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Effectiveness of an Online Intervention to Improve
Understanding, Well-Being, and Connection in Adoptive Families
Children who are adopted can struggle with trauma-related emotional and behavioral
problems that continue to persist after adoption (Juffer & Van IJzendoorn, 2005; Juffer et al.,
2011; Merz et al., 2010; Pecora et al., 2009; Turney & Wildeman, 2016). These problems are
addressed through post-adoption interventions that involve training aimed at helping parents
care for their adopted children (Burke et al., 2018). However, adoptive families can struggle
with more than just trauma-related issues in the adopted children. Parents can feel stressed
and overwhelmed (Hartinger-Saunders et al., 2019) and the other children in the home can
struggle with invisibility, parentification, peacemaking, and perfectionism (Hunsley et al.,
2021). When family systems theory is considered, the way each member of the adoptive
family affects all others can be understood more clearly (Bowen, 1972, 1978). Additionally,
the difficulties and increased stress each member experiences can impact the attachment
relationships formed and maintained between members (Bowlby, 1988). Taken together, the
individuals within adoptive families, their relationships, and the overall family functioning
can create struggles for the adoptive family beyond the trauma-related needs of the adopted
children. To date, no post-adoption intervention exists that addresses the issues each member
of the adoptive family might experience or the way each family member affects and is
affected by the other members. In an effort to meet this need, an online, self-paced, postadoption family intervention was created that focuses on bringing awareness to the needs of
each member of the adoptive family and improving the way families connect and
communicate together.
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The post-adoption family intervention, called the Connected Family Series, was
developed from basic research studies on the adoptive sibling’s experience, the literature on
each adoptive family member, and clinical knowledge of effective caregiving strategies using
a family systems approach. Both the intervention’s content and structure – an accessible,
online, self-paced format involving all family members – are novel approaches to postadoption intervention. The current study is an examination of the effectiveness of this
intervention in improving understanding, well-being, and connection in adoptive families
post-adoption. A mixed-method, delayed waitlist-control, randomized pre-post design is used
to address six research questions aimed at capturing potential change within individuals,
dyads, and the family system.
The introduction of this paper first reviews the struggles adopted children experience
and the post-adoption interventions that exist to address these struggles. Second, the potential
struggles of other individuals in the adoptive family and the impact on dyadic relationships
are reviewed. Third, family systems theory is applied to demonstrate the way the family is
affected by adoption. Finally, a post-adoption family intervention to meet the needs of each
member of the adoptive family system is described.
The Experiences of Adopted Children
Adopted children become part of their families through one of four adoption types:
international adoption (a child is adopted from a different country), foster care adoption (a
child is adopted out of foster care), domestic infant adoption (a child is adopted most
commonly at birth), and kinship adoption (a child is adopted by a relative). Regardless of
adoption type, adopted children often experience adverse prenatal and early-life events and
post-adoption challenges that can negatively affect development and lead to emotional and
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behavioral problems (Blakemore et al., 2017; Brodzinsky, 2014; Dovran et al., 2012; Pecora
et al., 2009; Rus et al., 2018; Szilagyi et al., 2015; Turney & Wildeman, 2017).
Unlike children who experience early-life adverse events, most children without
early-life adversity develop healthy attachment patterns, attain optimal brain development,
and develop a regulated stress response system (Schore, 2001). According to attachment
theory, the presence of a responsive, consistent, and protective adult is necessary for healthy,
secure attachment to develop in children, and this healthy attachment leads to subsequent
healthy child development (Bowlby, 1969). With healthy attachment, children are able to
explore the world around them while feeling safe, allowing their brains and bodies to develop
optimally (Schore, 2001). For children who have experienced early-life adverse events, their
brains are unable to develop optimally in their stressful environments (Babenko et al., 2015).
Prenatal adverse experiences, including prenatal stress, trauma, and drug exposure,
alter brain development and the development of the stress response system in-utero,
prohibiting key neurological areas to form appropriately prior to birth (Babenko et al., 2015;
Glover et al., 2009; Schore, 2001). Research shows that the birthmother’s stress levels during
pregnancy can negatively affect the prenatal development of the infant (Davis & Sandman,
2010; Thomson, 2007) and early-life development, including slower development, lower
scores in mental development, and an altered neurobiological stress system in the first year of
life (Davis & Sandman, 2010; Thomson, 2007). When a developing infant experiences
prenatal trauma, such as domestic violence, they are at increased risk for an inability to
regulate temperament and an increased stress response at one year (Martinez-Torteya et al.,
2018). This altered neurobiological stress system disinhibits the development of coping
strategies, creating risk for future neurological and psychiatric disorders (Babenko et al.,
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2015). Further, birthmothers of infants who experienced prenatal trauma can have more
negative attitudes about the infant and less connection to the infant prenatally, placing a child
at risk for developing insecure attachment (Pires de Almeida et al., 2013).
In addition to experiencing prenatal stress or prenatal trauma, many adopted children
experience prenatal drug exposure. According to a national survey conducted in 2012,
approximately 5.9% of mothers in the general public used illicit drugs and 8.5% used alcohol
while pregnant (United States Department of Health and Human Services, 2013). These
numbers continue to rise, with opiate use during pregnancy increasing five-fold between
2000 and 2009 (Hayes & Brown, 2012). The rate of prenatal drug exposure is much higher in
children involved in the foster care system when compared to the general population.
Approximately 70% of children placed in foster care have experienced prenatal alcohol
exposure (National Organization on Fetal Alcohol Syndrome, 2012). Prenatal drug exposure
can lead to life-long effects on development and health, including developmental delays
(Dyk et al., 2014), increased behavioral problems and externalizing behaviors (Warner et
al., 2014), and executive functioning deficits (Fuglestad et al., 2015).
Beyond adverse prenatal experiences, children not adopted at birth (e.g., placed in
foster care or institutional care) may experience additional early-life adverse events that
affect their development. Many adopted children experience early-life trauma, which
includes experiences of neglect, domestic violence, and physical, emotional, and sexual
abuse. This trauma can occur whether the child was adopted internationally (Blakemore et
al., 2017; Rus et al., 2018), adopted through foster care (Pecora et al., 2005; Turney &
Wildeman, 2017), or adopted in kinship care (Szilagyi et al., 2015). Experiencing trauma
numerous times and/or in different settings in the first years of life can result in complex
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developmental trauma, defined as the experience of multiple traumatic experiences, often of
an interpersonal nature, over an extended period of time (van der Kolk, 2005). Children who
experienced early-life trauma can exhibit post-traumatic symptoms, attachment issues, and a
range of emotional and behavioral problems (Juffer et al., 2011; van der Kolk, 2005). The
most common trauma-related emotional and behavioral problems in adopted children include
anxiety, depression, anger, conduct problems, peer problems, and hyperactivity (Juffer &
Van IJzendoorn, 2005; Merz et al., 2010; Pecora et al., 2009; Turney & Wildeman, 2016).
Taken together, the potential effects of adverse prenatal and early-life experiences can
be deleterious for adopted children. Once children are adopted, these problems do not end as
they continue to face adoption-related challenges (Colvert et al., 2008). Often, adopted
children experience losses inherent in adoption (Brodzinsky et al., 1984), such as loss of
birthparents, loss of birth siblings or birth families, loss of caretakers in out-of-home care,
loss of genetic link to the adoptive family, and loss of continuity from their past to their
present lives (Brodzinsky, 2011, 2014). These losses can negatively impact adopted
children’s identity development and emotional health if not acknowledged and addressed
within a healthy adoptive family system (Brodzinsky, 2011).
In order to make sense of the multiple losses in adoption, adopted children need to
process and communicate their stories with their adoptive families (Pinderhughes &
Brodzinsky, 2019). The level of communication openness within the adoptive family system
is related to adopted children’s adjustment; specifically, in families with increased
communication openness, adopted children have higher self-esteem and fewer behavioral
problems (Brodzinsky, 2006). Communication about adopted children’s stories is an ongoing
task for adoptive families, as these losses can impact adopted children differently at different
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developmental stages as they gain greater cognitive understanding and emotional processes
(Pinderhughes & Brodzinsky, 2019). For example, in middle childhood, adopted children can
begin to process the feelings of being “rejected” or “abandoned” by their birthparents
(Brodzinsky, 2011). In order to process these feelings, adopted children need the consistent,
responsive, and nurturing support of their adoptive parents.
The prenatal and early-life adverse experiences and post-adoption challenges of
adopted children can negatively affect their development and result in emotional and
behavioral problems, leaving adoptive parents tasked with helping their children heal from
these adverse experiences . Many times, adoptive parents seek post-adoption intervention
services to help support their adopted children in healing from these early-life experiences.
Post-Adoption Interventions for Adopted Children
Post-adoption support offered to families to help meet the needs of adopted children
commonly includes financial assistance or subsidies, access to an adoption caseworker, and
assistance with birth family contact (Bonin et al., 2013). More extensive post-adoption
interventions involve mental health services, support groups, parent training, and web-based
resources (Burke et al., 2010). These services often involve trauma-informed training to
teach parents how to develop a healthy, nurturing caregiving relationship that meets the
needs of their adopted child (or children).
Trauma-informed training for adoptive parents helps parents improve understanding
of adopted children’s needs, connect children’s histories to their behavior, and gain practical
tools to meet their adopted children’s needs in the context of the parent-child relationship
(Hartinger-Saunders et al., 2019). The parent-child relationship is critical because adopted
children typically were hurt in previous relationships with caregivers, which means they can
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only experience healing from their trauma histories in the context of healthy, safe
relationships (Bowlby, 1988; Purvis et al., 2013). According to attachment theory, a safe
relationship creates the space for a healthy attachment to form between the adoptive parent
and adopted child, allowing a child to experience healing from the loss of an early attachment
figure and/or healing from histories of hurtful, neglectful, or inconsistent care (Bowlby,
1988). In order to experience healing from this type of early-life care, the adoptive parents
must take on the role of being a secure, safe attachment figure for their adopted children.
When adopted children receive trauma-informed care in the context of a safe attachment
relationship, they experience a decrease in trauma-related emotional and behavioral problems
and an increase in attachment behavior (Chobhthaigh & Duffy, 2019; Purvis et al., 2015;
Razuri et al., 2016). Effective parent training as part of post-adoption interventions equips the
parents to be the secure attachment figure and offer trauma-informed parenting for their
adopted children.
Regardless of the type of post-adoption intervention, parents need timely services and
access to professionals who are “adoption aware,” have specialized knowledge, improve
family relationships, increase parenting competence, do not blame any member of the family
for the problems, and are compassionate in their response (Selwyn, 2017). Unfortunately,
there are several barriers to accessing services with the above components. The quality and
availability of post-adoption interventions vary depending on location. In the United States,
26% of states offer no post-adoption services and 38% offer very limited post-adoption
services to help meet adopted children’s needs (Smith, 2014). Of the states that do offer these
services, some states are at risk of losing this support for adopted children due to budget cuts
(Burke et al., 2018). Other barriers to accessing post-adoption interventions include lack of
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professionals who are “adoption aware,” lack of services that do not fit family’s availability,
the cost of services, and parents’ fear of being judged as inadequate parents (McKay & Ross,
2011; Livingstone-Smith, 2010; Selwyn, 2017). The multiple barriers to accessing postadoption-intervention place many adoptive parents in a position without the resources or
understanding to assist in their adopted children’s healing.
The weight of caring for the trauma-related needs of their adopted children can create
stress for the adoptive parents. With a lack of access to post-adoption services, adoptive
parents often struggle to care well for their adopted children. Adding to this, most adoptive
families consist of at least one sibling (62%), whether biological or adopted, in their adopted
family (Vandivere et al., 2009). It is important to recognize how these children are affected
by the trauma-related emotional and behavioral problems of the adopted children in their
families and by the increased stress of their parents. Furthermore, if the adoptive family is
considered as a larger system (rather than focusing on the specific individuals), multiple
relational dynamics affect the entire adoptive family.
The Adoptive Family System
Family systems theory considers the family as a system comprised of individuals who
each contribute to and are affected by the emotionality of the other individuals (Bowen,
1972). The individuals within a family system do not experience emotions separately but
rather experience it as part of the family’s collective emotional system. Within the family
system, emotions move easily from person to person, creating the space for individuals to be
affected and affect the other individuals in the system (Bowen, 1972). Family systems theory
serves as a useful framework for understanding the adoptive family system because it allows
for examination beyond the needs of one individual (the adopted child) and, instead,
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recognizes the way each individual may contribute to and be affected by the emotions within
the family.
The needs of adopted children are typically the focus of post-adoption intervention,
but if the other adoptive family members are considered, a greater understanding of how each
member affects the other and a clearer depiction of the experiences in adoptive families can
be gained. This section is a review the literature on adoptive parents, adoptive siblings, and
the dyadic relationships in the adoptive family system (see Figure 1).
Figure 1
The Adoptive Family System

Adoptive Parents
Adoptive parents can experience parental stress and secondary trauma, defined as the
emotional stress one experiences from the knowledge of the traumatic experiences of
9

another, from knowing the traumatic histories of their adopted children (Skandrani et al.,
2019; see Figure 1). These experiences are linked to compassion fatigue, burn-out, and
feeling overwhelmed while trying to meet the needs of their adopted children, often feeling
unprepared or unequipped with the appropriate supports to meet these needs (Follan &
McNamara, 2014; Moyer & Goldberg, 2017; Sanchez-Sandoval & Palacios, 2012).
The responsibilities of caring for adopted children who exhibit trauma-related
emotional and behavioral problems can lead to increased parenting stress in adoptive parents
(Sanchez-Sandoval & Palacios, 2012), defined as both the unexpected and expected strains of
caring for children (Kline et al., 1991). Research demonstrates that adoptive parents’
parenting stress can be greater than non-adoptive parents’ stress (Rijk et al., 2006). In one
study of special-needs adoption, results revealed that parents exhibited above-average
parenting stress levels, which were associated with increased behavioral problems in the
adopted children and poorer family adjustment (McGlone et al., 2002). Other studies have
shown a significant relationship between adopted children’s behavioral problems and
parents’ stress levels, indicating that the higher the parent’s stress levels, the more behavioral
problems in the adopted child (Judge, 2003, 2004; Mainemer et al., 1998). In particular,
parents who adopt older children and who perceived severe emotional and behavioral
problems in their adopted children report the highest parenting stress compared to other
adoptive parents (Goldberg & Smith, 2014).
Parenting stress is exacerbated by the effects of adopted children’s trauma-related
emotional and behavioral problems. The effects of the early-life trauma that adopted children
endure can negatively impact the adoptive parents (Skandrani et al., 2019). The phenomenon
of secondary trauma can occur with adoptive parents when caring for their children who have
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been traumatized (Cairns, 2008). Symptoms of secondary trauma are similar to the symptoms
of post-traumatic stress disorder (PTSD; Figley, 1995). The results of a study conducted with
adoptive parents of children adopted internationally found that parents minimized their
children’s trauma histories, removed themselves emotionally from their children’s
experiences, triggered defense mechanisms against their adopted children, and were
disorganized and disconnected in their telling of their children’s histories (Skandrani et al.,
2019). Each of these behaviors are trauma responses and point to the transmission of the
trauma effects from the adopted children to their adoptive parents through secondary trauma
(Skandrani et al., 2019).
Secondary trauma is linked to burnout, stress, and compassion fatigue (Lloyd et al.,
2002; Wagaman et al., 2015). Burnout is defined as the overwhelming emotional exhaustion
that results from chronic stress related to the emotional demands and frustrations of caring
for others (Boyas et al., 2012). Compassion fatigue refers to the emotional distancing or
feelings of helplessness that occur as a result of the chronic stressors of caring for others
(Coetzee & Klopper, 2010). The literature on the relationship between secondary trauma,
burnout, and compassion fatigue is focused primarily on individuals in helping-professions
(e.g., social workers, nurses, and therapists); however, with the adoptive parent’s task of
helping their children heal from trauma, parents could experience similar emotional
processes as professionals who help these same children heal as part of their career.
Often, parents are unprepared for the care required to meet the trauma-related needs
of their adopted children. Parents of adopted children with disorganized attachment styles
report feeling unprepared to meet the needs of their children, being uncertain of their own
ability to parent their children effectively, and experiencing overwhelming feelings,
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including anger, guilt, confusion, and rejection, about caring for their children (Follan &
McNamara, 2014). In addition, adoptive parents describe grappling with unmet expectations,
such as their children having special needs, once their children come home (Moyer &
Goldberg, 2017). Parents perceive these unmet expectations as stressful, especially when
they lack the support to care for these special needs and did not feel equipped to handle them
(Moyer & Goldberg, 2017).
Adoptive Siblings
For the purposes of this paper, the adoptive siblings are defined as the children,
regardless of adoption status, in the adoptive family who have fewer trauma-related
emotional and behavioral needs than the “target” adopted child. Anecdotally, adoptive
families often have one “target” child (typically an adopted child) who has the most severe,
and typically externalizing, trauma-related emotional and behavioral problems. Because of
the level of need, this child receives the most care and attention from the parents. The other
children in the family, the adoptive siblings, have various experiences in their families,
including invisibility, parentification, peacemaking, and secondary trauma (see Figure 1). To
compound this further, siblings may be adopted themselves and can experience many of the
struggles of an adopted child while also experiencing issues related to being a sibling.
Siblings in adoptive families have been referred to as “invisible children,” as they
receive little attention in their families (Ward, 1982). A few studies have been conducted
with siblings, but the majority of these studies focused on the adopted children’s adjustment
(Kim et al., 1999; Sharma et al., 1998; Tan, 2008). The results of these studies revealed that
siblings have more internalizing problems (Kim et al., 1999), and more withdrawn behaviors
(Sharma et al. 1998) than the adopted children in their families. Another study examined the
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experiences of siblings during home study visits, required check-ins conducted by a
caseworker in the adoptive family’s home at multiple time points after adoption (Phillips,
1999). The results of this study found that after adoption, depending on the developmental
age of the child, siblings felt abandoned by their parents and experienced increased anxiety
(6-12 years), resisted adoption and experienced increased anger (12-18 years), and detached
themselves from the family or took on a parental role in the family (18+ years). Beyond these
studies, there has been little research aimed at understanding the sibling role in the adoptive
family system.
Exploratory research conducted in preparation for the current study provides insight
into the experiences of the adoptive sibling (Hunsley et al., 2021). When considering life
after adoption in their families, siblings described feeling invisible. Siblings felt pushed to
the side or ignored while their parents focused on the needs of the adopted children. Many
siblings described the difference in attention they received from their parents when
comparing life pre-adoption to post-adoption, noting that they experienced much more
attention pre-adoption. Siblings also experienced parentification, taking on the role of
helping parent the adopted children or acting as an emotional support for their parents. Some
siblings reported being aware that this was the role they had in their families while other
siblings were less aware but described this role, reporting that their parents overly relied on
them or that they felt like their brothers and sisters were their own children. Siblings also
reported feeling like they had to be the peacemaker or mediator in the family in attempts to
ease the burden and stress on their parents. They described having to mediate between the
adopted children and parents and minimized any of their own needs that would add to their
parents’ already heavy burdens. This translated to perfectionism, as they learned to avoid
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relying on their parents and strived to minimize needs that would require their parents’ help
(Hunsley et al., 2021).
The results of this study are consistent with the literature on siblings of children with
disabilities (Cridland et al., 2015; Nuttall et al., 2018; Tomeny et al., 2017; Tozer et al.,
2013). The consistency of results makes sense if siblings are viewed through the lens of
family systems theory; in both types of families, at least one child has great need and
receives the most attention from the parents. Both adoptive siblings and siblings of children
with disabilities describe their home lives as stressful and chaotic (Hunsley et al., 2021;
Tozer et al., 2013). For adoptive siblings, the stress and chaos in their homes has the potential
to lead to secondary trauma, just as it does for adoptive parents. While no research has been
conducted explicitly on secondary trauma in siblings, Hunsley and colleagues (2021)
reported that the siblings described experiencing secondary trauma or, in some situations,
disclosed being abused or traumatized by the adopted children in tehir families, which is
consistent with symptoms of secondary trauma found among adoptive parents (Skandrani et
al., 2019). The siblings also described experiencing posttraumatic symptoms, including
struggling to trust people, having a jaded worldview, suffering from mental health problems
and anger, and being overly judgmental of others (Hunsley et al., 2021). While secondary
trauma was not specifically examined, siblings described experiencing multiple posttraumatic symptoms from living in a home with a family member who has complex
developmental trauma.
Adopted Child and Parent Relationship
Within the adopted child and adoptive parent relationship, adopted children can
struggle to feel safe and trust their parents to care for and protect them while adoptive parents
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can struggle to give unreciprocated care to their adopted children (see Figure 1). This
relationship can best be understood through the lens of attachment theory. As stated
previously, many adopted children do not experience the types of interactions that would
build a secure attachment prior to adoption (Van den Dries et al., 2009), which places them at
risk for developmental delays and struggles with building future attachment relationships
(Bowlby, 1982; Fagan, 2011). After adoption, even with a consistent and responsive
caregiver, adopted children can continue to struggle to attach with their adoptive parents
(Van den Dries et al., 2009).
Adopted children can struggle to feel safe and trust that their adoptive parents will
meet their needs if life experiences have taught them that caregivers provide hurtful,
neglectful, or inconsistent care (Bowlby, 1982). Because they have learned that they must
care for themselves in order to be safe, adopted children can struggle to adapt to their new
environments once they are adopted. This insecure attachment can lead adopted children to
refuse care from their adoptive parents, despite adoptive parents’ intentions to provide safe,
responsive, and consistent care (Van den Dries et al., 2009).
When adopted children do not accept the care given by the adoptive parents, this can
affect the adoptive parents’ ability to continue giving care. This experience is referred to as
“blocked care” and is defined as a parent’s inability to maintain loving and empathetic
feelings toward a child who struggles to receive their care (Hughes & Baylin, 2012). Blocked
care can be explained when considering the stress levels of both the parent and adopted child.
Caring for a child with trauma-related emotional and behavioral problems can be stressful;
increased stress levels in the parent can lead to increased stress in the child, leading to greater
emotional and behavioral problems (Hughes & Baylin, 2012). When these stress levels are
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consistently high, it can be difficult for parents to continue to provide empathetic, attuned,
and loving care (Casswell et al., 2014).
Further, as part of the caregiver-attachment relationship, parents might instinctually
stop providing this care to protect themselves. This protection is a defense against the
frequent indifference, hostility, or blocking the adopted child displays when refusing care
from the adoptive parent (Hughes & Baylin, 2012). The parent’s defense against the child’s
refusal to receive care can be understood through the neural motivational system in
caregiving. The neural motivation system involves complex connections and reward
pathways in the brain that are activated by cues and feedback from the child. The reward
pathways are rich with dopamine and oxytocin that are released in the parent’s brain when a
child responds to their care. The increase in dopamine and oxytocin then provides the
motivation necessary for parents to continue giving care (Swain et al., 2014). Parents with
children who consistently accept and receive their care experience increased dopamine and
oxytocin that allow them to maintain motivation in parenting and providing care. When
parents are not receiving these “rewards” for providing care, it can be difficult to maintain
loving, empathetic, and attuned caregiving to the child. This blocked care, unfortunately,
does not allow the adopted child to experience a healthy secure attachment relationship,
which is necessary for healing to occur from their earlier traumatic experiences (Casswell et
al., 2014). Instead, the adopted child continues to struggle with trauma-related emotional and
behavioral problems, parents continue to experience increased stress, and these problems
continue to affect the rest of the adoptive family system.
As the majority of adoptive families have two or more children, there are other family
members to consider when understanding the adoptive family system in its entirety. The
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experiences of the other children in the family and the effect adoption has on them needs to
be understood as well.
Adoptive Siblings & Parent Relationship
Within the adoptive sibling and adoptive parent relationship, adoptive siblings can
struggle to express their needs to their parents while adoptive parents can struggle to have the
capacity to meet the siblings’ needs (see Figure 1). In the healthy attachment cycle, a child
expresses the need and a parent meets the need. The way the parent meets the need affects
the attachment the child develops. For adoptive siblings, especially if they are biological
children of the adoptive parents, the attachment to the parent is most likely already formed
prior to adoption of a new child. Adoptive siblings have already developed an internal
working model, the template every individual develops about the value and reliability of
relationships which places expectations on all future relationships. The adoptive sibling and
adoptive parent also have a consistent attachment dance, the rhythm that is known by both
individuals and involves the way they specifically interact and engage with each other. The
parent expects specific behavior from the adoptive sibling, and the adoptive sibling
anticipates certain responses from the parent.
When an adoptive sibling expresses a need, they expect the need to be met in a
specific way by their parent. After adoption of another child, however, when families
experience increased stress, the cycle of expressing and meeting the need might change. The
literature on attachment demonstrates that parental stress, fatigue, and worry, which are
potential struggles for adoptive parents, can disrupt attunement and negatively affect the
attachment relationship (Rees, 2007). Adoptive parents, who experience increased stress and
are overwhelmed with the needs of their adopted children, could be less attuned to the

