoptive parents are experiencing trauma behaviors. As the following graph 

indicates, four of the eight clusters fall below the mean score of 50. The remaining four 

clusters fall above the mean with one, anger & irritability significantly higher. Fuller 
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understanding of the meaning behind the adoptive parentôs TSI-A scores was obtained 

through face-to-face interviews.    

Table 23 

TSI-A Scores of Adoptive Parents 

tension reduction be
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dissociation

defensive avoidance
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      As dictated by the methodology used in this study, quantitative data were 

analyzed before interviews began, thus reshaping questions for individual interviews. Use 

of data gathered during the interviews is added to provide a deeper meaning to the 

statistical analysis.                                  

            In summary, as a whole, adoptive parents showed statistical significance in 

Anger/Irritability PTSD symptoms. However, individual scores ranged from 3% to 15% 

in the clinical range in most subcategories.                             
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Quantitative Findings of Personal Interviews 

 

Demographics of Interview Subjects 

     Eighty-eight percent (n=24) of TSI-A respondents consented to interviews. 

Twelve face-to-face interviews were conducted in the adoptive parentôs homes at times 

that allowed them to speak freely about their experiences. At their request, one adoptive 

couple was interviewed at their place of work. A total of 14individual interviews were 

conducted. Two were single, one was divorced, and 11 were married. There were a total 

os nine distinct families. Ages of the research subjects ranged from 28 to 79 years old.  

      Subjects were selected at random based on their telephone area code. Families 

lived in a variety of communities throughout Illinois. While some lived in well populated 

areas like Chicago or Rockford, others lived in small towns with a population of less than 

200, and all lived in single-family homes.  

      The nine families consisted of six families who adopted non-relative children and 

three families who adopted grandchildren. Seven families adopted domestically and two 

internationally. The number of years the children had lived in their adoptive home ranged 

from 2 to 15 years.  The total number of children in all nine families was 28. Ages of the 

children ranged from 4 to 17 years old.  

     

                                            Interview Questions                                         

      A semi-structured interview was used to facilitate discussion with the adoptive 

parents. The initial seven questions were formulated from the researcherôs experience 



70 

 

with struggling adoptive parents and the literature review. One question regarding anger 

was added based on the TSI-A findings. (See Appendix D.) 

      Final question changes occurred after completion of the second interview. Field 

notes and a discussion with the dissertation chair facilitated the changes.  Noted were the 

difficulties adoptive parents had talking about their feelings and behaviors as well as 

comparing past feelings to their current feelings. Also noted was the notion that the 

interview did not allow the adoptive parentôs story to unfold naturally. The adoptive 

parents became increasingly uncomfortable when discussing their frustrations and would 

apologize for getting angry, minimizing the challenges they faced. Minor word changes 

allowed the adoptive parentôs story to unfold naturally. The error here consisted of posing 

a question in such a way that the adoptive parent was being asked to compare who they 

are today to who they were when first adopting. Changes in wording allowed adoptive 

parent to talk reflectively about their early experiences. Listening along with standing 

witness to their struggles and triumphs provided richness and value to this study.  

 

                                                 Analysis of Interviews 

          
Stories are less about facts and more about meaning.     

~McAdams 1993, pp. 28-29 

        

      The meaning of words we hear and experiences we have determine how we 

remember and tell our story. Parents were asked how they originally made the decision to 

adopt.  Adoptive parents began telling their adoption story at a different point in their life 

narrative. Some stated they knew from childhood they would adopt. Many adopted due to 

infertility, others because they were lonely, and some because they did not want to lose 
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their grandchildren into the child welfare system. Regardless of their reasons, all the 

adoptive parents believed they were making the right decision at the time.      

      All adoptive parents had a story about their pre-adoption experiences. Many 

began their stories with the most stressful or traumatic experiences they had prior to 

getting the child. Even among married couples, the adoptive mother might begin with 

talking about miscarriages and the adoptive father would begin with the crying tantrums 

the children had when first placed. It was evident that the same experiences were not 

remembered in the same way.  

    Themes that consistently ran through domestic adoption stories included: 

confusion about high-risk placements, lack of information about the childrenôs 

experiences, lack of agency support after birth-parent visits, and frustrations with court 

proceedings. Some parents made decisions to adopt internationally to get younger 

children and avoid having to interact with birthparents. International adoptions had a 

different set of stressors for parents: traveling to countries where they did not know the 

language, and inconsistent and incomplete health histories on the child.  Regardless of the 

type of adoption, all the parents spoke about their frustration, confusion and anger when 

it came to adopting. At this point, their anger and frustration was directed toward the 

child welfare system, agencies, courts, caseworkers, and birthparents.  

    For all the parents, there was a sense of excitement and stress immediately 

following the childôs entry into the family. Kaplan and Silverstein described seven core 

issues of adoption and state ñAdoption is created through loss. Without loss, there is no 

adoption. These losses and the way they are resolved figure prominently in the lives of 

those involved in adoptionò (1989, p. 1).  Society minimizes loss for the adoption triad, 
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particularly the adoptive parent. In post-adoption work, it is easy to forget that the 

adoptive parent has faced loss, stress and traumatic experiences before adopting, 

assuming that whatever issue caused the individual to seek to adopt is resolved by 

adopting. In this study, all the adoptive parents came to adoption through loss, loss of 

fertility or loss of a birthchild; all of them believed they had something to give to the 

children they adopted, things like love, knowledge and family, things they themselves 

valued and wanted to pass along to the next generation. For the adoptive parents in this 

study, their desire to give was the foundation on which they began to build their family, a 

foundation that was built on their pain, sorrow, losses and dreams.   

     Nothing has a stronger influence psychologically on their environment and 
especially on their children than the unlived life of the parent. 

~Carl G. Jung 
 

         The unlived life of the parent goes further than their aspirations and dreams. It 

includes their experiences and relationships. An unlived life references the failure to live 

a life that is desired or dreamed of.  The core issue here is failure to achieve. Some 

adoptive parents expected to be like their own parent while others wanted to be better. 

Universal in this study is the adoptive parents desire to ñgiveò to their child. Beyond love, 

the parents wanted to give the child a safe place where they would not be abused, a good 

education, raise the child within a religion, teach them, inspire them, and become a 

family.  All of the families had early memories of reading to the child, playing on the 

floor, snuggling, going to church. Parents talked fondly of these times. Many adoptive 

parents with older children reminisced and often commented that they wished those times 

would have continued. As the adoption story unfolded, what became increasing clear, 

was these ñparental giftsò were not easily accepted by their children. 
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      The unexpected response from their children induced what Kohut (1971) refers to 

as a ñtrauma stateò in the parent. Trauma states occur when the individualôs sense of 

grandiosity is met with rejection or disapproval. In this moment, the adoptive parent 

believes what they are offering to the child is ñthe best they haveò and the childôs reaction 

induces feeling of shame, guilt and helplessness.  Trauma states intrude on the 

individualôs central values and worldview. Reactions to trauma states include anger, 

sarcasm and shame (Kohut, 1971). There was evidence of reoccurring trauma states in 

the narrative of each adoptive parent interviewed.  

      Rejection, the failure or refusal to accept or assimilate, became the fuel for the 

parentôs frustrations and anger. Once again, the adoptive parents were faced with failure 

and reminded of the ñunlived life.ò Many of the parents told stories about the childôs 

rejecting their love, like refusing to be held or comforted. Others became tearful when 

they spoke of how the child refused to play or allow the parent to read to them. For 

parents of older children, rejection came as refusal to act as a member of the family and 

share in family events, like parties or going to church. One adoptive father said he felt 

ñhopelessò when his teenage daughter refused to attend church. Another adoptive mother 

became very sad as she spoke about how she felt she had so much to give to her children 

and how painful it was that they continue to reject her. ñI blame myself for a lot of things 

they did because I felt I wasnôt giving enough love. I didnôt feel I was doing enough for 

them.ò For the adoptive parent each rejection was painful and damaging to the self.  

     A damaged or weakened self occurs when there is an unempathic interaction between 

the self and selfobject. Here the parent is the self and the child is the selfobject. The 

selfobject provides three functions; it can be a mirroring selfobject; idealized parental 
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imago; and twinning. For the adoptive parents selfobject failures in mirroring and 

twinning were most often present (Elson, 1986, p. 252; Kohut & Wolf, 1978). A 

mirroring selfobject confirms oneôs sense of greatness and perfection. Twinning allows 

the feeling of connection to or sameness with another. Sadly, what these children mirror 

back is the trauma, abuse and neglect they experienced with their birthparent, leaving the 

adoptive parent feeling confused, hurt, and powerless.  

      Disorders of the self (in the adoptive parent) are understood as failures in 

selfobjects (the child). Elson (1986) states:  

     In the case of selfobject failure we do not judge the selfobjects 

shortcomings from a moral point of view.  Such an attitude would be 

foolish since the disability is an outgrowth of the deepest early 

experiences that influenced the development of responsibility and is thus 

beyond control.ò (p. 35)    

 

      It is not known how many children in this study suffer from disorders in the self 

due to trauma. The behaviors identified by the parents suggest that most children have 

some degree of primary disorder of the self. In the adoptive parents, both primary and 

secondary disorders of the self were present. Secondary disorders of the self are one of 

the areas of inquiry in this research. 

