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Aim: This paper aimed to explore psychological functioning and mental representations

in mothers of preterm infants during the child’s hospitalization in a Neonatal intensive care

unit (NICU).

Methods: A sample including 62 mothers of premature infants (gestational age < 37

weeks) was recruited in a NICU. According to the gestational age at the time of delivery,

we considered two groups: Group A included mothers whose children were born before

32 weeks of pregnancy; Group B included mothers whose children were born at or after

32 weeks of pregnancy.

Within one week of childbirth, mothers were administered two self-report questionnaires:

the Edinburgh Postnatal Depression Scale (EPDS) and the State-Trait Anxiety Inventory

(STAI). When their infants’ medical conditions became stable, the Clinical Interview for

Parents of High-Risk Infants (CLIP) was administered to mothers.

Results: The results showed high levels of depression and anxiety in both groups of

mothers, with higher state anxiety scores in Group A than Group B. Besides, a series of

hierarchical regression analyses were conducted with STAI, EPDS, and gestational age

as predictors on the CLIP scores. Results indicated that EPDS scores predicted CLIP

scores on parental self-image, support system, and readiness for discharge (p < 0.001);

moreover, the interaction among depression, anxiety, and gestational age predicted the

CLIP dimension of feeling of mutual recognition (p < 0.005).

Conclusions: These findings suggested that a premature birth and the child’s

hospitalization might exert a negative effect on the mothers’ emotional state,

their perception of parental self-image and, consequently, the early bond with the

child—independent from the infants’ gestational age at the time of the preterm delivery.
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The data underlined the importance of involving NICU nurses and clinicians in order to

optimize the care for mothers immediately after the preterm birth and during the infant’s

hospitalization, taking into account psychological needs of mothers of both very preterm

and moderately preterm infants.

Keywords: neonatal intensive care unit, mothers, prematurity, maternal representations, depression, anxiety

INTRODUCTION

Preterm birth is an important issue in public health and is
a major part of worldwide neonatal mortality and morbidity
(1). Research has shown that premature birth is a distressing
event for parents that often report symptoms of post-traumatic
stress for several years (2, 3). Latva et al. (4) have shown that
even 5 or 6 years after the preterm birth, mothers might have
negative views of their perinatal or postnatal period. Otherwise,
it is reported that mothers with positive experiences after a
preterm birth have amore effectivemother-child communication
than those mothers who have had negative experiences (5).
Parents of preterm infants face various difficulties and sudden
changes in the process of bonding with their baby. Bonding
with infants begins before birth and develops after it, but if
the birth occurs sooner than expected or even too early, the
normal bonding process could be affected. Goldberg and Divitto
(6) have demonstrated that a long stay in hospital might have
a disturbing effect on the bonding process. Although in the
last decade the Neonatal Intensive Care Units (NICU) have
undergone some changes for facilitating the presence of parents
during the hospitalization of their baby, NICU remains a stressful
environment for parents, as demonstrated in many studies
(7). The physical environment is characterized by monitoring
equipment, tubes and wires connected to infant, noises, and
chemical scents. However, the major stress experienced by
parents is related to the separation from their baby and to the
loss of their parental role as they had previously imagined it.
As suggested by Flacking et al. (8), the feelings of separation
and exclusion could be related to the lack of physical and
emotional closeness which are important factors in the early
relationship between parents and the newborn infant. In fact,
as frequently reported in the literature, the first moments of
postpartum period are fundamental for the construction of early
parent-infant bonding (9, 10). During hospitalization of their
baby, mothers may experience several and often contradictory
emotional reactions, such as grief, sadness, guilt, fear, anger, loss
of self-esteem, and sense of failure (11). In fact, this situation
can be so overwhelming for mothers that they might react by
emotionally distancing themselves from their children (12, 13).
These emotional factors might negatively affect the mothers’
ideas, thoughts, and representations about the child’s appearance
and behavior. In particular, mothers of preterm babies often
have fewer positive ideas and expectations for their children than
mothers of term babies (14, 15); these could be characterized by a

Abbreviations: CLIP, Clinical Interview for Parents of High-Risk Infants; EPDS,
Edinburgh Postnatal Depression Scale; NICU, Neonatal Intensive Care Unit; STAI,
State-Trait Anxiety Inventory.

communication about their child, generally positive, with specific
and sensitive details about care (16). Crawford and Benoit’s work
(17) has shown that maternal representations could be influenced
so much by traumatic events that the parent might become
incapable of understanding their child’s state of mind. So, when
the child makes signals or expresses desires or needs, the parent
might be unable to respond in a caring and appropriate way
(18). As Deklyen and Greenberg’s research (19) indicated, when
this occurs, it constitutes a severe risk factor for mother-child
relationship and for later psychopathology. Hall et al. (20) have
shown that mothers, characterized by negative and unrealistic
perceptions about their baby and the hospital environment,
are often more intrusive, more withdrawn, and less sensitive
toward the 6-month-old infants. In light of the aforementioned
factors that might negatively affect the early postpartum period—
considered the “sensitive time” (10) formother-child bonding—it
is very important to explore the mothers’ emotional experience
after a premature birth and during the hospitalization in the
NICU. For this purpose, a useful tool that specifically explores
parents’ experience in NICU is the Clinical Interview for
Parents of High-Risk Infants [CLIP; (21)]. The CLIP allows
parents to reflect on and express their feelings and concerns;
it could be useful to analyze the maternal representations
after a preterm delivery and to detect early disruptions in the
mother-infant relationship at the nursery (5, 22). Several studies
have investigated the psychological symptoms in mothers of
premature infants in terms of the symptoms of depression and
anxiety. In fact, mothers of premature infants generally show
higher rates of postpartum depression than mothers of full-term
infants (23, 24). In literature, there is a broad consensus that
early depressive symptoms of mothers have a negative effect on
their relationship with the infant and on their parenting role,
especially after a preterm birth (25). Mothers with depressive
symptoms show negative perceptions of themselves, their baby,
and their relationship (26, 27). Although most studies about
the effects of mothers’ postnatal mood on child development
focus above all on postpartum depression, in the last decades,
researchers have found that postpartum anxiety has independent
effects, just as postpartum depression (28). In case of premature
birth, mothers show high levels of anxiety symptoms (24, 29)
that might compromise the maternal functions and the mother-
infant interactions (30, 31). Besides, as Lotterman et al. (32)
noticed in their recent study, a lot of research that explores
psychological symptoms (including depression and anxiety) and
the experience of mothers with premature infants in NICU,
focuses mainly on very preterm gestational age range. Compared
to this field of research, studies on moderate-to late preterm
infants are less, although this gestational age range characterizes
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a high percentage of preterm births. Moreover, as far as we
know, a few studies have compared maternal representations
of moderately preterm and very preterm infants in the NICU
during the first moments after birth. Despite the outcomes of
very preterm birth are increasingly acknowledged, less attention
is given to parents of moderately preterm infants. Furthermore, it
remains unclear which specific factors could bemost predictive of
the quality of maternal representation in the NICU. Starting from
the above considerations, our study aimed tomore deeply explore
the maternal and emotional experience in terms of mental
representations, as reflected in the CLIP interview, considering
depression, anxiety symptoms, and gestational age at the time of
delivery.

MATERIALS AND METHODS

Objectives
This paper overall aimed to explore differences in
psychological functioning and mental representations of the
infant and themselves as parents between mothers of moderately
preterm infants and mothers of very preterm infants. In order to
differentiate the two groups, we have referred to recent research
that set the turning point at 32 weeks of gestational age (33, 34).

In particular, the current study considered two groups: Group
A included mothers whose children were born before 32 weeks
of pregnancy (very preterm); Group B included mothers whose
children were born at or after 32 weeks of pregnancy (moderately
preterm). The study had the following specific objectives:

a) To verify whether Group A and Group B differ with regards
to the possible presence of anxiety and depressive symptoms
in mothers;

b) To verify whether Group A and Group B differ with regards
to the mothers’ representations about the delivery and their
relationship with the premature child;

c) To verify whether the mothers’ anxiety and depressive
symptoms predict the quality of their representations of the
child and of themselves as parents, considering gestational
age.

Participants
Our study is part of a longitudinal project in which mothers and
fathers of preterm infants were followed since the hospitalization
in NICU till up to 2 years post-partum.

The participants were 62 mothers of preterm babies born
before 37 weeks of gestation recruited in NICU of the Chieti
University Hospital with the Director’s, pediatricians’, and
nurses’ collaboration. Inclusion criteria were: absence of child’s
genetic illnesses, neonatal deformities, and neurological damages
clinically identifiable at birth, mother’s age at least 18-year-old,
mother’s good knowledge of the Italian language, and absence of
mother’s drug or alcohol addiction.

Maternal and infants’ basic characteristics are shown in
Table 1. All parents were Caucasian and most (79%) were of
middle socio-economic status [SES; (35)]. A majority (95%,
N = 59) of the parents lived together, 80.6% (N = 50) of the
mothers were employed, and 69.4% (N = 43) of the children were

TABLE 1 | Maternal and infant characteristics at NICU (N = 62).

Characteristics Frequency (%) M SD

MOTHERS

Age 33.98 4.76

Education (Years) 14.62 3.30

Middle school 8 (13.6%)

High school 34 (54.6%)

University 20 (31.8%)

Maternity

Primipara 43 (69.4%)

Multipara 19 (30.6%)

Currently Employed

Yes 50 (80.6%)

No 12 (19.4%)

Marital Status

Married or cohabitating 59 (95%)

Not married or cohabitating 3 (5%)

INFANTS

Gender

Male 28 (45%)

Female 34 (55%)

Gestational Age (In Weeks) 32.28 2.352

< 32 weeks 40 (35.5%)

≥ 32 weeks 22 (64.5%)

Birth weight (gr) 1685.42 525.394

firstborn. The mean age of the mothers was 33.98 years (standard
deviation [sd] = 4.76). The children were 45% (N = 28) males
and 55% (N = 34) females.

Procedures and Measures
Within one week after the childbirth, a group of trained
psychologists administered the mothers a demographical and
anamnestic form and two self-report questionnaires: Edinburgh
Postnatal Depression Scale [EPDS, (36)], State-Trait Anxiety
Inventory [STAI, (37)].

The EPDS is a uni-dimensional self-reported checklist,
designed as a screening tool for identifying mothers at risk for
post-partum depression in community settings. Subjects were
asked to rate their symptoms in the past seven days on one of four
response categories ranging from “0”= “not at all” to “3”= “most
of the time/quite often.” The possible scores, after reversing all
positive-worded items, ranged from 0 to 30 with a higher score
reflecting a higher risk for post-partum depression (PPD). In the
present paper, we used the Italian validated version and its related
cut-off, i.e., 8/9 (38).

The STAI is a self-report anxiety behavioral instrument
consisting of two separate 20-item subscales that measure trait
(baseline) and state (situational) anxiety in adults. The STAI
trait subscale measures relatively stable individual differences
in their proneness to anxiety (i.e., differences in the tendency
to experience anxiety), and the STAI state subscale measures
transitory anxiety state (i.e., subjective feelings of apprehension,
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tension, and worry that vary in intensity and fluctuate based on
the situation). In this paper, we used the Italian validated version
and its related cut-off, i.e., 39/40 (39).

For the second step, when the infants’ medical conditions were
stable, a clinical interview [CLIP, (21)] was administered to the
mothers by a second group of psychologists who were blind to its
administration and the results of self-report questionnaires.

The CLIP was originally developed by the authors to assess
the feelings and perceptions of preterm children’s parents. It
consists of a semi-structured interview allowing the clinician to
extensively explore the parental experience. Further, its flexibility
allows the clinician to adapt the questions according to the
conversational flow, to better explore the parent’s emotional
experience. This interview requires about 1 h to be completed and
addresses eight main areas: infant’s current condition, pregnancy
course, labor and delivery, relationship with the baby and
feelings as a parent, reactions to NICU environment and staff,
relationship with the family and social support, discharge and
beyond, and a final wrapping up.

The CLIP is audio-recorded and transcribed verbatim; the
authors recommended coding the interview through a content
analysis; afterwards, Keren et al. (5) developed a coding system
to analyze two areas: “readiness for parenthood” and “parental
rejection.”

Clinical interviews were administered in an empathetic and
understanding environment. The interviews lasted an average of
1 h and were audio-recorded with the mothers’ permission and
subsequently transcribed verbatim, as previously indicated by the
authors.

After administering all the measures, two sub-groups were
created on the basis of gestational age (33, 34, 40, 41): Group
A (very preterm) included mothers whose children were born
between 28 and 31 weeks; Group B (moderately preterm) included
mothers whose children were born between 32 and 36 weeks of
pregnancy.

Participation in the study was voluntary. All the participants
received a letter containing detailed information on the main
aims of the study and signed a written informed consent.
The questionnaires were alphanumerically coded in order to
guarantee anonymity. In the current observational study any
diagnostic process was performed; in addition, it involved
women who had no history or ongoing evidence of any
psychiatric illness; hence, we believe that the approval of the study
by the Ethics Committee was not appropriate. Nevertheless, an
additional opinion was asked to the Psychological Review Board
of our Department. The Board found that all the employed
procedures and measures were fully compliant with the Ethics
Code of the Italian Board of Psychology— the national authority
that provides ethical guidelines for research and clinical practice.