17

adoptive siblings’ needs, which can prevent parents from appropriately meeting the needs.
According to attachment theory, if needs are consistently unmet, children may stop
expressing their needs due to the unreliability of care (Bowlby, 1988). If the adoptive parent
is consistently stressed and overwhelmed, disrupting the attunement to the adoptive siblings,
the adoptive siblings’ needs can remain unmet and, over time, may cause them to stop
expressing needs. However, there is no literature on this specific relationship or phenomenon
at this time.
What is known is that many adoptive siblings feel distant from their parents after
adoption, most likely due to their parents’ shift in attention. Conversely, other siblings state
that they feel closer to their parents (Hunsley et al., 2021). The distance or the closeness can
be understood based on the role the adoptive sibling experiences in their family. Some
adoptive siblings can feel distant from their parents because they remove themselves (i.e.,
become invisible or become a perfectionist) from the family post-adoption in response to the
increased stress in the family system. Other adoptive siblings can feel closer to their parents
because they fuse themselves more closely to the family and take on the role of a parent or of
a peacemaker in the family in attempt to alleviate the stress.
Because the adoptive sibling experience has received little attention in the literature,
understanding the adoptive parent and adoptive sibling dyadic relationship primarily involves
theorizing and speculation. The studies that have been conducted on this relationship are
typically a comparison of the quality of the parent-child relationship between parents and
their biological and adopted children, revealing biological children are closer to their parents
than adopted children and parents report more negativity toward their adopted children than
their biological children (Glover et al., 2010; Loehlin et al., 2010). Research is needed to
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understand the relationship between adoptive parent and adoptive sibling, especially any
changes that might occur in the quality of this relationship from pre- to post-adoption.
Sibling Relationship
In the sibling relationship between adopted children and adoptive siblings, adoptive
siblings can struggle with jealousy and resentment, jealous of the attention the adopted
children receive and resentful of the adopted children’s trauma-related emotional and
behavioral problems. In turn, adopted children can struggle with jealousy and inferiority
toward the adoptive siblings, believing the adoptive siblings are more favored and that they
will never belong to the family as fully as the adoptive siblings (see Figure 1).
Just as there is little known about the parent and adoptive sibling relationship, there is
also little known about the quality of the relationship between adopted children and adoptive
siblings in families. In the Hunsley et al., study (2021), adoptive siblings described a variety
of experiences in their relationship with the adopted children in their families. Some reported
having a “typical” sibling relationship with their siblings, while others reported feeling cutoff from their adopted siblings due to traumatic experiences. Some stated that their sibling
relationship with their adopted sibling is the closest sibling relationship in their families, and
others stated that they feel more like a parent, aunt, or uncle to their adopted siblings due to a
large age difference (Hunsley et al., 2019).
One study was conducted to better understand the adopted child and adoptive sibling
relationship that involved interviewing an adopted child and their adoptive sibling together
(Ribner, 2012). Adoptive siblings described a warm and positive relationship with their
adopted sibling, indicating that their sibling is a friend or has helped them grow. Adoptive
siblings also reported feeling jealousy and resentment toward their adopted sibling, noting
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that their adopted sibling received more attention or made their life harder. In turn, the
adopted children in these families reported that their adoptive siblings helped them fit in,
protected them, or mentored them. Adopted children also mentioned feeling jealous and
inferior of their adoptive siblings, feeling as if their adoptive siblings received more attention
or that they had an easier life than they did (Ribner, 2012). The results of this study highlight
both positive and negative feelings for adopted children and adoptive siblings in the context
of the complex sibling relationship in adoption.
Despite the scarcity of research on the sibling relationship in the context of adoption,
the literature makes it clear that the sibling relationship in general is important (Cicirelli,
1982, 1991, 1995; McHale et al., 2012). The sibling relationship can influence a child’s
social, emotional, and cognitive development (Brody, 2004) and is often one of the longest
lasting relationships for an individual (Noller, 2005). In the sibling relationship, siblings take
on various roles in each other’s lives, such as being a friend, competitor, mentor, or helper
(Buhrmester, 1992; Goetting, 1986). In adoptive families, siblings might hold even greater
roles in helping the adopted child adjust to the new family system. The results of a study
conducted by Farr and colleagues (2016) found that the quality of the adoptive sibling
relationship was associated with developmental outcomes and adoption experiences. Adopted
children with closer sibling relationships felt more positively about their adoptions and
experienced better adjustment and less behavioral problems. Further, the results indicated
that adoptive siblings influence adopted children’s experiences of self and relationship
development (Farr et al., 2016).
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Family Systems Theory
If the adoptive family is viewed through the lens of family systems theory, one can
understand how issues may develop in adoptive families at the individual, dyad, and family
level and how these families might experience many more struggles beyond the typical focus
of intervention in the adoption community – the early-life trauma of the adopted child.
Murray Bowen, a psychiatrist and professor, developed family systems theory through
extensive observations of families over many years in his research ward (Bowen, 1972,
1978). What he found in his observations of the family unit is that the family is an emotional
system in and of itself. He argued that the family is not comprised of individuals with their
own separate issues, but rather, each individual combines with the others to make one family
emotional system. While the individual is a critical component of this system, the emotional
processes occurring within the greater family unit are of particular importance in this theory.
This means that the issues within a family system are not one member’s “fault.” Instead, the
issues result from the effects of the emotional system on each individual. With this theory,
Bowen shifted the focus from the individual – both how this member is functioning
independently and how to support this member individually when issues arise – to the
functioning of the overall emotional system that is inherent in each family unit (Bowen,
1972, 1978). Although this theory has not been applied to adoptive families in previous
research, it provides a useful framework for furthering our understanding of the unique
dynamics of the adoptive family.
Four components of family systems theory are particularly relevant to the dynamics
of adoptive families: nuclear family emotional process, differentiation of self, triangles, and
family projection process. Nuclear family emotional process is the process by which what
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affects one member of the family affects every other member of the family (Bowen, 1972,
1978). Family members are not individual siloes, but rather part of a collective whole,
influencing each other through the emotional processes at play within the system. These
processes allow emotions to move easily from person to person without conscious thought,
causing the members of the family to be affected by each other regardless of whether this
effect is a desired outcome. Both the connectedness and the reactivity of the family system
means that when one member feels stress, this stress moves through the rest of the system,
causing every member to feel the effects (Bowen, 1978). The emotional flow occurs easily
and rapidly because family members naturally fuse together to become this collective unit,
trading some of themselves for the betterment of the system. The degree of fusion that occurs
is unique to each family and defines the emotional system. To create this fusion, family
members constantly balance two forces – the need to be autonomous and the need to be close
and accepted by the family. The balance of individuality and togetherness result in the level
of fusion within each family system. This fusion allows for the creation of automatic
reactions, or unconscious emotional processes, in the family system that occur consistently
throughout the lifespan of the system (Bowen, 1972, 1978). Issues can arise when too much
fusion occurs (individuals ignore their own needs to focus on the needs of the family) or too
much individuality occurs (individuals are not connected to the others in their system).
In adoptive families, there are several ways the nuclear family emotional process may
affect the system. The emotional process within the family means that when one member of
the adoptive family is struggling, this struggle naturally affects the other family members,
regardless of intention. For example, when an adoptive parent is stressed, this stress can
increase adopted children’s trauma-related emotional and behavioral problems or adoptive
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sibling’s use of parentification or perfectionism. Each family member responds in some
manner to the emotional stress of another member because each member feels the effects of
the stress. Conversely, if an adopted child is experiencing trauma-related emotional and
behavioral problems, parents can experience increased stress, siblings might experience
invisibility, and everyone in the family system can experience secondary traumatic stress.
The more an adoptive family has fused together, the more they take on these responses as the
emotions flow more easily between members, affecting each member more rapidly.
A second component of family system theory is differentiation of self. Each family
member exhibits a certain degree of differentiation of self, a term that Bowen uses to
describe the individuality of each member of the family (Kerr & Bowen, 1988). A member
with a higher differentiation of self gives less of themselves to the fusion of the family,
allowing them to experience less anxiety and to separate thinking from feeling. These
individuals often experience fewer psychological issues, greater interpersonal functioning
and skills, and greater overall well-being (Sandage & Jankowski, 2010; Skowron et al.,
2004). For family members who give much more of themselves to the fusion of the family
system, this lower differentiation of self results in increased anxiety, a difficulty separating
thinking from feeling, greater psychological distress, and decreased interpersonal functioning
and skills (Krycak et al., 2012; Wei et al., 2005). Bowen theorized that in times of stress,
family systems naturally fuse closer together in effort to promote the care of the system (Kerr
& Bowen, 1988). As they fuse together, individual family members trade more of themselves
– ignoring their own needs – to increase togetherness. The stress that is felt by the emotional
system may be acute or chronic. If the stress is acute, the family system is affected by the
stressor momentarily and then returns to their typical emotional processes. If the stress is
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chronic, this stress can affect the functioning of the family. The family learns to live with this
chronic stress by creating a new way of interacting with one another, fusing more closely
together and forming new roles and new patterns in an effort to protect and care for its
members (Bowen, 1972, 1978). A more closely fused family in chronically difficult times
can actually create more stress in the family, despite its intended effect of diminishing stress.
When family members give up much of their own individuality to increase togetherness, this
creates more tension and anxiety as they lose much of themselves and ignore their own
needs. Additionally, as families become more fused, the stress moves more easily between
members. Unhealthy patterns can emerge as family members try to manage this increased
stress during this time of increased togetherness (Gilbert, 2004).
If differentiation of self is applied to the adoptive family, the effects of increased
stress on each individual makes sense. Many adoptive families experience stress in the
adoption transition when a child enters the family system. As adoptive families experience
stress, they naturally fuse more closely, meaning that they are also giving up more of
themselves and experiencing less differentiation of self. During these times, family members
take on different roles and learn new patterns of interacting. For example, adoptive siblings
take on the role of a parent, a peacemaker, or a perfectionist as they focus on the needs of the
family system more than their own needs. This role affects the interaction pattern between
the adoptive siblings and the parents, which could explain what causes the interaction in this
parent-child relationship to change. The adoptive sibling stops expressing their own needs as
they are focused on the greater needs of the system (both those of the adopted children and of
the parents), and the parent believes the adoptive sibling has no needs since none are
expressed.
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Triangulation is the third component of Bowen’s family systems theory (Bowen,
1972, 1978). Triangles are considered the smallest stable relationship system and the basic
building block of an emotional system. Bowen argues that while two people can have a stable
relationship when calm, when a stressor is present, the two people instinctually involve a
third person to become a triangle. This triangle can contain much more stress than a twoperson system because the stress can move easily among the three relationships within it. If
the stress is still too great for one triangle, triangles continue to form until stability is reached.
In calm periods, the triangle can look like two individuals in a close relationship and one
person as the “outsider.” In more stressful periods, the individual who is struggling the most
becomes closer to the outsider and typically results in one relationship in the threerelationship triangle having conflict. As stress increases and decreases, the three individuals
vie for insider or outsider positions within the triangle (Bowen, 1972, 1978).
Triangles can take many forms in in the adoptive family system. The triangle between
two parents and the adopted child can hold stress in several different ways. The two parents
can put much of the focus on the adopted child and his needs, which could cause less
attention to the marriage relationship and more stress on the adopted child. Or, one parent
and the adopted child could be closer, causing increased tension in the marriage relationship.
Another triangle includes one parent, one adopted child, and one adoptive sibling. In this
triangle, the parent may focus more on the adopted child, causing the adoptive sibling to feel
invisible as mentioned previously in the literature (Hunsley et al., 2021; Ward 1982). Or, the
parent may focus more on the adoptive sibling, causing the adopted child to feel inferior.
There could also be a triangle between three siblings, which would lead two siblings to be
closer and the third to feel more like an outsider who feels invisible, resentful, or jealous.
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These examples are just a few of the triangles that may exist in the adoptive family system.
The more individuals in the family, the more complex the triangulation becomes. Further, the
more stress in the family, the more triangles develop and combine together in order to create
some type of stability in the system.
The fourth component of family systems theory is the family projection process.
This process involves the transmission of parents’ emotional problems onto a child in the
family system. Each child in the family system receives a different level of emotional
projection from the parents. This projection involves the parent first focusing on one child
out of fear that something is wrong with that child, which then leads to a type of selffulfilling prophecy in which the parent observes the child’s behavior and interprets it as
confirming their fears. However, the child’s behavior is believed to result from the parents’
increased anxiety rather than a specific issue with the child. Once the parent confirms their
fears, the parent begins to treat the child differently, as if something were wrong with the
child. This projection process can lead to children in the family experiencing differing
amounts of focus. Sometimes the oldest or youngest may receive the most focus while other
times there is a child with special needs that can draw more of the parent’s focus. The child
that receives the most projection often experiences the most stress due to the parent
projecting anxiety onto the child. These children often are more fused into the family, which
results in less differentiation of self and more issues. The children who receive the least
projection in the family often are the least fused as a result of experiencing less anxiety and
have the greatest differentiation of self (Bowen, 1972).
In adoptive families, the family projection process could simply be that the parent
places most of the attention on the adopted child. The parent may focus most on the adopted
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child because this child has the most needs or is expected to have the most needs. Regardless,
this child then begins to have the most needs due to the child’s response to the parents’
increased anxiety directed at them. The other children in the family then experience less
focus, as the majority of the parent’s attention is focused on one specific child. These
children then may feel invisible as they receive little attention from their parents.
With family systems theory applied to the adoptive family, a deeper understanding of
the complex needs of the adoptive family system – beyond the individual needs of the
adopted child – can develop. Given the complex dynamics at work in the adoptive family
system, it is worthwhile to pursue post-adoption interventions that involve every member of
the family.
Post-Adoption Family Intervention
The potential struggles of each adoptive family member and the impact of these
struggles on the dyadic relationships have been reviewed (see Figure 1). Adopted children
often experience early-life trauma, adoptive parents can feel overwhelmed or stressed in their
caregiving role, and adoptive siblings can react to the changes in the family system by fusing
closer to the system (i.e., parentification or peacemaking) or removing oneself (i.e.,
invisibility). These experiences make sense in light of family systems theory. Each member
of the family affects and is affected by the other family members. The expectation that a
child who has experienced early-life trauma would be the only one feeling the effects of that
trauma in the family system (and that the family system could not exacerbate or diminish
these effects) is counterintuitive to the family emotional process described previously. Yet,
post-adoption interventions target the child who has experienced early-life trauma, without
attending to the effects on the larger family system. To date, no post-adoption intervention
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exists that addresses the way each adoptive family member is affected by and affects the
other members.
In effort to address this gap in services for adoptive families, an online, self-paced,
post-adoption family intervention was created using the literature reviewed above and and
clinical knowledge of effective caregiving strategies using a family systems approach. It
focuses on bringing awareness to the needs of each member of the adoptive family and
improving the family emotional process (i.e., the way families connect and communicate
together). This intervention involves educating both the parents and children on the way each
family member may be affected by trauma as indicated in Figure 1, bringing awareness to the
needs within the family and reducing the family projection process. Then, the family learns
new communication and connection skills to improve the family emotional process,
unhealthy triangulation, and differentiation of self through learning mindfulness skills,
gaining effective ways to express thoughts and feelings, and engaging in positive connecting
activities. The expected outcomes for families who participate in this family intervention
include increased understanding of the issues within their family system after learning how
each family member is affected; increased individual well-being (e.g., self-esteem, parent
self-competence) from improved differentiation of self; and increased quality of family
relationships (e.g., parent-child, sibling, and overall family) after learning and implementing
effective communication and connection skills.
This post-adoption family intervention was created to include the components that
parents desire in post-adoption services according to the Selwyn review (2017) discussed
earlier in the paper. Ideal post-adoption services focus on improving family relationships and
parenting competence; the current intervention addresses the needs of each family member
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and includes strategies to improve the relationships within the family system beyond the
adoptive parent-adopted child relationship while empowering parents with the tools and
resources to build parenting competence. Ideal post-adoption services also include quick,
timely services that are facilitated by an “adoption-aware” professional who has specialized
knowledge and does not blame any member of the family for the struggles they experience.
The current intervention is an online, self-paced intervention that families can fit into their
schedules and do from home and is facilitated by an individual who is a former post-adoption
therapist, a member of an adoptive family, and a current researcher of adoptive families. The
intervention was created through the lens of family systems theory, recognizing that the
struggles within a family are no one member’s “fault” but rather a result of the dynamics
inherent in the family system, which removes blame or causal language from the
intervention.
The current study is an examination of the post-adoption, family intervention
designed to address the issues within adoptive families described previously through the lens
of family systems theory. The intervention, called The Connected Family Series, is an online,
self-paced program that adoptive families can complete in their own home together over the
course of a 4-week period. The intervention was created to be easily accessible for families
without the assistance of an outside professional. The Connected Family Series addresses the
varied and complex issues of the family system and discusses tools to facilitate
improvements in understanding, well-being, and connection (see method section for
intervention details).
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Current Study
The purpose of the current study is to examine the effectiveness of an online, selfpaced post-adoption intervention to improve understanding of the struggles within the family
system, individual well-being, and connection within adoptive families. The mixed-methods
study utilizes a randomized (delayed waitlist) two-group pre-post design to address six
research questions:
1. What is the intervention’s effect on parent and child awareness of the needs of
different family members and understanding how to meet these needs? Hypothesis 1:
Post-intervention, parents and children in the intervention condition will report an
improved awareness of the needs of each family member and greater understanding
of how to meet these needs compared to the waitlist condition.
2. What is the intervention’s effect on parent well-being (i.e., parenting confidence and
parenting stress) from pre- to post-intervention? Hypothesis 2: Parents in the
intervention condition will report increased parenting confidence and decreased
parenting stress compared to parents in the waitlist condition.
3. What is the intervention’s effect on child well-being (i.e., self-esteem and emotional
and behavioral problems) from pre- to post-intervention? Hypothesis 3: Regardless of
adoption status, children in the intervention condition will report increased selfesteem and decreased emotional and behavioral problems compared to children in
the waitlist condition.
4. What is the intervention’s effect on the quality of the parent and child relationship
from pre- to post-intervention? Hypothesis 4: Both parents and children in the
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intervention condition will report improved connection in the parent and child
relationship compared to parents and children in the waitlist condition.
5. What is the intervention’s effect on the quality of the sibling relationship from pre- to
post-intervention? Hypothesis 5: Children in the intervention condition will report
improvement in the quality of their relationship with their sibling(s) compared to
children in the waitlist condition.
6. What is the intervention’s effect on connection and communication within the family
system from pre- to post-intervention? Hypothesis 6: Parents and children in the
intervention condition will report increased family connection and communication
compared to parents and children in the waitlist condition.
Method
Participants
Participants were recruited via multiple mediums, including the Karyn Purvis
Institute of Child Development social media pages, post-adoption organizations, and
adoption and foster care agencies, across the United States. Recruitment occurred in multiple
ways to allow for a variety of family types and needs to be represented in the study
participants. The recruiting institute owns a trauma-informed, attachment-based intervention
(Trust-Based Relational Intervention (TBRI); Purvis et al., 2013), but participants were not
required to have training in or knowledge of this intervention to participate in the study (the
current intervention involved specific curriculum that was created through the lens of TBRI
but was separate from this intervention).
Study participants were families who had legally adopted or had legal permanency of
all children in their family. Eligibility criteria included adoptive families who had at least two
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children with at least one child being 12 years or older. The reason for these criteria was twofold: 1) the intervention emphasized the needs of multiple children in the family so families
with more than one child best fit the demographic aim of the intervention and 2) data
collection included child report and multiple research assessments that required the
participant to be at least 12 years. All members of the family needed to be willing to
participate in the intervention, and members 12 years or older needed to be willing to
participate in the research assessments.
The intervention was created for families with multiple children aimed at meeting the
needs of connection and communication within the family system. The intervention was not
created to improve marital issues or improve temporary family relationships (e.g., foster
care). Further, as a 4-week online intervention intended to be used at home without the
assistance of a professional, families with members who have severe needs would not be a
good fit for this study. As such, exclusion criteria included families who were current foster
parents, regardless of whether they had a current foster placement; families who had at least
one member with severe trauma needs (i.e., child is a harm to self or others) that were
beyond the scope of the intervention; families who had at least one member with severe
developmental disabilities; and two-parent households in which the marriage was a source of
consistent conflict for the parents. Screening questions were included in the recruiting
application to remove families who met the exclusion criteria (see recruitment application in
Appendix A).
A total of 347 families expressed interest in participating in the study. Of these
families, 60 were ineligible and 14 families provided no contact information (see Table 1 for
ineligibility reasons). All eligible families (n = 273) received adult consent forms, parent
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permission forms, and child assent forms to complete for each family member. A total of 157
families provided consent and were randomized to condition (intervention or waitlist). Of the
157 families, 135 families (85.9%) had prior exposure to TBRI (the recruiting institute’s
intervention) with varied experiences (81.4% conferences, 85.9% published works, 60.7%
TBRI trainings, 31.9% other resources). Throughout the course of the study, 9 families
withdrew from the study and their data were removed from analyses: 2 families withdrew
during Time 1 (T1) data collection, 5 families withdrew during the intervention, and 2
families withdrew between the intervention and Time 2 (T2) data collection; all families
cited health emergencies or family crises as their reason for withdrawing from the study.
After removing the 9 families who withdrew, a total of 148 families were in the consented
group.
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Table 1
Ineligibility Reasons for Families Interested in Participating in the Study
Exclusion Criteria