      After the core self is well established, any disruption in self can be understood as 

secondary disorders of the self.   Elson(1986) states,  

     Injury, illness, loss, separation, failure to achieve an anticipated goal, 

being passed over for anotherðin short, lifeôs vicissitudesðmay for a 

period of time bring about a sense of emptiness, of depletion, or grief or 

rage. (p. 40)  

 

      For the parents in this study these traumatic experiences are woven throughout 

their adoption stories. Brought to adoption through illness, infertility, or loss of a birth 

child and further traumatized by the childôs rejection and failure to be the parent they 
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believed they would be.  Many adoptive parents were in a constant cycle of repair and 

restoration of the self.  Adoptive parents felt helpless when faced with the child 

rejections. As one parent stated, ñThe fact that these kids donôt respond to me, that really 

hurts because I  have no way of dealing with them.ò These rejections injured the parent 

self-esteem and left them feeling depleted, bring about depression and shame which 

produced anger.  One adoptive mother explained,  

When youôre in those [pre-adoption] classes youôre thinking, oh cute little kid, I 

can love them. Theyôre going to be great; itôs going to be awesome! And you 

donôt realize poop is going to be thrown at you. Youôre going to be peed on. 

Theyôre going to bite you, hit you, throw things at you. And thatôs the way itôs 

going to be. 

 

      Feeling depleted was another theme many adoptive parents talked about during 

the interview. Often this feeling immediately followed their childôs emotional meltdown 

and lingered in the parent hours after the child calmed down. It is important to understand 

that the traumatized childôs meltdown goes far beyond the non-traumatized childôs 

temper tantrums. Reportedly, a traumatized child will scream and cry for hours. He or she 

may refuse to comply with any reasonable request made by the parent. Running to the 

store would take hours of preparation. Dressing, eating, even getting into the car can 

trigger a childôs meltdown. Several parents said that their child would scream and cry 

until they would vomit or soil themselves. Many parents talked about how the child 

injured themselves, or the parent, during one of these episodes.  As one adoptive mother 

stated, ñTrying to explain life with adopted children that come with all this baggage is 

impossibleðuntil youôve lived it.ò  Adoptive parents stated that their childôs 

inconsolable/uncontrollable emotions and behaviors were present from the beginning. 

Several of the parents expressed their desire to limit the time they spent with the child 
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and extend the time they themselves spent out of the home. One adoptive couple shared 

that they mutually cringed when they heard their childôs voice in the morning, dreading 

the day that followed. When they reached out for help to the adoption agencies, parents 

were met with smug indifference or asked if they wanted the child removed.  As one 

parent said, ñMy wife spent the whole night up with our crying child.  All night.  Then 

the worker asked if she should come and get her? No, we have bonded too much and 

gone through too much in those two days.ò  At this point, the adoptive parent feels 

depleted, but not ready to give up, or give back the child. 

      The level to which the adoptive parent felt depleted was related to the number of 

years they had been dealing with the childôs trauma behaviors. Their feelings of depletion 

appear connected to their repeated failure to be the parents they believed they could be 

and their lack of success in changing the childôs behavior. For some, their relationship 

with their child felt toxic.  An adoptive father said, ñThis is like somebody who has a leg 

injury and itôs not cared for.  Gangrene sets in and the leg has to be amputated.ò 

      This adoptive father was responding to feeling incompetent. Older adoptive 

parents, or adoptive parents with older teenagers, were more likely to express the desire 

to want the children gone and out of their life; parents experienced these children as 

toxic, like a gangrenous leg. Although some adoptive parents spoke about the desire to 

have their child gone, none took any actions to do so. What they shared was their initial 

commitment to these children and resignation to feelings of failure in raising them. 

Throughout their interview, these parents expressed profound sadness. They told 

numerous stories about how they wanted the child to connect to them and how 
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overwhelmed and confused they were about the childôs escalating behaviors. 

Unmistakable in many interviews was the profound sense of shame adoptive parents felt.  

      Shame expressed in words or gestures, provided insight into the adoptive parentsô 

feelings as their stories unfolded. ñShame is a master emotion, regulating the expression 

of other feelings. Whenever shame enters the picture, it inhibits the free expression of 

emotion, with the exception of angerò (Scheff, 1987).  Adoptive parents anticipated 

sharing loving, joyful moments with their children. Rejections by the child left the 

parents feeling empty and confused. Repeated rejections transformed into feelings of 

shame or anger. Here again it is the unexpectedness of the childôs behavior that triggers 

the parents reaction or response. ñUnbearable shame is generated through the incongruity 

of having oneôs humanity negated exactly when one is legitimately expecting to be 

cherishedò (Fonagy, 2002, p. 426).  Some adoptive parents, particularly those with older 

children, withdrew from the child both physically and emotionally to preserve the self.  

Mollon (2002) notes, ñA shame filled person cannot function coherently.ò  To maintain a 

cohesive self, adoptive parents deflect the childôs rejections, minimize or repress their 

failures and feelings of shame. The inability to adapt and inflexible patterns of 

expectations left them unable to learn new ways of understanding their child. 

     Some parents showed no desire to learn new parenting skills and truly believed at one 

time that loving their child was going be enough. Evident among this small group of 

adoptive parents was the resolution : ñIôm not going to change, the child needs to 

change.ò 

Basch (1980) states: 

     In everyoneôs life there are precepts that generated in transactions with 

others whose repetition seems too painful to tolerate because they are 
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associated with fear, shame, or guilt. Then it often happens that perceptual 

flexibility is sacrificed to defense, that is, in the interest of avoiding 

anxiety.ò (p. 20)  

      

For adoptive parents, their perception of the childôs behavior and the meaning 

they associated with the behavior triggered a defensive response. As the data reveals, 

anger is one of these responses. So are feelings of depression and the desire to get away 

from the child, physically and emotionally. Post-adoption workers are known to say, 

ñThese children donôt get better, our parents do.ò  Sadly, these children do not get better 

unless the parent learns new skills to help them.   

    Adoptive parents who were open to learning new skills to care for their children were 

more likely to feel successful when dealing what they call their childôs meltdowns than 

those parents who believed the child needed to change. A meltdown is understood 

clinically as dysregulation or the childôs inability to regulate affect. The adoptive parent 

role that assists the child in affect regulation then becomes one of ñresponsiveness, 

cooperation, reciprocity, accessibility, support and acceptance: including modeling, 

reinforcement and disciplineò (Siegel, 1999, p. 156).   Many adoptive parents adapted 

healthy positive attitudes and techniques in managing their childôs traumatic behaviors. 

These adoptive parents were able to maintain their objectivity during their childôs 

dysregulation, as well as continuing to connect with their child at the same time. These 

experiences provided new insights into their childôs behavior and allowed the parent to 

respond to the child pain without becoming overwhelmed. Maintaining objectivity is a 

vital component to avoiding being overwhelmed. Remaining objective comes from oneôs 

sense of self and awareness of other as separate from self.  An adoptive mother said,  
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You have to love your flaws. If you donôt, youôre going to resent your child 

because that child is going to bring up things in you that you donôt want to admit 

about yourself. Youôre going to see things in that child that you know are in you 

and youôre going to resent them. So when you can love your flaws you can love 

theirs too. 

 

     Many adoptive parents shared stories about both their early frustrations in 

managing their child, and their excitement in newly discovered parenting techniques. 

Some video taped their childôs dysregulation and watched the film together, not 

ridiculing the child, but making empathic statements about how sad or distressed the 

child looked. This allowed the child to see his or her self objectively. Others used a form 

of holding therapy, by gently cuddling their child and feeding them from a bottle as ways 

to connect and give the child new experiences. These positive experiences allowed the 

parent to feel successful and confident that they could continue to learn new skills to 

parent. 

     Adoptive parents spoke about success and failure using skills developed prior to 

adopting. Adoptive parents felt guilty for parenting techniques that non-adoptive parents 

would not think twice about using. As one adoptive parent stated ñYou never know when 

youôre going to do something that seems innocent that would work on a normal child that 

would not work on your adopted kid.ò This adoptive father told how when his child 

refused to get out of the car and come inside the house, he just left her there. The child 

began screaming and crying and the parents were unable to comfort the child for hours.  

When talking to their placement worker the next day, the adoptive father learned that the 

child had lived in a car while with the birth parent.  This father was horrified by what he 

had done and repeatedly asked, ñWhy didnôt they tell us this. I never would have done 

that if I had known.ò  Admittedly, this father acknowledged that no one could ever know 
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all the things that happen to these children prior to being removed from their birthparent, 

but that experience taught him to think twice before doing anything. Learning after the 

fact about a childôs trauma experiences, and the idea that the adoptive parent could 

accidentally re-traumatize their child was devastating to many parents in this study.     

      Feelings of depression or self-blame were expressed as failure, specifically failure 

to love enough. ñWhat am I doing wrong?ò was the question these adoptive parents 

continued to ask themselves. For some adoptive parents their failure turned into shame, 

for others into frustration and ultimately anger.      

Matsakis (1994) states,  

     Trauma-related anger, expressed or unexpressed, can color every 

aspect of clientsô lives: their work or school performance, their daily 

habits, and most of all, their self-esteem and relationships with others. 

