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Studies on the effectiveness of child and adolescent psychotherapy treatments provided

by the Italian National Health Service lag behind, while the scientific community has

rather focused on the value of cognitive-behavioral psychotherapeutic approaches.

This paper evaluates the effectiveness of a one year psychodynamically-oriented

intervention with children and adolescents—aged between 6 and 18 years (M = 12.08,

SD = 3.7)—and their parents, carried out in a Child and Adolescent Neuropsychiatric

Service (SCIAF), part of the Italian National Health System. Following a psychodiagnostic

assessment, two types of therapeutic intervention were offered: children and adolescents

allocated to Group 1 (N = 26) were offered individual psychodynamic psychotherapy

alone, whilst youths in Group 2 (N = 31) were offered individual psychotherapy,

accompanied by parental support. This study examines the effects of this time-limited (12

month) psychodynamically-oriented psychotherapy in terms of improvements in patients’

symptoms (measured on the Achenbach’s questionnaires: Child Behavior Checklist

and Youth Self-Report 11-18). This study also examines the effects of treatment on

parents’ perception of their family empowerment. This domain is measured on the

Family Empowerment Scale (FES). Our findings seem to be partly in line with published

studies according to which poor parenting (i.e., characterized by lack of warmth, a

rigid and/or negative parenting style, poor monitoring of the children, etc.) would be

positively associated with Externalizing problems in childhood. Our preliminary findings

suggest that brief psychodynamic therapy seemed to show positive outcomes in both

“Internalizing” and “Externalizing” difficulties, accounting for age-related differences,

ICD-10 (1) diagnoses, and the types of treatment offered. However, no statistically

significant changes were detected in the parents’ perceptions of empowerment at

12 months.
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THEORETICAL BACKGROUND

Psychodynamic psychotherapy focuses specifically on the
interactions between the mental processes generated by the
person’s subjective experiences and the behavior at the onset of
such problems (2).

One of its aims is to strengthen the patient’s capacity to
understand the reasons for their subjective experiences and their
underlying meanings, their relationships, and their own and
others’ behavior (2). The therapist tries to improve the patient’s
awareness of such unconscious mechanisms and influential
factors, and to promote their capacity to tackle overwhelming
anxieties and pressures within these relationships (2).

Mental health services are increasingly being asked to provide
short-term or time-limited psychodynamic psychotherapies (3).
Several models, such as mentalization-based therapy [MBT
(4)], dynamic interpersonal therapy [DIT (5)], short-term
psychodynamic psychotherapy (6, 7) are now being used in
various services.

Short-term psychodynamic psychotherapy, although quite
unstructured in its approach, follows some principles (8) to try
and draw out a basic understanding of the ongoing determinants
of a patient’s reported difficulties, crisis or breakdown; overall,
it does not seem to primarily focus on the client’s past; it
rather prioritizes a better understanding of the client’s present
and current difficulties. Exploration of early years and early
relationships is not an aim of this work; however, it can be made
use of to identify how some of the clients’ difficulties unfold in the
“here and now” of the patient’s daily life and relationships.

Typical goals of these therapies may include, i.e., reducing
the patient’s general symptoms: the therapist helps the client to
reflect on identified difficulties in the patient’s external reality (8).
This may give way to the exploration of deeper dynamics and
experiences, with the aim of improving the patient’s resilience.
Short-term psychoanalytical models [e.g., (9)] and short-lived
psychodynamically-oriented treatments tend to focus first on the
more urgent and important conflicts, unraveling the reasons as
to why the patient sought a consultation. These conflicts are
regarded as “focal” or “central” conflicts.

Brief psychodynamic therapies usually last between 20 and 40
sessions. Such treatments typically comprise three main stages:
a beginning, a middle phase, and an end. Their treatment
length can vary and can range between the higher and lower
end of the continuum with regards to number of sessions
offered. Brief psychodynamic therapies differ significantly from
the classic psychoanalytical model, whereby an open-ended and
more intensive psychoanalytic work is provided.