Number of Families

Current foster placement

1

Only one child in family

6

All children younger than 12 years

14

Unwilling to participate in research

1

Unwilling to be randomly assigned

2

No adopted child

1

Open foster home

16

Child psychiatric hospitalization in last 6 months

10

Child harm to self or others

8

Marital conflict

1

No contact information

14

Total

74

Procedure
Ethical approval for all procedures was obtained from the university’s Institututional
Review Board (IRB; Approval #1920-217) prior to data collection. Families were recruited
through various adoption-related platforms and consented to participate in the study prior to
completing research-related activities. Then, participants completed a demographic survey
and Time 1 (T1) data collection. After T1 data collection, participants were randomly
assigned to condition (waitlist vs. intervention); the intervention condition participated in the
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4-week intervention and the waitlist condition did not participate in any activities during this
time. After the intervention condition completed the intervention, both conditions completed
Time 2 (T2) data collection.
Families completed an initial survey to ensure eligibility criteria was met (see
Appendix A). If the family met the eligibility criteria, the primary contact for the family
received adult consent forms, parent permission forms, and child assent forms to complete
for each member of the family. Parents and family members 18 years or older completed
consent forms. For children under 18 years, parents completed parent permission forms and
children completed assent forms. Children under 6 years did not complete assent forms. Once
consent, permission, and assent forms were completed for the entire family and each member
12 years and older agreed to participate in research, initial data collection occurred (T0):
families completed a demographic survey of basic household information and the family’s
level of perceived support (see demographic survey in Appendix B).
At the beginning of the study, all families received a TBRI resources handout with
current resources they could access online. Each month of the study (7 months total), all
families, regardless of condition, received a TBRI handout via email created specifically for
the current study about the TBRI principles: Connecting, Empowering, and Correcting. The
TBRI handout was designed to give parents helpful parenting strategies. Each month covered
a different strategy within one of the three TBRI principles in the following order:
Empowering Physiological and Ecological strategies, Connecting Mindfulness and
Engagement strategies, and Correcting Proactive and Responsive strategies. The seventh
month included a TBRI handout that connected all the principles of TBRI together.
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All families completed assessments in August 2020 (see timeline in Appendix C).
This data collection period (T1) served as pre-assessments for the intervention condition.
Online surveys of assessments created through Qualtrics were sent to each family member 12
years and older via email. Assessments included individual, dyad (i.e., parent-child, sibling),
and family measures to examine the effectiveness of the intervention for each member of the
family. Each family member who was 12 years and older completed assessments during a
two-week data collection period.
Families were compensated for completing assessments at each time point. If at least
one parent in the family completed assessments, the family received a digital download of
TBRI videos from the Healing Families series. If at least one child in the family completed
assessments, the family received mailed gifts (i.e., fidgets) for the children. If at least one
child and one parent in the family completed assessments, the family received the combined
TBRI video digital download and mailed gifts.
After T1 data collection was complete, families were randomly assigned to the
intervention or waitlist condition using a random number generator. A numbered,
alphabetical list was created of the 157 participating families. The random number generator
supplied 78 random numbers ranging from 1 to 157, which a research assistant used to
correspond the generated numbers to the number on the alphabetical list of families. If a
family’s number on the list matched one of the 78 generated numbers, the family was
assigned to the intervention condition. The other 79 families who did not match one of the
generated numbers were assigned to the waitlist condition. The research assistant notified all
families of their assigned condition via email, which allowed the author to remain blind to
families’ conditions. Families randomly assigned to the waitlist condition received the
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intervention approximately three months after the intervention condition. This time frame
was due to follow-up data collection occurring at three-month post-intervention as part of the
larger study of this intervention, outside of the scope of this dissertation. The waitlist
condition received access to the intervention after this three-month follow-up data collection
was completed.
Once T1 data collection period was complete and families were informed of their
randomly assigned condition, families in the intervention condition were notified that they
had one week before the intervention began. A research assistant sent the intervention
condition instructions to register for the intervention and to prepare for the 4-week
intervention series. The waitlist condition did not participate in any activities until T2 data
collection after the intervention condition completed the intervention series.
On September 14, 2020, the 4-week intervention series began. The intervention
condition completed the first week’s activities at their own pace within the seven days. On
each subsequent Monday of the four weeks, the next week’s activities opened for the
intervention condition to access. Again, the intervention condition was able to complete the
week’s activities at their own pace during the seven-day period. The activities from previous
weeks remained available to the families during the duration of the 4 weeks, and all
intervention activities were completed within the four-week time period. The intervention is
described in detail in the intervention section below.
Two weeks after the intervention condition completed the intervention series (8
weeks/months after T1 assessment), T2 data collection occurred for both the intervention and
waitlist conditions. Assessments at T2 were identical to T1 in order to examine differences
between pre- and post-intervention. Families were given a two-week period to complete the
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assessments. Assessments at T2 served as post-assessments for the intervention condition.
Families were compensated for completing assessments in the same manner as they were
compensated at T1; this time caregivers received a digital download of another TBRI video
and children received water bottles. To guard against attrition, further incentives (i.e., the
entire Healing Family series) and an additional week to complete assessments was offered to
participants. More than twenty additional participants completed T2 data collection in this
third and final week.
Approximately three months after the intervention condition completed the
intervention series, both the intervention and waitlist conditions completed three-month
follow-up assessments (T3; part of a larger study outside the scope of this dissertation). This
follow-up data collection period was to determine any longer-term changes that might occur
in the family systems beyond the T2 post-intervention t data collection time point. Families
had the same two-week data collection period to complete the same assessments they
completed at T1 and T2 data collection.
After the T3 three-month follow-up data collection period was completed, families in
the waitlist condition received access to the intervention. The waitlist condition received
instructions to register for the intervention and to prepare for the 4-week intervention series.
The waitlist condition received the intervention series in identical order and manner as the
intervention condition. All research activities ended after the waitlist condition completed the
intervention.
Connected Family Series Intervention
The intervention was an online, self-paced intervention aimed at meeting the needs of
the adoptive family system. The goal of the intervention was to improve understanding, well-
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being, and connection between the members of the family. The intervention occurred over a
4-week period via a scaffolding framework in which each week built on the previous week.
Prior to beginning the intervention, families received instructions to prepare for the structure
of the intervention. Then each week of the intervention families had several tasks to
complete, including watching a 15-20 minute parent mini-webinar, watching a 10-minute
child video, answering reflection questions, completing assigned connecting and
communicating activities, and concluding the week with completing a checklist and ratings
of the activities. (See Appendix D for an outline of the intervention).
Week 1. In Week 1 of the intervention, parents received access to the first miniwebinar. This mini-webinar was a 15-20 minute video that described the purpose and goals
of the intervention and explained general family systems theory and how it relates to
adoptive families. The mini-webinar also detailed helpful tools to begin utilizing to increase
connection and communication in the family. These tools included 10 minutes of
uninterrupted one-on-one time between the parent and each child daily, balanced
communication in which parents talk equally about the positive and negative things in
adoption, and family rituals. After watching the mini-webinar, families had access to the
child 10-minute video. This week, the video was an explanation of the intervention so that
children were prepared for changes that may occur over the 4-week period, the author’s story
of being an adoptive sibling, and an adult adoptee’s story of being both adopted and an
adoptive sibling. Then, each member of the family who was 12 years and older completed a
reflection question in an online survey as part of Week 1 activities. The parent’s reflection
question was “In what ways do you think your family is different from before adoption to
now? What are some positive and negative changes?” The child’s reflection question was “In
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what ways is your life different from before adoption to now?” Both questions allowed the
family member to apply the information in the videos and reflect on their own experiences.
In Week 1, families also received instructions to complete a specific connecting
activity and a communicating activity. These instructions gave more detailed information for
the parents to successfully facilitate the activity at home. The connecting activity was to
select an activity from the “Family Ritual List” and find time during the week to do this
activity together as a family (see Appendix E). Some options of activities included baking
cookies, going bowling, or building a fort. The communicating activity this week was for the
parents to utilize the 10-minute connecting time, one of the tools mentioned in the miniwebinar, with each child in the family on a daily basis. At the end of the week, parents
received a checklist to complete, marking each activity they completed that week and then
rating how helpful they personally perceived each activity to be for their family (see
Appendix F).
Week 2. After the 7-day period for Week 1, Week 2 began. In following the same
order as Week 1, parents received a 15-20 minute mini-webinar to watch. This week’s miniwebinar was a deeper dive into how each member of the adoptive family is more specifically
affected by adoption; this built on the first week’s explanation of general family systems. The
benefits of family rituals were detailed in this mini-webinar and families were encouraged to
begin thinking about which rituals would be possible and useful in their own families. After
parents watched the mini-webinar, families had access to the rest of the content for the week.
The 10-minute child video was an overview of the potential experiences of children in
adoptive families as told by an adult adoptive sibling and adult adoptee. This child video was
aimed at helping the children in adoptive families understand that they are not “alone” in

40

their experience; this helped to normalize their own thoughts and feelings. Then each family
member who was 12 years or older answered the reflection question for the week in an online
survey. Parents answered the question, “From what you learned in the video, how do you
think your children have been affected by adoption in your family? How do you think you
have been affected?” Children responded to the question, “After listening to stories from
others, how do you think you have been affected by adoption in your family? (what is the
best part/what is the hardest part?)” These questions were created again to facilitate
application of the material and reflection of their own experiences.
The connecting and communicating activities for Week 2 were detailed in separate
instructions for the parents. The connecting activity was the same as the first week –
selecting an activity from the Family Ritual List with the intention of finding a family ritual
that worked well for their family to do together. The communicating activity involved
parents writing and giving character praise letters to each of their children, affirming their
children’s value and preciousness without focusing on the children’s accomplishments or
helpfulness. At the end of Week 2, parents received a checklist to complete, marking each
activity they completed that week and then rating how helpful each activity was perceived to
be for their family.
Week 3. Week 3 of the intervention series continued to build on what was learned in
Week 1 and Week 2. Parents first watched a 15-20 minute mini-webinar. After spending the
first two week’s focusing primarily on increasing awareness of the need’s in the family, this
week’s mini-webinar focused on gaining the tools to improve connection and communication
in the family system. Parents learned how to build a home in which family members can talk
about their thoughts and feelings freely and honestly. Family rituals were again highlighted
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for their usefulness in building connection in the family system. After parents watched the
mini-webinar, families had access to the other activities for week 3.
The 10-minute child video was an overview of the importance of communication in
the family and discussion of a reflective tool. Again, this video was aimed at helping to
normalize the children’s experiences in the family and helped them become more
comfortable with opening up to their parents. Then each family member who was 12 years or
older answered the reflection question for the week in an online survey. Parents answered the
question, “Based on what you learned in the video, how well do you think you have been
communicating with your children? How might you improve this?” Children responded to
the question from the reflective tool, “What is good about adoption in your family? What is
hard about adoption in your family? What do you think could make your experience better?”
These questions were created again to facilitate application of the material and reflection of
their own experiences.
The connecting and communicating activities for Week 3 were detailed in separate
instructions for the parents. The connecting activity was the same as the first two weeks –
selecting an activity from the Family Ritual List with the intention of finding a family ritual
that worked well for their family to do together. The communicating activity involved
parents and children having a conversation together about what they had learned so far in the
intervention series. The purpose of this activity was to begin increasing understanding of
each individual’s experience and improving communication about difficult topics within the
family system. At the end of Week 3, parents received a checklist to complete, marking each
activity they completed that week and then rating how helpful each activity was perceived to
be for their family.
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Week 4. The final week, Week 4, was set-up differently than the first three weeks.
Parents watched a short 8-minute video to prepare them to facilitate the week’s activities. In
this video, parents were reminded of what tools they had learned in the intervention series,
the power of family rituals was described again, and the importance of remaining consistent
and motivated to do this work was explained. Family resilience and how to improve
resilience in a family was discussed. Finally, parents receive information to prepare for what
would be discussed in the family video, including a new family rule, discussion of family
roles, and setting up the family to problem-solve the tricky situations in the family together.
The children also watched a 5-minute video to prepare them for the family problem-solving
activity.
After parents and children watched their preparation video, the family found a time to
watch the family video and do the family communication activity all at one time. Families
needed to find approximately one hour in their week to do these two activities together.
During their designated hour, families watched the family video together. In this video,
family roles, family rules, and family rituals were discussed. Instructions for how to problemsolve and why problem-solving is important in building family communication and
connection was described. After families watched this video together, families spent time
problem-solving together as part of the family communication activity for the week. Each
member of the family was asked to think of one thing that is tricky in the family and to work
together to make it better with the parents’ facilitation. Families came up with a solution to
each problem, or if there was not an immediate solution, parents took time to determine a
solution and then discussed it with the children. After solutions were agreed upon as a
family, families created a list or poster with each of the solutions as reminders of how the
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family was going to operate together moving forward. Families were instructed to hang this
list somewhere in the house so it could serve as a reminder for each member.
After families were finished problem-solving, each family member who was 12 years
and older responded to the reflection question for Week 4 in an online survey: “What is
tricky in your family? What are you hopeful will change or continue to change in your
family? What is your part in making this change happen?” The final activity for Week 4 was
to complete the connect activity, which was to celebrate finishing the intervention series in
some special and fun way the family decided together. Examples of this celebration included
going out to dinner, having a movie night, getting ice cream, or another activity aimed at
connecting and playing together. The purpose of this activity was both to celebrate the
accomplishment of finishing the intervention series and to build in important time to play and
connect as a whole family. At the end of the 7-day period, parents completed the activity
checklist, marking each activity they did that week and then rating how helpful each activity
was perceived to be for their family. The end of this last 7-day period marked the completion
of the intervention series.
Measures
A complete list of the measures in the current study can be found in Appendix G. A
demographic questionnaire and social support measure were used for family descriptives.
Awareness and understanding, parent well-being, child well-being, the parent-child
relationship, sibling relationship, and family cohesion and communication were assessed
using a mixed-method approach to answer the six research questions in the current study.
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Demographic Questionnaire
Demographic data was obtained from families after they were accepted into the study
at T0. A demographic survey was sent to families to complete basic information about their
family, and one parent completed this information for the whole family. This survey included
questions about family member demographics, such as names, ages, race, sex,
biological/adopted classification of each family member, and questions about family
structure, such as total number of children, type(s) of adoption, and type of household (i.e.,
one- or two-parent household, blended family, LGBTQ family). Specific questions about the
adopted child(ren) were also included, such as age child was adopted, how many years child
has been part of family, special needs classification, and number of ACES child experienced
prior to adoption. This demographic survey served as descriptive data for the participants and
was examined for any potential control variables (See Appendix B).
Multidimensional Scale of Perceived Social Support (MSPSS)
The MSPSS is a 12-item survey that captures perceived support in three dimensions:
significant other, friends, and family (Zimet, Dahlem, Zimet, & Farley, 1988). The measure
uses a 7-point Likert scale (1 = very strongly disagree, 2 = strongly disagree, 3 = mildly
disagree, 4 = neutral, 5 = mildly agree, 6 = strongly agree, and 7 = very strongly agree)
with higher scores indicating higher perceptions of social support. The Significant Other
subscale measures perceived social support from one’s partner and includes items such as “I
have a special person who is a real source of comfort to me” (α = .91; Zimet et al., 1988).
The Friends subscale measures perceived support from friends and includes items such as, “I
can count on my friends when things go wrong” (α = .85; Zimet et al., 1988). The Family
subscale measures perceived support from family members and includes items such as, “My
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family is willing to help me make decisions” (α = .87; Zimet et al., 1988). One parent in each
family completed this measure at T0 when they completed the demographic survey.
Free-Response Items
To capture the participants’ perceptions of the effectiveness of the intervention,
families in the intervention condition completed free-response items aimed at answering each
of the research questions in this study at T2 data collection. These free-responses items were
intended to capture changes in the family system that may not be reflected through
quantitative measures, given that this intervention has not been studied previously. Freeresponse items were analyzed using phenomenological analysis. See Appendix G for freeresponse items.
Research Question 1 (RQ 1): Awareness and Understanding
Awareness of Family Issues Measure. To answer the first research question
examining the effect of the intervention on improving understanding, two measures were
created: a 10-item Parent Awareness and Understanding measure for parents and a 5-item
Child Awareness and Understanding measure for children who were 12 years or older (see
Appendix G). These measures were created for this study because, given the novelty of the
study, there is no existing measure that could be adapted to best assess this construct. Both
measures include a 5-point Likert scale (1 = strongly disagree, 2 = disagree, 3 = undecided,
4 = agree, 5 = strongly agree) and assess the level of awareness of the needs in the family
system and understanding of how to meet those needs. Higher scores indicate a greater
awareness and understanding of what is occurring in the family (some items are reverse
coded). These measures were completed at T1 and T2.
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RQ 2: Parent Well-Being
In order to assess changes in parent well-being, parenting competence and parenting
stress were measured. These constructs were selected due to the increased parenting stress
adoptive parents often feel and the feelings of being unequipped or unprepared to meet the
needs of their adopted children (Follan & McNamara, 2014; Sanchez-Sandoval & Palacios,
2012).
Parenting Sense of Competence Scale (PSOC). The PSOC is a 16-item measure of
parenting competence with two dimensions: satisfaction and efficacy (Johnston & Mash,
1989). The measure uses a 6-point Likert scale (1 = strongly disagree, 2 = disagree, 3 =
somewhat disagree, 4 = somewhat agree, 5 = agree, 6 = strongly agree) with higher scores
indicating higher levels of parenting competence. The Satisfaction dimension includes items
about parents’ anxiety, motivation, and frustration and includes items such as “Being a parent
makes me tense and anxious” (α = .75; Johnston & Mash, 1989). The Efficacy dimension
includes items about parents’ competence and confidence in handling parenting problems
and includes items such as “Being a parent is manageable and any problems are easily
solved” (α = .76; Johnston & Mash, 1989). Summing the Satisfaction and Efficacy
dimensions create a Total Competence score. Parents in both the waitlist and intervention
conditions completed this measure at T1 and T2 to answer the second research question
examining the effect of the intervention on parent well-being.
Parental Stress Scale. The PSS is an 18-item measure of the positive and negative
aspects of parenting to examine parenting stress levels (Berry & Jones, 1995). The PSS uses
a 5-point Likert scale (1 = strongly disagree, 2 = disagree, 3 = undecided, 4 = agree, 5 =
strongly agree) with higher scores indicating higher levels of parenting stress. The measure