Data Analysis
Descriptive analyses attested that all variables were normally
distributed. The analyses of variance (ANOVAs) were used
to test significant differences between Group A and Group B
scores on STAI, EPDS, and CLIP, and Bonferroni’s post hoc
tests were applied. The calculated p-values are reported with
their respective F statistics and degrees of freedom (df), with

TABLE 2 | Mean scores and standard deviations [M(sd)] values of STAI-Y1,

STAI-Y2 and EPDS in Group A and Group B.

STAI-Y1 STAI-Y2 EPDS

Group A 48.55 (13.68) 38.27 (8.64) 13.05 (5.25)

Group B 42.85 (12.69) 37.21 (10.36) 11.33 (5.78)

p <0.01 n.s n.s

values < 0.05 being considered significant. Mean values are
reported with standard deviations (sds). Finally, a series of
hierarchical regression analyses were conducted to investigate
the influence of specific anxious and depressive symptoms (STAI
and EPDS) on the mothers’ representations about the delivery
and their relationship with the premature child (CLIP). In all
the analyses we conducted, the child’s gender and mothers’ age
showed no significant effect on the variables. All analyses were
performed on the SPSS software (Version 18.0).

RESULTS

Differences in Group A and Group B Scores
on the Symptoms of Anxiety and
Depression
AnANOVA conducted onGroupA andGroup B scores on STAI-
Y1 showed a group effect [F(1, 60) = 7.418; p < 0.01). Post-hoc
analysis showed that Group A has significantly higher scores than
Group B on STAI-Y1 (State Anxiety) (p < 0.01); 72% of the
subjects in Group A and 45% in Group B exceeded the clinical
cut-off for STAI-Y1 for the Italian population (39).

An ANOVA conducted on Group A and Group B scores
on STAI-Y2 showed no group effect [F(1, 60) = 0.647; p > 0.5].
Although no statistically significant differences were found
between the two groups on STAI-Y2 (Trait Anxiety), 36% of
subjects in Group A, and 37.5% in Group B exceeded the clinical
cut-off for STAI-Y2 for the Italian population (39).

An ANOVA conducted on Group A and Group B scores on
EPDS showed no group effect [F(1, 60) = 0.66; p > 0.5]. Although
no statistically significant differences were found between the two
groups on EPDS, 68% of subjects in Group A and 60% in Group B
exceeded the clinical cut-off for EPDS for Italian population (38).

Table 2 shows mean scores and standard deviations values.

Differences in Group A and Group B Scores
on the Mothers’ Representations About the
Delivery and Their Relationship With the
Premature Child
An ANOVA conducted on Group A and Group B scores on
CLIP showed a group effect on several dimensions (p < 0.05).
Post-hoc analysis showed that Group A had significantly higher
scores than Group B on CLIP dimension of: perceived infant’s
current condition (F(1, 60) = 0.016; p < 0.05), first feelings
toward baby (F(1, 60) = 0.035; p < 0.05), readiness for discharge
(F(1, 60) = 0.003; p < 0.05), and organization of content
(F(1, 60) = 0.016; p < 0.05). No other statistically significant
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TABLE 3 | Mean scores, standard deviations and p-values on CLIP main areas

and subscales in Group A and Group B.

CLIP main area CLIP subscale Group A Group B p

Infant’s current condition 0.68 (1.68) 0.35 (0.70) <0.05

Pregnancy First reaction to pregnancy 1.32 (0.65) 1.18 (0.45) n.s

Planned pregnancy 1.45 (0.51) 1.38 (0.49) n.s

Course of

pregnancy

Physical and/or emotional

complications

2.05 (1.13) 2.48 (1.24) n.s

Timing of “pregnancy

feeling real”

2.14 (1.11) 1.97 (1.12) n.s

Labor and delivery Readiness for delivery 2.45 (0.60) 2.41 (0.64) n.s

Fear of loss during delivery 2.32 (0.65) 2.05 (0.57) n.s

Relationship with

baby and feelings

as a parent

First feelings toward baby 1.55 (0.60) 1.20 (0.41) <0.05

Present feelings toward

baby

1.33 (0.48) 1.15 (0.36) n.s

Feeling of mutual

recognition

1.52 (0.68) 1.46 (0.55) n.s

Parental self-image 1.33 (0.58) 1.33 (0.53) n.s

Reaction to NICU Reaction to staff 1.43 (0.51) 1.32 (0.53) n.s

Reaction to NICU setting 1.67 (0.62) 1.93 (0.92) n.s

Support system 1.32(0.48) 1.30 (0.46) n.s

Discharge and

beyond

Foreseen future for baby 1.50 (0.67) 1.23 (0.43) n.s

Readiness for discharge 1.70 (0.70) 1.24 (0.43) <0.05

Affect 1.68(0.65) 1.53 (0.56) n.s

Organization of content 1.36(0.58) 1.26 (0.44) <0.05

Richness of content 1.62(0.59) 1.46 (0.60) n.s

difference was found on the other CLIP subscales (p > 0.5).
Table 3 shows mean scores and standard deviations values.

Impact of Mothers’ Anxiety and Depressive
Symptoms on the Quality of Their
Representations of the Child and of
Themselves as Parents, With Respect to
the Gestational Age
A series of hierarchical regressions have been conducted with
STAI, EPDS, and gestational age as predictors on the CLIP
scores. The results showed that EPDS scores predicted CLIP
scores on parental self-image, support system, and readiness for
discharge (p < 0.01); gestational age predicts scores on the CLIP
main area of course of pregnancy (p < 0.05); STAI-Y1 scores,
interacting with gestational age, predict the CLIP main area
of affect (p < 0.01). EPDS, interacting with STAI-Y1, STAI-Y2
scores, and gestational age, predict the CLIP subscale scores of
feeling of mutual recognition (p < 0.05).

Table 4 shows results and values of the regression analyses
(significant results only).

DISCUSSION

Premature delivery and the subsequent hospitalization in NICU
are considered early adverse experiences, which could affect

TABLE 4 | Results and values of the regression analyses (significant results).

STAI/EPDS/gestational age CLIP main areas and subscales

R² ß t p

EPDS Parental self-image

0.061 0.671 29.431 <0.001

Support system

0.031 0.767 32.123 <0.001

Readiness for discharge

0.045 0.369 3.475 <0.001

Gestational age Course of pregnancy

0.069 0.537 2.465 <0.05

STAI-Y1• gestational age Affect

0.052 0.613 2.324 <0.001

EPDS• STAI-Y1• STAI-Y2 •

gestational age

Feeling of mutual recognition

0.089 0.413 2.328 <0.005

•Scores in association with.

the emotive states of mothers, their mental representations,
their perceptions of infants, and their relationship in the early
postpartum moments, that are assumed to be significant for
maternal bonding to the infant.

Our study aimed to explore the maternal emotional states
in NICU, with reference to anxiety and depressive symptoms,
mental representations, and gestational age at the time of
delivery.

With regard to the first aim, results showed that mothers of
premature babies experience high levels of psychological distress
in both the investigated groups, namely very preterm (Group A)
and moderately preterm (Group B) children.

In reference to symptoms of anxiety, the mothers’ scores
significantly differed between the two groups. More specifically,
the State Anxiety seemed to be the only one influenced by the
baby’s gestational age, in fact mothers in Group A showed higher
anxiety levels than those in Group B.

These findings are consistent with the previous studies
reporting that mothers of very preterm infants may be more
concerned and worried about their babies’ survival as compared
to those of moderately preterm infants (42, 43).

On the contrary, there are no differences in Trait Anxiety
levels when the two groups were compared, despite a large
number of mothers of the whole sample exceeding the clinical
cut-off for the Italian population (39). This result is in line with
other ones that highlight elevated anxiety symptoms following
a premature delivery (44, 45). An alternative explanation of the
high levels of state anxiety in our sample may not exclude a
post-traumatic state of the mothers, following the very preterm
delivery. In fact, several recent studies found that posttraumatic
stress represented the most common reactions after a premature
childbirth (46, 47). However, this hypothesis could be more
suitably explored in future research using the STAI alongside with
other more specific tools for post-traumatic stress disorder.

If we move to consider depressive symptoms, contrary to
general expectations, we do not find significant differences
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between the two groups, despite a high percentage of mothers
exceeding the clinical cut-off for EPDS for the Italian population
(38), regardless of the gestational age at the time of delivery. In
our sample, during the infant’s NICU hospitalization, maternal
depressive symptoms in both the groups were equally elevated
which was in line with other studies (48–51).

We may hypothesize that, in case of preterm birth, the
precarious conditions of the child, the cold and sterile
environment of the NICU, and the ambiguity of maternal role
in the hospital setting make the mothers more vulnerable to
depressive symptoms, even in the case of moderately preterm
infants.

The mothers’ feelings of helplessness, exclusion, and
alienation could further increase the level of distress and might
thus impact their transition to motherhood (52, 53). In fact,
previous studies showed that the prevalence of postpartum
depression after premature delivery can be estimated up to 70%
(54–56).

Our finding of higher levels of anxiety and depressive
symptoms in mothers of preterm infants is consistent with other
research that explored the distress in mothers of premature
infants as compared to mothers of full-term infants (31, 57, 58).

In the literature, few studies have examined the level
of symptoms immediately after birth or during NICU
hospitalization. The current study has estimated maternal
symptomatology during the infant’s hospitalization, 1 week after
delivery. Our results showed that beyond the infant’s gestational
age, mothers present a high risk of anxious and depressive
symptomatology. Therefore, it could be important to pay close
attention to mothers’ emotional experiences related to premature
birth since the first moments after delivery.

Since the first contact between a mother and her child takes
place inside the NICU, it is very important to provide themothers
with psychological support or assistance right from birth in order
to ensure their well-being and prevent future problems.

Another purpose of this research was to deeply explore
the maternal representations during the NICU stay. More
specifically, with regard to the second aim, mothers of very
preterm infants differ from mothers of moderately preterm
infants only in four areas of maternal representations, as reflected
in the CLIP. Specifically, as compared to the mothers of
moderately preterm infants, mothers of very preterm babies
showed more negative experiences and perceptions relating to
their infants and their relationship with them. In fact, these
mothers were characterized by a greater “fear of loss of the baby”
(a dimension related to the area of maternal perception of the
child’s current condition) andmore negative “first feelings toward
the baby.” Additionally, they did not feel ready for discharge and
the narratives of their representations were disorganized.

These major difficulties of mothers of very preterm children
in the narrative organization of representations, their negative
feelings toward the infant, and the low confidence in their role
could be related to the perception of greater vulnerability of their
baby, that increases their fear of loss (59). Seeing their infants as
fragile and in danger in the NICU is very stressful for mothers,
and it may generate an “emotive crisis” (7, 60).

The mothers of preterm infants often show feelings of
ambivalence about their relationship with their child and
feelings of unreality of “being mothers” during the NICU stay
(61). In fact, in the case of very preterm infants, mothers
spend more time in the NICU, where they are continuously
in touch with the experience of the infants’ fragility and
risk of mortality (62). Living in a state of psychological and
physical separation from their babies is intensified by the
artificial environment of the NICU. All these early and difficult
experiences could affect the development of maternal mental
representations.

Finally, in reference to the third objective of the study,
according to our results, depressive symptoms were the strongest
predictors of the quality of maternal representations of the child
and of themselves as mothers and of the child. In particular,
depression seemed to predict more areas of representations
with respect to the other variables we had considered. It
predicted an insecure parental self-image, negative perception
of support system, and lower readiness for discharge (this last
area investigated the mothers’ impression and expectations about
homecoming and the baby’s future development).

Generally, premature birth is considered a stressful
and potentially traumatizing event (63) followed by the
hospitalization in the NICU, where there is a prolonged
separation between the mother and the infant. This situation
might generate feelings of depression and the mothers’ poorer
psychological well-being which may lead to lesser psychological
investment in relationship with the infant (15) and altered
perception of both the mothers’ parental role and the support
system.

In addition, our findings showed that depressive symptoms,
in interaction with anxiety (Trait and State) and gestational age,
predict the CLIP area “feeling of mutual recognition,” regarding
the mothers’ perception of being recognized by their children in
their parental role. It could be concluded that in presence of the
comorbidity of anxiety and depression, the lower the gestational
age at the birth, the less the mothers feel to be recognized by their
infants.

As suggested by Feldman (64), close proximity, nurturing, and
interaction with the baby play an important role for the early
mother-child interaction, consolidating mothers’ confidence in
her parenting role. In the NICU, these conditions are absent:
the early separation between the mothers and their infants,
the loss of maternal role (60), the feeling of responsibility for
the unhealthy state of the infants (65), and negotiation of the
infant’s care with nurses and medical staff within the unit (66)
are associated with a higher risk of long-term psychological
problems, such as depression, anxiety, feelings of isolation,
and fear for the child’s well-being (67). These emotive and
psychological states, with a lower gestational age, that usually
requires prolonged hospitalization, seem to influence above all
the aspect concerning “recognition” and “reciprocity.” In fact,
physical closeness represents the prerequisite for early parent-
to-infant bonding for maternal behaviors and for reciprocity
between the mother and her child (64, 68). These data are in
line with other research that underlined that the NICU stay could

Frontiers in Public Health | www.frontiersin.org 6 December 2018 | Volume 6 | Article 3599

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Trumello et al. Mothers’ Experience in a NICU

hinder the development of the intuitive parental capacities in the
mothers of very preterm infants (69, 70).