One feature that seems to further distinguish short-
to-medium-term psychodynamic psychotherapies from
more classic psychoanalytical treatments regards the use of
transference, regarded as the process by which unconscious
feelings and fantasies are transferred to the analyst (10). In
brief psychodynamic treatments, this may be more diluted
or made use of differently and less intensely than in more
intensive therapies. That said, therapists may make use of
their understanding of transference dynamics to work on the
reason(s) for their patient’s referral and the pattern(s) of their

behavior and emotional responses (8, 11). Brief psychodynamic
psychotherapy may not treat deeper anxieties or dynamics in
the history of patients or their parents. The focus of short-term
psychodynamic psychotherapy is rather confined to the “main
anxiety,” and to the problem(s) that led the individual to seek
therapeutic help, which may be a specific symptom or a specific
relational dynamic.

The therapist holds important responsibilities about treatment
planning, bearing in mind that its duration can be flexible, but
can’t be endless (8).

It is essential to plan the stages of treatment, if possible. In
order to be able to do so, the therapist should preferably gain
a good preliminary understanding of the patient’s history right
from their first meetings. Sometimes, an extended assessment is
required in order to achieve a deeper level of understanding of
the client’s presentation.

Overall, there seem to be fewer published studies that
focus on the effectiveness of psychodynamic psychotherapy
with children and adolescents compared to the existing body
of research focusing on the efficacy of cognitive-behavioral
treatment approaches (12–14). However, more recently, an
increasing demand for evidence-based treatments, outcome
and process research, has triggered an interest in the way
brief psychodynamic psychotherapies for children and young
people operate (9).

The literature highlights how play therapy and
psychodynamic therapy (15) can be effective for a broad
array of psychological problems in children, including emotional
and behavioral issues, post-traumatic disorders, and family
and social problems (16). Recent studies have shown how
beneficial psychodynamic therapy can be for young people,
with improvements that typically persist after the end of the
therapy (17, 18). However, the widely-perceived difficulties
of engaging adolescents in psychotherapeutic work (i.e., high
rates of adolescents’ dropout, etc.) may have hindered the
development of adolescent-focused models of time-limited
therapy (19). Muratori et al. (20) examined the short- and
long-term effects of time-limited psychodynamic psychotherapy
for children with Internalizing disorders. They found the therapy
useful on Internalizing symptoms in both the short and the
long term, thanks to its sleeper effect (with a delayed onset). A
review by Abbass et al. (21) generated encouraging results, and
the authors concluded that psychodynamic psychotherapy is
effective with adolescents. Based on studies that analyzed data
recorded by means of well-validated symptom checklists, the
authors found that, in all areas of interest, except for somatic
symptoms, patients benefited significantly from the treatment by
comparison with control groups, in both the short and medium
term (21).

Family characteristics are significant predictors of a child’s
mental health; the emotional climate (family warmth), the family
structure and its organization are regarded as having an impact
or being associated with outcomes in children’s psychotherapy
treatments (22, 23).

Alongside an individual child psychodynamic and/or
psychoanalytic psychotherapy, an area of good practice includes
sessions of parallel parent work (24); furthermore the existing
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literature highlights how helpful and relevant it is to establish
a good relationship with the family to promote the child’s
development, as highlighted by a number of authors (25–31).

Psychotherapy work with parents can influence the child’s
outcomes, when in treatment (32). High-quality, effective
parenting support, and interventions have shown supportive of
the psychotherapy process, by reducing the high prevalence of the
emotional and behavioral problems among youth after treatment
(33). It is estimated that children and young people present with
higher risks of treatment drop-out as well as it is estimated that
their family functioning is affected when the client’s individual
therapy is not associated to parallel parent work (34).

This study wishes to contribute to the existing body of
literature evaluating the level of effectiveness of psychodynamic
psychotherapies on symptoms’ reduction of children and young
people and on the level of family empowerment in two conditions
(depending on whether the parents were offered parallel sessions
or not).