47

includes items that capture positive aspects of parenting and are reverse coded, such as “I
enjoy spending time with my children,” and items that capture negative parenting
components, such as “The major source of stress in my life is my children” (α = .83; Berry &
Jones, 1995). Items are summed to create a Parenting Stress score. Parents in both the
waitlist and intervention conditions completed this measure at T1 and T2 to answer the
second research question examining the effect of the intervention on parent well-being.
RQ 3: Child Well-Being
In order to assess changes in child well-being, self-esteem and emotional and
behavioral problems were measured. These constructs were selected due to the emotional and
behavioral problems many adopted children experience (Juffer et al., 2011).
Rosenberg Self-Esteem Scale. The Rosenberg Self-Esteem Scale is a 10-item
measure that measures global self-worth (Rosenberg, 1965). The measure uses a 4-point
Likert scale (1 = strongly agree, 2 = agree, 3 = disagree, 4 = strongly disagree), and items
are summed to create a Self-Esteem score, with higher scores indicating high levels of selfworth. The measure includes items such as “On the whole, I am satisfied with myself” and “I
feel that I have a number of good qualities” (α = .92; Rosenberg, 1979). Children who were
12 years or older in both the waitlist and intervention conditions completed this measure at
T1 and T2 to answer the third research question examining the effect of the intervention on
child well-being.
Strengths and Difficulties Questionnaire (SDQ). The SDQ is a 25-item
questionnaire about child emotional and behavioral problems (Goodman, 1997, 1998). The
SDQ includes five subscales (Emotional Problems, Conduct Problems, Hyperactivity, Peer
Relationship Problems, and Prosocial Behavior) and a Total Difficulties score. The measure
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uses a 3-point Likert scale (0 = not true, 1 = somewhat true, 1 = certainly true) with higher
scores indicating increased problems. For the purposes of this study, the Total Difficulties
score was used for analysis, which is a sum of the Emotional Problems, Conduct Problems,
Hyperactivity, and Peer Problems subscales. The Emotional Problems subscale (α = .70;
Muris, Meesters, & van der Berg, 2003) assesses the emotional attributes of anxiety,
depression, and somatic symptoms of the child. Sample items include “many worries or
often seems worried” and “nervous or clingy in new situations, easily loses confidence.” The
Conduct Problems subscale (α = .55; Muris et al., 2003) assesses the behaviors, including
lying, stealing, and fighting, of the child. Sample items include “often has temper tantrums
or hot tempers” and “steals from home, school, or elsewhere.” The Hyperactivity subscale (α
= .78; Muris et al., 2003) examines the hyperactivity and impulsivity of the child. Example
items include “restless, overactive, cannot stay still for long” and “easily distracted,
concentration wanders.” The Peer Problems subscale (α = .66; Muris et al., 2003) examines
the peer-related social skills of the child. Example items include “rather solitary, tends to
play alone” and “has at least one good friend.” Children who were 12 years or older in both
the waitlist and intervention conditions completed the self-report version of this measure, and
the primary contact person competed the parent-report version for all children who were 4
years or older at T1 and T2 to answer the third research question examining the effect of the
intervention on child well-being.
RQ 4: Parent-Child Relationship
In order to examine the parent-child relationship, both the parent and the child
completed separate assessments on their relationship with the other individual in this dyad.
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Child Parent Relationship Scale - Short Form (CPRS-SF). The CPRS-SF is a 15item measure of the parent’s perception of the quality of their relationship with their child
(Pianta, 1992). The measure uses a 5-point Likert scale (1 = definitely does not apply, 2 =
not really, 3 = neutral, not sure, 4 = applies somewhat, 5 = definitely applies) and includes
two subscales: Conflict and Closeness. The Conflict subscale measures the level of perceived
conflict between the parent and child and includes items such as “My child and I always
seem to be struggling with each other” (α = .90). The Closeness subscale measures the
perceived degree of affection and closeness between the parent and child and includes items
such as “I share an affectionate, warm relationship with my child” (α = .87). Parents in both
the waitlist and intervention conditions completed this measure at T1 and T2 to answer the
fourth research question examining the effect of the intervention on the parent and child
relationship.
Inventory of Parent and Peer Attachment-Revised (IPPA-R). The IPPA-R is a
measure of children’s perceptions of their relationship with their parents and peers with three
subsections of scores for Mother, Father, and Peer Attachment (Armsden & Greenberg,
1987). For the purposes of this study, only the Mother and Father Attachment subsections
were included (50 items). Three broad dimensions are assessed: degree of mutual trust;
quality of communication; and extent of anger and alienation. The measure uses a 5-point
Likert scale (1 = almost never or never true, 2 = not very often true, 3 = sometimes true, 4 =
often true, 5 = almost always or always true). The Mother Attachment subsection includes
the items in each of the three dimensions such as “My mother accepts me as I am,” “My
mother can tell when I’m upset about something,” and “I don’t get much attention from my
mother” (α = .87; Armsden & Greenberg, 1987). The Father Attachment subsection includes
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the same items but with a different subject, such as “My father accepts me as I am,” “My
father can tell when I’m upset about something,” and “I don’t get much attention from my
father” (α = .89; Armsden & Greenberg, 1987). Children who were 12 years or older in both
the waitlist and intervention conditions completed this measure at T1 and T2 to answer the
fourth research question examining the effect of the intervention on the parent and child
relationship.
RQ 5: Sibling Relationship
Sibling Relationship Questionnaire (SRQ). The SRQ is a measure of the quality of
the sibling relationship (Furman & Buhrmester, 1985). The SRQ is a measure with three
subscales, including Warmth/Closeness, Conflict, and Relative Status/Power, and uses a 5point Likert scale (1 = hardly at all, 2 = not too much, 3 = somewhat, 4 = very much, 5 =
extremely much). For the purposes of this study, only the Warmth/Closeness subscale was
used, which includes 21 items, and higher scores indicate closer sibling relationships. This
subscale measures the closeness of the sibling relationship through seven relationship
qualities: intimacy, prosocial behavior, companionship, affection, similarity, admiration of
the sibling, and admiration by the sibling. The Warmth/Closeness subscale includes items
such as “How much do you and your sibling do nice things for each other?” and “How much
do you and your sibling tell each other everything?” (α = .94; Derkman, Scholte, Van der
Veld, & Engels., 2010). Children who were 12 years or older in both the waitlist and
intervention conditions completed this measure at T1 and T2 to answer the fifth research
question examining the effect of the intervention on the sibling relationship.
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RQ 6: Family Connection and Communication
Family Adaptability and Cohesion Scale IV (FACES IV). The FACES IV is a 62item measure of family cohesion, adaptability, communication, and satisfaction (Olson,
2000). The FACES IV measures two dimensions – cohesion and flexibility – and two
additional scales of satisfaction and communication. The measure uses a 5-point Likert scale
(1 = strongly disagree, 2 = generally disagree, 3 = undecided, 4 = generally agree, and 5 =
strongly agree) with higher scores indicating greater family functioning. The Cohesion scale
measures the emotional bond between family members and includes items such as “family
members feel very close to each other” (α = .89; Olson, 2011). The Communication subscale
examines the degree of communication between family members and includes items such as
“Family members are very good listeners” (α = .89; Olson, 2011). Both parents and children
who were 12 years or older completed this measure at T1 and T2 to answer the sixth research
question examining the intervention’s effect on overall functioning in the family system.
Analysis Plan
Quantitative Analysis Plan
Data from the demographic questionnaire and social support instrument were
analyzed for descriptive information about the total consented sample of participants,
including family, parent, and child descriptives. To examine descriptives more closely,
descriptive information was analyzed for the total sample used for analyses (participants who
completed both T1 and T2 data collection) and then divided into descriptives on the
intervention and waitlist conditions.
To answer each of the six research questions, the same analysis plan was followed
each time. Tests of assumptions were conducted, including normality (Shapiro-Wilk),
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sphericity (Mauchley’s Test of Sphericity), linearity (scatterplot), homogeneity of variances
(Levene’s Test for Equality of Variances), and reliability (Cronbach’s Alpha) for each of the
dependent variables to ensure no assumptions were violated. Then, analyses were conducted
using Pearson’s product-moment correlation to determine the relationship between condition
and dependent variables. Potential covariates were assessed by using Pearson’s productmoment correlation to determine the relationship between condition and potential covariates
and potential covariates and dependent variables. If a significant relationship was found
between a potential covariate and a dependent variable, the covariate was used in analyses
for that dependent variable. A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed
design analysis of covariance (ANCOVA) was used to answer each of the six research
questions when there was a significant covariate. If no significant covariate was found, a 2
(group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design analysis of variance
(ANOVA) was used. To address Type 1 error, Tukey’s LSD was used. Additionally, due to
the exploratory nature of the study, if there was a marginally significant (p < .1) main effect
or interaction, the marginally significant finding was reported and Tukey’s LSD was used to
further explore the relationship.
For the third research question on child-being, the same process was followed but a 2
(group: waitlist vs. intervention) x 2 (adoption status: biological vs. adopted) x 2 (time: T1
vs. T2) mixed design ANCOVA was used to examine differences in parent-report of child
emotional and behavioral problems based on adoption status. There were no differences in
adoption status for parent- or child-report of the other dependent variables (p > .05) thus
adoption status was not used in the other analyses (see Appendix I).
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Qualitative Analysis Plan
Free-response items from all participants in the intervention condition who completed
T2 data collection were analyzed and coded using phenomenological qualitative analysis.
Phenomenological qualitative analysis is a qualitative analytic approach used to understand a
specific phenomenon and explore the similarities and differences between the participants’
experiences within the phenomenon (Creswell & Poth, 2018). The goal of phenomenological
qualitative analysis is to gain a greater understanding of the specific phenomenon of study. In
the current study, the specific phenomenon explored is participation in the Connected Family
Series post-adoption family intervention for both parents and children. A deductive approach
was used to answer the six research questions in the current study. Each free-response item
corresponded to a specific research question, and responses were analyzed and coded using
the research questions as the framework.
The author and a second coder independently familiarized themselves with the parent
responses by reading through the data initially. After reviewing responses, the author and
second coder independently reviewed the data again, recording potential themes and codes
based on responses to the research questions. The author and second coder reviewed their
potential themes and codes together to begin formulating the codebook. The author then
created the codebook based on their examination of the data. Together, the author and second
coder made necessary revisions to the codebook prior to coding. Once the codebook was
created, both independently coded the data, line by line, for each research question and
corresponding free-response item. At multiple time points throughout the coding process, the
author and second coder met to review their respective coding, review any disagreements
between their coding, and resolve the disagreements. Codes and definitions were updated
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throughout this process to be as clear and consistent as possible. If changes were made to the
codebook, the author and second coder reviewed the previously coded responses to reflect
these changes.
Once the author and second coder completed the coding for parent responses, the
same process as outlined above was used to analyze the children’s responses to separate freeresponse items that corresponded with the current study’s research questions.
Results
Participant Demographics
Consented Group
The 148 families that consented to participate learned about the current study in a
variety of ways (see Table 2 for their recruitment sources). The families were located in 38
states in the United States and 8 other countries (Australia, Canada, China, Macedonia, New
Zealand, South Africa, Taiwan, and Thailand). The average size of the families was 5.94
family members (SD = 1.87) with 2.41 adopted children (SD = 1.37) and 1.74 biological
children (SD = 1.54). Families varied in socioeconomic status with the majority (43.8%) of
families with annual household incomes of $72,001 – $126,000. The majority (89.6%) of
families were two-parent households (single-parent households =10.4%). Of the 148
families, 1.4% were LGBTQIA families, 6.9% were blended families, and 42.4% were twoparent working households. The majority (63.2%) of families were multiracial families. Birth
order was not affected by adoption for the majority (75.7%) of families, meaning that the
adopted child became the youngest member of the family at the time of adoption or the
adopted child was adopted prior to the birth of siblings in the family. Families represented a
variety of adoption types, including international adoption (44.4%), foster care adoption
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(54.9%), domestic infant adoption (10.4%), and kinship adoption (7.6%; note: 17.4% of
families experienced multiple types of adoption). The majority (86.8%) of families did
receive pre-adoption parent training, and when parents were asked to rate their agreement on
a 5-point Likert scale (1 = strongly disagree, 5 = strongly agree) to the following statement,
“Pre-adoption training prepared me to meet the needs of my children post-adoption,” parents
generally disagreed (M = 2.63, SD = 1.17). Parents rated their perceived level of social
support on a 7-point Likert scale (1 = very strongly disagree, 7 = very strongly agree) and,
on average, mildly agreed to having enough total social support for their needs.
Table 2
Recruitment Source for Consented Group (n = 148)
Recruitment Source

Number of Families

KPICD Facebook Post (or shared in Facebook support group)

79

TBRI Practitioner

28

Adoption/Foster Care Agencies

31

Email

5

Total

143

Note. 5 families did not list their recruitment source.
Parents in the consented group (n = 274) were an average of 45.25 years old (SD =
6.78) and 53.0% were female and 47.0% were male. The majority of parents were White
(92.5%), married (94.7%), and worked full-time (61.4%).
Children in the consented group (n = 593) were an average of 12.69 years old (SD =
5.79) and 47.9% were female and 52.1% were male. Children represented a range of races
and ethnicities: White (61.8%), Black (14.7%), Asian (10.2%), Hispanic (5.7%), Native
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American (1.8%), and multiracial (5.7%). The majority (57.1%) of children were adopted
(biological, 41.6%, legally permanent, 1.2%). The children who were adopted represented
different types of adoption: foster care adoption (58.6%), international adoption (32.5%),
domestic infant adoption (6.4%), and kinship adoption (2.5%). Of the children who were
adopted into their families, an average of 6.62 years (SD = 4.49) had passed since adoption
finalization, and the adopted child was an average of 3.46 years (SD = 3.87) at the time of
adoption. Of the biological children in the families, the child was an average of 8.75 years
(SD = 6.45) at the time of the first adoption in their families.
Sample Group for Analyses
Of the 148 consented families, 128 families completed assessments at T1 (86.5%),
and 95 families completed assessment at both T1 and T2 (74.2%). The 95 families who
completed assessments at both T1 and T2 became the sample group used for analyses. The
descriptive statistics for the families in the sample group are listed in tables 3-6; there were
no significant differences in family size, SES, family demographics, or perceived social
support between consented families (n= 148) and sample group families (n = 95).
Of the 274 parents involved in the study, 210 parents (76.6%) completed assessments
at T1, and 147 parents completed assessments at both T1 and T2 (70.0%). Parents in the
sample group for analyses (n = 147) were an average of 45.17 years old (SD = 7.05) and
62.5% were female and 37.5% were male. The majority of parents were White (92.9%),
married (91.2%), and worked full-time (53.6%; see Table 7 for parent demographics).
Only children who were between 12 and 18 years old were eligible to complete
assessments for the current study. Of the eligible children, 177 children completed
assessments at T1, and 119 children completed assessments at both T1 and T2 (67.2%).
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Children in the sample group for analyses (n = 116) were an average of 13.79 years old (SD
= 1.83) and 54.5% were female and 45.5% were male. Children represented a range of races
and ethnicities: White (63.4%), Black (10.9%), Asian (7.9%), Hispanic (5.9%), Native
American (3.0%), and multiracial (8.9%). Almost half (49.0%) of the children were adopted
(biological, 51.0%). The children who were adopted represented different types of adoption:
foster care adoption (49.0%), international adoption (36.7%), domestic infant adoption
(10.2%), and kinship adoption (4.1%). Of the children who were adopted into their families,
an average of 9.04 years (SD = 4.34) had passed since adoption finalization, and the adopted
child was an average of 3.92 years
(SD = 4.17) at the time of adoption. Of the biological children in the families, the child was
an average of 8.74 years (SD = 3.92) at the time of the first adoption in their families (see
Table 8 for child demographics).
Waitlist versus Intervention Condition
Of the 148 consented families, 78 families were randomly assigned to the
intervention condition and 79 families were randomly assigned to the waitlist condition
(receiving the intervention 3 months after the intervention condition). Of the families who
withdrew from the study, 8 were in the intervention condition and 1 was in the waitlist
condition making the final total 70 families in the intervention condition and 78 families in
the waitlist condition. Of these families, 39 families in the intervention condition and 56
families in the waitlist condition completed assessments at both T1 and T2 (see Tables 3-6
for family demographic information).
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Table 3
Means for Family Size and Children for Total Sample), Waitlist Condition, and Intervention
Condition in the Sample Group for Analyses
Demographic

Total Sample
(n = 95)

Waitlist
(n = 56)

Intervention
(n = 39)

Mean (SD)

Mean (SD)

Mean (SD)

Family Size

5.88 (1.92)

5.79 (2.18)

6.03 (1.50)

Adopted Children

2.35 (1.32)

2.30 (1.38)

2.41 (1.23)

Biological Children

1.79 (1.66)

1.79 (1.83)

1.79 (1.40)

Total Children

4.16 (1.86)

4.09 (2.12)

4.26(1.43)

Table 4
Socioeconomic Status for Total Sample, Waitlist Condition, and Intervention Condition in the
Sample Group for Analyses
Annual Household Income

Total Sample
(n = 95)
Percentage

Waitlist
(n = 56)
Percentage

Intervention
(n = 39)
Percentage

$0-31,000

3.2%

1.8%

5.1%

$31,001-42,000

6.3%

7.1%

5.1%

$42,001-72,000

17.9%

10.7%

28.2%

$72,001-126,000

41.1%

42.9%

38.5%

$126,001-188,000

21.1%

32.1%

5.1%

$188,000+

10.5%

5.4%

17.9%
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Table 5
Demographic Information for Total Sample, Waitlist Condition, and Intervention Condition
in the Sample Group for Analyses
Demographic

Total Sample
(n = 95)
Yes

Waitlist
(n = 56)
Yes

Intervention
(n = 39)
Yes

Two-Parent Household

86.3%

83.9%

89.7%

LGBTQIA Parents

1.1%

0.0%

2.6%

Blended Family

8.4%

10.7%

5.1%

Two-Parent Working Household

36.8%

39.3%

33.3%

Stay-at-Home Parent Household

60.0%

53.6%

69.2%

Multiracial Family

66.3%

60.7%

74.4%

Birth Order Changed

23.2%

23.2%

23.1%

International Adoption

46.3%

42.9%

51.3%

Foster Care Adoption

54.7%

53.6%

56.4%

Domestic Infant Adoption

10.5%

7.1%

15.4%

Kinship Adoption

6.3%

3.6%

10.3%

Multiple Adoption Types

17.9%

8.9%

30.8%

Pre-Adoption Training

86.3%

85.7%

87.2%
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Table 6
Perceived Social Support of Families in the Total Sample, Waitlist Condition, and
Intervention Condition in the Sample Group for Analyses
Social Support Source

Total Sample
(n = 95)

Waitlist
(n = 56)

Intervention
(n = 39)

Mean (SD)

Mean (SD)

Mean (SD)

Significant Other

5.82 (1.35)

5.80 (1.30)

5.86 (1.44)

Family

4.42 (1.49)

4.29 (1.57)

4.62 (1.35)

Friends

5.27 (1.29)

5.12 (1.30)

5.49 (1.26)