Further research is needed to explore the mechanism behind
the development of maternal representations in the particular
situation of premature birth. Indeed, several studies have
demonstrated that maternal representations influence the way in
which a mother interacts with her baby (71).

Overall, our research highlights some important aspects of
mothers’ experience and their emotional state in the early
moments of the child’s life during the hospitalization in NICU
in a situation of high risk for the infant.

Nevertheless, our study has some limitations, such as the
small sample size and its recruitment in only one NICU; this
may limit the generalizability of the results. In addition, we
did not consider a comparison group of mothers with full-
term children to test depressive and anxiety levels. Hence, future
research could try to replicate these findings using larger and
more diversified samples, also referring to non-Italian mothers,
given the wide cross-cultural variations in maternal reactions to
preterm delivery.

However, the present study makes a relevant contribution
to knowledge regarding the emotional state of the mothers of
premature babies, highlighting a difficult emotional situation not
only for the mothers of very preterm babies but also for those
of moderately preterm babies. Often, it happens that high-risk
mother-infant dyads receive more psychological attention than
low-risk ones (5). To improve care, it is very important to also

understand the experiences of these mothers who are at the risk
of being neglected. In addition, our study integrated different
tools (questionnaires and interviews) and the use of a clinical
interview tool— the CLIP— built specifically for parents of
premature babies, that allowed us to extensively analyze maternal
representations, retracing the path from pregnancy to experience
in NICU with the mothers. Undeniably, not prematurity in itself
but the presence of certain emotive states, negative thoughts, and
perceptions in parents might be indicative of the difficulties in
parent-infant relationship (72).

Parenting interventions in the NICUs play an important role
in facilitating the bonding between the mother and the infant,
providing support for these vulnerable families. Benzies et al.
(73), in their meta-analysis, showed that early interventions in
NICU decreased maternal anxiety and depressive symptoms and
increased the mothers’ sense of self-efficacy.

In fact, although NICU’s primary function is medical
assistance for infants, it is also the place where there is the first
mother-child encounter and where all the early dynamics of their
relationship begin. For this reason, it is crucial to conduct further
research in this area.
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Padova, Italy, 5Department of Neurosciences, University of Padova, Padova, Italy

A sample of undergraduate Psychology students (n= 1005), prevalently females (82.4%),

mean age 20.5 (sd 2.5), was examined regarding their attitudes toward people suffering

from mental illness. The survey instrument included a brief form for demographic

variables, the Attribution Questionnaire-9 (AQ-9), the Ten Items Personality Inventory

(TIPI), and two questions exploring attitudes toward open-door and restraint-free policies

in Psychiatry. Higher levels of stigmatizing attitudes were found in males (Pity, Blame,

Help, and Avoidance) and in those (76.5%) who had never had any experience with

psychiatric patients (Danger, Fear, Blame, Segregation, Help, Avoidance and Coercion). A

similar trend was also found in those who don’t share the policy of no seclusion/restraint,

while subjects who are favorable to open-door policies reported higher Coercion scores.

No correlations were found between dimensions of stigma and personality traits. A

machine learning approach was then used to explore the role of demographic, academic

and personality variables as predictors of stigmatizing attitudes. Agreeableness and

Extraversion emerged as the most relevant predictors for blaming attitudes, while

Emotional Stability and Openness appeared to be the most effective contributors to

Anger. Our results confirmed that a training experience in Psychiatry might successfully

reduce stigma in Psychology students. Further research, with increased generalizability

of samples and more reliable instruments, should address the role of personality traits

and gender on attitudes toward people suffering from mental illness.

Keywords: stigma, machine learning, psychology, student, personality

INTRODUCTION

The Canadian sociologist Erving Goffman defined stigma as “the situation of the individual who is
disqualified from full social acceptance,” and characterized it as a relationship between “an attribute
and a stereotype” [(1), p. 9]. In other words, stigma can be defined as a “mark” (attribute) that
links a person to undesirable characteristics (stereotypes) (2) producing separation, status loss, and
discrimination (3).

There are two main types of stigma against people suffering from mental illness: public
stigma and self-stigma (4). Public stigma refers to the attitudes and beliefs held by the
general public, while self-stigma occurs when the subjects endorse the negative public
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attitudes assigned to them (5). As a consequence of public stigma,
people with mental illness suffer from discrimination in many
areas of daily life (6, 7), while self-stigma may lead to reluctance
to use mental health services (8–10).

Stigmatizing attitudes can also be found among mental health
professionals (11–15), leading to poorer consumer’s satisfaction
(16) and poorer outcomes (17). Another possible source of stigma
and a potential barrier against help seeking may be the negative
image of Psychiatry deriving from the controversial issues of
compulsory treatments and coercive practices. The semantic
domain of seclusion and coercion is symbolically represented
by the policy of locked doors in acute psychiatric wards,
which further potentiates the notion of psychiatric patients as
dangerous (18).

Among mental health professionals, psychologists are those
who most directly get involved in relationship with the
consumer, being also free from the charge of medications
and compulsory treatments. Further, since in many contexts
patients and caregivers tend to refer to less stigmatizing
professionals first (19), psychologists are often regarded as the
“front men” of mental health practitioners. Some studies showed
that psychologists and psychiatrists might have more negative
ratings than the general public on stereotypes, restriction of the
individual’s rights, and social distance (20, 21). Conversely, when
compared to other mental health professionals, psychologists
seem to have the lowest scores in negative emotions (anger,
perceived dangerousness and fear) and in negative behavioral
responses (coercion, segregation, and avoidance) (22).

Exploring possible predictors of stigmatizing attitudes among
future professionals, such as Medicine or Psychology students,
may be of crucial importance in order to define possible targets
for anti-stigma interventions, as their attitudes and beliefs are
supposed to be more easily modifiable (23). A growing body
of evidence has shown that medical students usually express
distancing attitudes toward people with mental illness (23–25),
while Psychology students tend to define subjects with serious
mental illness as unpredictable, antisocial and dangerous (26).

The primary aim of our study was to adopt Corrigan’s (27)
attributional model of public discrimination to explore the
way undergraduate Psychology students perceive subjects with
serious mental illness. Further, since a previous work by our
group (28) has evidenced a relationship among professional
variables, personality traits and avoidant attitudes toward
patients in a sample ofmental health professionals, our secondary
aim was to apply a similar prediction model to a sample of
Psychology students in order to detect possible associations
among stigmatizing attitudes and: (a) some demographic and
academic variables, and (b) some personality traits.

MATERIALS AND METHODS

Subjects
The Inter-departments Research Ethics Committee of Psychology
of the University of Padova approved our research protocol (nr.
2538/2018). The study was questionnaire-based and cross-
sectional. The survey was conducted over two academic
semesters (fall and spring) during the year 2017–2018, on
a sample of undergraduate Psychology students from the

University of Padova1. At Padova Psychology School there are
four different undergraduate programmes: L1, Cognitive
Psychology and Psychobiology; L2, Developmental and
Educational Psychology; L3, Social and Work Psychology;
L4, Psychology of Personality and Interpersonal Relationships.
Study participants were enrolled from ten different classes across
the three academic years: three classes from the 1st year (L1,
L3, L4), three classes from the 2nd year (L1, L3, L4), and four
classes from the 3rd year (L1, L2, L3, L4). Two undergraduate
students from the L4 program were employed to distribute the
questionnaire to each class at the end of a lesson. Classes and
lessons were chosen based on previous agreements between
the professor and one the authors (SS). Approximately 1060
questionnaires were distributed; of these, 53 (5%) were returned
back blank. Data collection was completely anonymous: no
personal records about participants were collected, and no
information about those who refused to take part in the study
was gathered.

The recruitment procedure finally resulted in 1005
participants, prevalently females (82.39%), mean age 20.51
(SD = 2.50; range 18–47); all participants were unmarried. A
description of the sample is reported in Table 1.

Measures
The survey instrument included: a brief demographic form,
a short version of the Attribution Questionnaire-27, the
Attribution Questionnaire-9 (AQ-9) (29), two dichotomous (i.e.,
yes/no) Opinion Questions (OQ) exploring attitudes toward
open-door and restraint-free policies in Psychiatry (OQ1: Do you
think in principle it would be possible to unlock the doors of acute
psychiatric wards? OQ2: Do you think in principle it would be
possible to give up on practices of seclusion and physical restraint
in acute psychiatric wards?), and the Ten Item Personality
Inventory (TIPI) (30). All instruments were selected because
of their simplicity and brevity, since a large number of items
was supposed to increase respondent fatigue, measurement error,
and misclassification. At the end of the booklet, a demographic
form included the following items: age, gender, civil status, years
of education, undergraduate program, academic year, and a
question about any previous experience with psychiatric patients
(i.e., stages in mental health services).

The AQ-9 (29) was developed after the AQ-27 (27, 31). The
AQ-27 has been developed by Corrigan based on the Attribution
Theory (32), and has been widely used in stigma research (33–
37). It provides a clinical vignette describing an individual with
schizophrenia (Harry) and asks the respondents to endorse
their attitudes and beliefs toward Harry on a nine-point ordinal
scale (9 = very much), with higher scores representing more
stigmatizing attitudes. An Italian version of the AQ-27 has
recently been validated (38). The AQ-9 was derived from the AQ-
27 by extracting the nine items with the highest factor loadings,
and it refers to the same domains as the AQ-27 (1 item = 1
domain): Pity (“I would feel pity for Harry”), Dangerousness
(“How dangerous would you feel Harry is?”), Fear (“How scared

1The higher education system in Italy adopts a 3+2 organization, where first level
(Laurea Triennale) may correspond to a Bachelor Degree, while the two additional
years (Laurea Magistrale) may be assimilated to a Master Degree.
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TABLE 1 | Description of the sample, including demographic and academic

features, personality traits, AQ-9 domains, and response to the Opinion Questions

(OQ).

n = 1005 N/Mean %/SD

Females 828 82.39

Age 20.51 2.50

Education (years) 14.72 1.42

Academic year

1st year 421 41.89

2nd year 269 26.77

3rd year 315 31.34

Undergraduate programmes

L1 297 29.55

L2 99 9.85

L3 325 32.34

L4 284 28.26

Previous experience in Psychiatry (n = 1003)

No 767 76.47

Yes 236 23.53

I-TIPI

Extraversion (n = 999) 3.95 1.48

Agreeableness (n = 1000) 5.17 1.08

Coscientiousness (n=995) 4.98 1.18

Emotional Stability (n = 996) 3.91 1.33

Openness to new experiences (n = 999) 4.84 1.15

AQ-9 domains

Pity 5.85 1.87

Danger (n = 1003) 4.23 1.70

Fear (n = 999) 3.96 1.83

Blame (n = 997) 1.43 0.89

Segregation (n = 1003) 2.66 1.75

Anger (n = 1003) 1.41 0.93

Help (n = 996) 3.26 2.00

Avoidance (n = 995) 2.97 1.76

Coercion (n = 1004) 5.64 2.26

OQ1 (n = 987)

Yes 884 89.56

No 103 10.44

OQ2 (n = 989)

Yes 547 55.31

No 442 44.69

OQ1, Opinion Question 1: “Do you think in principle it would be possible to unlock the

doors of acute psychiatric wards?”

OQ2, Opinion Question 2: “Do you think in principle it would be possibile to drop practices

of seclusion and/or physical restraint in acute psychiatric wards?”

of Harry would you feel?”), Blame (“I would think that it
was Harry’s own fault that he is in the present condition”),
Segregation (“I think it would be best for Harry’s community
if he were put away in a psychiatric hospital”), Anger (“How
angry would you feel at Harry?”), Help (“How likely is it that
you would help Harry?”), Avoidance (“I would try to stay away
from Harry”), and Coercion (“How much do you agree that
Harry should be forced into treatment with his doctor even if
he does not want to?”) (27, 31). No items are reverse scored,

but for the “Help” item responses range from “definitely would
help” (score=1) to “definitely would not help” (score=9). In our
sample the Cronbach’s alpha for the AQ-9 was 0.71.

Personality traits were evaluated using an Italian version
(39) of the TIPI (30), a short instrument based on the Five-
Factor Model (FFM) of personality (40), designed to assess
the personality dimensions of Extraversion, Agreeableness,
Conscientiousness, Emotional Stability and Openness to new
experiences. The questionnaire consists of 10 items with a
common stem “I see myself as” including two descriptors
representing a pole of the Big-Five personality dimensions, for
example: “I see myself as dependable, self-disciplined” (Item 3),
“I see myself as open to new experience, complex” (Item 5).
Each item is rated on a 7-point scale ranging from 1 (disagree
strongly) to 7 (agree strongly). The score on each of the TIPI
personality dimensions’ subscales is measured, and ranges from
2 to 14. Although somewhat inferior to the standard Big-Five
instruments, the TIPI takes about only 1min to complete, and
its convergent and discriminant validity, test–retest reliability, as
well as patterns of external correlates has reached an adequate
level (30).