Aims
This outcome study, conducted in 2016 (from January to
December), focused on evaluating the effectiveness of 1 year
psychodynamic psychotherapy with children and adolescents. It
was also aimed to assess whether there were different outcomes
depending on whether parallel parents’ sessions had been offered.
It is important to emphasize that the present work is part
of a broader, longitudinal study, conducted in the Child and
Adolescent Neuropsychiatric Service, provided by the Italian
National Health Service at a Local Mental Health Unit (ULSS
6) in Padua (PD, Italy). Aim of this present work was to use
public resources to provide psychodiagnostic and therapeutic
interventions in clinical practice, with the goal of identifying the
most suitable psychotherapies for our service users. The study
follows the official standards of clinical practice and research, as
adopted by the scientific community, to improve the efficacy and
effectiveness of psychotherapy for children and adolescents in
mental health services. This research was conducted despite the
challenges dictated by cuts to fundings for mental health Services
in Italy.

The present project (approved by the local ethical
committee—CEP 204 SC) was based on the above-mentioned
premises, giving important consideration to the family household
during the process of a patient’s referral into the Service. The
therapeutic approach involving the parents in the treatment
considers the family as a structured subsystem and a composite
set of different functions and roles, amongst which the roles of
parenting, co-parenting, etc (35, 36).

Specifically, we examined: (a) the effectiveness of individual
psychotherapy (with or without parallel work for their parents)
on the children and adolescents’ symptoms at the end of the
therapy; (b) the relationship between the participants’ individual
psychotherapy (with or without parallel work for their parents)
and the parents’ perceptions of their parental empowerment.

We hoped to observe an improvement of the patient’s
symptomatology at the end of the therapy that would confirm
the effectiveness of this mode of short-term psychodynamic
psychotherapy with this population (37). Furthermore, we

hypothesized that the child or adolescent’s symptoms’ reduction
may also be associated with parents’ perceptions of their
parental empowerment.

MATERIALS AND METHODS

Participants
The sample consisted of 57 families (each of them including one
minor with two parents), who were referred to the Service during
the course of 2016. The children and adolescents taking part in
the study included 30 males and 27 females, aged between 6 and
18 years (M = 12.08, SD = 3.7). The wide age-range is justified
by the nature of our clinical service, which accepts referrals to
neuropsychiatric and psychotherapy services for both children
and adolescents.

The sample was divided in two groups depending on the
treatment offered, based on the participants’ clinical condition
and their carers’parenting skills: Group 1 (G1) included
26 participants (children and adolescents) who were offered
individual therapy; and Group 2 (G2) consisted of 31 children
and adolescents who received individual therapy, whose parents
also received support alongside their child’s psychotherapy.

Participants were assigned to one or the other group
depending on the result of their assessment: if poor
parenting/coparenting skills were found in addition to the
client’s psychopathology, the family was assigned to Group
2 (psychotherapy for the child/adolescent associated with
parental support).

Each patient received a diagnosis on the ICD-10 (1).
Depending on their ICD-10 diagnosis, participants were
allocated to one of three macrocategories (see Figure 1):
Psychoses and Developmental Disorders (1); Emotional
Disorders (2); or Behavioral and Personality Disorders (3).

Category 1 (17%)—Psychoses andDevelopmental Disorders—
involved: (F10–F19) Mental and behavioral disorders due
to psychoactive substance use; (F80–F89) Disorders of
psychological development.
Category 2 (44%)—Emotional Disorders—included: (F30–
F39) Mood [affective] disorders; (F40–F48) Neurotic, stress-
related and somatic disorders.
Category 3 (39%)—Mental and behavioral disorders—
concerned: Personality Disorders (F60–F69) and Behavioral
and emotional disorders with onset usually occurring in
childhood and adolescence (F90–F98).

Procedure
Our sample was recruited following an assessment with the
children/adolescents and their parents. This assessment took
place over a few meetings and interviews, depending on the
need. Interviews were led and conducted by a developmental
neuropsychiatrist and a trained psychodynamic psychologist. As
part of the process, written consent for the child’s therapy was
sought at the time of referral. Parents also provided valid written
consent for the use of video/audio recordings obtained during the
sessions for research purposes.
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FIGURE 1 | Number of participants in the three diagnostic categories and two groups. G1, Individual psychodynamic psychotherapy for child/adolescent; G2,

Individual psychodynamic psychotherapy for child/adolescent and Co-parental support.