Anything that might prove frustrating will have an additional charge of 

unresolved anger related to the trauma.  Clients are often aware that their 

responses are out of proportion to the current situation, which only serves 

to decrease their perhaps already damaged self-esteem and sense of intra-

psychic safety. (p. 150)   

        

      Quantitative data in this study clearly identify traumatic anger as a significant 

trauma symptom among post-adoptive parents. Initially,  many of the adopted parents 

minimized or denied feeling angry toward their children. During the interview however, 

the adoptive parents gradually became more relaxed and openly spoke about their anger 

and frustration. Several shared, in detail, fights that escalated into the parent throwing 

things, swearing, isolating the child, sarcasm and threatening abandonment. Adoptive 

parents expressed their anger across a continuum; some were passive/aggressive while 

others became verbally and emotionally abusive.  
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    When asked about feeling angry, many adoptive parents started with their anger at 

adoption workers and the childôs caseworker. Some shared stories about their frustration 

in getting a license to adopt more than one child internationally. Others expressed 

frustration and anger about the emotional and physical condition of their children after a 

visit with the birthparent. Children returned from visits crying, unfed, dirty and 

inconsolable. Adoptive parents shared they had no control over what occurred in these 

visits and were unjustly burdened by having to manage the toll these visits took on their 

children. Their anger motivated many to seek what little control they had, in hopes to 

minimize the childôs distress. ñAnger is usually a central feature of a survivorôs response 

to trauma. Anger helps people cope with lifeôs adversities by providing us with increased 

energy in the face of obstaclesò (Chemtob, Novaco, Hamada, Gross, & Smith, 1997, p. 

1).  The adoptive parentôs anger served a purpose; it was used to get the services they 

wanted.   

     In listening to the adoptive parents, there was a feeling that their anger and rage 

was justified. Few believed their anger had a negative impact on their child. Some 

believed their childôs behavior was deliberate and specifically directed at the parent to 

push them away. One adoptive father, disgusted by his childôs soiling himself said, ñI 

canôt let him see that. I might be upset about it, but I canôt let him know because then 

thatôs a way for him to try an aggravate me and try to get me upset and push me away.ò 

Justifying, denial or rage, and distancing one self, are recognized as responses to 

narcissistic injuries and defense mechanisms.    

      Through the lens of self-psychology, the adoptive parentôs minimization of their 

expressed anger toward their child is the use of another defense mechanism known as 
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disavowal. ñDisavowal is present in the experience of knowing about something and not 

knowing at the same time. The split between knowing and not knowing is responsible for 

actions that seem out of characterò (Siegel, 2000, p. 203). In this study, adoptive parents 

used several defense mechanisms that fall along a continuum.  The findings in this study 

suggest that the adoptive parents cannot accept the depth of their anger toward the child 

and disconnect (disavowal) from the unconscious anxiety their anger invokes. Similar 

defenses, such as avoidance and dissociation provide a similar relief.  

     The adoptive parentôs anger or rage was often triggered by their childôs refusal to 

comply, accept direction or receive affection from the parent. These narcissistic injuries 

lead to narcissistic rage. Kohut believed that there were two variants of narcissistic rage; 

revenge and the wish to increase self-esteem. Revenge and the re-establishing of self-

esteem are defenses and not actual structures of the self. Again, Kohut noted these 

defenses subsided when an empathic contact was re-established. (Kohut, 1977) For a few 

parents in this study their anger and rage had a revenge quality. One adoptive mother 

smiled when she shared that she felt ok about her refusal to give and the childôs cries of 

hurt in response. Another adoptive parent appeared pleased with himself after telling a 

story about how he withdrew emotionally from the child seeking comfort after an 

altercation. Through acts of revenge, some parents found comfort and internal 

justification. Others were depleted and revenge took too much energy. They lacked any 

ability to re-establish any part of their self-esteem as it related to their child and no longer 

expressed any desire to have an emotional connection to them. These failed attempts of 

revenge and re-establish self esteem were the adoptive parentôs desire to ñcontrol their 
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childôs behavior. These parents felt enormous guilt and shameò (Keck & Kupecky, 1995). 

As one father said, ñI just donôt care anymore what they do or what happens.ò  

     A small number of adoptive parents used their anger and rage to re-establish their own 

diminished self-esteem. As one adoptive parent said ñWhen I get angry, I ball up inside. I 

never really explode. Then I get very sarcastic.  They [adopted children] donôt understand 

sarcasm.ò This parent had just told a story about how he had planned an educational 

activity he thought his child would find fun, but the child became angry and refused to 

participate. As a teacher, this parent felt the best he could give was teaching his children 

academics while having fun. This is another example of the parent acting with the best of 

intentions and yet the childôs rejection triggers a trauma state that leads to an angry 

response from the parent. In this case, it was sarcasm. Kohut (1971) states that the use of 

sarcasm is a ñcharacterological defense; i.e., they are continuously driven to deal with 

their narcissistic tensions (including the pressure of narcissistic rage) by belittling jokesò 

(p. 263).  This adoptive parent truly believed his child did not understand his sarcastic 

remarks. As with all narcissistic injuries and narcissistic rage, revenge is focused on the 

individual who caused the injury.  

      Some parents used their anger to re-establish both their self-esteem and feelings 

of control.  These parents were determined to feel successful as parents. They were also 

open to redefining success for their child. These parents spoke openly not only about 

their frustration and anger, but also their commitment to the children they adopted. In 

these cases, the adoptive parent used the narcissistic injury to empower their self. They 

ignored the childôs demand to leave them alone and forged ahead with reviewing 

homework, or standing over the child while they completed a task. One adoptive mother, 
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who repeatedly denied feeling angry said, ñIt is constant. You have to stay on top of 

them. It can be very aggravating.ò From the outside, anger expressed in this manner may 

appear abusive or controlling. For some parents in this study, their anger became a source 

of energy and determination.      

      In the treatment of trauma survivors, anger is a source of internal energy that 

brings about change. (Matsakis,1994) Most of the adoptive parents were able to use their 

anger to supply energy to continue coping with their childôs behaviors. Adoptive parents 

told stories about how their childôs behavior compelled them to invent creative ways to 

parent, without expecting the child to change. One parent shared that following an 

incident when her child stole candy from a store, she came home and stitched closed all 

the childrenôs pockets. She explained to the children, she felt ñshe needed to help them 

not steal until they could stop stealing on their own.ò Others talked about how they 

needed to learn to break down tasks and remain patient with the childôs slow progress in 

completing tasks, like getting ready for school.   

     Anger is a catalyst for change in adoptive families. Adaptation, particularly by the 

parent, is an essential piece to successful adoptions. Keck & Kupecky (1995) note;  

     One day, perhaps years from the initial arrival, the child may indeed 

become the one first envisioned in dreams. Far more often, parents make 

the inner changes and adjustments needed to create new, more realistic 

dreams. (p. 83) 

         

The process of change is arduous; letting go of a dream is even more difficult. 

Adoptive parents in this study not only had to let go of their dreamed of child, but also 

the dreamed of parent they believed they would be, and the life they would have. Older 

adoptive parents spoke about the loss of freedom after adopting. Some had spent several 
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years as empty nesters and then adopted older children. Aging, along with unexpected 

biological changes that occur, contributed to the adoptive parent feelings of hopelessness. 

As one parent said, ñReally we should be going to Florida. Living in a home with no 

stairs, a quieter life, but we canôt do that.ò   

      Older adoptive parents are not unique in feeling their life has not gone according 

to plan, or turned out as expected. One adoptive father believed that his marriage failed, 

in part, after one of his children accused his wife of abuse. Parenting a traumatized child 

adds to the stress in the marital relationship. One adoptive mother talked about her anger 

regarding her husband when he became ill while traveling during the placement process. 

The shame she felt was profound when she discovered how seriously ill he had been. ñI 

just wanted him to suck it up and be there. I was so embarrassed when I found out he was 

really very sick.ò For this mother, receiving her adopted children will forever be 

associated with extreme stress and profound shame. Parenting a traumatized child can 

also add strength to a marriage. During the interviews, many adoptive parents displayed 

attunement to their spouseôs mood and affection. One adoptive father entered the room 

where an interview with his wife was concluding and asked her why she looked so sad?  

Others talked about how they and their spouse stay up late and talk for hours about the 

kids and their future. The impact of parenting a traumatized child on the marital 

relationship goes beyond the scope of this study. However, for better or for worse, 

parenting changes the individual and influences the marital relationship.     

                                               I walk down the street, 
                                       There is a deep hole in the sidewalk 
                                                           I fall in. 
                                               I am losté I am helpless. 
                                                    It isnôt my fault. 
                                       It takes me forever to find my way out. 
                                                  
                                               I walk down the same street 
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                                        There is a deep hole in the sidewalk 
                                                 I pretend I donôt see it 
                                                       I fall in again 
                                    I canôt believe Iôm in the same place 
                                             but, it isnôt my fault. 
                                    It still takes me a long time to get out. 
 
                                                I walk down the same street 
                                         There is a deep hole in the sidewalk 
                                                     I see it there. 
                                              I still fall iné itôs a habit  
                                                   My eyes are open 
                                                  I know where I am. 
                                                I get out immediately. 
                               
                                             I walk down the same street 
                                             There is a hole in the street. 
                                                   I walk around it. 
                                                                                         
                                             I walk down another street.   