Statistical and Machine Learning Analysis
STATISTICA 6.0 software package (Dell Software, Tulsa, OK,
USA) was used for descriptive statistics and linear correlations.
All tests were two-tailed and significance was set with an
alpha value of 0.05. Our main outcome variables (AQ-9
items) were processed by a series of Student’s t-tests and one-
way analysis of variance (ANOVAs) tests to detect possible
differences across demographic and academic variables. Pearson
product-moment correlation tests were also used to detect
possible correlations with continuous variables, including TIPI
personality dimensions. For the present study, only “moderate”
to “strong” (r > 0.40) correlations were considered.

In recent years, machine learning approaches have gained
interest in mental health as a method for building models
to improve the diagnostic and therapeutic process (41, 42),
to predict suicidality (43), as well as to analyse patterns of
public stigma (44). Machine learning methods and, specifically,
Gradient Boosting algorithms have been widely used in
prediction models, to make decisions or to generate strategies
(45–48), especially when there’s no theory-driven framework
about the potential relationships among variables (49).

To detect the most critical predictors for our outcome
variables, we applied a Gradient Boosting Regressor (GBR)
algorithm to our sample. GBR is a supervised machine learning
algorithm based on a decision tree model. Decision trees are
statistical models that recursively partition the input space in
order to find rules, which are predictive of the output. The
learning procedure consecutively fits new models to provide a
more accurate estimate of the response variable.

In our GBRmodels target variables were all AQ-9 items, while
input variables were gender, academic year, undergraduate course
and personality traits. Python 3.0 software package (Python
Software Foundation, Wilmington, DE, USA) was used for
machine learning.
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RESULTS

A description of the sample is reported in Table 1. The majority
of subjects was recruited among 1st year students. The L1
program included a higher proportion of males compared to
the others (Chi-sq = 16.11, d.f. = 3, p = 0.001), while no
significant difference was found in the male/female ratio across
academic years. More than three in four had never had any
experience with psychiatric patients, and gender or choice of
undergraduate program had no effect on this ratio. Conversely,
almost one in three students attending the 3rd year had already
had at least one experience in Psychiatry (1st year = 21.72%
vs. 2nd year = 18.22% vs 3rd year = 30.48%; Chi-sq = 13.43,
d.f. = 2, p = 0.001). Female students were younger (20.43 ±

2.45 vs. 20.88 ± 2.69; t = −2.19, d.f. = 1003, p = 0.029) and
reported higher scores on the personality traits of Agreeableness
(5.23 ± 1.09 vs. 4.93 ± 1.00, t = 3.30, d.f. = 998, p = 0.001)
and Conscientiousness (5.04 ± 1.18 vs. 4.71 ± 1.14, t = 3.42,
d.f.= 993, p= 0.001), while male students reported higher scores
on Emotional Stability (4.31 ± 1.41 vs. 3.82 ± 1.30, t = −4.48,
d.f.= 994, p < 0.001).

Regarding opinion questions (Table 1), the majority of survey
respondents (89.56%) declared to be in favor of unlocking the
doors of acute psychiatric wards (OQ1). A higher proportion
of favorable subjects was found among students attending the
1st year (1st year = 93.46% vs. 2nd year = 90.19% vs. 3rd
year = 83.82%, Chi-sq = 17.74, d.f. = 2, p < 0.001) and the
L1 class (L1 = 94.16% vs. L2 = 88.89% vs. L3 = 85.27% vs.
L4 = 89.93%, Chi-sq = 12.96, d.f. = 3, p = 0.005). Conversely,
opinions about the practice of restraint (OQ2) were not affected
by academic year or undergraduate program. A history of
previous direct experience with psychiatric patients resulted in
no significant effect on answers to either OQ1 or OQ2.

As regards personality traits, a small significant difference was
found across years in terms of Openness, with the highest levels
in the 1st year (1st year= 4.96± 1.18 vs. 2nd year= 4.80± 1.08
vs 3rd year= 4.72± 1.14; F= 4.21, d.f.= 2.996, p= 0.015). Some
differences across undergraduate programmes were also found in
terms of Openness (L1 = 4.97 ± 1.13 vs. L2 = 4.61 ± 1.05 vs.
L3 = 4.77 ± 1.18 vs. L4 = 4.86 ± 1.14; F = 3.01, d.f. = 3.995,
p = 0.029) and Agreeableness (L1 = 5.14 ± 1.09 vs. L2 = 5.20
± 1.17 vs. L3 = 5.05 ± 1.05 vs. L4 = 5.34 ± 1.06; F = 3.79,
d.f.= 3.996, p= 0.010), while a history of previous experiences in
Psychiatry was associated to higher levels of Extraversion (4.17±
1.42 vs. 3.88± 1.49, t= 2.63, d.f.= 995, p= 0.009). Higher scores
on Openness were found in those who declared to be in favor of
open-doors (4.87 ± 1.12 vs. 4.57 ± 1.33, t = 2.51, d.f. = 979,
p = 0.012) and no-restraint policies (4.93 ± 1.10 vs. 4.74 ±

1.18, t = 2.62, d.f. = 981, p = 0.009), the latest also reporting
higher scores on Conscientiousness (5.14 ± 1.14 vs. 4.86 ± 1.19,
t =−3.72, d.f.= 978, p < 0.001).

Exploring the effect of demographic and academic variables
on AQ-9 domains (Table 2), we found that male students scored
significantly higher on Pity, Blame, Help and Avoidance, while
no relevant effect was found for age or duration of education.
Students attending the L1 program showed higher scores on Pity
and lower scores on Danger, while the L2 program was associated

to higher Coercion scores. Those who answered positively to
the OQ1 resulted to be higher in Coercion, while those who
declared to be in favor of no-restraint policies (OQ2) were lower
in all stigmatizing attitudes except Pity and Anger. Finally, a
previous experience with psychiatric patients was associated to
lower scores on Danger, Fear, Segregation, Help, and Avoidance.

As regards bivariate correlations (Table 3), perceived
dangerousness (Danger) showed a significant positive correlation
with negative emotions (Fear) and negative behavioral responses
(Segregation, Avoidance and Coercion). Fear was also positively
correlated with Segregation and Avoidance, while avoidant
attitudes increased together with Segregation and Help.
Although some significant correlations were found between
some personality traits and the AQ-9 domains, they were in the
range of “very weak” (<0.19) linear relationships.

Hence, we introduced GBR as a complementary approach
to explore the latent relationship among all the aforementioned
variables. Given the fact that OQ items were well-explained by
their association with AQ-9 dimensions, they were not included
in our models.

By leveraging the Machine Learning technique, Blame and
Anger resulted to be the most predictable targets, their accuracy
being 65.6 and 70.9%, respectively. According to our models,
Agreeableness and Extraversion emerged as the most relevant
predictors for Blame (Figure 1), while Emotional Stability and
Openness to new experiences emerged as the most effective
contributors to Anger (Figure 2).

DISCUSSION

This study explores the role of some demographic, academic and
personality features on the development of stigmatizing attitudes
in a large sample of undergraduate Psychology students. Machine
learning was adopted as a complementary tool to explore any
association among variables that could not be detected by
traditional statistical methods.

First glance, our findings seem to support the view of a
“gender effect” on stigma (50–52), since male students reported
significantly higher scores on several AQ-9 items (Pity, Blame,
Help and Avoidance) when compared to their female peers. No
association could be gathered for the other demographic variables
(age, level of education and civil status), probably because of the
homogeneity of the sample.

However, attitudes toward people with mental illness may
vary to a small extent only depending on socio-demographic
characteristics, and findings about a specific “gender effect”
have shown to be quite inconsistent (53). Thus, a higher level
of negative attitudes in male students may also depend on
other factors, such as a different conceptualization of mental
illness. Indeed, women are more likely to endorse psychosocial
conceptualizations instead of biological explanations of mental
illness (54), and when compared to other causal explanations,
a biological understanding of mental health problems has been
repeatedly associated to more negative attitudes toward patients
(26, 55–58).
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TABLE 2 | Effect of gender and academic variables on AQ-9 domains.

Pity Danger Fear Blame Segregation Anger Help Avoidance Coercion

GENDER

Females 5.76 (1.89) 4.23 (1.69) 4.01 (1.84) 1.40 (0.86) 2.68 (1.79) 1.40 (0.92) 3.17 (2.00) 2.91 (1.73) 5.69 (2.26)

Males 6.28 (1.71) 4.24 (1.72) 3.74 (1.75) 1.60 (1.01) 2.58 (1.54) 1.46 (0.97) 3.70 (1.93) 3.25 (1.85) 5.40 (2.26)

t (p) −3.41 (0.001) −0.05 (n.s.) 1.74 (n.s.) −2.7 (0.007) 0.71 (n.s.) −0.86 (n.s.) −3.21 (0.001) −2.34 (0.019) 1.53 (n.s.)

ACADEMIC YEAR

1st year 5.75 (1.90) 4.15 (1.73) 3.85 (1.88) 1.46 (0.95) 2.70 (1.77) 1.37 (0.98) 3.31 (2.01) 3.03 (1.83) 5.55 (2.34)

2nd year 6.10 (1.75) 4.38 (1.71) 4.14 (1.78) 1.52 (0.83) 2.74 (1.80) 1.46 (0.94) 3.29 (1.98) 2.96 (1.71) 5.89 (2.15)

3rd year 5.76 (1.91) 4.21 (1.63) 3.95 (1.79) 1.42 (0.86) 2.55 (1.69) 1.41 (0.85) 3.16 (2.00) 2.89 (1.71) 5.53 (2.22)

F (p) 3.41 (0.033) 1.47 (n.s.) 2.09 (n.s.) 0.21 (n.s.) 1.00 (n.s.) 0.71 (n.s.) 0.53 (n.s.) 0.57 (n.s.) 2.35 (n.s.)

UNDERGRADUATE PROGRAMMES

L1 6.06 (1.80) 4.00 (1.55) 3.89 (1.83) 1.45 (0.86) 2.49 (1.59) 1.33 (0.80) 3.30 (2.02) 2.98 (1.82) 5.73 (2.18)

L2 5.54 (1.82) 4.18 (1.53) 3.91 (1.71) 1.39 (0.91) 2.69 (1.73) 1.34 (0.67) 3.02 (1.87) 2.68 (1.52) 6.12 (2.05)

L3 5.69 (1.90) 4.36 (1.83) 4.05 (1.90) 1.48 (0.93) 2.81 (1.86) 1.48 (1.05) 3.33 (2.02) 3.07 (1.77) 5.42 (2.43)

L4 5.90 (1.90) 4.35 (1.72) 3.95 (1.80) 1.38 (0.89) 2.66 (1.78) 1.43 (0.98) 3.22 (1.99) 2.94 (1.75) 5.62 (2.19)

F (p) 3.41 (0.017) 2.98 (0.031) 0.41 (n.s.) 0.75 (n.s.) 1.75 (n.s.) 1.64 (n.s.) 0.69 (n.s.) 1.28 (n.s.) 2.65 (0.048)

PREVIOUS EXPERIENCE

Yes 5.75 (1.93) 3.99 (1.74) 3.56 (1.78) 1.44 (0.93) 2.37 (1.70) 1.39 (1.02) 2.97 (1.91) 2.54 (1.50) 5.42 (2.24)

No 5.88 (1.85) 4.31 (1.68) 4.09 (1.83) 1.43 (0.88) 2.75 (1.76) 1.41 (0.90) 3.35 (2.02) 3.10 (1.81) 5.71 (2.26)

t (p) −0.91 (n.s.) −2.57 (0.010) −3.83 (<0.001) 0.1 (n.s.) −2.93 (0.003) −0.34 (n.s.) −2.58 (0.010) −4.29 (<0.001) −1.72 (n.s.)

OQ1

Yes 5.84 (1.87) 4.22 (1.70) 3.96 (1.82) 1.42 (0.88) 2.67 (1.73) 1.39 (0.91) 3.26 (2.01) 2.93 (1.73) 5.71 (2.22)

No 5.78 (1.91) 4.34 (1.66) 3.86 (1.94) 1.52 (0.97) 2.64 (1.92) 1.46 (1.01) 3.33 (2.01) 3.24 (1.94) 5.14 (2.41)

t (p) 0.34 (n.s.) −0.68 (n.s.) 0.49 (n.s.) −1.11 (n.s.) 0.14 (n.s.) −0.66 (n.s.) −0.33 (n.s.) −1.68 (n.s.) 2.43 (0.015)

OQ2

Yes 5.78 (1.88) 4.06 (1.70) 3.78 (1.81) 1.38 (0.81) 2.40 (1.67) 1.39 (0.98) 3.08 (1-96) 2.76 (1.63) 5.40 (2.27)

No 5.95 (1.86) 4.40 (1.66) 4.19 (1.81) 1.50 (1.00) 2.99 (1.80) 1.43 (0.86) 3.45 (2.02) 3.18 (1.85) 5.95 (2.20)

t (p) −1.49 (n.s.) −3.48 (0.001) −3.54 (<0.001) −2.18 (0.030) −5.31 (<0.001) −0.68 (n.s.) −2.85 (0.005) −3.80 (<0.001) −3.85 (<0.001)

Statistics for each AQ-9 item are reported under means and SDs (in brackets).

Significant p-values are reported in bold.