The assessment procedure for the recruitment of our sample
is outlined below.

i. A first meeting was organized between the neuropsychiatrist
and the child/adolescent, aimed to assess the patient’s
suitability for therapeutic intervention and/or psychiatric
care. Following the above, two clinical interviews were
conducted, and the child/young person was given a battery of
tests; the Youth Self Report, YSR (38), was used at this stage
of the assessment process. Then, a final feedback interview
was conducted to inform the client and/or their parents of the
ICD-10 diagnosis and discuss therapeutic recommendations.

ii. On a parallel level, the psychologist met separately with
the parents. Subsequently, parents met the neuropsychiatrist,
after which two clinical interviews were organized. The
CBCL (Child Behavior Checklist) and the FES (Family
Empowerment Scale) were administered at this stage of the
process. Then, a final interview (which follows, in the next
paragraph) provided feedback to the parents and their child.

iii. The final session, which involved the whole family, was
organized and led by two professionals.

At this point of the assessment process, families were
asked if they were willing to take part in this research
project, following which a separate research consent form
was signed. Our exclusion criteria for the present sample
concerned a disability or an IQ <70, tested during the
neuropsychological assessment using the WISC-III and/or
WPPSI-III (39, 40).

Study Design
This study was an outcome research. The sample was divided
in two groups depending on treatment: one (Group 1) received
40 (weekly or fortnightly) sessions of individual Short-Term

Psychodynamic Psychotherapy; the other (Group 2) received
the same amount of individual Short-Term Psychodynamic
Psychotherapy for the child with 20 (fortnightly or once/month)
parallel parent sessions. The Short-Term Psychodynamic
Psychotherapy in use is a time-limited psychodynamic
psychotherapy that focuses on working through core problems
and conflicts, also providing symptom relief [cfr. (41)]. This
psychotherapeutic model is based on some key principles: (a)
attention to the client-therapist relationship; (b) the therapist has
an active role during treatment; (c) identification of a specific
problem; (d) therapies have a time-limit and a fixed number
of sessions.

Parent work was often helpful, considering the level of
risk of the young person. It was conducted by a different
therapist to the one working clinically with the child/young
person; this is in keeping with studies confirming that
families affected by multiple problems benefit greatly
when parental support is offered alongside individual
psychotherapy (42). The work with parents lasted for 12
months, and focused on three important areas, as suggested
by Piovano (43): (a) the couple’s relational triangulation;
(b) the triangulation introduced by the child; and (c) the
development of sufficiently good parenting functions. Therapists
met periodically for supervision, to discuss cases and share
therapeutic objectives.

Out of 141 referrals, 121 patients were accepted into
the service; 99 of them met our inclusion criteria, and 76
consented to the study. Fifty-seven patients completed their
brief psychodynamic psychotherapy 12 months after it started,
while 19 did not attend (15 dropped out within 3 months of
starting the therapy because they reported they no longer needed
treatment, 2 chose another service, and 2 moved out of area)
(see Figure 2).
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FIGURE 2 | Flow-diagram of study design.

Instruments
Child Behavior Checklist (CBCL) and Youth Self

Report (YSR) [(38); It. Tr. (44)]
These well-validated questionnaires are adopted worldwide and
are commonly used to assess behavioral and emotional difficulties
in children and young people. Children’s parents completed the
CBCL, and—for the present study—both parents were asked to
answer the questionnaire jointly, considering the last 6 months
of their child’s life. The YSR was administered to adolescents
between 11 and 18 years of age.

Raw answers to the questionnaires were scored using the
computer-based Assessment Data Manager (ADM) program,
part of the Achenbach System for Empirically-Based Assessments

(ASEBA)© (38), which produces a clinical profile in the form
of a set of scales referring to specific symptom domains. These
domains identify the following syndromes: anxiety/depression,
withdrawn behavior, somatic complaints, social problems,
thought problems, attention problems, aggressive behavior,
and rule-breaking behavior. A further area of the profile
illustrates three clusters of issues, identifiable as: Internalizing,
Externalizing and Total Problems. Internalizing problems
include anxiety/depression, withdrawn behavior and somatic
complaints. Externalizing problems involve aggressive behavior
and rule-breaking behavior. Total Problems are a combination
of both Internalizing and Externalizing Problems, and any Other
problems, such as tics, suicidal ideation, pica, weight-related
problems, speech problems, etc.