~Nelson, 1980 

 

      Nelsonôs poem speaks to an individualôs progress through trauma, helplessness, 

shame, and eventually changes. As in Nelsonôs poem, change only occurs after repeated 

failure and recognition that the problem is not going to disappear i.e. the hole in the 

sidewalk, however, the individualôs responsibility and actions, i.e. seeing the hole and 

walking down another street, will eventually lead to success. The same process of change 

is true for adoptive parents.  

      One of the questions asked was ñAre you the kind of parent you thought you were 

going to be?ò Several of the parents were able to identify they had had high expectations 

of themselves prior to getting their children. Many thought they would be very much like 

their own parent to whom they were very close. Some parents said, yes they are the 

parent they thought they would be, but then added but they never expected to video tape 

their childôs explosive tantrum, keep a poop chart or put a padlock on their bedroom 

door.  
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Many adoptive parents had very high expectation of themselves. Some parents 

were able to see and change their unrealistic expectations; others were not. Some 

believed they knew what was best and felt strongly about holding onto their perceptions 

of what makes a good parent. For these parents there existed an underlying feeling of 

intrusiveness in their stories. As one father said ñI am going to be involved in my 

childrenôs life whether they like it or not.ò  

The adoptive parentsô intrusiveness frequently revolved around value issues: 

education, religion, and love. When their child rejected one of these values, the parent 

became more determined in insuring a successful outcome for both their self and their 

child. Daily attention is given to childrenôs academic performance, pushing involvement 

with team sports to build social skills and literally forcing the child to attend church with 

the family. Parents talked about the successes they had using this approach. Happy to feel 

successful, the amount of energy parents put into each success was exhausting. These 

adoptive parents displayed little flexibility in maintaining their values while adapting 

their expectation of the child. As one parent said ñThey may not go to college, but if they 

are happy and grow up to be a good person then Iôm successful.ò In this case the father 

accepted his childrenôs learning disability, but was reluctant to allow them to receive less 

than a B grade.      

       A small number of adoptive parents showed little ability to change expectations of 

themselves or of their child. What became apparent in their stories was the lack of 

knowledge about their childôs disturbing behaviors. These parents either had no pre-

adoption training or could not recall what was covered during the training. These parents 

were unable to connect the childôs pre-adoptive history with the childôs current behaviors. 
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Fetal alcohol, children born poly drug exposed, birth parent mental illness, abuse and 

abandonment were seen as issues of the past. Several parents had successfully raised their 

own children and believed what worked then should work now.  Others clearly knew how 

they were parenting was not working, but had no idea what else to do. 

    In self-psychology, the key to change is the individualôs ability to sustain a cohesive 

sense of self while dealing with anxiety or stressful situations. Kohut (1977) states, ñIt is 

manôs ability or inability to create new adaptational structures (or rather to increase the 

strength of already existing ones) that will determine his success or failureðindeed his 

psychological survival or deathò (p. 279-280).   Change occurs in a supportive and 

positive mirroring environment with the selfobject. For adoptive parents the selfobject 

can be their own parent, spouse or adoption worker. Unfortunately, supportive, positive 

mirroring does not always occur. One adoptive mother shared how hurt she felt when a 

family member told her, ñSend that child to my house for the weekend and Iôll straighten 

them out,ò or when the adoption worker said, ñWe told you this was going to be hard.ò  

When others blamed the parent for the childôs ongoing trauma behaviors, the parent felt 

shamed, isolated, and traumatized. 

       Matsakis (1994) referred to blaming the victim as secondary trauma:  ñPeople 

commonly deny or disbelieve the trauma survivorôs account of the trauma. Or they 

minimize or discount the magnitude of the event, its meaning to the victim, its impact on 

the victimôs life.ò (p. 190) 

       Secondary trauma was evident in many of the stories adoptive parent shared 

during their interview. Not only were experiences minimized or discounted, adoptive 

parents felt blamed and hurt by othersô remarks. In one family, both parents individually 
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shared a story about the time their youngest adopted child began to walk. While one 

adopted child was standing in the playpen next to the father, at that moment the younger 

child began taking his first steps. The child in the playpen threw a metal truck toward 

dad, denting the wooden floor. ñHe could have killed me with that thing. I never realized 

how strong he was until then.ò  This event was shared not only in their individual 

interviews, but also twice after the official interview had ended. It was apparent that both 

parents were traumatized by this event.  

Trauma victims often want to repeat their story, while the therapist or researcher 

stands witness to the story. Obvious in the repeating of this event, was the fact that the 

adoptive father felt that his life was threatened at that moment. In addition, the real harm 

that could have occurred had he been hit and the unexpectedness of the assault while 

joyfully watching his childôs first steps, further internalized this moment as traumatic. 

This adoptive father shared that he had never been so angry in his life. Each time he told 

this story, his fear and anger rose quickly to the surface, as if the incident had just 

occurred when in fact it had happened four years before. Many adoptive parents shared 

similar stories, in which their child had threatened them with a knife, or the parent had 

walked in on their 7-year-old and 8-year-old children having sex; other children started 

fires or hurt other children in the family. Many adoptive parents live in silent agony until 

someone recognizes and acknowledges their hurt and frustration.  

      Beyond their immediate family, friends, and therapists, adoptive parents found 

support from multiple sources. Many spoke of support and information regarding 

traumatized children on the internet. Others found adoption sensitive therapists and 

support groups through Adoption Preservation programs. Reading and hearing stories 
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about what other adoptive parents were struggling with provided a sense of community 

and new insights into their childôs trauma behaviors. What all these parents had in 

common were the struggles of being adoptive parents. In self-psychology this is known 

as the experience of twinship.  Twinship is a selfobject function, and serves as an ñalter-

ego or partnering to those with whom one feels essential likenessò (Elson, 1986, p. 252). 

ñIt is in the context of an empathic merger (twinship) that the conditions for healing 

deficits in self-esteem are provided. In the healing merger with the new selfobject an 

individual can be helped to absorb the pain of frustration and disappointment, even 

failure, as he sets about redirecting his aspirationsò (Elson, 1986, p. 51; Goldberg, 1975). 

Knowing ñwhyò their child behaved as they did empowered parents to seek out new ways 

of parenting. For many, it was the connection with other adoptive parents and the 

similarities of their struggles, which gave them the courage to change. Many parents told 

stories about their sense of relief when they finally met that teacher, doctor, friend, parent 

or therapist who understood their situations.  Through these empathic mergers, adoptive 

parents found hope.  

     In addition to twinship, adoptive parents seek mirroring. Mirroring, as self-

psychology defines it, is selfobjects ñresponding and confirming oneôs sense of vigor, 

greatness and perfectionò (Elson, 1986, p. 21).  Throughout several interviews, adoptive 

parents reacted to mirroring responses, that is, verbal cues such as ñWowò or ñThatôs a 

great idea to manage that behaviorò as well as non-verbal cues such as smiles and head 

nodding that are understood within the context of mirroring. Even the slightest 

affirmations inspired adoptive parents to talk more freely about the challenges of 
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parenting their traumatized child. Affirming their ñnew parenting styleò allowed the 

parent to feel omnipotent and express feelings of hopefulness about the future.  

     Every adoptive parent interviewed spoke of hope for the future when asked about 

the decision to adopt. For some, hope faded after years of never establishing a 

meaningful, loving relationship with their child. These adoptive parents were done, 

having retreated emotionally from the child, and having never obtained the feeling of 

being a successful parent. One adoptive father, who believed there was no hope that his 

young teenage daughter would change, said, ñA person with that much sensitivity, with 

that much promise, with that much heartðwasting it. It hurts my soul and I can do 

nothing about it.ò  Feelings of hopelessness are most often connected to depression and 

trauma. Intertwined with hopelessness are low self- esteem, shame and guilt. (Matsakis, 

1994) As their stories unfolded adoptive parents shifted from their fears to their worries.  

ñA worried mind is always preoccupied with fear for there is no end to worry.ò (Warren, 

1998)  

 

      Hope did not diminish the adoptive parentsô worries. Parents were asked, ñWhat 

do you worry about?ò One adoptive parent said,  

I can hold them during a RAD [Reactive Attachment Disorder] rage. I can hold 

them so they donôt hurt themselves or me or wreck the house, but when my child 

is 11 or 12 years old in one of those rages, Iôm not going to be able to hold or 

control them. That worries me.  

 

Many worried about the future, and the ability to contain and control the childôs 

behavior, either because the child would be bigger and stronger or they themselves would 

be older.  Another parent said, ñMy worries are serious worries. If we get to the point 

where we canôt take care of the kids anymore, we donôt have anyone to send them to.ò 
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Adoptive parents of traumatized children have many worries and admittedly very few 

answers. Worries center on their abilities and capacities to keep going. They recognize 

that adopting has changed them, but do not understand why or what in them has changed, 

only that they now have feelings they never expected. Beyond the normal frustration and 

anger felt by most parents on occasion, these feelings leave the adoptive parent feeling 

hopeless, vulnerable and wounded.  

     In addition to worry, as it relates to their capabilities, adoptive parents were 

troubled about their childrenôs future. As one adoptive mother said, ñI worry constantly 

because they have no fear.ò This mother shared that she looks out the window every time 

a police car or ambulance goes by, fearing that it is her child hurt or in trouble. Many 

adoptive children often exhibit high- risk behaviors. They jump off garage roofs, run 

away, experiment with drugs and get involved with gangs. While none of these behaviors 

are exclusive to adopted children, many adoptive parents fear their child will be 

influenced more by the birth-parentsô life choices than what they have given to the child.  