Total

5.17 (1.16)

5.07 (1.13)

5.32 (1.20)

Of the 274 parents in the consented group, 134 parents were randomly assigned to the
intervention condition and 140 were randomly assigned to the waitlist condition. Of these
parents, 63 parents (female = 60.7%; male = 39.3%) in the intervention condition and 84
parents (female = 63.9%; male = 36.1%) in the waitlist condition completed assessments at
both T1 and T2 (see Table 7 for parent demographics).
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Table 7
Demographic Information for Parents in the Total Sample, Waitlist Condition, and
Intervention Condition in the Sample Group for Analyses
Demographic

Total Sample
(n = 147)

Waitlist
(n = 84)

Intervention
(n = 63)

Age

M (SD)
45.17 (7.05)

M (SD)
46.09 (8.06)

M (SD)
43.94 (5.22)

Race/Ethnicity

Percentage

Percentage

Percentage

White

92.9%

94.3%

91.1%

Black

3.2%

2.9%

3.6%

Asian

2.4%

1.2%

3.6%

Hispanic

0.8%

1.2%

0.0%

Native American

0.8%

0.0%

1.8%

Marital Status

Percentage

Percentage

Percentage

Married

91.2%

89.9%

91.9%

Single

4.8%

5.8%

3.6%

Separated/Divorced

4.0%

4.3%

3.6%

Employment Status

Percentage

Percentage

Percentage

Full-Time

53.6%

58.0%

48.2%

Part-Time

18.4%

13.0%

25.0%

Unemployed

24.0%

21.7%

26.8%

Retired

3.2%

5.8%

0.0%

Student

0.8%

1.4%

0.0%
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There were 291 children in the families in the intervention condition and 299 children
in the families in the waitlist condition. Of these children, 55 children in the intervention
condition and 61 children in the waitlist condition completed assessments at both T1 and T2
(see Table 8 for child-level demographics).
Table 8
Demographic Information for Children in Total Sample, Waitlist Condition, and Intervention
Condition in the Sample Group for Analyses
Demographic

Total Sample
(n = 116)

Waitlist
(n = 61)

Intervention
(n = 55)

Age

M (SD)
13.79 (1.83)

M (SD)
14.28 (2.39)

M (SD)
13.69(1.76)

Years Since Adoption

9.04 (4.34)

9.36 (5.42)

9.04 (3.29)

Age of Adopted Child at Adoption

3.92 (4.17)

4.29 (4.96)

3.51 (3.16)

Age of Bio Child at Adoption

8.74 (3.92)

8.93 (4.31)

8.66 (3.35)

ACES of Adopted Child

3.29 (3.27)

3.66 (3.24)

2.85 (3.31)

Race/Ethnicity

Percentage

Percentage

Percentage

White

63.4%

67.9%

61.5%

Black

10.9%

7.5%

13.5%

Asian

7.9%

5.7%

9.6%

Hispanic

5.9%

5.7%

5.8%

Native American

3.0%

1.9%

3.8%

Multiracial

8.9%

11.3%

5.8%
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Table 8, Continued
Demographic Information for Children in Total Sample, Waitlist Condition, and Intervention
Condition in the Sample Group for Analyses
Demographic
Sex

Total Sample
(n = 116)
Percentage

Waitlist
(n = 61)
Percentage

Intervention
(n = 55)
Percentage

Female

54.5%

52.8%

55.8%

Male

45.5%

47.2%

44.2%

Adoption Status

Percentage

Percentage

Percentage

Adopted

48.1%

47.2%

49.0%

Biological

51.9%

52.8%

51.0%

Legal Permanence

0.0%

0.0%

0.0%

Adoption Type

Percentage

Percentage

Percentage

Foster Care Adoption

49.0%

48.0%

52.0%

International Adoption

36.7%

44.0%

28.0%

Domestic Infant Adoption

10.2%

8.0%

12.0%

Kinship Adoption

4.1%

0.0%

8.0%

Fidelity and Feasibility
Families in the intervention condition completed weekly checklists during the
intervention to determine fidelity to the intervention. Of the parents in the intervention
condition, 32 parents (82.05%) completed the Week 1 checklist and participated in the
following intervention activities: watched the parent mini-webinar (100%), children watched
the child video (96.9%), completed the parent reflective questions (90.6%), children
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completed the child reflective question (90.6%), completed the family communication
activity (87.5%), and completed the family connection activity (84.4%).
In Week 2, 26 parents (66.67%) in the intervention condition completed the Week 2
checklist. Parents reported participating in the following intervention activities: watched the
parent mini-webinar (100%), children watched the child video (92.3%), completed the parent
reflective questions (96.2%), children completd the child reflective question (92.3%),
completed the family communication activity (92.3%), and completed the family connection
activity (96.2%).
In week 3 of the intervention, 27 parents (69.23%) in the intervention condition
completed the Week 3 checklist. Parents reported participating in the following intervention
activities: watched the parent mini-webinar (100%), children watched the child video
(100%), completed the parent reflective questions (96.3%), children completd the child
reflective question (96.2%), completed the family communication activity (88.9%), and
completed the family connection activity (96.2%).
In the final week of the intervention, 27 parents (69.23%) completed the Week 4
checklist and reported participating in the following intervention activities: watched the
parent mini-webinar (100%), children watched the child video (92.6%), completed the parent
reflective questions (96.2%), children completd the child reflective question (88.0%),
completed the family communication activity (92.6%), and completed the family connection
activity (96.2%).
At the end of the intervention, parents in the intervention condition were asked to
indicate overall satisfaction with and feasibility of the intervention. On a Likert scale of 1-5
(1 = strongly disagree to 5 = strongly agree), parents in the intervention condition (n = 24;
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61.54%) reported they were satisfied with the intervention and the effects they believe it had
on their families
(M = 4.17, SD = .637). Parents neither agreed nor disagreed that they were able to find time
to complete the intervention each week (M = 3.50, SD = .8.34), but they reported that they
felt capable of completing the intervention without the assistance of an outside professional
(M = 4.33, SD = .564). Overall, parents reported that the intervention was effective for their
families (M = 3.96, SD = .550).
Preliminary Analyses
Preliminary tests were conducted to ensure there was no violation of the assumptions
of normality, linearity, homogeneity of variances, and reliability for each of the dependent
variables. No assumptions were violated for the dependent variables. Reliability tests using
Cronbach’s Alpha demonstrated reliability consistent with previous literature, ranging from
α = .731(Parenting Sense of Competence) to α = .902 (Child-Parent Relationship Scale-Short
Form) for parent-report measures and α = .781 (Strengths and Difficulties Quesionnaire) to
α = .944 (Sibling Relationsip Questionnaire) for child-report measures.
Analyses examining the relationship between condition (intervention vs. waitlist) and
dependent variables were conducted to determine differences between conditions at baseline
(T1). For parent-report measures, there was no significant relationship between condition and
dependent variables at T1, p’s > .05 (see Appendix H for correlation tables). For child-report
measures, there was a significant relationship between condition and Self-Esteem at T1, p =
.029, with children in the waitlist condition reporting significantly greater Self-Esteem. There
were no other significant relationships between condition and child-report dependent
variables.
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For parent-report measures, potential covariates were examined, including Total
Children (i.e., total number of children in the family) and Years since Adoption (i.e., years
since the most recent adoption in the family), using Pearson’s product-moment correlation.
There was a significant relationship between Total Children and multiple dependent
variables and between Years since Adoption and multiple dependent variables, p’s ≤ .05.
Therefore, Total Children and Years since Adoption were used in the analyses (see Appendix
I for correlation tables between potential covariates and dependent variables).
For child-report measures, potential covariates were examined, including Age, Total
Children, Adoption Status (i.e., adopted vs. biological), and Years since Adoption. No
significant relationship was found between the dependent variables and Adoption Status or
Years since Adoption, p’s > .05. A significant relationship was found between Total Children
and Sibling Closeness, p ≤ .01, thus Total Children was used as a covariate in the sibling
relationship analysis. There was a significant relationship between Age and multiple
dependent variables,
p ≤ .05, making Age a covariate for child-report analyses (see Appendix I).
Research Question 1: Awareness and Understanding
Research Question 1: What is the intervention’s effect on parent and child awareness
of the needs of different family members and understanding how to meet these needs?
Parents
A reliability test using Cronbach’s Alpha was conducted on the 10-item Parent
Awareness and Understanding measure created for the current study. Results demonstrated
strong reliability (α = .793 at T1; α = .818 at T2). Removal of one item increased reliability;
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the final 9-item measure demonstrated strong reliability (α = .827 at T1; α = .851 at T2) and
was used for analysis.
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design analysis of
covariance (ANCOVA) was conducted on Parent Awareness and Understanding while
controlling for Total Children. There was a marginally significant main effect of group,
F(1, 142) = 3.80, p = .053, 𝜂𝜂𝜌𝜌2 = .026, 95% CI [-.026, 3.854], with parents in the intervention
condition reporting more Awareness and Understanding than parents in the waitlist

condition. There was no effect of time and no significant interaction between group and time,
p’s > .05 (See Table 9).
Table 9
Means and Standard Deviations of Parent Report of Awareness and Understanding as a
Function of Group (Intervention vs Waitlist) and Time (T1 vs T2) while Controlling for Total
Children in Family
Awareness and Understanding
____________________________________________________________
T1
T2
____________________________________________________________
M (SD)
M (SD)
Group_____________________________________________________________________
Intervention
26.57 (6.36) a
29.02 (6.04) a
Waitlist
25.12 (6.76) b
26.79 (6.08) b
Note. N = 145 (n = 61 for intervention; n = 84 for waitlist). Means with different superscripts
differ at the p ≤ .05 level by Tukey’s LSD test.
Phenomenological Analysis. At T2, parents in the intervention condition (n = 59)
responded to the question, “How do you think your view of your family’s needs and your
awareness of what is occurring in your family has changed from before the intervention to
now?” Parents’ responses were organized into four separate categories: meeting the need
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through communication, meeting the need through connection, awareness and understanding
of needs, and no change.
Parents (35.59%) stated that they better understood how to meet the needs of their
family by improving communication in their families. Some parents stated they listened
more, shared experiences and feelings more freely in their families, asked questions, and
trusted each other to share struggles and hard experiences with each other after the
intervention. One parent stated, “I am more aware of the need to communicate calmly and
with the interest of the other person in mind. I have also tried to simply engage my kids in
conversations of everyday events and not simply deal with the problem of the moment.”
Other parents (27.11%) stated they understood that improving connection would meet
the needs of their families. They stated that they had more one-on-one time with each of their
children, incorporated family rituals into their regular family life, planned family activities,
and spent more intentional time together as a family. One parent stated, “Before the
intervention, I did not realize how little high quality family time we had together and how
much our two older girls needed it. I have a better understanding of how much more one-onone time our older girls need too.”
The majority of parents (57.62%) stated that they were more aware and more
understanding of the needs in their families. Parents stated they had more awareness of the
issues in their families and more understanding of how to meet the needs. Some parents
specifically mentioned that they better understood the experiences of their biological children
and the root of their children’s behavior, regardless of adoption status. One parent described
their increased awareness and understanding by stating, “It opened my eyes to how my
biological children were being put in different roles because of how stressful our life is. I also

69

became aware of the needs of my children who were not as vocal in expressing what they
needed from me. I am thinking more about all the children's needs not just the adopted child's
needs.” Parents also stated they were more aware of their own needs and felt their experience
was normalized in the intervention; for example, one parent stated, “I feel less alone, like
someone else understands what we have been experiencing.”
Finally, some parents (6.78%) stated there was no change in their awareness and
understanding of the needs in their families. Three parents (5.08%) stated they received a lot
of TBRI training or sought treatment specifically for the struggles described in the
intervention prior to participation in the current study. One parent stated, “I honestly feel it is
the same. Much of what we learned was what we have done or are doing in therapy now.”
Children
A reliability test using Cronbach’s Alpha was conducted on the 5-item Child
Awareness and Understanding measure created for the current study. Results demonstrated
poor reliability (α = .284 at T1; α = .356 at T2). Examined more closely, removal of one item
would increase reliability, but strong reliability could still not be demonstrated (α = .485 at
T1; α = .545 at T2). Due to weak reliability, this measure was removed from analysis.
Research Question 2: Parent Well-Being
Research Question 2: What is the intervention’s effect on parent well-being (i.e.,
parenting confidence and parenting stress) from pre- to post-intervention?
Parenting Competence
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design analysis of
variance (ANOVA) was conducted on the parents’ Total Competence. There was no effect
of group, p > .05. A significant main effect of time was found, F(1, 141) = 12.20, p = .001,
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𝜂𝜂𝜌𝜌2 = .080, 95% CI [.948, 3.420], indicating that parents in both groups reported increased

Total Competence across the two time points. There was a significant interaction between
group and time, F(1, 141) = 6.08, p = .015, 𝜂𝜂𝜌𝜌2 = .041. Simple main effect analyses using

Tukey’s LSD showed parents in the intervention condition reported a significant increase in
Total Competence from T1 to T2, p ≤ .001, 95% CI [1.866, 5.586], but there was no
difference in scores for parents in the waitlist condition, p > .05 (see Table 10).
Table 10
Means and Standard Deviations of Parent Sense of Competence as a Function of Group
(Intervention vs Waitlist) and Time (T1 vs T2)

Group
Intervention

Parent Sense of Competence
____________________________________________________________
T1
T2
____________________________________________________________
M (SD)
M (SD)
a
62.76 (9.16)
66.48 (8.82)b

Waitlist
63.31 (9.01)a
63.95 (9.80)a
Note. N = 143 (n = 62 for intervention; n = 81 for waitlist). Means with different superscripts
differ at the p ≤ .05 level by Tukey’s LSD test.
Phenomenological Analysis. At T2, parents in the intervention condition (n = 59)
were asked, “How do you think your confidence in your ability to parent each of your
children has changed from before the intervention to now?” Parents responded in one of three
ways: increased parenting confidence, decreased parenting confidence, or no change in
confidence. The majority of parents (62.71%) reported increased parenting confidence from
participating in the intervention. Parents stated they had more knowledge or felt more
equipped to meet the needs in their families. Some parents stated they were relating better to
each of their children through connecting, communicating, and mutual understanding, which
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improved their confidence. One parent described this change by stating, “I feel more
confident now because it seems like things are out in the open. I feel like 2 of my children
(the ones I felt were left out mostly because they were quieter and less vocal about their
needs) feel more comfortable now expressing those feelings which helps me meet their needs
better.” Parents also stated that their own awareness or self-care increased their confidence as
a parent; for example, one parent stated, “I'm more clear about the link between MY
emotional/mental health and my ability to parent our youngest. When I take care of me, I'm
confident in being able to meet her needs.”
One parent (1.69%) stated that they had less parenting confidence but said, “My
confidence in parenting my adopted son has decreased because of recent stressors not related
to the intervention.”
Other parents (18.64%) stated that they experienced no change in their confidence.
Parents stated that it was too soon to experience changes in their confidence or that they were
hopeful their confidence would improve with time. One parent stated, “I will be more
confident when I can really take the time to focus more on the technique. At the moment still
struggling.” Other parents stated there was no change in their confidence without giving
explanation.
Parenting Stress
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design ANOVA
was conducted on Parenting Stress. There was no effect of group, p > .05, but there was a
significant main effect of time, F(1, 140) = 13.81, p ≤ .001, 𝜂𝜂𝜌𝜌2 = .090, 95% CI [.837, 2.741],
indicating that parents reported decreased Parenting Stress across the two time points. There
was a marginally significant interaction between group and time, F(1, 140) = 2.77, p = .098,
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𝜂𝜂𝜌𝜌2 = .019. Simple main effect analyses using Tukey’s LSD showed parents in the

intervention condition reported a significant decrease in Parenting Stress from T1 to T2, p ≤

.001, 95% CI [1.153, 4.028], but there was no difference in scores for parents in the waitlist
condition, p > .05 (see Table 11).
Table 11
Means and Standard Deviations of Parenting Stress as a Function of Group (Intervention vs
Waitlist) and Time (T1 vs T2)

Group
Intervention

Parenting Stress
_________________________________________________________
T1
T2
_________________________________________________________
M (SD)
M (SD)
a
49.05 (9.97)
46.46 (8.57)b

Waitlist
49.64 (9.97)a
48.65 (9.72)a
Note. N = 142 (n = 61 for intervention; n = 81 for waitlist). Means with different superscripts
differ at the p ≤ .001 level by Tukey’s LSD test.
Phenomenological Analysis. At T2, parents in the intervention condition (n = 59)
responded to the question, “How do you think your level of stress as a parent has changed
from before the intervention to now?” Parents’ responses fell into three categories: decreased
parenting stress, increased parenting stress, and no change in stress. Approximately half of
parents (52.54%) stated that they experienced decreased parenting stress from participating
in the intervention. Some parents attributed this decrease to having more tools, feeling more
equipped, having more understanding, or having a better plan to manage all the needs. Other
parents stated their increased self-awareness and more effective coping skills helped decrease
their stress levels. One parent described feeling more equipped and experiencing more selfawareness by stating, “I am learning to self-care and that has helped me feel less stress. Also
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knowing that we have an open communication between myself and the kids helps me to feel
like several of them aren't being left out. I like that we have a way to communicate about
difficulties that may be occurring and can figure out a way to resolve them.”
Some parents (11.86%) stated they experienced increased parenting stress since
participating in the intervention. The majority of parents stated this was unrelated to the
intervention: 5.08% of parents stated their increased stress was due to COVID-19, 5.08% of
parents stated their family experienced an unrelated trauma during the intervention, and
1.69% of parents stated they felt pressured to learn all the information possible to help their
family which added to their stress levels. This parent stated, “My stress level has stayed
pretty much the same or slightly higher. I feel so aware of the other factors at play with our
children (ex: trauma related behaviors) and feel such pressure to gain endless amounts of
information and making informed and proactive decisions that I am afraid I will never be
good enough at meeting their needs.”
Other parents (30.51%) stated that they thought there was no change in their level of
parenting stress. Many of these parents stated that they were hopeful that their stress levels
would improve once they had more time to implement what they learned or once they began
to see improvements in their family from the changes they made. One parent stated, “It is still
stressful but I think the different ideas that I obtained will make things much more
manageable.”
Research Question 3: Child Well-Being
Research Question 3: What is the intervention’s effect on child well-being (i.e., selfesteem and emotional and behavioral problems) from pre- to post-intervention?
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Child Self-Esteem
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design ANCOVA
was conducted on Self-Esteem while controlling for Age. There was no main effect of group
or time, p’s > .05. No significant interaction was found, p > .05 (see Table 12).
Table 12
Means and Standard Deviations of Child Report of Self-Esteem as a Function of Group
(Intervention vs Waitlist) and Time (T1 vs T2) while Controlling for Age

Group
Intervention

Child Self-Esteem
____________________________________________________________
T1
T2
____________________________________________________________
M (SD)
M (SD)
18.42 (4.71)
18.75 (5.53)

Waitlist
19.68 (4.24)
19.07 (5.39)
Note. N = 111 (n = 52 for intervention; n = 59 for waitlist).
Phenomenological Analysis. At T2, all children (n = 51) in the intervention
condition who were 12 years or older were asked, “How do you think your view of yourself
and your level of self-esteem has changed from before the intervention to now?” Children
responded in one of three ways: increased self-esteem, decreased self-esteem, or no change
in self-esteem. Children most often (37.25%) stated that they perceived their self-esteem had
improved from pre- to post-intervention. They stated they felt better about themselves or they
felt like their experiences had been normalized, making them feel better about themselves.
They stated that they could better regulate themselves, they felt better about their role in the
family, or they were more aware of what was going on in their families, which helped them
be more understanding with themselves. One child described this change by stating, “I think
I’ve been able to learn that I am not alone in my experience and that there are people out
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there who have dealt with similar things. This has helped me feel more confident and
comfortable with expressing my feelings.”
Two children (3.39%) stated they experienced decreased self-esteem from pre- to
post-intervention. Both stated this decrease was related to things unrelated to the
intervention, specifically the pandemic and school issues. For example, one child stated, “I
think it has ironically gotten worse. However, this is most likely been caused by outside
influences and experiences this past month.”
Other children (31.37%) stated there was no change in their self-esteem from pre- to
post-intervention. They stated they have always had a high self-esteem or just simply stated
their view of themselves had not changed. For example, one child stated, “Before and after I
had a high level of self-esteem.”
Child Emotional and Behavioral Problems
Parent Report. A 2 (group: waitlist vs. intervention) x 2 (adoption status: biological
vs. adopted) x 2 (time: T1 vs. T2) mixed design ANCOVA was conducted on the parent
report of children’s Total Difficulties with emotional and behavioral problems while
controlling for child’s Age and Years since Adoption. As mentioned in the quantitative
analsysis plan, adoption status was used in this analysis due to a significant relationship
between parent-report of Total Difficulties and adoption status (see Appendix I, Table I4).
There was no significant effect of group p > .05, but there was a main effect of adoption
status, F(1, 150) = 35.97, p ≤ .001,
𝜂𝜂𝜌𝜌2 = .193, 95% CI [4.376, 8.676], with parents reporting significantly greater Total