For the present study, only the three main clusters were
considered, i.e., Internalizing, Externalizing and Total Problems.
Scores obtained on these scales were rated in terms of their
clinical severity as non-clinical, borderline, or clinical, using
cut-offs: scores of 64 or more were regarded as “clinical,”

scores between 60 and 63 as “borderline,” and scores of 59 or
less as “non-clinical.” Several studies confirmed the reliability
and validity of the Italian versions of both CBCL and YSR
(45, 46). In particular Frigerio et al. (44) observed very-
good Cronbach α coefficients in CBCL scales ranging from
0.83 to 0.91.

Family Empowerment Scale [FES- (47)]
This is a brief questionnaire designed to assess family members’
perceptions of empowerment. The 34 items on the FES
tap into two dimensions of family empowerment: level of
empowerment (family, service system, community/political);
and how empowerment is expressed (attitudes, knowledge,
behavior). Given the focus of our study, only the family
subscale (12 items) referring to parents’ management of
everyday situations was used. Answers are given on a Likert
scale and range from “never” (1) to “very often” (5).
Total scores range from 12 to 60, and there is no cut-off.
The Italian version shows very good reliability reporting a
McDonald’s ω of 0.846 and 0.832 for Mothers’ and Fathers’
sub-scales, respectively.

The use of this indicator of internal consistency is in
line with recent literature about the critical aspects related to
the use of Cronbach’s α [e.g., (48)]. McDonald’s ω appears
to be a more appropriate index of the extent to which the
items of a test measure the same latent variable [e.g., (49–
51)]. The values of this coefficient are interpreted similarly
to those of Cronbach’s α, but they are not affected by the
same weaknesses.

Questionnaires CBCL and YSR were part of the current
clinical practice; they were administered before and after the
psychotherapy. The FES has been identified for research intent.
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FIGURE 3 | Mean scores of the three Child Behavior Checklist scales by diagnostic category at T0 and T12. CBCL, Child Behavior Checklist (38); T0, Time of First

evaluation, during clinical assessment; T12, Time of Final evaluation, after 12 months of brief psychodynamic treatment.

FIGURE 4 | Mean scores of the three Youth Self Report scales by diagnostic category at T0 and T12. YSR, Youth Self Report (38); T0, Time of First evaluation, during

clinical assessment; T12, Time of Final evaluation, after 12 months of brief psychodynamic treatment.

Statistical Analysis
All the analyses were conducted using “JASP 0.9” software (52),

along with descriptive statistics aiming to provide a clearer

picture of the sample. In order to test our research questions,

several mixed model ANOVAs were run with repeated measures:

to test time as a “within factor” (2 levels: T0 and T12 after

1 year of treatment) and to test the type of treatment as a

“between factor” (2 levels: individual psychotherapy for the child
vs. individual psychotherapy for the child combined with parallel

parent sessions).

RESULTS

Child/Adolescent Psychopathology
Figures 3, 4 show the distribution of the mean CBCL and YSR
scores, respectively, for Internalizing, Externalizing and Total
Problems at T0 and T12, by diagnostic category.

The mixed model ANOVA on the main scores on the CBCL
highlighted a significant effect of both therapies in reducing the
severity of the problems in all the investigated areas. The main
effect of the within factor “Time” was significant for the three
subscales Internalizing Problems [F(1, 55) = 12.142; p ≤ 0.001,
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FIGURE 5 | Mean of Child Behavior Checklist scores for Externalizing

Problems in G1 and G2 at T0 and T12. CBCL, Child Behavior Checklist (38);

T0, Time of First evaluation, during clinical assessment; T12, Time of Final

evaluation, after 12 months of brief psychodynamic treatment. G1, Individual

psychodynamic psychotherapy for child/adolescent; G2, Individual

psychodynamic psychotherapy for child/adolescent and Co-parental support.

η2
= 0.177], Externalizing Problems [F(1, 55) = 11.959; p≤ 0.001,

η2
= 0.173], and Total Problems [F(1, 55) = 20.144; p ≤ 0.001,

η2
= 0.265]. None of the interactions between the two factors

were significant, indicating a substantially equivalent effect of
the different therapies over time. The main effect of the factor
“Group” was significant only with respect to the Externalizing
Problems scale [F(1, 55) = 4.018; p = 0.05, η2

= 0.068]. This last
result suggests that participants in G1 significantly differed from
participants in G2 concerning the level of their Externalizing
problems throughout the observation period (see Figure 5).