As one adoptive mother said, ñI worry my children will think óMy birthparent never 

graduated high school. Why should I.?ô I worry they wonôt strive to be anything more 

than what they were. I worry about that all the time.ò   

      Hallowell (1977) states: 

     Worry is a special form of fear. We make fear complex adding 

anticipation, memory, imagination and emotions. Worry stems from 

vulnerability about powerlessness, as a result of situations such as simple 

shyness, depression, general anxiety disorder, distress over the actions of 

another and post-traumatic stress disorder. (p. 36)  

 

      Worry has become such a part of everyday life that society often precedes this 

word with useless. Why worry about the future? Let the future take care of itself. Often 



93 

 

times, worry is viewed as unproductive or stagnant; it does not help one to adapt or 

change. When Hallowellôs statement is explored line by line, a better understanding of 

the meaning of worry in adoptive parents becomes apparent.  

      Adoptive parents construct complex fear. Some anticipate the future to be as hard 

as the present, as with the mother who felt she would not be able to keep her child safe 

during a RAD rage. Emotions cloud their view of positive change that may occur, as with 

the father who believed his child was wasting her potential. Repeatedly their worries are 

rooted in feeling powerless. Their stories identified the distress they felt over the action 

of their children and the trauma states that occurred.  

      Fear always triggers some type of physical response: flight, fight or freeze. Worry 

does not. Worry is quiet: it resonates internally, and does not demand an immediate 

emotional or physical response. The transformation of worry from paralyzing to 

acquiring new skills occurs when the adoptive parent can withdraw internal psychic 

energy invested in archaic structures. (Kohut, 1971; Ulman & Brothers, 1988)  In a 

supportive environment, adoptive parents could begin to admit internally and externally 

they were overwhelmed. In order to find the strength to change, the adoptive parent had 

to let go of their grandiose self and idealized child. Worry then became the catalyst for 

acquiring new knowledge and planned change.  

       The final question posed to adoptive parents was ñWhat do you think others 

should know about adopting a traumatized child?ò Adoptive parent were adept at 

identifying gaps in the child welfare system, and themselves.  
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      ñBe ready to fight!ò one adoptive mother said. ñI had to fight for everything to get 

my children what they needed.ò Acting as an advocate empowered many parents and 

promoted claiming or entitlement.  

Rycus & Hughes (1998) state: 

Entitlement is defined as the right to receive, demand, or to do something. In 

adoption, entitlement refers to the adoptive parentsô belief in their inalienable 

right and responsibility to act in ways that promote the adopted childôs best 

interest. (p. 900)   

 

Many adoptive parents pushed to receive appropriate services from schools, 

therapists, and case workers. Claiming behaviors not only assist in their attachment to the 

child, it allowed adoptive parents to feel successful and enhanced their self-esteem.  

      In addition to services, adoptive parents encourage others to obtain as much 

information about their child as possible. ñFind out about the childôs history, the birth 

parents history. It will help you know how to better handle the situations that come up.ò 

Information about the childôs past experiences helped the adoptive parent maintain 

objectivity, which is the key to avoiding vicarious trauma. In other cases, knowledge of 

the childôs pre-placement history helped the parent understand why things like going to 

bed, or leaving the child in the car caused the child to emotionally fall apart. When 

adoptive parents understood that the childôs anger was not specifically directed toward 

them, rather at those from the past who caused them to hurt, they were able to ignore the 

anger, and continue to empathically connect to the child.  

      Many adoptive parents encourage those seeking to adopt to spend time in self-

examination. ñKnow your flaws. And know the children coming to you will have flaws.ò  
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Some adoptive parents talked about how they sought out therapy for themselves after the 

children were adopted. Therapy allowed the parent to stop blaming themselves and their 

children and gain new insights. 

      Self-examination included commitment. One adoptive mother said, ñI think older 

adoptive parents should take a good hard look and make sure that down the line they 

would be able to do the job because it seems easy at first, but it isnôt.ò  In older adoptive 

parents, changes in health often left them questioning their ability to stay committed to 

the adoption.  

       Parents with younger children said, ñYou really have to want to do this and know 

there is no going back.ò These parents told stories about their childrenôs multiple 

placements or attempts to return home. When the child was sent back to them, they 

witnessed first hand the pain and distress inflicted on their children and blamed the 

system, and birth parents. Young or old, the adoptive parents in this study were 

committed to seeing the adoption though. As a whole, they wanted other pre-adoptive 

parents to know making the commitment to adopt involves more than the desire to be a 

parent. 

      Lastly, adoptive parents want future adoptive parents to ñkeep learning, keep 

reading, and keep looking for answers.ò Many adoptive parents admitted that they only 

glanced through the written material from their pre-adoption classes. For the adoptive 

parents in this study, the need to understand what was going on came after the childôs 

placement. ñA little knowledge that acts is worth infinitely more than knowledge that is 

idle.ò (Gibran, 1923)  Adoptive parents took action and began to acquire knowledge, after 

they had tried everything they knew and nothing was improving. For many, the 
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knowledge they obtained through pre-adoption training sat idle, while the knowledge 

they sought after facilitated action.           

      The range of affect, when asked about advice to others, is best described in the 

adoptive parents own words. From, ñExpect lots of disappointments,ò to ñNever give 

up!ò made up the continuum. Regardless of where each individual fell, or the experiences 

they had, every parent was committed to their child and the task of seeing that child to 

adulthood.   
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                                                    CHAPTER FIVE 

 

                                   DISCUSSION AND CONCLUSIONS 

 

                                                      Discussion  

 

      

      An 8 ½ -year-old boy sits in a chair in his therapistôs office. She says to him, 

ñToday weôre going to talk about being adopted. Ok?ò   

The boy brings his knees up to his chest, zips his coat, and pulls his baseball cap 

over his face and says ñOk.ò  

The therapist then says, ñI can see this is really hard,ò and the little boy nods his 

head. ñCan you tell me what it feels like to be adopted?ò 

From under the hat a muffled voice answers, ñSometimes itôs good and 

sometimes itôs bad.ò  

ñWhen is it good?ò the therapist asks.  

ñWhen I remember someone loves meò replies the boy.  

ñAnd when is it bad?ò  

ñWhen I remember someone didnôt.ò says the boy.   

Later in the same session, while the therapist and child sit on the floor building 

Lego structures the therapist asks the child ñWhen adoption feels bad, do you ever talk to 

your mom?ò  

ñNo, not anymoreò replies the boy.   
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ñWhy?ò asks the therapist.  

ñ`Cause it makes her cry.ò  

       This insightful young boy knew what many close their eyes to: adoptive parents 

hurt. They hurt with, for, and because of the trauma the child carries within them. Do 

adoptive parents of traumatized children experience trauma symptoms? That is the 

question posed in this study. The answer to this question is yes. Looking at their 

individual scores on the TSI-A, and listening to their narratives what one sees is they 

experience trauma vicariously and directly. Some may wonder why the answer to this 

question is important. What does it add to the field of social work knowledge? How does 

this answer influence the way we prepare and treat post-adoptive families in the future? 

      Historically there is a resistance to acknowledging and intervening in troubled 

families. Child abuse and domestic violence were once considered ñfamily mattersò and 

did not warrant outside intervention. It was not until these issues were brought into the 

light through research that victims had a voice and systems began to change. This study is 

an attempt to shine light on the dark side of child welfare, and give language to what 

professionals already know but continue to ignore:  adoption trauma is an infectious 

disease and left untreated will spread. This study explored the presences of trauma 

symptoms in adoptive parents and gives new understanding and language to the adoptive 

parentôs experience. This objective was achieved by identifying known trauma symptoms 

using the TSI-A, a standardized and validated measure of trauma symptoms. Adoptive 

parentôs anger was statistically significant on the TSI-A. In addition, depression, 

dissociation, and anxious arousal were identified as areas where trauma symptoms 

appeared slightly above the mean. Another unexpected, yet interesting finding was the 
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fact that adoptive parents underreport trauma symptoms on the TSI-A. The under-

reporting suggests that adoptive parentôs sense of failure inhibits their desire to ask for 

help, and that others place blame on the adoptive parents rather than acknowledge their 

anger. Had the research ended here the findings would have been inconclusive. However, 

these reasons to under-report were confirmed during the face-to-face interviews.  

      How trauma symptoms manifest in adoptive parents became clear through 

adoptive parentsô narratives. During the interviews parents frequently cried, became 

silent, and visually sad while talking about their experiences and sense of feeling 

incompetent. As the data indicated, adoptive parents are disappointed in themselves, felt 

overwhelmed and hopelessðall of which are directly associated with victims of trauma. 

As their stories unfolded, it was clear that adoptive parents experience both direct and 

vicarious traumatic events; some related to the adoption, others were not.   

      Why is this research important? Because it opens the door to identifying a 

population never before identified in the trauma literature. Child welfare professionals 

approach working with adoptive parents with a set agenda to maintain the placement. 

Within that approach, adoptive parents hear comments like, ñWe told you it was going to 

be hardò or ñWhat did you expect?ò  Rather than seeing their trauma as an opportunity 

for growth, it is minimized: forcing the adoptive parents into silent isolation and shame. 