Difficulties for adopted children than biological children. There was a marginally significant
effect of time, F(1, 150) = 3.074, p = .082, 𝜂𝜂𝜌𝜌2 = .020, 95% CI [.023, 1.273], with parents
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reporting decreased Total Difficulties from T1 to T2. There was no significant interaction
between time and group or between adoption status and group, p’s > .05, but there was a
significant interaction between time and adoption status, F(1, 150) = 34.065, p = .033, 𝜂𝜂𝜌𝜌2 =

.030. Simple main effect analyses using Tukey’s LSD revealed parents reported significantly
greater Total Difficulties for adopted children compared to biological children at both T1, p ≤
.001, 95% CI [5.040, 9.450], and T2,
p ≤ .001, 95% CI [3.512, 8.100]. In terms of the interaction, parents reported a significant
decrease in Total Difficulties for adopted children from T1 to T2, p ≤ .001, 95% CI [.613,
2.122]. There was no significant three-way interaction between group, status, and time, p >
.05 (see Table 13).
Table 13
Means and Standard Deviations of Parent Report of Child Total Difficulties as a Function of
Group (Intervention vs Waitlist), Time (T1 vs T2), and Adoption Status (Biological vs
Adopted) while Controlling for Age and Years since Adoption

Group
Intervention
Waitlist

Intervention

Adoption Status: Biological
T1
T2
____________________________________________________________
M (SD)
M (SD)
a
8.09 (4.85)
8.41 (5.29) a
8.53 (4.98) a
8.16 (5.09) a
Adoption Status: Adopted
T1
T2
____________________________________________________________
M (SD)
M (SD)
b
14.72 (6.95)
13.77 (7.14) c

Waitlist
16.79 (6.97) d
15.10 (6.98) e
Note. N = 312 (intervention: biological = 22, adopted = 39; waitlist: biological = 32, adopted
= 63). Means with different superscripts differ at the p ≤ .05 level by Tukey’s LSD test.
77

Phenomenological Analysis. At T2, parents in the intervention condition (n = 59)
responded to the free-response item, “How do you think your children’s severity of
emotional and behavioral problems have changed from before the intervention to now?”
Parents’ responses fit into one of four categories: improved child emotions and behaviors,
parent less reactive to children, worsened child emotions and behaviors, and no change.
Approximately half of parents (49.15%) stated that children’s emotions and behaviors had
improved. Parents stated their children’s behaviors were less severe, their children were
communicating better, or the parents were more consistent in their parenting, which helped.
One parent stated, “I think they realized that the rules and consequences are consistent and
will not be debated so the severity of the problems is decreasing.” Parents also described the
specific changes in their biological children, stating their children were doing better now that
they had more voice or more attention. For example, one parent stated, “My daughter has
grown in her ability to be assertive for her needs.”
Other parents (13.56%) stated that they were less reactive to their children, which
improved their experience with their children’s emotions and behaviors, even if the emotions
and behaviors did not change. Parents stated they felt calmer, more equipped, and/or more
connected in their response to their children’s emotions and behaviors. One parent described
this change by stating, “The behaviors are still present, but our interactions around them are
less emotionally charged and less strident. There are still times where it feels like we relapse
into old patterns, but I think I have a better perspective now and these are fewer.”
Some parents (5.08%) stated that their children’s emotions and behaviors worsened.
Each of the parents who reported worsened emotions and behaviors attributed this change to
something unrelated to the intervention, including COVID-19 and unrelated, new traumas.
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For example, one parent stated, “I believe [the behaviors] have increased for one child and
decreased for the other 2 but this is more related to the pandemic.”
Other parents (42.37%) reported that there was no change in their children’s emotions
and behaviors. Some parents explained the lack of change by stating it was too soon to see
changes, the intervention was not intensive enough for these changes to occur, or the
behaviors were so extreme that they did not feel there was any reprieve. One parent stated,
“Honestly, I don't see any difference. While that may be a little disappointing, I don't feel
discouraged because I believe it takes time for things to change.”
Child Report. A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed
design ANOVA was conducted on the self-report of children’s Total Difficulties with
emotional and behavioral problems. There was no significant main effect of group or time,
p’s > .05, and there was no significant interaction between group and time, p’s > .05 (see
Table 14).
Because this study is the first examination of the intervention and Total Difficulties is
comprised of four scales (Emotional Problems, Conduct Problems, Peer Problems, and
Hyperactivity), results of the Conduct Problems scale were examined more closely, as
behavior changes have shown to be the first child-level changes that occur after intervention
(Kerr & Cossar, 2014). A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed
design ANOVA was conducted on the self-report of children’s Conduct Problems. There was
no significant main effect of group or time, p’s > .05. A significant interaction between group
and time was found, F(1, 110) = 6.45, p = .013, 𝜂𝜂𝜌𝜌2 = .055. Simple main effect analyses using
Tukey’s LSD demonstrated that children in the intervention condition reported a significant
decrease in conduct problems from T1 to T2, p = .005, 95% CI [.147, .796].
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Table 14
Means and Standard Deviations of Child Report of Child Total Difficulties and Conduct
Problems as a Function of Group (Intervention vs Waitlist) and Time (T1 vs T2)

Group
Intervention

Total Difficulties
Conduct Problems
T1
T2
T1
T2
____________________________________________________________
M (SD)
M (SD)
M (SD)
M (SD
a
12.79 (5.63) 12.13 (6.16)
2.72 (1.84)
2.25 (1.91) b

Waitlist
12.73 (5.69) 12.75 (5.92)
2.27 (1.76) a 2.37 (1.79) a
Note. N = 112 (n = 53 for intervention; n = 59 for waitlist). Differences in means for Total
Difficulties are not significant. For Conduct Problems, means with different superscripts
differ at the p ≤ .05 level by Tukey’s LSD test.
Phenomenological Analysis. At T2, all children in the intervention condition (n = 51)
responded to the free-response item, “How do you think your behavior in your family has
changed from before the intervention to now? How do you think your feelings of sadness or
worry have changed?” Children responded in one of three ways: improved emotions and
behaviors, worse emotions and behaviors, or no change. The majority of children (60.78%)
stated they experienced improved emotions and behaviors from pre- to post-intervention.
They stated they were less worried or stressed. They described talking and sharing more,
feeling more comfortable in their families, and using their voice to get their needs met. One
child stated, “I think that I have been noticing more things in my family about how they act
and how some of the things that they do affects how I feel. And I used to keep these feelings
to myself but I have been noticing that I have been telling my parents about them and they
have been listening better. I don’t think that I am as sad as I was before because I have been
telling my parents more about how I feel in the family.”
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A few children (5.88%) stated they experienced worse emotions and behaviors from
pre- to post-intervention. However, these children attributed these changes to unrelated
experiences from the intervention, including the pandemic and school issues. For example,
one child stated, “I think they have gotten stronger because of the pandemic, everyone in my
house is very intense, and I am not really in the political field state of mind as everyone else.”
Other children (25.49%) stated there was no change in their emotions and behaviors
from pre- to post-intervention. Most children stated, “It has not changed,” without explaining
why they think there was no change in their emotions and behaviors.
Research Question 4: Parent-Child Relationship
Research Question 4: What is the intervention’s effect on the quality of the parent and
child relationship from pre- to post-intervention?
Parent Report
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design ANCOVA
was conducted on Parent-Child Closeness while controlling for Total Children in the family.
There was no effect of group, p > .05. A significant main effect of time was found, F(1, 449)
= 4.53, p = .034, 𝜂𝜂𝜌𝜌2 = .010, 95% CI [.170, .780], with parents reporting an increase in

Parent-Child Closeness from T1 to T2. There was no significant interaction between group
and time, p > .05. Simple main effect analyses using Tukey’s LSD showed that parents in the
intervention condition reported a significant increase in Parent-Child Closeness from T1 to
T2, p = .003, 95% CI [.223, 1.12], but parents in the waitlist condition did not report a
significant difference, p > .05 (see Table 15).
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design ANCOVA
was conducted on Parent-Child Conflict while controlling for Total Children in the family.
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There was a main effect of group, F(1, 449) = 5.19, p = .023, 𝜂𝜂𝜌𝜌2 = .011, 95% CI [.238,

3.231], with parents in the intervention condition reporting less conflict in their relationship
than parents in the waitlist condition. There was no main effect of time, p > .05. These results
were qualified by a significant two-way interaction between group and time, F(1, 449) =
9.31, p = .002, 𝜂𝜂𝜌𝜌2 = .020. Simple main effect analyses using Tukey’s LSD showed there was

no significant difference between parent report of conflict at T1, but at T2, parents in the
intervention condition reported significantly less conflict than parents in the waitlist

condition, p = .002, 95% CI [.906, 3.909]. Looked at differently, parents in the intervention
condition reported a significant decrease in conflict from T1 to T2, p = .004, 95% CI [.312,
1.581] (see Table 15).
Table 15
Means and Standard Deviations of Parent-Child Closeness and Conflict Scores as a
Function of Group (Intervention vs Waitlist) and Time (T1 vs T2) while Controlling for Total
Children in the Family
Parent-Child Closeness
Parent-Child Conflict
____________________________________________________________
T1
T2
T1
T2
____________________________________________________________
M (SD)
M (SD)
M (SD)
M (SD)
Group_____________________________________________________________________
Intervention
28.37 ( 5.35) a 29.06 (5.02) b
22.62 (8.67) a 21.66 (8.30) c
Waitlist
27.74 (5.52) a 28.00 (5.06) a
23.59 (8.73) b 24.00 (7.90) b
Note. N = 452 (n = 209 for intervention; n = 243 for waitlist). Separate analyses were run for
Parent-Child Closeness and Parent-Child Conflict so superscripts between the two variables
are unrelated. Means with different superscripts in each analysis differ at the p ≤ .05 level by
Tukey’s LSD test.
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Phenomenological Analysis. At T2, parents in the intervention condition (n = 59)
were asked, “How do you think your relationship with each of your children has changed
from before the intervention to now?” Responses included improved parent-child
relationship or no change. The majority of parents (76.27%) reported an improvement in the
parent-child relationship. They stated they had better communication, more trust, and more
openness in their relationship. They also described spending more quality time together,
having more one-on-one time or more intentional time doing activities together. One parent
described this improvement by stating, “I definitely feel closer the each of them. Having
open communication and spending time together has been something that has changed the
whole feel of the family. I feel like there is a sense of trust that wasn't there before, a sense of
closeness that I knew wasn't what I wanted it to be, but didn't know how to change that.”
Some parents specifically stated that their relationship with their biological children was
improved from the intervention. For example, one parent reported, “I feel more tuned into
our teenagers after two years of being so emotionally and logistically focused on our adopted
daughter’s needs.”
Other parents (15.25%) reported no change in the parent-child relationship. They
stated that it was too soon to see any changes, the intervention was not enough to help their
families, or they were already doing the things mentioned in the intervention. One parent
stated, “It hasn’t changed very much. But again, I think we are on a better course now and
that will bear fruit in time.”
Child Report
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design ANCOVA
was conducted on children’s report of Father Attachment while controlling for Age. There
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was no main effect of group or time, p’s > .05, and there was no significant interaction, p >
.05 (see Table 16).
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design ANCOVA
was conducted on children’s report of Mother Attachment while controlling for Age. There
was no main effect of group or time, p’s > .05, and there was no significant interaction, p >
.05 (see Table 16).
Table 16
Means and Standard Deviations of Child Report of Father Attachment and Mother
Attachment as a Function of Group (Intervention vs Waitlist) and Time (T1 vs T2) while
Controlling for Age
Father Attachment
Mother Attachment
____________________________________________________________
T1
T2
T1
T2
_________________________________________________________
M (SD)
M (SD)
M (SD)
M (SD)
Group_____________________________________________________________________
___
Intervention
92.17 (19.22) 91.94 (21.32)
97.66 (18.86) 97.68 (21.29)
Waitlist
94.57 (15.93) 93.67 (16.41)
96.27 (15.70) 96.05 (17.02)
Note. For Father Relationship: N = 103 (n = 52 for intervention; n = 51 for waitlist). For
Mother Relationship: N = 112 (n = 53 for intervention; n = 59 for waitlist). Differences
between means for Father Attachment and Mother Attachment are not significant.
Phenomenological Analysis. At T2, all children in the intervention condition (n =
51) responded to the free-response item, “How do you think your relationship with your
parents has changed from before the intervention to now?” Children were asked to describe
their relationship with their parent(s) more broadly rather than specify differences between
their relationships with their mothers and fathers. Children’s responses were organized into
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one of two categories: improved parent-child relationship or no change. The majority of
children (62.75%) described an improved parent-child relationship. They stated they had
more open communication, felt closer, and spent more time together. They also stated their
parents listened more and there was more trust within the relationship. Some children
described a new, shared language and mutual understanding that helped improve their
relationship due to the intervention. One child described this improvement by stating, “I
think that we have had more open communication since we began the intervention. Before, I
felt like I needed to be more on top of helping my parents manage and almost being a third
parent but now I feel like I can share more of my feelings with them.”
Other children (15.69%) reported no change in their relationship with their parents.
They stated they were hopeful things would change but needed more time, they still had
concerns, or the relationship was already positive prior to the intervention. For example, one
child stated, “It has not really changed. All is good.”
Research Question 5: Sibling Relationship
Research Question 5: What is the intervention’s effect on the quality of the sibling
relationship from pre- to post-intervention?
Sibling Warmth/Closeness
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design analysis of
covariance (ANCOVA) was conducted on Sibling Warmth/Closeness while controlling for
Age and Total Children in the family. There was no main effect of group or time, p’s > .05,
and there was no significant interaction between group and time, p > .05 (see Table 17).

85

Table 17
Means and Standard Deviations of Child Report of Sibling Warmth/Closeness as a Function
of Group (Intervention vs Waitlist) and Time (T1 vs T2) while Controlling for Age and Total
Children in Family

Group
Intervention

Sibling Warmth/Closeness
_________________________________________________________
T1
T2
________________________________________________________
M (SD)
M (SD)
3.10 (.67)
3.11(.71)

Waitlist
3.14 (.63)
3.17(.58)
Note. N = 106 (n = 51 for intervention; n = 55 for waitlist).
Phenomenological Analysis
At T2, all children in the intervention condition (n = 51) responded to the freeresponse item, “How do you think your relationship with your siblings has changed from
before the intervention to now?” Children responded in one of two ways: improved sibling
relationship or no change. Approximately half of the children (52.94%) reported their
relationship with their siblings had improved from pre- to post-intervention. They stated
there was more mutual understanding or they were more understanding of their siblings.
They also stated they were better at communicating, were more open with each other, or
spent more time together after the intervention. One child described the improved
relationship with their siblings by stating, “My relationship with my siblings has changed
because they see me now as one of them not just a little sister anymore so I feel like we do a
lot more together than before.”
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Other children (31.37%) reported no change in their sibling relationships. Most of the
children stated, “it has not changed,” without explaining why they believed their relationship
had not changed.
Research Question 6: Family Connection and Communication
Research Question 6: What is the intervention’s effect on connection and
communication within the family system from pre- to post-intervention?
Parent Report
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design analysis of
covariance (ANCOVA) was conducted on parents’ report of Cohesion while controlling for
Years since Adoption. There was no main effect of group or time, p’s > .05. A significant
interaction between group and time was found, F(1, 128) = 7.66, p = .006, 𝜂𝜂𝜌𝜌2 = .056. Simple

main effect analyses using Tukey’s LSD showed there was no significant difference between
the two groups at T1, p > .05, but there was a marginally significant difference at T2, p =
.055,
95% CI [-.025, 2.514], with parents in the intervention condition reporting greater Cohesion
than parents in the waitlist condition. Looked at differently, parents in the intervention
condition reported a significant increase in Cohesion from T1 to T2, p = .002, 95% CI [.431,
1.884], but there was no difference in scores for parents in the waitlist condition, p > .05 (see
Table 18).
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design ANCOVA
was conducted on parents’ report of Communication while controlling for Years since
Adoption and Total Children in the family. There was no main effect of group, p > .05. A
marginally significant main effect of time was found, F(1, 126) = 3.74, p = .055, 𝜂𝜂𝜌𝜌2 = .029,
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95% CI [.440, 2.201], indicating that parents reported increased Communication across the
two time points. There was no significant interaction between group and time, p > .05.
Simple main effect analyses using Tukey’s LSD demonstrated a significant increase in
Communication from T1 to T2 for parents in the intervention condition, p = .017, 95% CI
[.287, 2.893], but not for parents in the waitlist condition, p > .05 (see Table 18).
Table 18
Means and Standard Deviations of Parent Report of Family Cohesion and Communication
as a Function of Group (Intervention vs Waitlist) and Time (T1 vs T2)

Group
Intervention

Cohesion
Communication
____________________________________________________________
T1
T2
T1
T2
_________________________________________________________
M (SD)
M (SD)
M (SD)
M (SD)
a
b
a
27.67 (4.32) 28.80 (3.59)
33.33 (6.29) 34.98 (6.11) b

Waitlist
27.51 (3.66)a 27.30 (3.76)a
32.59 (6.38) a 33.59 (6.59) a
Note. N = 131 (n = 60 for intervention; n = 71 for waitlist). Years since Adoption was used as
a covariate in the analysis on Cohesion. Years since Adoption and Total Children were used
as covariates in the analysis on Communication. Separate analyses were run for Cohesion and
Communication so superscripts between the two variables are unrelated. Means with
different superscripts in each analysis differ at the p ≤ .05 level by Tukey’s LSD test.
Phenomenological Analysis. At T2, parents in the intervention condition (n = 59)
responded to the free-response item, “How do you think your family has changed overall
from before the intervention to now? Specifically, how do you think your connection and
communication have changed?” Parents’ responses were categorized into four categories:
increased family communication, increased family connection, increased understanding, and
no change. Approximately half of parents (55.93%) reported increased family
88

communication. They stated there was more trust in their family, they talked about hard
things, and they communicated more openly and honestly due to the intervention. Parents
also stated that they were more open with each other, listened more, and were all on the same
page now due to shared knowledge from the intervention. One parent described this
improvement by stating, “The conversations that we were encouraged to have regarding the
positive and not so positive things about how we have experienced adoption in our family
has been so very freeing. For our kids to be able to be completely honest about the hard stuff
has definitely been eye opening and life changing for all of us.”
Parents (40.68%) also reported increased family connection. Parents described
spending more time together, doing fun activities together, and having more one-on-one time
together. They stated that they were more intentional with each of their children and felt
closer as a family. One parent described this improved connection by stating, “In quarantine,
we are obviously spending time together, but we have made time for quality time together
and that has brought our family closer too.”
One response that emerged from the data was increased understanding. Some parents
(10.17%) stated they were more understanding of their children and more aware of what to
do to help them. They also stated they were more intentional and were trying more in their
relationships. One parent described this increased understanding, “Since I understand our
biological children's need better I am aware of their needs better. Also I am trying to meet
those needs.”
Other parents (11.86%) described no change in their family’s connection or
communication since participating in the intervention. Parents stated it was too soon to see
any changes or their families had already implemented many of the tools mentioned in the
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intervention. For example, one parent stated, “Not a lot of change right now, but the program
is definitely worthwhile. TBRI type conversations have really helped our family's
connection and communication over the course of adoption and melding into a new family.”
Child Report
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design analysis of
covariance (ANCOVA) was conducted on children’s report of Cohesion while controlling for
Age. There was no main effect of group or time, p’s > .05, and there was no significant
interaction between group and time, p > .05 (see Table 19).
A 2 (group: waitlist vs. intervention) x 2 (time: T1 vs. T2) mixed design analysis of
covariance (ANCOVA) was conducted on children’s report of Communication while
controlling for Age. There was no main effect of group or time, p’s > .05, and there was no
significant interaction between group and time, p > .05 (see Table 19).
Table 19
Means and Standard Deviations of Child Report of Family Cohesion and Communication as
a Function of Group (Intervention vs Waitlist) and Time (T1 vs T2) while Controlling for Age

Intervention

Cohesion
Communication
_________________________________________________________
T1
T2
T1
T2
________________________________________________________
M (SD)
M (SD)
M (SD)
M (SD) Group
26.37 (5.36) 26.17 (5.96)
33.48 (6.86) 33.85 (8.11)

Waitlist
26.32 (4.82) 26.72 (4.54)
34.25 (6.78)
Note. Child report N = 109 (n = 52 for intervention; n = 57 for waitlist).