Table 1 (below) shows the two groups’ mean scores for
Internalizing, Externalizing and Total Problems at T0 and T12.
It is worth noticing that, for Externalizing Problems, the mean
score for G1 at T0 is in the non-clinical range, while, for G2, this
is in the clinical range. All the other pairs of measures were both
within the same range for severity.

A smaller group of adolescent patients (between 11 and 18
years old) completed the YSR 11–18 at T0 and T12.Table 2 shows
a descriptive analysis of the three YSR scales for Internalizing,
Externalizing and Total Problems for Groups 1 and 2 at the two
time points.

The results of the ANOVA showed a significant change in
YSR scores between T0 and T12 with regards to the Internalizing
Problems [F(1, 55) = 11.580; p= 0.002, η2

= 0.255] and the Total
Problems [F(1, 55) = 7.551; p= 0.010, η2

= 0.186] scales. No effect
of the between factor emerged, indicating that there were no
significant differences between the two treatment groups. None
of the interactions between the two factors reached significance,
indicating a substantially homogeneous trend over time in the
reduction of the problems in both groups.

Family Empowerment
Table 3 shows mothers and fathers’ scores on the FES, for both
groups. The results revealed no statistically significant change in

the sample’s perception of sense of empowerment between T0
and T12.

DISCUSSION

This outcome study yielded some preliminary and non-
generalizable findings on the effects of this time-limited
psychodynamic psychotherapy with a population of young
people aged 6–18, sampled in a local Mental Health Unit in
Northern Italy. This study gave us the opportunity to examine
the area of presenting symptoms before and after therapy, in two
groups, when parents received vs. did not receive therapeutic
support on a fortnightly basis. Measures of the effects of
treatment were the levels of reported symptoms by the patients
and their parents and the level of parents’ perception of the
family empowerment.

Statistical analyses showed significant reductions in the CBCL
scores in the areas of Internalizing, Externalizing and Total
Problems at T12, compared to T0; the YSR scores also showed
improvements in the areas of Internalizing and Total Problems
as reported by the patients.

Despite the initially encouraging results of this 1 year-
long outcome study, one may have to thread carefully with
their interpretation.

Prior to starting therapy, at baseline, Group 2 revealed
a more severe clinical profile than Group 1 in the area of
Externalizing Problems (i.e., aggressive behavior, oppositional
and conduct disorders etc.), as shown by the results obtained
on the Achenbach’s questionnaires, CBCL and YSR 11–18. The
offer of parent work was motivated by their clinical presentation
at the moment of referral, with some families presenting with
difficulties in their parenting. Although we are not bound to
know exactly what the relationship between parenting difficulties
and the presence of Externalizing symptoms in children and
youth may be, it may be possible that poor parenting (i.e.,
characterized by lack of warmth, rigid and/or negative parenting
style, poor monitoring of the children, etc.) is directly associated
with Externalizing problems in childhood.

After 12 months of treatment, the scores obtained by Group
2 in Externalizing symptoms (on both the CBCL and the YSR)
showed a statistically significant clinical improvement, which is
encouraging; however, because of the presence of a statistically
significant difference at baseline between the two groups in
the area of Externalizing Problems, results are not immediately
comparable in this area because the two groups did not present
with similar levels of Externalizing difficulties at the onset and
throughout the treatment.

Our findings also seem to highlight that, with this population,
brief psychodynamic therapy seemed to be effective on
symptoms’ reduction with regards to Internalizing symptoms,
as reported by the clients and their parents. It is appreciated
in literature that psychodynamically-oriented therapies seem to
be most effective with children and young people affected by
Internalizing difficulties. It is possible that children and young
people presenting with internalizing difficulties improve their
insight about their difficulties thanks to being in treatment

Frontiers in Pediatrics | www.frontiersin.org 7 December 2019 | Volume 7 | Article 501

https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org
https://www.frontiersin.org/journals/pediatrics#articles


Gatta et al. Effectiveness of Brief Psychodynamic Therapy

TABLE 1 | Mean scores of the three Child Behavior Checklist scales for each group at T0 and T12.