Why is it necessary to assign blame in these families? Blame triggers a defensive 

reaction, limiting oneôs openness to change and development of new knowledge and 

skills. In the adoptive families in this study, once blame was marginalized, adoptive 

parents felt free to discuss their struggles openly and honestly. They no longer had to 

point their finger at the child to explain their anger or disappointment.     
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As a free society, we believe that adults make choices and in making them, they 

fully accept the consequences. Only after years of research, as in the use of lead paint or 

tobacco are the consequences realized. Professionals do not want to believe that the 

adoptive parents who chose to adopt are suddenly surprised and overwhelmed by how 

difficult it is to be a parent. Brown (1963) found that adoption workers documented 

negative observations in only 12 out of 80 cases that were disrupted. Gochros (1967) 

found that social workers consistently tended to underestimate the concerns of adoptive 

parents.  These studies indicate that adoption workers ignored, blamed, and shamed 

adoptive parents when they originally reached out for help. Caseworkers ignored the 

early warning signs, added more services, crossed their fingers and hoped for the best.  

Adoptive parents interviewed told similar stories about such experiences. As one 

mother said ñMy mouth was moving, but no one was listening to what I was saying.ò 

This finding suggests that adoption and placement workers should receive training 

specific to trauma sensitivity. Child welfare workers are familiar with trauma as it relates 

to the child, but lack knowledge of how trauma materializes in adults. The level of anger 

in adoptive parents suggests that this is the first trauma symptom experienced. As Daniel 

Hughes (1997) states ñThese are not the parents who originally adopted.ò The adoptive 

parentôs angry thoughts, words, and deeds cloud the professionalôs ability to want to 

reach out and help the parent. Relationships with these parents can feel toxic, mirroring 

the toxic relationship they have with their traumatized child. Identifying trauma 

symptoms early in adoptive parents would decrease the level of anger adoptive parents 

experience and provide intervention before issues become untreatable.     
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      Research focused on the adoptive parent typically explores risks associated with 

adoption disruption. Studies support that age of the adoptive parent is not linked to 

successful adoptions. (Zwimpfer, 1983)  In this study, age was not a factor in the 

adoptive parentôs commitment to the child, but was strongly associated with the parentôs 

feelings of failure and hopelessness. Health, not age, influenced adoptive parentôs outlook 

on life.  Adoptive parents in this study were unprepared to deal with declining health 

issues. As one older adoptive mother said, ñWe should be in Florida, living a quieter life, 

but there is no one to take these children.ò Significant health concerns are typically 

associated with age. However, adoptive parents who were under 60 but now in wheel 

chairs or suffering from progressive illnesses commonly expressed feelings of 

hopelessness and failure. These parents expressed concern that they would not live long 

enough to raise their child. Barth, Berry, Goodfield, and Carson (1987) found families 

lacking dependable alternative plans for the care of their child in case of illness or death 

were more often present in families seeking adoption dissolution. This study supports 

those findings. Heart attacks, diabetes and illness further isolated the parent and were 

experienced as traumatic. Now needing to focus on their health, adoptive parents in this 

study felt their children were a drain on their limited energy to recover from illness.  

      Many of the parents in this study were unprepared for the child directing their 

rage at them. These parents displayed symptoms of numbing, dissociation and distancing, 

and outbursts of rage, all fitting the category of Type II trauma. (Terr, 1991) One study, 

on stress and adoptive parenting, identified trauma symptoms as coping skills. Aldwin & 

Revenson (1987) found that coping strategies consisted of wishful thinking, fantasies, 

wishes that things will turn out and wishing that the situation would go away. They also 
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found that in using these coping skills adoptive parents will distance themselves in efforts 

to detach and avoid their child. As is often the case in post-adoption work, these coping 

skills are viewed as the parentsô emotional withdrawal from the child. Help is then 

focused on understanding and changing the childôs behavior, with no investigation of the 

impact the trauma had on the parentôs psychopathology.   

      Vicarious trauma (VT) is not a diagnosis in the DSM-IV.  Vicarious trauma 

symptoms manifest over an undetermined length of time, and no one incident or event is 

identified as the cause. Izzo & Miller (2008) state ñVicarious trauma is the silent thief 

and it has potential to exact a huge toll on the caring listener: physiologically, 

emotionally, intellectually and spiritually.ò At the core of vicarious trauma theory are the 

concepts of empathy and repeated exposure. Empathy here is understood as the adoptive 

parentôs ability to emotionally connect and understand their childôs feelings and trauma 

behaviors. As previously discussed, it also includes the adoptive parentôs inability to 

remain objective. Empathy is like a coin, it too has two sides. One side reflects a 

compassionate understanding of the other, while the underside has a malicious quality 

that seeks revenge. In this study vicarious trauma and the two faces of empathy was 

evident in both the stories adoptive parents told and the emotions and thoughts they 

attributed to them. 

      Compassionate empathy was evident in the tears and sadness as parents spoke 

about their childôs pre-adoptive experiences. Parents who had high-risk placements felt 

confused and overwhelmed as to why their child had to continue to visit birthparents that 

ignored the childôs needs such as food, diaper changes, etcetera. As one mother said, ñIt 

broke my heart to think she might have to go back there. Back to no food, no love.ò  
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Other parents used their empathy to change how they interacted or disciplined their child. 

They could easily imagine how the child felt being hungry, left in a car, or abandoned. 

These parents are giving with all their heart to heal the wounds in their child.         

      Adoptive parents prepared themselves to answer question like ñWhy did my 

mother give me away?ò but were overwhelmed when the child talked about the time he 

and his siblings ate out of garbage cans, or were left in a hallway over night. One mother 

in the study said, ñI donôt want them to know itôs killing me. Iôm never going to show 

them that, or tell them they canôt talk about their birthmother, Jenny.ò  This adoptive 

mother truly believed her feelings about her childrenôs birth mother were unknown to her 

children. Even after she shared how her youngest child told her older sibling ñStop 

talking about their Jenny! Donôt you see it hurts Mom?ò Adoptive parents found it 

difficult to admit they felt traumatized by events their child survived.  Through 

compassion and empathy; every parent in this study experienced vicariously the hurts and 

pains his or her child once lived through.  

      Frequently minimized by the adoptive parents in this study, was what I refer to as 

malicious empathy. Understanding the childôs fear of abandonment, some parentôs anger 

took shape in rejecting the child or threatened removal when the childôs behavior 

overwhelmed them. Withholding activities or possessions exceeded typical discipline and 

felt vengeful and retaliatory. Child welfare work can be one sided and only see the hurt 

from the childôs perspective. However, understanding that the adoptive parentôs empathy 

has two sides supports what Kohut (1981) said, 

     The loss of an empathic milieu, the loss of an understanding milieu, not 

necessarily of the correct action, but the loss of any understanding creates 

disintegration anxiety, which is the most severe and disabling of all 

anxieties. The loss of an empathic milieu is disabling because it carries the 
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loss of that most basic human need, validation of oneôs psychological 

existenceðeven if the validation occurs within a hurtful context. (p. 531)     

 

      Empathy and loss of objectivity are essential to the experience of vicarious 

trauma. As Kohut suggests, the worst possible reaction would be to ignore the other. 

Ignoring the adoptive parentôs internal world, their anxiety and fears further traumatizes 

them. What this study shows is that yes, adoptive parents experience trauma, but they are 

not viewed as being victims of trauma.  

      Shifting perspective and listening through the lens of trauma assists in broadening 

our understanding of the adoptive parentsô experiences. Systems theory tells us that when 

a crisis occurs, everyone in the family experiences a disruption in homeostasis. It also 

suggests that the opportunity for change occurs during and immediately following a 

crisis. In systems theory, crisis is perceived as an opportunity for change and the 

development of new coping skills. Remembering that not all crises are traumatic, but all 

trauma is a crisis, allows one to consider a traumatic event as another opportunity for 

change and growth.  Hartman & Zimberoff (2005) refer to traumatic experience as a 

window of opportunity for traumatic growth. When individuals encounter adversity, 

accidental or malicious, unexpected or enduring, there are at least four potential 

consequences. These possible outcomes are:  

1. Slow downward spiral that combines low self-esteem and the traumatic event and 

ends in defeat 

2. The individual survives but is diminished or impaired permanently 

3. The individual recovers to their pre-trauma level of functioning 

4. The individual surpasses the pre-trauma level of functioning and thrives 

(OôLeary & Ickovics, 1995)   
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Each of these possible responses to trauma is seen in the adoptive parentsô stories. 

Some were defeated, left with no hope that their life will change; some felt diminished 

accepting they will never be the parent they thought they would be; some recover but 

made no plans to alter their behavior; and some saw their experiences as an opportunity 

to learn and grow.      

      So how does this study change the way we think about struggling adoptive 

families? First, there must be an agreement that survivors of trauma are never to blame 

for the events that induced traumatic symptoms.  This seems so obvious, yet adoptive 

parents hear others say, ñWell you asked for this,ò or ñWhat did you expect?ò Rather than 

listening to their pain with empathy, they are judged because of their anger and rage. In 

therapeutic relationships, it is sometimes difficult to look beyond the clientôs rage and see 

the pain and suffering underneath. Nevertheless it is only when we reach the root of the 

rage that healing begins. It is essential that pre and post-adoption workers fully 

acknowledge that bringing together a traumatized child in need of parents and needy 

parents seeking a child, creates the potential for no one getting what they so desired and 

dreamed.   