In our sample, a higher proportion of males was found
in the L1 program, which is supposed to provide a cognitive
and neurobiological approach to mental health problems,
but the same class also included a higher proportion of
subjects who declared to be in favor of open-door policies
in Psychiatry (OQ1). Further, L1 students reported less
perceived dangerousness (Danger), and more piteous attitude
(Pity) than their peers, while those who enrolled in the L2
program scored higher in Coercion. Thus, these findings seem
to suggest that biogenetic causal models of mental illness,
when compared to other models (i.e., developmental and
educational), may not only be associated to more negative
attitudes in general, but they may as well reduce notions
of self-responsibility and subsequently evoke less negative
responses such as pity and help (59). Nevertheless, since
no specific instrument was adopted to assess opinions about
mental illness, we can only make a tentative but challenging
hypothesis about a possible association among gender, choice
of academic profile and attitudes toward people with mental
illness.

Some personality traits, such as Openness and Agreeableness,
resulted to play a major role on stigmatizing attitudes. Indeed,

although bivariate correlations were in the range of very weak
associations, according to our machine learning algorithms,
Agreeableness and Extraversion were predictive of blaming
attitudes (Blame), while Emotional Stability andOpenness to new
experiences emerged as the most effective contributors to Anger
(the direction of effect deriving from GBR algorithms could
not be determined, but may be partly inferred from significant
bivariate correlations). Further, higher scores on Openness were
found in those who declared to be in favor of open-doors and
no-restraint policies in Psychiatry.

To our knowledge there are very few studies addressing
the relationship between personality and mental health related
stigma. A recent work by our group (28) on a sample of mental
health professionals evidenced a negative correlation between
Openness and avoidant attitudes toward patients. A previous
study by Brown et al. (60) on a sample of college students, found
that Openness predicted a decreased perception of dangerousness
and less social distancing, while lower scores on Agreeableness
predicted a negative emotionality toward subjects suffering from
mental illness. Interestingly, Openness and Agreeableness were
also found to be positively associated to empathy toward patients
in a sample of medical students (61).
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FIGURE 1 | GBR prediction model for Blame item. OPE, Openness; EMS, Emotional Stability; CON, Conscientiousness; AGR, Agreeableness; EXT, Extraversion.

Accuracy for Blame is 0.656.

FIGURE 2 | GBR prediction model for Anger item. OPE, Openness; EMS, Emotional Stability; CON, Conscientiousness; AGR, Agreeableness; EXT, Extraversion.

Accuracy for Anger is 0.709.

Finally, a previous experience with psychiatric patients (i.e.,
a training experience in a psychiatric unit) was associated to
lower scores on Danger, Fear, Segregation, Help and Avoidance.
Fear, perceived dangerousness and desire for social distance are

supposed to decrease as familiarity with psychiatric patients
increases (62). A recent review by Yamagughi et al. (63) has
evidenced that the most effective interventions to reduce mental
health related stigma in university and college students were
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those implying any kind of contact. A contact element, even of
indirect nature (i.e., video- or audio-taped testimonies), may be
the most relevant factor in tackling the stigma attached to mental
illness (64–66).

The main limitation of our study is represented by its
cross-sectional design. The generalizability of results cannot be
assumed due to the limited representativeness of the sample,
which prevalently comprised young females with a high level
of education. Another limitation is the lack of information
about those subjects who did not take part in the study, since
students who did not choose to participate might have vastly
different opinions on stigma. However, the sample’s homogenous
nature might have been important for our results on the role
personality, because FFM traits are supposed to be characterized
by unique changes during the emerging adulthood phase (67, 68).
Additionally, our findings are based on self-reported attitudes,
which inherently have risk of response bias, including social
desirability. Familiarity with mental health problems was only
explored through the indirect index of training experiences
with psychiatric patients, while personal experience with mental
illness (i.e., a family member) was not considered. Finally, unlike
the traditional statistical approach, the relationship between
predictors and variables in machine learning models are rather

vague, and the interpretation and explanation of results generated
by such processes may be challenging. However, as claimed Woo
et al. (69), the use of innovative technique starts with testing and
exploration.

Notwithstanding these limitations, this study provides
evidence that: (a) male Psychology students may report greater

negative attitudes toward patients than their female peers; (b)
any direct experience with psychiatric patients may have a
significant effect in lessening stigmatizing attitudes; (c) some
personality traits, such as Agreeableness and Openness to new
experiences may have a relevant role in the development of some
components of mental health stigma.

These results seem to confirm that a training experience
including a direct personal experience with psychiatric patients
may exert a substantial influence on shaping less negative
attitudes toward mental illnesses and Psychiatry. Our findings
seem also to suggest that the personality of students should
be taken into account in developing anti-stigma programs
in undergraduate education. Further research, with increased
generalizability of samples and more valid measures should
be undertaken to disentangle the complex relationship among
demographic features, academic variables, personality traits and
attitudes toward people suffering from mental illness.
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Background: The study of Suicidal ideation (SI) in people bereaved through suicide

(Suicide Survivors, SSs) could be hampered by the person’s willingness to admit it, or by

their limited awareness of it. Our main hypothesis is that SI is common in these people,

especially if they are parents or children of the victim. For its potential in shedding light

on specific unconscious processes, Rorschach test was chosen for our investigation, for

the first time in SSs literature. Rorschach suicide ideation and selected variables were

further analyzed to better delineate their psychological profile.

Method: Rorschach according to Exner’s Comprehensive System was administered

to 21 people bereaved through suicide presenting as outpatients at SOPROXI Project

Service—Padova Mental Health Center- and 23 healthy controls. Beck Depression

Inventory (BDI) was routinely administered to SSs and considered in the study.

Results: T-tests showed significantly higher mean SI score (S-Con) as it emerged from

the Rorschach test S-Con scores in SSs compared to control participants. SI found only

weak correlation with the BDI item in which SSs can explicitly state the desire for their

death. Within-group analysis revealed higher S-Con mean scores in bereaved children

and parents of the victim compared to other kind of kinships. Morbid content (MOR)

has been fund as the most characterizing variable in SSs’ S-Con in terms of effect

size, followed by a low number of responses with an ordinary form (X +%). Human

movements (M), Special Scores related to thought slippage (ALOG, FABCOM2, INCOM2,

and CONTAM) and poor human representations (PHR) have been shown to be more

significantly present in SSs compared controls.

Discussion: Psychodynamic interpretations of our results are provided. Clinical practice

should consider Rorschach as one of eligible tools of investigation on this field.

Keywords: suicide, survivor, Rorschach, suicidal ideation, health risk

INTRODUCTION

A person who lost a friend, family member, or other loved ones through suicide have been also
defined as suicide survivor (SSs). It has been described that a great percentage of SSs reported that
the suicide of the one’s beloved had significantly “disrupted” their lives (1).

According to an anecdotal figure often reported in literature spanning the last 30 years,
about six people are left behind following every suicide. However, a recent study by Cerel et al.
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(2), on a huge U.S. sample, calculated that each suicide resulted
in an average of 135 people exposed (i.e., who knew the deceased
person) during their lifetime (resulting, in that case, in 5.5 million
of people only in the Kentucky State).

This estimation provides an idea of the strong need of
deepening the comprehension of the psychological consequences
of being a person bereaved through suicide, in order to inform
and guide the clinical practice.

A comprehensive review by Sveen and Walby (3) suggested
that SSs report higher levels of rejection, shame, stigma, and
blaming than other bereaved people, while sharing with them
complicated grief, depression, PTSD symptoms, anxiety, and
suicidal behavior. Among the psychological reactions to the
loss of a beloved person, suicidal ideation (SI) has indeed been
identified as one of the prominent features in SSs and it is still
a challenging topic in this field. For instance, one of the first
empirical contribution on SI in people bereaved through suicide,
by Mitchell et al. (4), showed a strong association between
complicated grief and SI, also controlling for depression levels.

More recently, in a large-sample study, Pitman et al. (5)
found that SSs have a significantly increased risk of SI and
suicide attempts compared with people bereaved by other sudden
deaths. A possible issue in investigating the prominence of SI
in this population is the fact that SI is generally hidden or
neglected by a resistance to admit it or even acknowledging it
(6–9).

In line with recent literature (4, 5, 10–12, 12–21), we
hypothesize greater SI in people bereaved through suicide
compared to a healthy control group. Specifically, we intend
investigate SI through a projective test able to assess this clinical
phenomenon even overcoming the participants’ conscious or
unconscious resistance to its expression, i.e., Rorschach Inkblot
test coded and interpreted according to Exner’s Comprehensive
System (22, 23). We choose the Rorschach Inkblot test as it is
based on the assumption that conscious and unconscious ways
of feeling and thinking (namely cognitive, perceptual, affective,
problem-solving, and coping resources) are reflected (projected)
on the ambiguous materials of the test which can provide data
about the person’s functioning in the immediate present (24).
According to a recent review by Kumar et al. (25), in the last
50 years the Rorschach test has been the most widely employed
projective measure used to assess SI (22, 26, 27). Rorschach
test has also indeed employed extensively in recent studies
to characterize psychiatric populations and/or people suffering
from seriously impacting bereavement [e.g., (28–33)], revealing
psychological characteristics of patients who had escaped the
research classically based on self-report questionnaires. For
instance, Palmieri et al. (31) assessed with Rorschach test people
affected by Amyotrophic Lateral Sclerosis, a terminal disease in
which patients must face the anticipatedmourning of themselves,
highlighting greater SI than expected on the basis of self-report
questionnaires or interviews (namely one third of the patients
recruited in the sample showed high SI).

In detail, the CS is employed by 96% of health professionals
using the Rorschach test (34), and contains a variables
constellation specifically addressed to assess SI. Such
constellation, named “S-Con,” demonstrated considerable

predictive validity of self-destructive behaviors as well as near-
lethal and lethal suicide behaviors (22, 26, 27, 35). Exner (22)
reported that S-Con has been able to identify around 75% of
suicidal patients (22). Hence. S-Con score was chosen as our
main dependent variable. We expect only partial convergence
between the patient’s S-Con score and their explicitly expressed
desire for death, considering interpersonal and intrapsychic
resistance related to suicidal ideation.

To substantiate the hypothesized discrepancy between the SI
and its explicitly expression, we used Beck Depression Inventory
[BDI; (36)], routinely administered to these outpatients, by
comparing their S-Con score and the score obtained at the BDI
9th item, which regards the idea of putting an end to one’s own
life. Our second hypothesis is that the expected greater SI in SSs
participants, depends on the kinship with the deceased person,
in terms of increasing SI if the victim is a child or a parent.
The literature has already provided some elements to support
the hypothesis that strict relatives bereaved by suicide may be at
particular risk for suicide themselves (12, 13, 15, 18–21, 37).

Namely, it has been proved that a family history of suicide
increases up to ten times the suicide risk in the family members
(21) compared to the risk of general population, independently
of possible inherited vulnerability for mental disorders shared
with the victim (18). Recently, Campos et al. (13) and Santos
et al. (19) found that, in a large European sample of SSs, being a
strict relative of the suicided person, significantly contributed to
the suicide risk. Similar results were found in Asian population:
Song et al. (37) found that individuals who lost a family member
have in their lifetime 4.5 times more probability of SI, whereas if
the victim was a friend or an acquaintance the SI probability was,
respectively 3.7 times and 2.2 times that of people without such
experience.

Finally, to provide a more exhaustive picture, our third aim
is to deepen into patients’ Rorschach protocols. In the third part
of the manuscript we present in detail all the S-CON variables
scores to highlight which is the most characterizing SSs in such
a constellation. In order to offer a profile of such population and
to deeper investigate the way in which patients conceive others
and relationships, we also investigated illogical combination
of ideas (FABCOM2, INCOM2, CONTAM, ALOG), and poor
human representations (PHR) as crucial variables to better
delineate patients’ ways of feelings and thinking, and total
human movements responses (M), crucial, in our opinion for
clinical practice in such at-risk population (details in Method
section). Our expectation was that these variables were more
frequent in patients than the control group. If significantly more
present, these indexes would indicate a disturbance of thought,
typical of patients who suffered a severe trauma and those at
risk of suicide, aggression and dysphoric feelings in perceiving
themselves and relationships with others, but also great resources
in particular entering into empathic resonance with others, a
typical aspect of those who survived from trauma suffering (38,
39). In detail, we introduced the latter variable, M, together with
the other ones strongly aimed at highlighting psychopathological
aspects, to investigate also the presence of a positive feature that
could represent a basis for the reflection on the psychological
interventions’ planning in favor of these patients.
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In synthesis, we mainly aimed to investigate the implicit
suicidal ideation in SSs patients through the administration of a
projective test, the Rorschach Inkblot Test based on CS.

Our first hypothesis was that the Suicide Constellation score
should be higher in these patients compared to healthy controls.
Furthermore, we compared patients S-CON’s score to the score of
one specific item of the BDI, expecting a lack of clear association
between the explicit and projective-based assessment of SI.

Secondly, we hypothesized a higher S-CON score in the case
of being a parent or a child of the suicide victim, compared to
other kind of bonding.

Thirdly, to further delineate SSs profile, we deepened on S-
Con variables to individuate which are the most characterizing
this sample, and investigated further variables expected as
peculiar in people bereaved through suicide.