34.02 (6.83)

Phenomenological Analysis. At T2, all children in the intervention condition (n =
51) were asked, “How do you think your family has changed overall from before the
intervention to now? Specifically, do you think connection and communication in your
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family have changed?” Children’s responses were categorized into four categories: improved
family communication, improved family connection, improved understanding, and no change.
The majority of children (58.82%) reported improved family communication from pre- to
post-intervention. They stated there was more trust, they shared their struggles more easily,
and they communicated more openly and honestly. They also stated they were more open
with each other, listened more, and had a shared knowledge and language due to the
intervention. Some also stated there was less yelling. One child described this improved
communication by stating, “I think that we have had a lot more open communication since
the intervention began. We have talked more about our different emotions and how we are
feeling about different things in our lives.” Another child specifically mentioned increased
use of a specific communication strategy from the intervention – PAUSE to be mindful – and
stated, “We communicate more and take time to pause and think before we speak a lot
better.”
Other children (37.25%) reported improved family connection from pre- to postintervention. They stated they had more family time together doing fun activities or spent
more one-on-one time with their parents. They also stated they felt closer and more
connected with their families. One child stated, “My family has changed because I think we
have grown closer together through the hard times and the good times.”
One response that emerged from the data was increased understanding from pre- to
post-intervention. Some children (11.76%) stated their family was more aware and
understanding of each other’s needs. They also stated they were more intentional or were
trying harder. One child described this change by stating, “Since the start of the intervention,
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I think my family has been changed. We've embraced new ideas and connections, and have
learned new perspective.”
Other children (19.60%) reported no change in their families from pre- to postintervention. None of the children who reported this explained why they believed there was
no change in their families; they simply stated, “it’s the same” or “it didn’t change.”
Discussion
The current study is a preliminary examination of the effectiveness of a novel
intervention for families post-adoption and is innovative in several ways. First, the
intervention focuses on meeting the needs of each member of the adoptive family and the
overall family system rather than just the needs of the adopted child or parent-adopted child
relationship (Drozd et al., 2018; Kerr & Cossar, 2014). Second, it is the first intervention
with a self-paced structure that includes an online webinar series, interactive activities, and
reflective questions for both children and parents in adoptive families. Third, it is the first
study of a post-adoption intervention that includes data collection from both parents and
children. Because of its novelty, little relevant research exists with which to compare these
findings.
A mixed-design, delayed waitlist-control, randomized two-group pre-post design was
used to address six research questions aimed at capturing potential change within individuals,
dyads, and the family system. Each research question involved at least one quantitative
measure and qualitative measure to determine effectiveness and provide a richer description
of participants’s perceived changes, respectively. Data collection and participation in the
intervention occurred during the COVID-19 global pandemic and the social and political
unrest of the 2020 election, which may have affected results of the current study. But despite
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these historical events, the current study demonstrated the relative effectiveness of the
intervention (compared to a waitlist control) to improve parents’ understanding of the
struggles in their families, parents’ and children’s well-being, the parent-child relationship,
and cohesion and connection in the adoptive family system.
The results revealed that hypotheses 1, 2, 4, and 6 were supported (see Table 20 for
comprehensive summary). Parents in the intervention condition increased awareness and
understanding of the needs in their family (hypothesis 1), increased parenting competence,
and decreased parenting stress (hypothesis 2). Parents in the intervention condition reported
decreased conflict and increased closeness in their parent-child relationships (hypothesis 4)
and increased family cohesion and communication (hypothesis 6). Hypotheses 3 and 5 were
partially supported. Parents in both conditions reported decreased emotional and behavioral
problems for adopted children, and children in the intervention condition reported decreased
conduct problems and a greater comfort in using their voice to get their needs met
(hypothesis 3). However, parents in the intervention condition did not report significantly
greater decreases than parents in the waitlist condition, and children in the intervention
condition did not report overall decreases in emotional and behavioral problems. Children in
the intervention condition reported increased understanding and openness in their sibling
relationships but did not report increased warmth/closeness in the quantitative results
(hypothesis 5).
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Table 20
Summary of Research Questions and Mixed-Methods Results
Research Question

Quantitative Results

What is the
intervention’s effect on
parent and child
awareness of the needs
of different family
members and
understanding how to
meet those needs?

Parents in both conditions reported a
significant increase in awareness, and
parents in the intervention condition
reported significantly greater
awareness than parents in the waitlist
condition post-intervention.

What is the
intervention’s effect on
parent well-being
(parenting confidence
and stress)?
What is the
intervention’s effect on
child well-being (selfesteem and emotional
and behavioral
problems?

Parents in the intervention condition
reported an increase in parenting
competence and a decrease in
parenting stress from pre- to postintervention.
Parents in both conditions reported a
significant decrease in total difficulties
with emotional and behavioral
problems for adoption children from
pre- to post-intervention. There was no
change for biological children.
Children reported no change in selfesteem and no change in emotional
and behavioral problems.

What is the
intervention’s effect on
the quality of the parentchild relationship?

Parents in the intervention condition
reported an increase in closeness and a
decrease in conflict with each of their
children.
Children reported no change in their
relationships with their parents.

What is the
intervention’s effect on
the quality of the sibling
relationship?
What is the
intervention’s effect on
connection and
communication within
the family system?

Children reported no change in their
closeness with siblings.
Parents in the intervention condition
reported an increase in cohesion and
communication from pre- to postintervention.
Children reported no change in
cohesion or communication.

Qualitative Results
(intervention condition only)
The majority of parents reported they gained
greater awareness of the root of their children’s
behavior and new understanding of their biological
children’s experiences. Parents also stated they
better understood the importance of listening,
sharing thoughts and feelings, trusting each other
with hard things, spending one-on-one time with
their children, and adding fun family time to their
schedules.
The majority of parents reported they felt more
equipped with knowledge and tools, gained selfawareness and effective coping skills, and
improved their own self-care.
Parents stated their children’s behaviors were less
severe and/or they were more consistent and less
reactive to their children, which has improved their
children’s emotions and behaviors.
Children stated they felt better about themselves,
gained self-awareness which has helped them be
more understanding of themselves and others, and
believed their experiences were normalized. They
also described less worry and stress and greater
comfort in who they were and the use of their voice
in getting their needs met in healthy ways.
The majority of parents described better
communication, more trust and openness, and more
quality time with each of their children. Parents
also specifically stated a greater attunement to the
needs of their biological children.
The majority of children stated they felt closer to
their parents and they talked more, trusted their
parents more, and spent more enjoyable time with
their parents.
Children described increased understanding and
openness in their sibling relationships. They stated
they improved communication and began to enjoy
time spent with their siblings.
Parents stated there was more trust in their
families, they shared moer openly and honestly
with each other, and gained a mutual understanding
of each other’s experiences. Parents also stated
they spent more time together as a whole family
and time one-on-one with each of their children.
Children described more comfort in sharing their
struggles more easily due to increased trust and
greater openness. They also stated they feel closer
or more connected to their families, which they
attributed to more one-on-one time with parents
and/or more fun time with the whole family.
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The improvements in individuals, dyads, and the family system revealed in this study
demonstrate the importance of viewing the adoptive family through the lens of family
systems theory, including the family emotional process, differentiation of self, trianglulation,
and projection process (Bowen, 1978). The results of the current study provide evidence that
the struggles in adoptive families are well beyond the scope of just the adopted child.
Developing post-adoption interventions that align with family systems theory and address the
complexitites of families may add value beyond interventions focused only on the adopted
child. Considering the literature on barriers each family member experiences (see above),
the various relationships inherent in families (see Figure 1) and important components of
family systems theory, the results of the current study shed light on the functioning of
adoptive families.
Improvements in Individual Well-Being
Child Well-Being
Results from the current study are consistent with prior literature documenting
decreased emotional and behavioral problems among adopted children, as a result of childfocused post-adoption interventions (Drozd., 2018), as adopted children’s struggles with
emotions and behaviors are well-documented (Juffer & van IJzendoorn, 2005; Juffer et al.,
2011; Merz et al., 2010; Pecora et al., 2009; Turney & Wildeman, 2016). Furthermore,
parents attributed the decreases in emotional and behavioral problems to their decreased
reactivity and increased consistency in parenting each of their children. These findings are
consistent with family systems theory’s projection process (Smith, 2001) in which parents
overly focus on one child in the family out of fear/belief that something is wrong with the
child (Bowen, 1978). These data suggest that parents may be less reactive after the
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intervention and more likely to focus more equally on each of their children, rather than
primarily focusing on the adopted child. Further, parents reported an increased awareness and
understanding of the needs in their families and specifically described an increased
attunement to and understanding of their biological children. With parents attending more
equally to each of their children and recognizing the struggles of each child rather than just
the adopted child, the typical effects of the family projection process on adoptive families
may not be as apparent. Instead, parents recognize the needs of each of their children and
provide more consistent care and attention to each child. Future research is needed to better
understand how family projection process contributes to adopted children’s emotional and
behavioral problems and whether an improved understanding of the struggles of the other
children in the home and/or more consistent focus on all children may subsequently alleviate
some of the adopted children’s struggles.
All children, in the intervention condition regardless of adoption status, described
increased self-esteem and improved emotions and behaviors in the qualitative results. They
attributed their improved view of themselves to their experiences being normalized, feeling
more comfortable in who they were in their families, and gaining more awareness and
understanding of themselves. When describing improved emotions and behaviors, children
stated they felt more comfortable in their families, talked and shared more, and advocated for
themselves to get their needs met. The changes children described are consistent with family
systems theory’s development of a greater differentiation of self, or the balance of the need
for independence with the need for belonging (Kerr & Bowen, 1988). Instead of ignoring
their own needs, focusing primarily on others, and fusing themselves more closely to the
family system, children reported increased understanding of their own needs, attending to
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their thoughts and feelings, and advocating to get their needs met despite other stressors in
the family. Each of these changes are involved in the development of a higher differentiation
of self, which is linked to fewer psychological issues and greater overall well-being (Sandage
& Jankowski, 2010; Skowron, et al., 2004).
While the qualitative findings are consistent with family systems theory, the childreport quantitative measures revealed no significant changes in self-esteem or total
difficulties with emotional and behavioral problems. The lack of demonstrated change may
be due to the standard measures’ inability to capture the specific changes in one’s
differentiation of self revealed in the qualitative findings, such as improved confidence in
using their voice or feeling more “normal.” Despite the lack of quantitative evidence, the
qualitative results do point to an important change that shifted children’s self-concept and use
of voice. While evidence suggests adopted children do not have low self-esteem (Juffer &
van IJzendoorn, 2007), future research is needed to understand the internal differences in
view of self between children in adoptive families who advocate for themselves versus those
who remain silent. This knowledge could help in developing greater understanding of the
internalization children in adoptive families experience (Juffer & van IJzendoorn, 2007).
Parent Well-Being
While the majority of post-adoption interventions focus on the adopted child and/or
the relationship between the adopted child and the adoptive parent, the current study
demonstrates the importance of also attending to adoptive parents’ well-being. The literature
recognizes the stress, uncertainty, and overwhelming feelings adoptive parents experience
(Follan & McNamara, 2014; Sanchez-Sandoval & Palacios, 2012), yet results of the current
study revealed parents in the intervention condition experienced increased parenting
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competence and decreased parenting stress. Parents attributed these changes to feeling more
equipped with knowledge and tools, having a concrete plan to manage their family’s needs,
gaining self-awareness, learning effective coping skills, and incorporating self-care into their
routines. Similar to the changes found in children’s well-being, the changes in parents
demonstrate potential development of a higher differentiation of self – an important
component of family systems theory. Research demonstrates that higher differentiation of
self in mothers is a strong predictor of less parenting stress, role conflict, and greater
satisfaction (Isenberg, 2015).
If these improvements in parents are considered through the lens of family systems
theory, changes in multiple aspects of family functioning could be attributed to parents’ wellbeing. Parents contribute to the nuclear family emotional process, the process by which
emotions flow easily and swifty between family members without conscious thought (Kerr &
Bowen, 1988). If a parent is stressed, this stress is felt by the other family members, who
respond or react to the increased stress in their own ways. In adoptive families, this may lead
to more emotional and behavioral problems in adopted children or more fusion (and lower
differentiation of self) of adoptive siblings, as the children feel and respond to parents’ stress.
Instead, if parents experience decreased stress and increased competence in their parenting
roles, family systems theory posits that emotional and behavioral problems would also
decrease in children. The link between adoptive parents’ stress and children’s emotional and
behavioral problems is documented in the literature (Canzi et al., 2017; McGlone et al.,
2002), but future research is needed to understand the specific mechanisms through which
interventions that increase adoptive parent well-being (specifically, empowering parents with
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knowledge, self-awareness, and effective coping skills) decrease children’s emotions and
behaviors.
Improvements in Dyadic Relationships
Beyond the improvements in individual well-being found in the current study,
increased closeness and decreased conflict were reported in the parent-child dyad. These
findings are consistent with family systems theory and the emotional flow that occurs
between family members (Bowen, 1978). Family systems theory states that triangles are the
smallest stable relationship system in which emotions naturally flow between people. The
healthier the individuals are who comprise the triangle, the healthier the relationships are
(Bowen, 1978). With improvements in individual well-being, improvements in the quality of
the parent-child relationship are logical as parents decrease stress and increase competence
and children decrease emotional and behavioral problems. Further, these results make sense
in light of the family projection process described previously, as parents provide more
consistent focus on all children rather than placing increased anxiety on a target child (i.e.,
the adopted child). This consistency among all parent-child relatinships may limit the
increased stress or anxiety placed on any one dyadic relationship, which could decrease
conflict and increases closeness. These results demonstrate the importance of recognizing the
emotional flow that occurs between family members and the way each member is
instrinsically connected to the others. Research on the link between well-being and the
parent-child relationship is well-documented (Enns et al., 2002; Stafford et al., 2016; Steele
& McKinney, 2020), but future research is needed to understand the use of interventions to
simultaneously improve well-being, dyadic relationships, and the overall family system.
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While similar parent-child relationship changes were not seen in the child-report
quantitative measure, the majority of children in the intervention condition qualitatively
described improvements in the parent-child relationship. They described improved trust,
communication, openness, understanding, and quality time. The lack of change in
quantitative child reports may be due to a variety of reasons: the standard measures did not
capture the nuances of change the children reported, the perceived changes were not
significant enough to be revealed in the short period of time between assessments (8 weeks),
or demand characteristics (i.e., children may have reported changes they expected the author
to expect in the free-response items). Future research is needed to understand the child’s
view of the parent-child relationship in adoptive families, especially given that most research
on adoptive families relies on parent report (Gagnon-Oosterwaal et al., 2012). Further,
because children in the current study consistently reported contrasting quantitative and
qualitative results, future adoption-related research involving child report is needed in order
to gain understanding of child-reported experiences, differences in parent- versus childreport, and the complexities of including child-report in effectiveness studies. With children
as key members of adoptive families, it is critical to include their reported experiences rather
than parents’ perception of their children’s experiences.
The same inconsistency between quantitative and qualitative child report was found
in examining changes in the sibling relationship. Change in the quantitative measure of
sibling warmth/closeness was not significant. However, children described improved mutual
understanding (as opposed to the conflict that previously existed), openness with each other,
and quality time together. Of note, only closeness in the sibling relationship was examined
quantitatively; future research may examine conflict or rivalry, as children mentioned
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improvement in these constructs in the qualitative results. To date, research has not focused
on the nuances of sibling relationships in adoptive families and studies that do exist
demonstrate variability in the type/quality of relationships experienced (Hunsley et al., 2021).
Attention should be given to improving understanding of the sibling relationship in adoptive
families in order to better understand and meet the needs of adoptive families.
While dyadic relationships among all family members impact family functioning, it is
the parents who provide the foundation for healthy relationships, which is why post-adoption
interventions often focus on training parents. Despite the focus on parent training, the
effectiveness of these trainings reveal inconclusive results or limited value. A systemic
review of studies that demonstrate positive outcomes for post-adoption parenting
interventions revealed little confidence in the results due to outcome measures focus on
parent-report of parenting outcomes, unclear reporting, and poor methodological design
(Drozd et al., 2018). Many post-adoption interventions for adoptive families focus on the
attachment relationship between the parent and adopted child (Kerr & Cossar, 2014). In these
attachment theory-based interventions, attention is placed on the parent’s development of a
nurturing, responsive, and consistent relationship with the adopted child in order to provide
the care necessary for optimal development. However, the use of parenting interventions that
focus on teaching adoptive parents attachment skills have demonstrated limited value
(Everson-Hock et al., 2012). A systemic review of attachment-based post-adoption
interventions revealed similar inconclusive results due to poor methodological design, and
authors discuss the need for randomized controlled trials to determine effectiveness of
interventions (Kerr & Cossar, 2014). The literature that exists on adoption and adoptionrelated interventions speaks to the overwhelming need both for more services for adoptive
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families and for more methodologically sound research of those services (Atkinson & Gonet,
2007; Burke et al., 2018; Harris-Waller et al., 2018; O’Dell et al., 2015). The current study
addresses this gap in adoption-related interventions using stronger methodology: a
randomized controlled trial, both parent- and child-report measures, and examination of
individual family members and the broader family system.
Improvements in Family System
The current study was the first to examine overall family functioning in adoptive
families. Quantitative results revealed that family cohesion and communication increased in
the overall family system from pre- to post-intervention. Parents and children described
improved trust, understanding, openness, listening, and honesty. They also described
spending more enjoyable time together, including one-on-one time between parents and
children and quality time together as the whole family. The results of the current study
demonstrate the importance of family communication in the healthiness of the family system,
which is consistent with previous literature on adoptive families (Suter, 2014). In adoptive
families who share their thoughts and feelings openly and honestly, adopted children
experience improved child adjustment (Brodzinsky, 2006) and adolescents, regardless of
adoption status, are at a significantly lower risk of adjustment problems (Rueter & Koerner,
2008) and report greater sibling closeness (Samek & Rueter, 2011). Further, adoptive
siblings in such families were more likely to report greater family cohesion, family
satisfaction, and sibling closeness than adoptive siblings with less openness (Hunsley et al.,
2021). Despite the evidence of the relationship between healthy communication patterns and
positive outcomes for adoptive families, the current study is the first post-adoption
intervention aimed at improving family communication.
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Baseline levels of dysfunction demonstrate the reality of the struggles that exist in
adoptive families. These challenges go beyond the individual needs of adopted children and
point to the nuclear family emotional process in which each member affects and is affected
by the others. This emotional process involves all members of the family, not just the parent
and adopted child. This study provides evidence that recognizing and addressing the
emotional needs of all family members may allow for meaningful change to occur in the
family and is consistent with family systems theory’s premis that addressing the needs of the
whole family system, rather than specific relationships or specific individuals, can provide
individual, dyad, and whole family change.
Taken together, the results of the current study demonstrate the importance of
viewing the adoptive family through the lens of family systems theory. The struggles in
adoptive families are not solely those of the adopted child and cannot be addressed only
through parent-child attachment interventions. Rather, each member contributes to and is
affected by the struggles of others in the family system, making all members necessary
participants in creating change.
Limitations
The current study has several limitations. First, while both conditions received
monthly handouts (7 total) on TBRI parenting strategies, the waitlist condition did not
receive a time- or content-matched intervention. The waitlist control condition was useful as
a preliminary study of the psychotherapeutic intervention, but the design of the study did not
allow for comparison between interventions. While the current post-adoption intervention is
the only one that uses a family systems approach, future research could compare the current
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intervention with a parenting or attachment-based intervention to examine differences in
outcomes.
Second, the current study had lower retention rates than desired (~70%). There are
many potential reasons for these rates. 1) Families who sought participation in the current
study were struggling and wanting access to supports for their families. Their level of
struggle may have impacted their ability to commit to the time and burden of participating in
research (Drozd et al., 2018). 2) The current study was conducted during a global pandemic
in which people across the world contracted COVID-19. Medical or health issues could have
prevented participation during illness of family members. Additionally, mental health issues
or other challenges (e.g., school changes, loss of income) may have impacted engagement
(Trougakos et al., 2020). 3) The second data collection period coincided with the 2020
election, a time of contention and social and political unrest. The stress of this time period
may have prevented engagement. 4) Adoptive families can experience chaos, stress, and
crises on a regular basis due to the trauma-related needs in their families, which may affect
their ability to participate in a research study (Drozd et al., 2018). While this reality makes
adoptive families challenging research participants, it also further demonstrates the need for
supportive services for families.
Third, there was greater attrition in the intervention group than in the waitlist group,
which may be a result of the greater burden placed on intervention families to participate in
both data collection and the intervention compared to waitlist families participation in only
data collection. This greater attrition could bias findings in favor of the intervention, as
families in the intervention condition who were struggling or overwhelmed may have
removed themselves from the study.
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Fourth, because the study included a waitlist control, families knew if they
participated in the intervention under examination. This research design may have led to a
Hawthorne effect, with families’ awareness of their condition leading to altered behavior.
Specifically, families in the intervention condition may have reported more exaggerated
improvements in their families during T2 data collection compared to those in the waitlist
condition. To address this issue, Tukey’s LSD was used in analyses.
Fifth, the intervention was self-paced and online, which limited assessment of
fidelity. It is unknown how many families in the intervention condition completed all of the
intervention, only completed pieces of the intervention (e.g., watched the webinars but did
not do the activities), or were unable to complete any of the intervention. A fidelity checklist
was emailed to families in the intervention at the end of each of the four weeks, but many
families did not complete this checklist. Some families contacted the author to report they
were unable to complete the intervention in its entirety and asked for more time for
completion (these families were not removed from analyses), but the actual engagement rate
across the sample is unknown. With only estimates of fidelity to the intervention, results
should be interpreted with caution. Further, the attitudes and contributions of each member of
the families in the intervention condition is unknown. It is possible that only certain members
of the family participated, children or parents were reluctant participants, or certain members
made participation difficult. Because this intervention solicited participation from every
member of the family, the attitudes and level of participation could have negatively affected
results of the study. Future research on web-based intervention delivery is needed to discern
the engagement rate of participants in the intervention or determine ways to encourage
participants to complete every aspect of the intervention. Alternatively, multiple conditions
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could be created to examine the effectiveness of aspects of the intervention (e.g., watching
the webinars) compared to the intervention in its entirety. Further, knowing that attitudes and
participation of each family member may affect attitudes, participation, and subsequent
results of the intervention, future research could measure each family member’s attitudes and
engagement to determine potential effects on outcomes.
Sixth, parents who participated in the study reported challenges in answering the
assessments questions. They described struggles viewing their family as one cohesive unit,
depicting different levels of parenting stress or competence when thinking of parenting their
biological versus adopted children. A few parents described being unable to respond to
questions about the overall family functioning, as they viewed their families in different units
such as the older adopted kids, younger biological kids, or vice versa. This struggle has
implications for accurate reporting and interpretation of results, and raises concerns about
using measures created for traditional family systems which may not account for nuances and
complexities of the adoptive family system. Unfortunately, measures that capture the
complexities of adoptive families do not yet exist. Thus, it is possible that the current study
measures did not appropriately reflect important characteristics of adoptive families. Future
research is needed to design measures that enable exploration of the characteristics of the
adoptive family in greater depth, including the cohesiveness of one family system versus
multiple family subsystems.
Finally, a limitation unique to the timing of this study is that all data collection and
intervention participation occurred during the global COVID-19 pandemic and the political
and social unrest of 2020. The events of this year have created increased stress, anxiety,
isolation, and fear in an overwhelming number of people (Javed et al., 2020) and have
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prohibited access to necessary supports for individuals and families who are struggling, as
the majority of the world were required to shelter at home. These events may have created
decreased well-being and increased family struggles unrelated to the current study, which
may have affected outcomes. Alternatively, the need to stay home, increased time spent with
family members in the home, and lack of access to face-to-face services created the critical
need for online interventions that could be accessed at home. This made the creation of an
online family intervention timely. However, given the current climate, the results of this
study may need to be interpreted with caution and within the historical context. Future
research could focus on replicating the study during a time without the same political, social,
and health climate of 2020.
Future Directions
Several directions for future research were noted above that focus on a few main
areas of research development. First, there are multiple unanswered questions about the
dynamics and emotional processes inherent in adoptive family systems. Future research
aimed at understanding adoptive families through the lens of family systems theory,
including components of the theory not addressed in the current study, may lead to a greater
understanding of the way each member of the family affects each other in this non-traditional
family system. Further, expanding the current literature on adoptive parents and siblings as
well as the sibling relationship and parent-adoptive sibling relationship could also contribute
to the growing need to see and meet the needs of adoptive families beyond the parentadopted child attachment relationship.
Future research is also needed to examine/compare the current intervention format.
Future research to compare outcomes between traditional parenting interventions focused on
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the adopted child and the current family systems intervention could elicit important findings
for the creation of effective post-adoption interventions. Additionally, because this
intervention was created for families to use independently without professional assistance,
future studies of similar accessible interventions is needed to determine the efficacy of online
intervention versus face-to-face intervention with professionals. The creation of online,
accessible interventions for adoptive families could help meet the need for supportive postadoption services.
Regardless of the type of intervention, the need for effective interventions for families
pre- and post-adoption and for methodologically sound research of these interventions to
determine effectiveness continues. The needs of adoptive families have changed over the last
several decades as many adoptions include children with histories of multiple child welfare
placements, diagnosed mental and physical health problems, and early childhood and
prenatal risks (Smith, 2014; Vandivere et al., 2009). Despite the increase in challenges, there
is still a lack of supportive services for adoptive families (Burke et al., 2018).
Implications
There is an ever-increasing need for post-adoption services, and the current study
reveals an innovative way of approaching the development of these services that could
potentially support more families more efficiently than traditional face-to-face services. As
mentioned previously, adoptive parents need timely services and access to professionals who
are “adoption aware,” have specialized knowledge, improve family relationships, increase
parenting competence, do not blame any member of the family for the problems, and are
compassionate in their response (Selwyn, 2017). With adoptive parents struggling to find and
access these resources, the creation of online resources that families can access from any