      Secondly, professionals must begin identifying the early warning signs that 

adoptive parents may be experiencing parenthood as traumatic. In this study many 

parents continue to ask, ñWhy?ò ñWhy are they like this?ò ñWhy do they continue to do 

this?ò  The why questions indicate the adoptive parentsô inability to make sense of their 

experiences and diminish their self-esteem. They are not necessarily looking for an 

answer to their why question; what they are attempting to do is make meaning out of their 
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experience. The meaning of their experience holds the key to understanding how they are 

internalizing their adoptive child.  

      Researchers of trauma encourage using a mixed methodology such as the one 

used in this study, when attempting to understand the impact of trauma on the individual. 

Trauma can be treated successfully only after the full meaning of the event is understood. 

Park & Folkmanôs (1997) research on stress and coping identified two levels of meaning. 

First, is the global meaning and second is the situational meaning.  Global meaning refers 

to an individualôs beliefs, assumptions and expectations about oneself and the world. 

Global meanings are constructed by oneôs interactions with selfobjects and life 

experiences. Situational meanings form through the interaction between global meaning 

and circumstances of an event.  When the adoptive parent is asking why, they are 

experiencing a situation unfamiliar to them. Not only are they lacking the global meaning 

of what they are experiencing, but also the experience undermines their view of 

themselves and the world, causing vicarious trauma. Their sense of self and identity are 

now threatened. Repeated many times over, eventually they no longer ask ñwhyò; they 

just want it to stop. What they now seek is self-preservation.  

     When the adoptive parentôs identity is challenged or undermined there is a threat 

to the cohesive self. Vaughan (1985) states that ñwhen these cherished beliefs come 

under attack, the individualôs clutches them, fearful of a experiencing an ego deathò. She 

suggests that these individuals should be helped to rise above their global beliefs, and 

incorporate them into a new understanding of themselves and relationships, thus, 

incorporating a traumatic event into a new self/world view. In this study, trauma was 
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experienced when the parents global beliefs could not be reconciled with their actual 

parenting experiences. 

 

                                            Limitations of the Study   

      Maslow (1968) said, ñIf your only tool is a hammer, everything begins to look 

like a nail.ò One limitation of this study is my 16 years of experience working with post-

adoptive families. Adoption trauma is so common in Adoption Preservation families, that 

I feared I too would see it everywhere. To limit errors in the qualitative data analysis the 

literature on trauma, vicarious trauma, and adoption dissolution identifies key issues, 

words, and affect specific to the traumatic experience. Describing experiences as 

hopeless, overwhelming and heightened fearfulness are typical to trauma events. 

Whenever possible attempts to identify risks of dissolution such as no training and high 

expectations were made and not linked to trauma experiences.  

      Identifying any experience as traumatic had to co-exist with one or more of the 

following criteria: 

1. The experience had to be unexpected. 

2. The adoptive parent expressed helplessness and hopelessness specific to the event 

or situation. 

3. The adoptive parent identified the experience as traumatic.  

      As each story unfolded, themes of experiencing the unexpected, hopelessness and 

trauma emerged. Within this limitation, two other limitations are present: first, the 

adoptive parent who had trauma symptoms prior to adopting and, second, the failure to 

identify trauma not associated to the criteria above. Three subjects in the study made 
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personal reference to sexual abuse as a child or had served in the armed forces during a 

war, making all three more likely to develop PTSD or be sensitive to vicarious trauma.  

             An assumption made in this study is that of the childôs trauma experiences. The 

literature supports this assumption in that children who have had multiple placements, 

lived with a drug-abusing birthparent, are older when entering the child welfare system, 

or adopted from Russian or Romanian orphanages are more likely to have experienced 

trauma. It is estimated that within the Adoption Preservation Program, as many as 90% of 

the children fall into one of the above categories.  In this study 100% of the children 

livi ng with adoptive parents interviewed had some type of trauma experience beyond 

removal from their birthparents.     

      Another limitation in this study is sampling and sample size.  Creswell (2003) 

states a purposeful sampling applies in qualitative and quantitative research ñso that 

individuals are selected because they have experienced the central phenomenonò (p. 220).  

Had all adoptive parents in Illinois been included it is possible that no statistically 

significant data on anger or trauma symptoms would have emerged. Adoption 

preservation parents were targeted because of being more likely to have adopted a 

traumatized child. The small number of respondents and non-random sample limits the 

generalizability beyond participants in this study.  

      The final limitation in this study is time. The sequential explanatory method used 

Creswell (2003) dictates that ñdata collected from the quantitative phase is used to shape 

the qualitative investigationò (p. 215). Several months passed prior to scheduling 

interviews with adoptive parents. All interviews took place from mid-October through 

early November. Adoption Preservation programs throughout the state experience higher 



109 

 

referrals during this time. Typically, higher referrals are due to schools sending progress 

reports and/or anticipation of the holidays. Many parents referenced current school 

problems and the stress they currently were coping with may have presented as traumatic.    

To avoid over-identifying this population as traumatized; the previously mentioned co-

existing criteria were used.  

                                     

                                   Implications for Social Work Practice  

I think professionals need to take a greater responsibility in educating and helping 
families find the help they need. I definitely think it is not over when you finish PRIDE 
classes, definitely not! I feel that if other people had more knowledge about, not 
necessarily the childôs diagnosis but how to get help for the parents in our situation, then 
parents wouldnôt struggle as long and be frustrated. 

~Adoptive mother      

     

        Identifying adoptive parents as experiencing trauma suggests we engage them in 

treatment as such. Well documented in the literature are the possible outcomes for 

adoptive parents who go untreated; increase child abuse, decrease in social supports 

(Rycus & Huges 1998), and increased alcohol abuse. (Cadoret, 1990) Engaging an 

individual who has experienced trauma must begin with having an empathic attuned 

listener, a safe environment to explore feelings without being judged and a professional 

who understands the psychic mechanisms of defense, anger and rage, who assists in the 

restoration of the self. 

      The expression of traumatic anger and narcissistic rage documented shows the 

underside of Kohutôs (1981) description of empathy. ñEmpathy is the informer of 

appropriate action. Appropriate action, is formed by intimate knowledge of the other. 

Finally, empathy can be used for good or evil.ò (Kohut, 1981; Siegel, 2000, p. 187)  It is 

imperative that social work professionals acknowledge openly to adoptive parents the 
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ñdark sideò of adoption and begin to if not normalize it, bring it out into the light so it can 

be discussed and resolved. We want adoptive parents to be empathic and sensitive to their 

childôs needs; to imagine how the child must feel after removal from the only family they 

have ever known; and not expect too much from the child. However, we neglect to 

acknowledge that assimilating a child into their family and hearts changes them, and 

pushes internal buttons they may not be aware they have. Adoption preparation should 

include time and energy on assisting the adoptive parent to learn how to lower their 

expectations, not of the child, but of his or her self: and learn to differentiate failure of 

deed from failure of self.   

      Adoption professionals know that pre-adoption training does not guarantee a 

successful adoption outcome. They know pre-adoptive parents do not believe them when 

presenting situations and behaviors of children after placement. Many adoptive parents in 

this study openly acknowledged that they remember or learned little from the training. As 

one adoptive father said ñBeing warned of certain problems that might arise . . . went in 

one ear and out the other.ò Some felt the trainer attempted to scare them away from 

adoption. It is not the quality of training that comes into question here, but the timing. 

Families in this study found adoption sensitive services, only after failing with multiple 

therapists, schools and doctors. There is no sure way to prepare someone for the 

unexpected, i.e. trauma, suggesting that adoption support and training continue to 

families long after the adoption occurs.  

Why worry about something if you donôt have to? When an experience is staring 

you straight in the face, then you have to cope with it, then you have to open up 

the manual and learn how to put it back together. (Adoptive father) 
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 Many adoptive parents were faced between choosing self-preservation or the 

altruistic desire to parent, a choice they never expected to make. This finding supports 

new legislation that allows dying and ill adoptive parents to transfer legal custody of their 

adopted child. I would further this notion of back-up planning and suggest that all 

adoptive parents create a back-up plan. Back-up planning is not new to adoption, 

however, many back up parents decline to accept the children when the time comes. This 

suggests that pre-adoption training include these back-up parents so they can better 

understand the needs of these children and the struggles of the adoptive parent. 

Identifying direct traumatic events were straightforward in adoptive parentsô 

stories. They told stories about their child pulling a knife and threatening others, setting 

fi res, children having sex with their siblings, stealing, and lying. In pre-adoption training, 

parents hear about disrupting and disturbing behaviors children may display after 

placement. During training, the adoptive parent remains objective and believes they can 

act compassionately toward the traumatized child. In this setting adoptive parents retain 

their objectivity through distance. They are not seen as being responsible for the childôs 

behavior, nor is any one holding them accountable for the behavior. All this changes once 

the child becomes ñtheirò child. From the time of placement, adoptive parents assume all 

responsibility for the child. Being assaulted or rejected by the child compounded by 

otherôs judgments, adoptive parents lose their ability to remain objective. This loss is 

unexpected. There is no way to prepare someone to exposure to a traumatic event.  These 

classes should provide an opportunity for prospective parents to identify how they 

respond to trauma as well as identifying behaviors they individually deem as traumatic. 
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This would allow adoptive parents to know their personal ñred flagsò and when they 

should seek help.   