To the best of our knowledge, this is the first study exploring
SSs psychological features through a projective test: identifying,
with such kind of assessment, the common features of people
bereaved through suicide, mainly those related to SI, could be
provided an original perspective helpful both for research and for
clinical practice.

MATERIALS AND METHODS

Participants
Between 2015 and 2017, eligible SSs were recruited consecutively
from user of SOPROXI Project (40, 41). Soproxi project (www.
soproxi.it) was established in Padua, Italy, in 2006, to offer
information, support, treatment provision, awareness-building
and educational campaigns, to people -mainly relatives and
friends- who have experienced the suicide of someone close.

Inclusion criteria of our experimental sample were: be at least
18 years old, have lost someone close by suicide and be able to
reach the outpatient office of Soproxi project at theMental Health
Center (Padova Hospital). Exclusion criteria were the presence
of a frank cognitive impairment or other impediment to the
understanding of the Italian language.

The Rorschach test according to CS procedure was
administered to all 22 selected people according to inclusion and
exclusion criteria. Since brief protocols (number of responses
[R] < 14) are considered invalid, as Exner (42) reported that the
temporal stability of CS scores was lower when the Rorschach
protocols had fewer than 14 responses, one SSs’ protocol was
excluded from the study, resulting in 21 valid protocols.

Twenty-one control subjects were then recruited mainly from
local voluntary associations. Same SSs inclusion and exclusion
criteria were applied. No statistical differences were found
between the two groups in terms of age, t (39.37) = −0.39,
p= 0.697, educational level, t (38.47) = 0.15, p= 0.884, and gender
distribution χ

2
(1, N=42) = 0, p > 0.999. All demographic data are

reported in Table 1.

Measures
Rorschach Test and Selected Variables
All Rorschach systems use the same set of 10 inkblot stimuli
originally created by Rorschach (43), in which examinees are
invited to look at each inkblot and say what it looks like or

TABLE 1 | demographics.

Patients Controls

Mean SD Mean SD

Age (years) 46.05 12.48 47.67 14.18

Education (years) 12.9 4.61 12.71 3.77

Gender F = 16 F = 15

M = 0 5 M = 0 6

what it might be, giving one or more responses per inkblot.
The Rorschach Comprehensive System [CS; (44)] we used in
our study includes the CS suicide constellation “S-Con” (23),
on which we focused our study, is an index composed by the
number of variables exceeding (or being comprised within)
specific threshold values, among a set of 12 variables (Sum
VF + FD > 2; C-S Bl >0; Ego > 0.31>0,44; MOR > 3;
Zd> ± 3,5; es>EA; CF + C > FC; X+% < 70; S< 3; P <3
>8; Pure H< 2; R < 17); a value equal or > 8 in S-Con
is considered as a cut-off sensitive in detecting people with
significant suicidal ideations on the basis of empirical findings.
Hence, it is suggested that the protocol of any person reaching
the S-Con cut-off must be taken very seriously [for further
details see (45–47)]. Namely, according to Mihura et al.’ recent
seminal review, the interpretation of each S-con variable can be
synthetized as follows: high Vista and Dimension responses (Sum
V + FD), which stand for depth perceived by gradations of dark
and light or by shape, reflect negative self-perception, feelings
of discomfort, jointly with personal introspection; high color
over form responses (FC < CF+C) reflect self-control failure
by an external or internal stimulation, placed by an exaggerated
emotional reaction; High color shading blends (C-S Bl), which
stands for color and its shading as seen simultaneously, reflects
simultaneous experiencing joy and pain; Low Conventional
Ordinary FormQuality (lowX+%), which stands for low number
of conventional perceptions of blot areas, reflects abnormal
ability to perceive the world as others do, and maybe impaired
reality testing; very high or very low Ego Index, which is a
composite measure based on the number of reflections and pairs
of objects, may be associated with an impaired ego organization
and a capacity to meet internal and external demands and
stressors: the Ego index can be either narcissistic or distress
related (when high) or related to a negative self-image (when
low); high white responses (S), provided when white background
space is used in the response, reflects oppositional tendencies,
and feelings of anger and aggression; High responses with
damaged, dysphoric or morbid content (MOR) reflect morbid
imagery and are associated with depressive and/or destructive
thoughts or feelings; low or high Popular responses (P; i.e., the 13
most statistically common objects reported by at least one third
of the normative sample) reflect, when low, unusual and, when
high, stereotyped perceptions of reality; high or low scores in
the processing efficiency (Zd), reflects, respectively excessive or
impaired information processing or accounting; a low number
of Images of whole, realistic human figures (Pure H), reflects
an impaired perception of Self and others viewed as whole;
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Experienced Stimulation greater than Experience Actual (es >

EA) reflects the current level of coping abilities in terms of
experiencing more stress than what can be handled; finally a low
number of total responses given to the whole protocol (R) reflects
a limited ability to provide ideas, or solutions to a given issue.

Further four variables were considered in our analysis: the
number of Human Movements (M), which reflect, respectively
mental abilities (i.e., planning, empathic behaviors); moreover,
since impaired reality testing and illogical combination of ideas
can occur in loss and dysphoria, we grouped indices reflecting
more serious forms of cognitive disarray (i.e., incongruous
combination, INCOM level 2 + Fabulized combination,
FABCOM level 2 + Contamination, CONTAM); finally, we
considered poor Human Representation (poor H), i.e., Human
or quasi-human images that are illogical, aggressive, damaged,
or poorly formed, as they reflect disturbed and maladaptive
understanding of others.

Beck Depression Inventory
The BDI (36) is one of the most widely used self-report
inventory for measuring the severity of depression. It consists
of 21 item on a 4-points Likert scale in which a score of 0
corresponds to “I don’t have any thoughts of killing myself,” 1
corresponds to “I have thoughts of killing myself, but I would
not carry them out,” 2 corresponds to “ I would like to kill
myself ” and 3 corresponds to “I would kill myself if I had the
chance.”

Procedure
The assessment took place in a clinical setting, and careful efforts
were provided to make available for the participants emotional
support during the interview. The Rorschach was administered
by S.M (fourth author), a psychologist trained on Rorschach CS
(third author of the study). The test administration lasted about
90min.

Patients were given the choice to receive a brief report on the
findings from their Rorschach protocol. Nine of them asked for it
and received a written report. In 4 cases among these 9, patients
requested and obtained a further clinical interview to discuss the
reports content.

Since the BDI (36) was routinely administered to SSs attending
at outpatient office of Soproxi project at the Mental Health
Center, the item 9 of the inventory was employed as a measure
of explicit expression of own death thoughts.

At the end of the whole process, five patients’ protocols
and five controls’ ones were chosen at random and re-scored
independently by the first author (A.P.), who was unaware of
the fourth author’s (S.M.) scores and was blind on the group
belonging. The two sets of scored protocols were compared,
and Kappa values were calculated for S-Con global index
(Kappa = 0.94), M (Kappa = 1.0), and M- (Kappa = 1.0).
Rater agreement on scoring the four signs was very high,
demonstrating that these psychodynamic Rorschach variables
can be reliably scored. Furthermore, for those who have
overcome the clinical cut-off of suicidal ideation (namely, 3
people bereaved by suicide), team meetings have been held and,

depending on the case, particular clinical attention has been
dedicated to the theme of suicidal ideation in subsequent clinical
interviews. Of note, all them had previously asked the Soproxi
clinical team for a psychotherapy or clinical supportive aid.
Informed consent to the aims of the study was obtained from
each individual participant, in accordance with the guidelines of
the 1995 Declaration of Helsinki [as revised in (48)]. This Soproxi
Project has been approved by Ethics Committee of Clinical
Experimental Projects of Padova Hospital (protocol number
0020095).

Statistical Analyses
Cohen’s Kappa was used to assess interrater reliability. One-
tailed t-tests, using Welch approximation to the degrees of
freedom for unequal variances, were performed to assess
the difference in S-Con mean scores, respectively between
patients and control participants and, between people bereaved
through suicide that were parents or sons vs. other type
of kinships with the victim. Further t-tests were performed
to assess the difference between patients and controls in
the M and PHR indexes, as well as a composite index
obtained by the sum of Incom2, Fabcom2, and Contam indexes
(IFC).

To further describe the difference between people bereaved
through suicide and control groups, Cohen’s d (49) for all
S-Con components were reported to provide a standardized
comparison scale. Extending the original classification of Cohen
(49); Sawilowsky (50) provides the following classification of d
values, which was employed in the analyses: d (0.01)= very small,
d (0.2)= small, d (0.5)=medium, d (0.8)= large, d (1.2)= very
large, and d (2.0)= huge.

RESULTS

Statistical analyses showed a significant difference, t(39.69) = 2.45,
p= 0.009, between the S-Con scores of SSs (M= 5.95, SD= 1.77)
and control participants (M = 4.67, SD = 1.62), with patients
having higher scores than controls, and a medium to large effect
size (d = 0.76). Moreover, of 21 bereaved people who received
the Rorschach test, 3 exceeded the cut-off rate of 8 score for
the suicide ideation level, and 8 obtained a sub-threshold score
between 5 and 7. In the control consisting of 23 subjects instead,
instead no individual exceeded the cut-off, 5 subjects scored 5 and
2 scored 6.

The correlation between patients’ BDI suicidal ideation item
and their S-CON scores was found to be weak (r = 0.29).
Moreover, the within patient’s analysis showed a significant effect
of kinship with the victim, t (18.85) = 3.11, p = 0.003, with the
sons or parents (M = 7.00, SD = 1.33) having a greater S-Con
score than other type or relatives (M = 5.00, SD = 1.61), the
Cohen’s d = 1.35 indicates a very large effect.

“M” scores were found higher in SSs (M= 2.6, SD= 2.27) than
in control participants (M = 0.79, SD = 0.85), t (25.54) = 3.43,
p= 0.001, with a large effect size (d = 1.06); PHR scores showed
a similar result, t (29.31) = 3.45, p< 0.001, with patients (M= 4.95,
SD = 3.57) showing higher scores than controls (M = 1.95,
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TABLE 2 | Scores of S-Con components by group.

Patients Controls

Mean SD Mean SD Cohen’s d

sumVFD 1 0.95 1.55 1.59 0.42 Small

ColShdBl 8.24 4.68 6.48 4.64 0.38 Small

EgoIndex 0.42 0.24 0.35 0.16 0.33 Small

MOR 3.86 2.39 0.62 0.97 1.77 Very large

Zd −1.55 5.78 −2.93 3.21 0.3 Small

esEA 5.62 6.19 4.07 6.92 0.24 Small

CFpCmFC 0.46 1.86 0.05 2.03 0.21 Small

X+% 41.24 13.69 52.62 14.88 0.8 Large

S 5.38 2.94 3.33 2.44 0.76 Medium

P 4.33 1.49 5.14 1.11 0.62 Medium

PureH 2.57 1.66 2.24 1.26 0.23 Small

R 26.62 8.63 23.38 7.53 0.4 Small

SD = 1.77) and a large effect size (d = 1.06). Finally, the IFC
composite index results showed patients (M = 0.81, SD = 1.12)
presenting a positive mean score, while all control participants
scored zero, t (20) = 3.3, p= 0.002, d = 1.02.

Descriptive statistics and effect sizes of all S-Con components
are reported in Table 2.

Ten patients scored “0” on the selected BDI item, other ten
patients reported a score of “1,” and there was one response “2”
and no response “3.” The correlation between this measure and
S-Con scores was low, r = 0.22.

DISCUSSION

In line with our main hypothesis, we found a greater SI in
patients bereaved through suicide when compared to control
participants as assessed with Rorschach test according Exner’s
System, consistently with recent literature findings on the topic
of SI in SSs (4, 5, 10–21, 37).

Of note, the presence of elevated suicidal ideation does not
correspond sensu strictu to the consequent manifest suicidal act.
It has been indeed documented the existence of a continuum in
severity in suicidal ideation and behavior, ranging from death
thoughts to suicide planning, with behaviors (attempted and
completed suicide) being less frequent phenomena, that is the
majority of people do not act on their suicidal ideation (7, 9,
51, 52). In this vein, Viglione and Hilsenroth (35), suggest the S-
Con should not be used to rule out suicide risk but to increase
awareness about self-destructive behavior and suicide. Both
false-positives and false-negatives are indeed possible during
objective assessments. From a health professional’s point of
view false positive in the domain of suicide assessment is not
very disturbing but any false-negative case is a matter of grave
concern. A false-negative case on objective assessment implicates
that the individual has suicidal ideations but does not express it
explicitly. In such situations, the use of projective tests becomes
more important as on the ambiguous stimuli of these tests, the
individual may indicate his/her suicidal ideations.

Anyhow, the high presence of this type of ideation in the
SSs group also confirmed with the investigation based on a
projective test confirms the intensity of this type of ideation and
the need to further deepen this issue in people bereaved thorough
suicide. Themental processes that are activated in the production
of Rorschach responses, indeed, tap into and trigger the
underlying personality structures of the respondent, which are
not captured by self-report measures or interviews (53) because
self-reports depend on the respondents’ willingness to reveal
the asked-for information about themselves, their perceived
risk by revealing certain information, such as SI, and their
self-knowledge.