108

location allows parents the support they need no matter where they live. Additionally, parents
do not need to worry about the additional stress of scheduling appointments, driving to and
from appointments, etc. if they can access supportive resources online to meet the adoptionrelated needs of their families. The current intervention includes activities that each require a
maximum of 20 minutes, which allows parents the flexibility and freedom to access support
in their busy schedules. Further, the current intervention empowers parents to do the work
themselves and meet the needs of their families without meeting with a professional. The
COVID-19 global pandemic has caused many supportive services to move to virtual
platforms, which has created the need for easily accessible support for families and the
reality that virtual services are not going to end soon. Interventions created in a similar
format to the current intervention allow participants to do many of the activities traditionally
facilitated in a therapeutic setting within their own homes. The potential benefits of this type
of online, self-paced resource are vast, such as reaching more families than individual faceto-face services, providing access for families in resource-impoverished areas, and
empowering parents to do the work themselves. The current study reveals the relative
effectiveness of a web-based format that could both meet the needs of families and efficiently
meet the nationwide need for post-adoption services.
It is important to note that the Connected Family Series was specifically created for
families who were not in severe crisis (i.e., psychiatric hospitalization in last 6 months,
family member at risk of harm to self or others), and interventions created for online use
without face-to-face interaction with a licensed professional should not be created for
individuals at high-risk. Individuals who are at high-risk should access professional help
face-to-face, whether that support is inpatient, outpatient, or in-home services. With that
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being said, the effectiveness of the current intervention can open the door for other
psychotherapeutic interventions to be created in a similar format to meet a similar level of
need.
Further, the improvements in individuals, dyads, and family systems revealed in the
current study speak to the need for supportive services for meeting the needs of all members
of the adoptive family. To date, there are no other interventions or trainings to address the
needs of adoptive siblings or the needs of the overall family system. The qualitative data
alone in this study demonstrate the issues inherent in the adoptive family beyond the parent
and adopted child. Specifically, parents and children described improvements in their
families simply because they felt their experiences were normalized, as they had never before
heard information about the struggles they were experiencing in their families. They stated
that when they learned their struggles were common and had a name, they felt their stress
decreased as they gained clarity, understanding, and empowerment. It is evident from the
current study that solely addressing the adopted child does not meet all the needs of the
adoptive family. Post-adoption support should begin to incorporate information about
understanding and meeting the needs of each member of the family. Further, services that
address the whole family should not be relegated to just post-adoption support but should be
incorporated in pre-adoption support as preparation for recognizing the needs of the whole
family. This family lens is critical and should be integrated in supportive services for
adoptive families.
Finally, the current study did not solely involve the parents’ participation but also
included the children’s participation and reveals the impact of family participation in postadoption supportive services. This joint participation was done intentionally in effort to bring
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about more efficient change to the family system. Most interventions focus on equipping the
parents, which places all of the responsibility of implementation and change on the parents.
Additionally, if the other members of the family are reluctant or skeptical, there can be
challenges to parents’ capacity to implement change. The participation of children allowed
them to feel like their experiences were normalized by someone who “gets it.” Children’s
participation also created space for a shared language between parents and children and
contributed to a willingness to participate in new ways of interacting that children may
typically meet with skepticism. Rather than the traditional view of the parent as the sole
change-maker in the family system, more psychotherapeutic interventions should involve
participation of the whole family system. Benefits of this original way of approaching postadoption services include joint effort and responsibility in implementation and change,
empowerment of each member of the family, inclusion of all voices and experiences, and
efficient change during intervention rather than post-intervention when parents traditionally
begin to implement new strategies. Joint participation by the entire family in post-adoption
support could be a more efficient, useful approach to meeting the needs of adoptive families.
Conclusion
The current study was a preliminary investigation into the effectiveness of an online,
self-paced intervention for adoptive families using novel content, structure, and data
collection, developed through a family systems lens. The improvements in individuals,
dyads, and family systems revealed in the study demonstrate the value and relevance of using
family systems theory to both understand and meet the needs of adoptive families. Further,
given the historical context of this study, the positive outcomes of improved well-being and
relationships that families reported after participating in the Connected Family Series are in
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stark contrast to the deteriorated mental health and greater relational conflict many families
are experiencing during the current global COVID-19 pandemic (Gadermann et al., 2020).
Finally, the results of the current study provide a new framework for professionals to use in
understanding the struggles of adoptive families and an innovative way to fill the gap in
supportive services for families post-adoption.
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Appendix A
Recruitment Application
Please respond to the below questions. Your responses determine your eligibility to
participate in the current study.
1) Are all children in your family legally adopted, legally permanent, and/or biologically
related to you?
2) Do you have at least one child who is adopted in your family?
3) Do you have at least 2 children in your family?
4) Do you have at least one child who is 12 years or older and who is capable of
completing surveys online?
5) Are all members of your family willing to participate in the intervention and your
children 12 years and older willing to complete research (completing online surveys
that take approximately 45 minutes at three different time points)?
6) Are you currently a foster home?
7) Has any member of your family been recently hospitalized for psychiatric issues?
8) Do you have any children who are a harm to self or others? If yes, please explain.
9) Do you know Trust-Based Relational Intervention?
a. If yes, what has your exposure been?
10) Please respond your agreement/disagreement to the below statement.
a. I understand that my family will be randomly assigned to complete the
intervention series in September/October or January/February. I understand
that this assignment is not based on need or family factors but is randomly
assigned as part of the research study. If we are assigned to complete the
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series in September/October, I understand we will receive access to the
intervention in September. If we are assigned to complete the series in
January/February, I understand we will not receive access to the intervention
until January. I understand that, regardless of when my family is assigned to
complete the intervention, my family and I will be asked to complete
assessments in August, October, and January.
11) Please include one email address to be used as the primary contact for your family.
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Appendix B
Demographic Survey
Demographic Survey Items
1) How many family members are in your family?
2) How many children did you adopt in your family?
3) How many children are biologically related to you in your family?
4) How many total children are in your family?
5) What is your family’s socioeconomic status?
a. 0-31,000
b. 31,000-42,000
c. 42,000-126,000
d. 126,000-188,000
e. 188,000+
6) Please check each of the below items that describe your household:
a. Single-parent household
b. Two-parent household
c. LGBTQ parents
d. Blended family
7) Please complete the following information for each family member:
a. Age
b. Gender
c. Race
d. If child, bio/adopted status
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i. If adopted, type of adoption
ii. If adopted, how many years child has been home
iii. If adopted, age (in years) child came home
iv. ACES
8) Did birth order change in your children when you adopted?
9) Did you receive pre-adoption training?
a. If yes, was this helpful in preparing you for the needs of your children?
Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, Zimet & Farley, 1988)
Instructions: We are interested in how you feel about the following statements. Read each
statement carefully. Indicate how you feel about each statement.
Circle the “1” if you Very Strongly Disagree
Circle the “2” if you Strongly Disagree
Circle the “3” if you Mildly Disagree
Circle the “4” if you are Neutral
Circle the “5” if you Mildly Agree
Circle the “6” if you Strongly Agree
Circle the “7” if you Very Strongly Agree
1.

There is a special person who is

1 2

3

4

5

6

7

SO

1 2

3

4

5

6

7

SO

1 2

3

4

5

6

7

Fam

around when I am in need.
2.

There is a special person with whom
I can share my joys and sorrows.

3.

My family really tries to help me.
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4.

I get the emotional help and support I

1 2

3

4

5

6

7

Fam

1 2

3

4

5

6

7

SO

need from my family.
5.

I have a special person who is a
real source of comfort to me.

6.

My friends really try to help me.

1 2

3

4

5

6

7

Fri

7.

I can count on my friends when things

1 2

3

4

5

6

7

Fri

1 2

3

4

5

6

7

Fam

1 2

3

4

5

6

7

Fri

1 2

3

4

5

6

7

SO

1 2

3

4

5

6

7

Fam

1 2

3

4

5

6

7

Fri

go wrong.
8.

I can talk about my problems with my
family.

9.

I have friends with whom I can
share my joys and sorrows.

10.

There is a special person in my life
who cares about my feelings.

11.

My family is willing to help me make
decisions.

12.

I can talk about my problems with my
friends.
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Appendix C
Data Collection Timeline
Recruitment
(June/July)
Demographic Survey
(August 1-August 8)
Pre-Assessments
(August 31-September 7)
Intervention
(intervention condition only)
(September 14-October 12)
Post-Assessments
October 26-November 2)
3-Month Follow-Up*
(January 11-18)
Waitlist Receives Intervention*
(January 25)
*Note: The three-month follow-up will not be analyzed for the
current study due to time constraints.
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Appendix D
Intervention Outline
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Appendix E
Family Ritual List
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Appendix F
Intervention Weekly Checklist
Please record which activities your family completed for this week of the Connected Family
Series. Please respond honestly, as your response has no impact on your participation in this
study.

Activity

Yes

No

Watched parent mini-webinar
Children watched child video
Parents completed parent reflective question
Children completed child reflective question
Family completed family communication activity
Family completed family connection activity
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Appendix G
Measures
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Awareness of Family Issues Measure (Parent Version)
1) The majority of my time is spent focused on the needs of my adopted child.
1
2
3
4
5
Strongly disagree
Disagree
Undecided
Agree
Strongly Agree
2) The main struggle in our home is addressing the effects of early-life trauma in our
adopted children.
1
2
3
4
5
Strongly disagree
Disagree
Undecided
Agree
Strongly Agree
3) I feel unequipped to meet the needs of my family.
1
2
3
Strongly disagree
Disagree
Undecided

4
Agree

5
Strongly Agree

4) I do not have the tools to parent my children well.
1
2
3
Strongly disagree
Disagree
Undecided

4
Agree

5
Strongly Agree

5) I understand what the needs of each of my children are.
1
2
3
4
Strongly disagree
Disagree
Undecided
Agree

5
Strongly Agree

6) I am overwhelmed and stressed because I do not know how to help my family.
1
2
3
4
5
Strongly disagree
Disagree
Undecided
Agree
Strongly Agree
7) It seems that the root of my family’s issues is our adoption.
1
2
3
4
Strongly disagree
Disagree
Undecided
Agree

5
Strongly Agree

8) It seems that the root of my family’s issues is communication.
1
2
3
4
Strongly disagree
Disagree
Undecided
Agree

5
Strongly Agree

9) The majority of my time needs to be spent on my adopted child’s needs.
1
2
3
4
5
Strongly disagree
Disagree
Undecided
Agree
Strongly Agree
10) It is not possible for me to meet the needs of each of my children.
1
2
3
4
5
Strongly disagree
Disagree
Undecided
Agree
Strongly Agree
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Awareness of Family Issues Measure (Child Version – 12 years and older)
1) I know what my role in the family should be.
1
2
3
Strongly disagree
Disagree
Undecided

4
Agree

5
Strongly Agree

2) My parents are doing the best they can to help our family.
1
2
3
4
Strongly disagree
Disagree
Undecided
Agree

5
Strongly Agree

3) I am aware of what affects me in my family.
1
2
3
Strongly disagree
Disagree
Undecided

5
Strongly Agree

4
Agree

4) It is best that I stay silent about my needs and problems in my family.
1
2
3
4
5
Strongly disagree
Disagree
Undecided
Agree
Strongly Agree
5) It is my job to help my siblings and my parents with the stress in my family.
1
2
3
4
5
Strongly disagree
Disagree
Undecided
Agree
Strongly Agree
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Free-Response Items
Parents
1) RQ1: Describe your understanding and awareness of your family’s needs.
a. At T2 only, intervention also answers: How do you think your view of your
family and what is occurring in your family has changed from before the
intervention to now?*
2) RQ2: Describe your level of stress as a parent.
a. At T2 only, intervention also answers: How do you think your level of stress
as a parent has changed from before the intervention to now? *
3) RQ2: Describe your confidence in your ability to parent your children.
a. At T2 only, intervention also answers: How do you think your confidence in
your ability to parent your children has changed from before the intervention
to now? *
4) RQ3: Describe your children’s emotional and behavioral problems.
a. At T2 only, intervention also answers: How do you think your children’s
emotional and behavioral problems have changed from before the intervention
to now? *
5) RQ4: Describe your relationship with each of your children.
a. At T2 only, intervention also answers: How do you think your relationship
with each of your children has changed from before the intervention to now? *
6) RQ6: Describe how connected you think your family is and how well you think you
communicate together.
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a. At T2 only, intervention also answers: How do you think your family has
changed overall from before the intervention to now? *
Children
7) RQ3: Describe the way you view yourself and how much self-esteem you think you
have.
a. At T2 only, intervention also answers: How do you think your view of
yourself has changed from before the intervention to now? *
8) RQ3: Describe the way you act in your family.
a. At T2 only, intervention also answers: How do you think your behavior in
your family has changed from before the intervention to now? How do you
think your feelings of sadness or worry have changed from before the
intervention to now? *
9) RQ4: Describe your relationship with your parent(s).
a. At T2 only, intervention also answers: How do you think your relationship
with your parents has changed from before the intervention to now? *
10) RQ5: Describe your relationship with each of your siblings.
a. At T2 only, intervention also answers: How do you think your relationship
with your siblings has changed from before the intervention to now? *
11) RQ6: Describe how connected you think your family is and how well you think you
communicate together.
a. At T2 only, intervention also answers: How do you think your family has
changed overall from before the intervention to now?*
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Appendix H
Correlation Tables between Condition and Dependent Variables at Baseline

Correlation Tables between Condition and Parent-Report Dependent Variables
Table H1
Descriptive Statistics, Reliability, and Correlations for Condition and Parent-Report Dependent Variables at T1
Variables

Group

Awareness

Group (Int = 1, Wt = 2)

Competence

Stress

Cohesion

Communication

1

Parent Awareness

-.103

1

Parenting Competence

.005

.491**

1

Parenting Stress

.024

-.544**.

-.599*

Family Cohesion

-.004

.317**

.459**

-.454**

1

Family Communication

-.058

.362**

.458**

-.476**

.703**

1

1

Note. Statistical significance: *p < .05, **p < .01

Table H2
Descriptive Statistics, Reliability, and Correlations for Condition and Parent-Report of Child Emotions and Behaviors at T1
Variables

Group

Group (Int = 1, Wt = 2)

1

Child Emotions & Behaviors (T1)

.106

Child E/B (T1)

1

Note. Statistical significance: *p < .05, **p < .01

Table H3
Descriptive Statistics, Reliability, and Correlations for Condition and Parent-Report of Parent-Child Relationship at T1
Variables

Group

Group (Int = 1, Wt = 2)

1

Parent-Child Conflict (T1)

.040

Parent-Child Closeness (T1)

-.045

P/C Conflict (T1)

P/C Closeness (T1)

1
-.524**

1

Note. Statistical significance: *p < .05, **p < .01
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Correlations between Condition and Child-Report Dependent Variables
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Appendix I
Correlation Tables between Potential Covariates and Dependent Variables
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Most post-adoption interventions focus on meeting the trauma-related needs of
adopted children through intervening with the child and/or training the adoptive parent in
attachment-based caregiving. The emphasis on the adopted child does not consider the
complexities of the adoptive family system. Family systems theory states that each member
of the family affects and is affected by the other family members, meaning that one
member’s stress impacts the rest of the family. In adoptive families, adopted children exhibit
trauma-related emotional and behavioral struggles, adoptive parents struggle with stress and
burn-out, and adoptive siblings experience invisibility and parentification. To date, no postadoption intervention exists that addresses the issues each member of the adoptive family
might experience or the way each family member affects and is affected by the other
members. In an effort to meet this need, an online, self-paced, post-adoption family

intervention, called the Connected Family Series, was created that focuses on bringing
awareness to the needs of each member of the adoptive family and improving the way
families connect and communicate together. Both the intervention’s content and structure –
an accessible, online, self-paced format involving all family members – are novel approaches
to post-adoption intervention. The current study examined the effectiveness of the
intervention by using a mixed-method, delayed waitlist-control, randomized pre-post design
to capture potential change within individuals, dyads, and the family system. Adoptive
families (n = 148) from 38 states and 8 other countries participated in the study. Results
revealed the relative effectiveness of the intervention (compared to a waitlist control) to
improve parents’ awareness and understanding of their families’ struggles, parents’ and
children’s well-being, the parent-child relationship, and cohesion and connection in the
adoptive family system. The findings highlight an innovative way to meet the nationwide
need for post-adoption services through the development of accessible, online interventions,
and demonstrate the need for supportive services that use a family systems lens to meet the
needs of all members of adoptive families, not just adopted children.