Finally, another implications for social work practice found in this study, is the 

decision not to use psycho-dynamically trained professionals in training, adoption 

licensing, and placement. More and more agencies face decreasing funding and assign 

this work to case-managers or para-professional staff. The complexity of family 

dynamics in non-adoptive families is challenging for the seasoned professional. Add 

infertility, loss, aging, role confusion, and trauma, and treatment becomes more difficult. 

Many parents identified problems occurring within weeks after placement. This finding 

suggests that adoptive parents are experiencing overwhelming and unexpected situations 

from the start. Professionals not trained in trauma attempt to give parenting advice and 

miss the psychological impact these problems have on the parent.  As one adoptive parent 

shared about the early years, ñI saw just darkness at the end of the tunnel. I had to try 

something new.ò This particular parent found help and support through books, internet 

and adoption preservation. He believed that had he known about attachment/holding 

therapy he and his family would have four years of recovery, not fours years of 

frustration, hurt and anger. This final implication suggests that pre-adoption workers, 

regardless of level of education, receive training in trauma sensitivity. This knowledge 

would allow them to see through the adoptive parents words of frustration and anger, and 

intervene with empathy and compassion.   

                            

 

 



113 

 

Future Research 

      Exploring the adoptive parentsô experiences specific to trauma suggests several 

areas and questions for future research. 

      This study may be duplicated as designed in an effort to include a significantly 

higher number of struggling adoptive parents. The small sample size not only limits 

generalizability, but also does not allow other symptoms or themes to be fully 

documented.  

      The study showed that trauma symptoms do exist in adoptive parents but did not 

show an association between parenting a traumatized child and experiencing trauma 

symptoms. Qualitative data suggests that these two variables may be correlated. 

However, a causal relationship is still unknown. A longitudinal study that identifies 

trauma symptoms in adoptive parents prior to adopting and then tracking at several 

intervals over the next several years would provide information about how the parent is, 

or is not, changed by caring for a traumatized child.   

      Lastly, future research should explore the adoptive parentôs sense-of-self, 

specifically, the kind of parent they expect to be and how they personally manage change 

and failure. This study shows that these adoptive parents feel like failures. This internal 

struggle plays out in their relationship with their child.                             
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                                                        Conclusions 

   If you canôt say anything positive about your kid, youôve got a problem.  
                                                                                               ~Adoptive mother 

 

      What happens to adoptive parents that changes them and transforms their desire to 

be a parent into a desire to have the child gone? That is where the question of this 

research began. Literature on adoptive parents suggests that the parent is disappointed in 

the child they received and that nothing has changed. Working with struggling post-

adoption families suggests that although this may be true in some families at risk of 

dissolution, it is not true for all. Therapists specializing in treating adoptive families, such 

as Daniel Hughes, Richard Delaney, and Frank Kunstal all point to what the child brings 

into their new family. In addition, working with caregivers exposed to trauma material 

(vicarious trauma) added another dimension for consideration in this study. Thus, the 

question became, ñDo adoptive parents of traumatized children experience trauma 

symptoms?ò  

      Using a mixed methodology enabled the study to identify specific trauma 

symptoms quantitatively, and bring meaning to these symptoms qualitatively. The TSI-A 

assisted in identifying several points of interest. First, it indicated that adoptive parents 

have a tendency to under-report having problems. Secondly, it identified that adoptive 

parents show a statistically significant level of anger. Interestingly adoptive parents 

initially acknowledged neither under-reporting nor anger/irritability during the interview. 

However, other TSI-A trauma symptoms were discussed, such as depression, anxious 

arousal, defensive avoidance, dissociation, and impaired self-reference.  

      Adoptive parents in this study had amazing resiliency and commitment to the 

children they adopted. Many work diligently every day to overcome internal feelings of 
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shame and blame they feel for the on-going traumatic behaviors of their child. Every day 

they hold their heads high and march forward advocating and pushing for services that 

will help their child grow into a happy productive adult. They reach out to other 

struggling adoptive parents knowing they will find a resource and support from someone 

who ñwalks in their shoes.ò Their strength and determination are humbling; leaving one 

to wonder if they all start with this dedication, how bad must it have become for the 

parent to give up hope? 

 Adoptive parents enter into parenthood with dreams and unrelenting desire to love 

and care for a child in need of a family. This is their internal resource. It gives them the 

strength and courage to face whatever the future holds.      

      How sad for the adoptive parent who remains committed to the child yet has lost 

hope for their own future. Although these individuals were few in this study, their sorrow 

was as tangible as the joy they spoke of when first receiving their child. I believe that for 

these families, there were many opportunities for earlier intervention that may have 

changed this downward spiral had someone listened through the anger.  
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Linda Wolter, LCSW,CADC 

                                                                            3017 Lynn Ct. 

Arlington Heights, IL 60005 

 

 

 

Dear Adoptive Parent; 

 

     My name is Linda Wolter and I am a doctoral student at the Institute for Clinical 

Social Work in Chicago. I have also worked as an Adoption Preservation therapist for the 

past fifteen years. Throughout the course of my work and studies, I have found that it is 

the adoptive parent who has taught professionals about the day-to-day lives and struggles 

of adoptive families. 

 

     This study is an attempt to look at what, if any impact adopting a traumatized child 

has on the adoptive parent. Please take 10-15 minutes to complete the forms included in 

the packet. Donôt be overwhelmed, it looks like more work than it is. Included are: 

1. TSI-A Inventory booklet 

2. TSI-A answer sheet. Please fill in the date, age, sex and race only on the top of the 

answer sheet. You may use a pen or a pencil to complete this. 

3. Consent to participate and a statement of your rights. 

4. Consent to be interviewed (optional) 

 

When you are done please return all the forms in the addressed stamped envelop provided 

for your convenience. If you have any questions or concerns please feel free to contact 

me at 847-690-0463. Thank you for participating and sharing with others the unique 

challenges of adoptive families. 

 

 

 

Respectfully, 

 

 

 

Linda Wolter LCSW,CADC 
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APPENDIX B 

 

STATEMENT OF RIGHTS AND CONSENT 
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INSTITUTE FOR CLINICAL SOCIAL WORK 

 

STATEMENT ON PROTECTING THE RIGHTS OF HUMAN SUBJECTS 

AND  INFORMED CONSENT 

 

I, __________________________________________, agree to participate in the 

research project conducted by Linda Wolter, a doctoral candidate under the supervision 

of Dr. Joan DiLeonardi (312-726-8480) from the Institute of Clinical Social Work in 

Chicago Illinois. I understand that the purpose of the research is to gain a better 

understanding of adoptive parent experiences and stressors. 

I understand that my participation will involve completing the TSI-A Belief Scale 

on which contains 85 questions and a separate answer sheet. In addition, I have the option 

to consent to a personal interview by the principle researcher, Linda Wolter. I understand 

that my participation in the study is voluntary and I may refuse to answer any question on 

the TSI=A or in person. I understand that my refusal to participate in the study will not 

impact any service I now or in the future will receive from the Adoption Preservation 

Program. I further understand that I may at anytime withdraw my consent to participate 

in the study. 

I understand that the information I give, in writing or the personal interview, will 

be kept confidential. All information I provide to the researcher will be coded and 

transcribed in a manner in which no individual participant can be identified. There will be 

no contact between the researcher and my Adoption Preservation worker about my 

participation in this study.  

I understand that in the event that my participation evokes discomfort or anxiety, 

during or immediately after, I may contact the Linda Wolter at 773-884-2227 for a 

confidential referral.  

 

___________________________________________ 

Signature 

 

___________________________________________ 

Date 

Please return all documents in envelop provided to: 

                           Linda Wolter, LCSW, CADC 

                           3017 Lynn Ct. 

                           Arlington Hts., IL 60005   
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APPENDIX C 

 

CONSENT TO INTERVIEW 
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Consent to Interview 

 

 

 

I,____________________________________________ consent to an in-person 

                   (please print name) 

 

interview. I understand that even after signing this form I may withdraw my 

consent at any time. 

 

I give my consent for the interview to be recorded and transcribed. I also 

understand that all information I share will be kept confidential and at no time, 

now or later will any identifying information be shared verbally or in writing. I 

understand that I will not receive any monetary reward for my participation.   

 

 

 

 

 

 

 

__________________________________________________________________        

Signature                                                                                        Date 

 

 

To arrange for an interview at my convenience the researcher may call me at: 

 

 

Home phone 

 

 

Work phone 

 

 

Cell phone 
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APPENDIX D 

INTERVIEW QUESTIONS 
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Interview Questions 

1. How did you make the decision to adopt? 

2. What do you recall thinking/feeling about the   adoption? 

Altered to: What to you recall about the early years? 

3. Is the adoption what you expected? How? How not? 

Altered to: Are you the kind of mother/father you expected to be? 

4. Do you feel like the same person you were when you adopted this child? 

Deleted 

5. What about you is the same? Whatôs different? 

6. Do you think the child is different since adopting them? How? 

Deleted 

7. If you could change anything about your adoptive experience what would it be? 

Altered to: If you could tell others anything about the adoptive experience what 

would you want them to know? 

 

ADDED:  

1. Some parents report feeling angry, do you? 

2. What does your anger look like? 

3. What do you worry about? 
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APPENDIX E 

 

TSI-A QUESTIONNAIRE 
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APPENDIX F 

 

TSI-A ANSWER SHEET 
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