We also found a lack of clear association between the score
obtained with the S-Con and what was explicitly stated at item 9
of the BDI related to the desire for one’s own death.

This fact corroborates the idea that IS in SSs may be outside
of awareness, or there may be a strong resistance to admit
it. According to scientific literature on the topic of suicide
as a whole, thirty-seven of the patients attempting suicide
had communicated their suicidal intentions to people around
them, but all of them used only protracted indirect verbal
communication (9). About one-third to one-half of all suicide
victims have communicated their intent to family members, and
a roughly similar proportion to health care professionals during
the final few months (7). Furthermore, research has shown that
the majority of high school students would tell a friend if they
were thinking of suicide, not a parent or counselor (6, 8). In
general perspective, it has been shown that there is a profound
discrepancy between conscious and unconscious level regarding
one’s own mental states and the concept of health (54–56),
especially in clinical subjects (57). This could indeed lead to
underestimate the magnitude of the phenomenon, which could
be even more pervasive than commonly thought.

Moreover, consistently with our second hypothesis, i.e., that
within our group of people bereaved through suicide, being a
parent or child of a suicide victim generates more SI than other
types of relationship / kinship also according to Rorschach test
results, the association with S-Con Score was significantly higher
in the case of being a parent or a child of the victim.

Scientific literature has already provided evidence in this
direction (12, 13, 15, 18–21, 37), noting associations between
levels of psychopathology and degree of kinship with the victim
of suicide. Even in these cases, however, the survey was based on
self-report measures or by means of interviews based on explicit
questions, and never before with the use of a projective measure.

The psychodynamic perspective can provide a meaningful
interpretation of this second result, i.e., that being a parent or
child of a suicide victim is associated to higher SI than other
types of relationship / kinship. In the classical psychodynamic
interpretation (58) the concept of secondary identification to
which we refer in the following, typically occurs in mournful
experiences: it allows the lost object (suicidal person, in
this case) to survive in the ego of the one who remains.
In this vein, the dynamic of identification in the parent-
child relationship is intensely present and reciprocal in the
parent/child transgenerational axis, and characterize, at different
level, various stages of evolutionary development (59). In
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“Mourning and Melancholia,” Freud (58) theorized that the
loss of a loved object generates an unconscious identification
with that object, ambivalently perceived both desirable (i.e.,
“good”) than abandoning (i.e., “bad”). The outcome of this
pathological identification is an unconscious confusion between
the self and the lost object. In that process, some aspects of the
ego are split-off and come to represent the abandoning object.
Hence, aggressive feelings toward that lost, abandoning object are
directed against the split-off aspect of the ego which serves as a
stand-in for the object. These hostile feelings directed against the
self can results in self-destructive fantasies. In the case of death by
suicide, this dynamic can be particularly intense because, unlike
other casual death or loss, the suicide victim—the lost object-
appears to be a person who has consciously and voluntarily
chosen to abandon his/her loved child or parent. In a further
psychodynamic interpretation (60, 61), the introjected aggression
toward the original love object is enlisted by the Super-ego,
fueling attacks against the ego. In this formulation the Super-ego,
in which arises sense of guilt and desire of auto-punishment, acts
a relentless attack on the ego. In this case as well, the psychic
dynamics can be exacerbated in the people bereaved through
suicide, in which the sense of inadequacy and guilt for not having
done enough to save the suicide victim from the choice of the
extreme act can be enormous in the case of a children or a parent.
Asch’s words (62) elegantly sum up this perspective: “much of
the meaning of the usual suicidal act can be understood once we
recognize that there is frequently a double aim of first cleansing
the self, and then uniting (actually reuniting) with an omnipotent
love object” (p. 52).

In line with this psychodynamic premise, it follows that
suicidal ideation can be more activated when the suicide victim
is a child or a parent. In the first case, it is perhaps superfluous to
say that surviving one’s own children represents a huge conflict,
and it is common clinical experience that is perceived by the
parents as being “against nature.” Even more, when the child
voluntarily chooses to end his life, this act can be perceived by
the parents as an existential failure. The literature has in fact been
very dedicated to this theme, highlighting the particular drama of
this condition (12, 13, 15, 18–21, 37). In the second case, relating
to the death by suicide of a parent, the drama and the anger facing
the self can be similarly enormous, because the SS was not able to
save the life to who gave life to him/her.

As a third objective of our study we were focused in
investigating the S-Con variables resulting to have the widest
effect size. The greatest one is the morbid content (MOR),
revealing as the most characterizing variable among those
constituting S-Con in our SSs sample. MOR is a code used for
any response in which an object is identified as dead, destroyed,
damaged, injured, or characterized by clearly dysphoric feeling
(63). As MOR responses pertains most directly to issues of
self-image, its incisive presence signals that patients’ thinking
is marked by a pessimistic set, thus implicating a tendency to
conceptualize the self and the relationship to the world with a
sense of discouragement. Exner (63) highlight that when MOR
is particularly high in a protocol, pessimism can be joint to
disorganized ideation. Interestingly, as Since S-Con has been
validated only in adult population, Silberg and Armstrong (27)

searched for an experimental index designed to detect SI in
adolescents, founding that MOR, alone, discriminates suicidality
in adolescents as well. In trauma research literature, particularly
rich in empirical studies based on evaluation with the Rorschach
test, MOR content variables have been indeed often associated
with traumatic experiences (64) and it has been included in the
“Trauma Index” (65). Our result is therefore in line with the
pathognomonic relevance that the MOR index has also revealed
in other contexts of study.

The second variable revealing a remarkable effect size among
those of S-Con is Conventional Ordinary Form Quality (X+%),
with mean SSs’ mean scores lower than those of controls. The
X+% represent the proportion of formal ordinary responses
in the protocol. When its score is within normal range,
it means that the person mediational decisions tend to be
common or conventional. When it is low, as in this case,
it signifies that the person tends to translate stimulus field
in atypical ways. Such a prominence in SSs can be usefully
interpreted jointly to the other selected indices besides S-Con.
In detail, the sum of indices reflecting severe cognitive disarray
(INCOM level 2 + FABCOM level 2 + CONTAM). As a
whole, the occurrence of these marked in SSs variables can
reflect an impaired reality testing and thought disorder, similarly
to what has been often found in trauma research based on
Rorschach assessment (66, 67). Ephraim (68) highlight, in this
vein, that cognitive disturbances are associated with intrusive
recollections, and underlined the importance of acknowledging
their trauma-related nature, seen as important indications of
the potential perceptual idiosyncrasies and difficulties with
reality testing of traumatized individuals, as in the case
of SSs.

A higher number of poor Human representations (PHR),
namely human or quasi-human images that are illogical,
aggressive, damaged, or poorly formed were found, as expected,
in our SSs Sample compared to controls. In this vain, Varvin
and Rosenbaum (69) argued that the experience of helplessness
and object loss are the two most salient aspects of psychological
trauma. This concerns both the loss of important objects in the
external world and the loss of what is conceptualized as internal
representations of comforting objects.

This aspect is particularly fitting in the psychic dynamics that
typically can involve a suicide survivor, as described in detail
above.

Finally, as hypothesize, Human Movements (M) were found
as higher in SSs compared to control subjects. M is mostly
interpreted as an indication of resources, commonly related
to how people view themselves and others and to empathy:
an association between the presence of M responses and the
activation of the mirror neural mechanism was indeed found
(32), corroborating such evidence. As stated by Weiner (70), it
might be the single component of the test most revealing of
the individual’s role in interpersonal relationships. Therefore, the
high presence of M responses could suggest the presence of a
marked sensitivity of SSs, typical of people who understand the
pain of others because they have experienced direct trauma and
loss: such attitude has been highlighted both in clinical and in
neuroscientific perspective (38, 39).
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In summary, as regards the third purpose of this study,
the variables among those that seem to best characterize the
constellation of suicidal ideation are the responses with morbid
content (MOR), which reflect an image of oneself and of the
damaged and dysphoric world, and the low number of ordinary
form content, reflecting a distort, or at least unconventional,
individuals’ perception of the world. Consistently with the
analyses of the other selected variables, marked illogical thinking,
higher when compared to that of control group, indicating
“traumatic thought disorders” emerged in our SSs sample. It
can be seen as important indications of the potential perceptual
idiosyncrasies and difficulties with reality testing by SSs, jointly
to a distorted perception of the self and the others, probably
characterized by anger.

The significant presence of these indices, as a whole, is
well suited to the characteristics already described in these
SSs, as previously emerged from self-report measures studies,
such as depression, complicated grief and PTSD symptoms,
other than suicidal ideation [e.g., see (3), for a review]. In
these psychopathological frameworks, apparently distinct, some
clinical signs and symptoms overlaps in terms of negative
thoughts about yourself, other people or the world, self-
destructive behavior, irritability, angry outbursts, or aggressive
behavior, and distorted perception of reality caused by numbness
or detachment.

The indices provided by our Rorschach study could hence
represent, in future research, the starting point for identifying
a composite index or a pathognomonic constellation useful
to systematically detect the main psychopathological cues of
suffering in SSs.

Of note, positive signs of marked empathic abilities and
high cognitive resources were also found, as expected, in our
sample. In this vein, Cerel and colleagues yet underlined SSs’
motivation to help others like themselves (71), highlighting
the fact that support groups are the most frequently utilized
form of treatment for most people bereaved by beloved one’s
suicide. However, with a few exceptions, the investigation
of the SSs’ positive psychological resources is almost always
placed in the background in research, which is mainly aimed
at investigating their psychopathological reactions. It should
be also considered that scientific literature is very fruitful in
the study of psychological prevention and postvention of SSs
[for a review see (3)], but many of the studies aimed at
testing the effectiveness of the interventions are inspired by
the main patients’ psychopathological cues to outline targeted
interventions, as in the case, for instance, by Testoni et al. (72),
who suggest to focus on forgiveness toward the facilitation of the
elaboration of self-blame.

Acting with awareness, non-judging and non-reacting seem
to be dimension with a protective effect on psychological
distress in SSs; for this reason, Mindfulness-based weekend
retreats could be a further effective intervention in
alleviating the suffering of this particular population of
users (73).

To improve the patient’s condition focusing indeed on the
pathological dimensions and on the source of suffering is
undoubtedly the main road on planning efficacious psychological
intervention; however, to implement clinical approaches also

considering the individuals’ peculiar resources could represent
a strength point in an effective intervention planning strategy.
In this case, the SSs’ ability to empathize and the cognitive
complexity wealth inherited from their suffering, as evidenced by
the high number of M responses, could be a potential starting
point the intervention strategies.

In conclusion, one of the main messages that this article
intends to provide is to not underestimate the SI in the SSs,
even when this was explicitly denied by them, especially if the
victim of suicide is a parent or a child. Rorschach test scored and
interpreted according CS (22), can represent a useful tool in such
a psychodiagnostic investigation.

As recently emerged in the study by Pitman et al. (5),
indeed, the physical health of SSs is poor, and odds mortality
ratio are higher to those reported in the normal population.
In this context, one of the future research directions could
be aimed at better investigating the causes of the mortality of
SSs. It is not possible, in fact, to exclude in some situations
the presence of “masked suicides,” or that people unconsciously
risk their physical safety without incurring a deliberate suicidal
act, according the unconscious psychodynamics described above,
that would lead to a reunion with the loved object putting at
the same time an end to the pain and supporting self-punitive
drives (58, 60, 62). Among the many implications on health
care which arise from our argumentations, the hospital staff and
its setting, in particular the psychiatric one, to which patients
bereaved by suicide often address to, has a pivotal role. As stated
by Jordan and McMenamy (74), the psychiatric hospital setting
is one of the elective setting for diagnosis and for the planning
of treatments -both at the psychotherapy and pharmacotherapy
level- for this population which, in turn, is at risk of
suicide.

Our study suffers from some limitations, such as the reduced
number of subjects recruited in our clinical sample and the lack
of an additional control group, in addition to that constituted
by healthy subjects. A third representative group of a bereaved
people for sudden loss of loved ones in a different way from
suicidal act would have allowed a comparison useful to better
delineate the specific characteristics of SSs’ sample. Further
studies are warranted to fill the questions that these limits can
inherently raise. A further limitation of the study is to have
investigated a population of bereaved by suicide who asked for
a psychological support, therefore only partially representative of
the entire population of the SSs.

Despite these limitations, our first study using the Rorschach
test in the people bereaved by suicide is hoped to have contribute
to better delineate some psychological characteristics of these
individuals, and in particular to focus the attention of health
professionals toward the need to actively assess and be vigilant
mainly in terms of suicidal ideation in at-risk population such as
suicide survivors.
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Women who abuse illicit drugs often engage in atypical parenting behaviors that interfere

with the natural development of mother-infant interaction and attachment. Maternal

caregiving deficits leave pronounced adverse consequences in the wake of drug abuse

relapse, which often occurs and in early infancy. These are times when the child requires

optimal parental care. The contemporary literature documents long-term implications

of illicit drug-abuse in parenting on infants. However, factors that drive and sustain the

influence of drug abuse on parent-infant outcomes remain elusive. This review adopts

a biopsychosocial approach to synthesizing the existing state of knowledge on this

issue. Mother-infant interaction is a dynamic socio-relational process that occurs at

multiple levels of organization. As such, a biopsychosocial perspective enables us to

uncover: (i) roles of specific physiological mechanisms and biological characteristics of

atypical parenting in mothers who abuse drugs, (ii) the influence of drugs on maternal

psychological state (i.e., beliefs regarding parenting practices, emotional regulation),

and (iii) social relationships (i.e., relationships with spouse and other drug abusers)

and contextual cues (i.e., triggers) that moderate non-optimal maternal caregiving. A

comprehensive review of these key domains provides a nuanced understanding of

how these several sources interdependently shape atypical parent-infant interaction

amongst drug abusing mothers. Systematic elucidation of major factors underlying

drug-abused maternal behaviors facilitates the development of targeted and more

effective interventions.