Internalizing problems Externalizing problems Total problems Participants

Time Group Mean SD Mean SD Mean SD N

T0 G1 68.38 6.940 57.96 9.327 65.31 8.054 26

G2 67.16 7.975 63.74 8.862 66.71 7.230 31

T12 G1 66.23 9.132 56.19 8.859 62.38 9.113 26

G2 62.58 9.284 59.42 9.248 62.35 9.496 31

CBCL, Child Behavior Checklist (38); T0, Time of First evaluation, during clinical assessment; T12, Time of Final evaluation, after 12 months of brief psychodynamic treatment. G1,

Individual psychodynamic psychotherapy for child/adolescent; G2, Individual psychodynamic psychotherapy for child/adolescent and Co-parental support.

TABLE 2 | Mean scores of the three Youth Self Report scales for each group at T0 and T12.

Internalizing problems Externalizing problems Total problems Participants

Time Group Mean SD Mean SD Mean SD N

T0 G1 64.56 10.94 52.25 10.529 59.88 11.581 16

G2 61.84 10.77 56.47 9.518 60.32 9.855 19

T12 G1 58.94 12.43 52.31 11.359 57.06 12.124 16

G2 58.58 10.55 53.84 9.895 56.58 9.963 19

YSR, Youth Self Report (17); T0, Time of First evaluation, during clinical assessment; T12, Time of Final evaluation, after 12 months of brief psychodynamic treatment. G1, Individual

psychodynamic psychotherapy for child/adolescent; G2, Individual psychodynamic psychotherapy for child/adolescent and Co-parental support.

TABLE 3 | Mean scores and Standard deviation of the Family Empowerment

Scale for both parents of participants in G1 and G2.

FES mothers FES fathers Participants

Time Group Mean SD Mean SD N

T0 G1 44.25 5.290 44.33 4.419 20

G2 43.67 6.983 42.20 4.950 27

T12 G1 44.40 4.672 43.33 5.367 20

G2 44.63 5.603 43.16 5.632 27

FES, Family Empowerment Scale (47); T0, Time of First evaluation, during clinical

assessment; T12, Time of Final evaluation, after 12 months of brief psychodynamic

treatment. G1, Individual psychodynamic psychotherapy for child/adolescent; G2,

Individual psychodynamic psychotherapy for child/adolescent and Co-parental support.

(18). Further studies could investigate which internal or
psychotherapeutic processes occur and facilitate this growing
capacity in children and adolescents, in order to evaluate what
works best and for whom (53).

The psychodynamic approach to therapy enhances
exploration and reflection on the client’s emotional sphere,
their affects and thoughts. The literature seems to highlight
that time-limited psychodynamic psychotherapies are less
effective on Externalizing symptoms and it may be possible that
different, multimodal approaches (54–57) or mixed treatment
approaches—including cognitive-behavioral techniques—
are needed with this array of difficulties from the onset of
treatment (58, 59).

Further, working clinically with parents requires a high level
of experience and presents with major challenges: parents often
require both emotional containment and practical advice on
how to manage their child’s behaviors and may need more time
to improve their relationship with their children/adolescents
depending on their internal and interpersonal resources. An

added layer of complexity while working clinically with young
people and their parents in this study was represented by
the variety of ICD-10 diagnostic categories of this sample.
Our findings seemed to point toward positive changes and
outcomes in the CBCL and YSR scores of children and young
people affected by “Emotional Disorders” and “Behavioral and
Personality Disorders,” whilst no positive changes were evaluated
on questionnaires in the “Psychoses and Developmental
Disorders” category.

Our results seem to partly support the hypothesis according

to which psychodynamic psychotherapy might not be as effective
as other approaches in treating such disorders, whereas it

constitutes an eligible treatment for depression, anxiety, eating
disorders, somatic, and personality disorders (60). With these

regards, a study by Gonzalez (61) evaluated that psychodynamic
psychotherapy seemed to be effective only on the depressive
symptoms of clients affected by bipolar disorder.

Furthermore, our results showed a discrepancy between the
rates of Internalizing problems (expressed in percentages) as
reported by parents and as reported by their children: the
YSR scores suggested higher rates of Internalizing Problems at
Time 0 (35%) compared to the CBCL scores (24%). On the
whole, parents are reported in literature to be better equipped
to recognize Externalizing problems in their children’s behavior
because these are more visible than internal problems or

intrapsychic difficulties. Internalizing problems might also be
more socially acceptable because of the limited impact they have
on the outside world (62).

The parents’ supportive intervention offered in the
Neuropsychiatric Service aimed to help parents recognize

their child’s and their own emotional difficulties (63, 64). Whilst
the children and adolescents’ psychopathology had improved
after therapy; in our study, adults’ parenting skills did not
seem to follow the same trend and no positive change was
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evaluated in the domain of family empowerment. This result
may be motivated by a number of reasons. It may be that
increasing parents’ awareness of specific issues might prompt
a sense of incompetence and guilt, independently from their
children’s clinical outcome. Interestingly, parents reported
greater improvements, in their children’s symptoms, than their
children 12 months after treatment. Furthermore, it would have
been helpful to explore if feelings linked to ending the treatment
impacted parents’ ratings on the Family Empowerment Scale.

It may also be important to consider that clients presented
with high levels of comorbidity at referral and received an ICD-
10 diagnosis following their assessment. It was not possible to
evaluate the impact of receiving a diagnosis on the family nor
on their children’s symptoms’ improvements and it is hoped that
further qualitative work will explore the impact that this may
have on the family’s perception of empowerment.

Based on findings of existing literature, parents of children
with behavioral or emotional difficulties seem to experience lower
levels of self-efficacy than parents of children/adolescents who are
not affected by mental health issues (65). Parent psychodynamic
work can be highly beneficial in supporting child/adolescent
psychotherapy, after an initial period of adjustments and
adaptation has been made.

It is relevant to consider that a self-report measure might
not capture the nuances of what is defined as clinical change
and improvement in parent work, not accounting for the
family’s history, nor for their current relationship dynamics or
difficulties. Given the risk of adopting a reductivist approach
to the dimension of change in psychodynamic psychotherapy
with children, young people and their families, more in
depth/qualitative research would be helpful in studying what
leads to change both in individual and in parents’ therapeutic
work and how to capture it. As Whitefield and Midgley suggest,
“working with parents’ histories in parent work, however, where
parents are attending sessions without their child, and yet not
as patients themselves, may bring with it particular challenges”
[(24), p. 273]. Systemic and psychoanalytic theories seem to agree
in saying that homeostatic influences and resistances can occur
when working clinically with families; change in one or the other
parent could affect the couple’s relationship, as well as their sense
of empowerment (66).

CONCLUSION

It is important to highlight that this outcome study has attempted
to capture information on the symptoms of a clinical population
seen in a localMental Health Service in Northern Italy to evaluate
whether these symptoms had improved after 12 months of short-
term-psychodynamic psychotherapy. The use of well-validated
self-report measures was essential but felt limited to T0 and
T12. It would have been useful to collect data in itinere, and
thus draw comparisons that would shed light on how (and not
only if ) our young participants responded to the treatment. The
authors recognize that self-report questionnaires are susceptible
to psychological biases and can be under the influence of
social desirability.

Further, the way participants were assigned to each condition
of the study—namely based on their clinical presentations
and profiles—prevented any randomization and no causal
relationships between the variables could be inferred from
this research.

Despite these limitations, our results seem to demonstrate
an overall effectiveness, on symptoms’ reduction, of our time-
limited psychodynamic psychotherapy in treating children and
adolescents with psychopathological issues. This study is rooted
in the real-world experience of clinical practice and therefore
may present with important strengths. Its preliminary findings
contribute to the growing body of literature on the use and the
effectiveness of short-term psychodynamic psychotherapy with
children and adolescents for a variety of psychiatric diagnoses
(20, 67–69). Mindful that an outcome study is the starting line
for future research on the topic, this study’s findings add to
the growing evidence calling for more tailored and bespoke
interventions for children and adolescents. This is based on
the view that a child’s development is the product of a varied
and dynamic interaction between closely-interwoven factors,
including co-parenting and the child’s treatment within the
family (70).
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