Keywords: substance use disorder, mothering, parenting, mothers, drug abuse, mother-infant, mother-infant

interaction
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1. INTRODUCTION

Substance Use Disorder (SUD) is characterized by impairment
in inhibitory control and social behaviors, risk taking, and
hazardous pharmacological profiles, as defined in the fifth
edition of the Diagnostic and Statistical Manual of Mental
Disorder. SUD reflects the abuse of various illicit psychoactive
drugs, such as cannabis, hallucinogens, opioids, stimulants
(including cocaine), sedatives, and hypnotics (1). According
to 2015 Statistics of the World Drug Report, a disturbing
global trend of drug consumption has emerged showing that
247 million people abuse drugs; among them, 29 million
have been diagnosed with drug use disorder, but only 1 in 6
actually started a rehabilitation programme (2). Data published
on the National Institute on Drug Abuse (NIDA) (3) states
that men are more likely to use illicit drugs compared to
women, but women tend to present more severe clinical
outcomes with regard to social, psychological, medical, and
behavioral drug-related impairments (4). The difference in effects
exerted by psychotropic substances between the sexes pivots on
the differential influence of neuroactive steroid hormones for
neurobehavioral outcomes (5). One notable sex distinction in the
modulation of neural substrates is the potent influence of female
hormones, estradiol and progesterone, on the striatal dopamine
reward and attentional system (6). Hormonal involvement and
modulation can partially explain dissimilarities betweenmen and
women in neural circuits of stress adaptation and reward, which
drive drug-seeking behaviors (7).

When addressing issues of women and drug abuse, it is
mandatory to consider pregnancy and parenting, and how they
are affected by illicit substance consumption. Analyzing the
different components of parenting in drug-abusingmothers from
a biopsychosocial perspective can advance our understanding
of the dynamics intervening between the individual and the
context that drive behavioral change (8), and provide basis
for understanding the determinants of disease and arriving
at rational treatments and patterns of health care (9). The
relation between the singular person and her multiple concurrent
contexts is even more relevant in the postpartum period, which
represents a critical phase for mothers. Numerous biological
and environmental changes occur at this time, and this period
represents the beginning of a temporal window during which
parents and infants lay the foundation of attachment that
endure and shape the individual’s life-long socio-emotional
competencies and stress regulatory capacities (10).

The aim of the current review is to summarize the state of the
art about illicit drug-abuse on maternal practices and to uncover
biological and physiological features of atypical mothering, the
impact of illicit drug consumption on maternal psychological
characteristics, and the influence of social relationships on the
modulation of maternal behaviors.

1.1. Biopsychosocial Model of Drug Abuse
and Parenting
SUD is characterized by a set of psychological and behavioral
features which likely result from the development of tolerance,
psychological and physiological dependence, and addiction.
The persistence of addiction is due to mechanisms of

reinforcement that can be both positive and negative. For
example, positive reinforcement is the reward response that
follows first consumption; a pleasurable experience with the drug
leads to increased likelihood of further consumption. Conversely,
the protracted use of the substance to avoid or soothe aversive
withdrawal symptoms is considered a negative reinforcement
that prolongs drug-intake behaviors and makes extinction more
difficult (11). At a neurobiological level, reinforcement and
relaps are modulated by both reward circuits and the stress
response system (12). It is noteworthy that neurobiological
changes occur inmothers’ brains during the first fewmonths after
birth, mainly in brain regions designated to regulatory circuits,
emotional responses, reward processing, executive functions,
and parental behaviors (10). Processes implicated in drug
addiction and mothering overlap at the neurobiological and
psychological levels. Merging these considerations in the context
of drug-abusing mothers renders it necessary to examine overall
parent-infant interaction from a relational systems perspective
that includes physiological and psychological needs of the
mother, within a bioecological framework, so as to explicate
the significance of autonomic mechanisms (13). Applying a
physio-bioecological approach to the specific case of parenting
in mothers with substance use disorders, the main aims are
to uncover the effects that illicit drugs exert on maternal
practices and parental styles in the domain of early mother-infant
interaction, and to identify differences in maternal responses to
infant stimuli between clinical and non-clinical populations.

2. METHODS AND RESULTS

We searched PubMed Central, PsycINFO and Scopus databases
for articles on illicit drug abuse and parenting. We comparatively
analyzed the entire literature from 1981 up to July 2018,
combining different keywords and Boolean operators (see
Figure 1 PRISMA flowchart). This database was generated by
combining terms and Boolean operators, such as “drug abuse”
AND “parenting,” “drug abuse” AND “parent-infant,” “drug
abuse” AND “biopsychosocial.” To include more precise and
targeted results, we conducted an additional search on the
same databases using words describing the specific drugs we
included in this review: “cocaine” OR “marijuana” OR “MDMA”
or “opioid” AND “mother-infant.” Overall, 7301 papers were
identified by merging the PubMed Central, PsychINFO and
Scopus databases, including only peer-reviewed published
journal articles. Articles were shortlisted according to their
relevance, and duplicates were removed, resulting in 357 records
which were subsequently checked for eligibility. Records about
treatment programs, comorbidity with psychiatric disorders,
fatherhood, ethical concerns, alcohol or nicotine, national policy,
HIV, body mass index, adolescents or toddlers older than 3
years, work related issues, and service caregivers’ perceptions
of parenting practices were removed, as were articles which
were not human studies, on drug abuse, or not focusing on
mother-infant interaction. This screening restricted the database
to 44 records for the qualitative analysis. Afterwards, these
studies were labeled with the substance discussed and filtered
depending on one of three major topics of interest: physiological
and biological characteristics of atypical mothering, influence of
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FIGURE 1 | PRISMA flowchart for search criteria and papers eligibility.

drugs on maternal psychological state, and impact on mothers’
social relationships (see Supplementary Table 1 for the list of
papers included in the review).

2.1. Level 1-Physiological Mechanisms and
Biological Characteristics of Atypical
Parenting in Mothers Addicted to Drugs
Affiliative behaviors fall within the purview of the dopamine and
oxytocin reward systems, which overlap with neural structures
and pathways related to drug abuse and parental behavior.
Hence, in mothers with issues pertaining to drug consumption,
activation of one circuit may occur at the expense of the other.
More concretely, the reward system could be involved in drug-
seeking behaviors, with negative implications for mothering
behaviors. Furthermore, brain areas related to perception and
elaboration of infant cues, such as the prefrontal cortex, might
be engaged in overcoming actions related to drug consumption,
leading to subsequent higher levels of stress, thus affecting
interactions with the infant (14).

In the case of cocaine-exposed mothers, neurohormonal
pathways (especially those regulating oxytocin) can be altered,
leading to decreased neurohormonal levels that affect neural
responses to infant cues (15). Illicit substances impact motivation
circuits implicated in parenting regulation (16) and maternal
practices, such as infant feeding. In cocaine-abusing women,
evidence points to a tendency for poor infant engagement (11)
which deteriorates over the course of the first year of postnatal
life (17); these effects are accompanied by shorter duration
feeding sessions and diminished cognitive flexibility (18). Even

among those receiving treatment, women exposed to opioids
bear infants with neonatal abstinence syndrome and are less
keen to breastfeed (19). Breastfeeding, while under opioid-
treatment or not, has both short- and long-term consequences
on dyadic attachment (20). SUD alters neurotransmission in the
nucleus accumbens (NAcc), the prefrontal cortex (PFC), and
ventral tegmental area (VTA). Functions in these areas become
disrupted, with changes occurring in systems that regulate
neurotransmitter levels in the forebrain and midbrain, like the
transmission of serotonin and dopamine in the NAcc, and
dysregulation of the hypothalamic-pituitary-adrenal axis (HPA)
(12). These pathways enhance substance use relapse and augment
negative affect, especially in women (4). Oxytocin modulates
addiction-related behaviors, such as acquisition, withdrawal,
drug-seeking, and relapse (15). Oxytocin contributes to social
affiliative parenting behaviors. Not only is it involved in
regulating uterine contractions during labor and milk ejection
in breastfeeding, it is also pertinent to mother-infant bond
formation and parental practices, eventually shaping the infant’s
own oxytocin profile (21). Although dopamine and oxytocin
are different neurotransmitters, their pathways appear to be
interlaced and, to a certain extent, overlap; thus, disruption
of these systems can impact a multiplicity of mechanisms and
behaviors related to both parenting and substance use (22).
Indeed, during the early stages of development, infants express
their needs through cries and facial expressions, and maternal
drug consumption can alter maternal perceptions of these signals
(23). For instance, modifications in perception of infant cues may
manifest through a delay in facial recognition ERP responses
to cry (24), and a reduction in activation of dopamine- and

Frontiers in Public Health | www.frontiersin.org 3 March 2019 | Volume 7 | Article 4534

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Cataldo et al. Effect of Drug Abuse on Mothering

oxytocin-innervated brain regions while looking at their own
baby’s face (25, 26).

Drug addiction and motherhood are both accompanied
by specific cerebral morphological and neurophysiological
changes. Functional Magnetic Resonance Imaging (fMRI)
studies on postpartum mothers’ brains show an increase in
gray matter volume in morphological structures, such as the
hypothalamus, striatum, amygdala, thalamus, and insula, which
are associated with the reward circuit, motivation, sensory
information processing, emotional regulation, and empathy (26,
27). In an fMRI study, Landi and colleagues (14) compared
neurophysiological activation patterns in response to infant
stimuli between cocaine-exposed and non-exposed mothers. The
clinical sample showed reduced neural activation in prefrontal
areas, occipital lobes, and limbic structures (amygdala and
parahippocampus) while looking at infant faces. The authors also
reported decreased neural activation in the insula and auditory
sensory areas while drug-abusing women were listening to infant
cries (14). Prolonged diminished neural responses in these
regions might compromise maternal behavior toward infants’
needs and cues, with negative implications on mother-infant
attachment (28).

2.2. Level 2-Influence of Drugs on Maternal
Psychological State
Motherhood comes with a series of neurobiological
modifications, representing a vulnerable temporal window
for the development of depressive symptoms and changes in
psychological states. We have reported studies highlighting the
involvement of the reward circuit and amygdala in mechanisms
motivating maternal behaviors (26, 27). These two areas are
functionally connected to prefrontal cortical regions during
emotion regulation through the use of cognitive strategies,
such as reappraisal (29). The same substrates are implicated in
drug consumption pathways that impair executive function,
a multidimensional construct that includes, besides emotion
regulation, a suite of cognitive operations like mental flexibility,
inhibition, planning, working memory, reflective functioning
(30), verbal fluency (31), and language (22, 32).

Struggles with emotion regulation in substance-abusing
mothers might reinforce drug usage as a strategy to deal
with stress, instead of developing or enhancing more
adaptive regulatory skills, thus further aggravating emotional
dysregulation (32). Difficulties in emotional regulation make
it more challenging for drug-abusing mothers to maintain
correct perceptions of their child’s affective needs. At the
same time, altered mechanisms of the reward circuit have
implications for maternal parenting practices: for instance,
the reward system might be more responsive to substance
abuse, leading to maladaptive mother-infant interaction
characterized by emotional disengagement and less responsive
behaviors (24, 33, 34), (14, 35). Furthermore (16), quality
of parenting might vary in a dose-dependent manner
according to the quantity of drug consumed (17, 36).
As a consequence, the demands for care which stand at
the core of the mother-infant relationship may turn into

a struggle, and fail to offer sufficient reward to addicted
mothers, who are likely to adopt avoidant behaviors (11, 37)
(see Figure 2).

Mother-infant attachment has become one of the most
important concepts in developmental and clinical science
since Bowlby published “Attachment and Loss” (38). Applying
principles of attachment theory to the frame of substance-
using mothers, individual characteristics of mother and infant
alike define the nature of their interactions, so it is important
to elucidate how specific drugs might alter mother-infant
communication (39). Cocaine consumption during pregnancy
compromises the quality of mother-infant interactions by
altering maternal behaviors, such as warmth (40) and harshness
(41), and infants of cocaine-abusing mothers are less responsive
during play interactions (20, 24). Prenatally cocaine-exposed
children undergo neurobehavioral changes, such as irritability,
hypersensitivity, and difficulties in regulating emotional state that
appear to prevent them from responding functionally tomaternal
stimuli; they may also appear lethargic, using sleepiness as a
strategy to withdraw from stressful stimulation (42). Postnatal
cocaine use has been reported to predict maternal insensitivity
during interactions 8 weeks after birth (43). Overall, the quality
of cocaine-mother and infant interaction is hallmarked by
reduced mutual enjoyment, reciprocity, and regulation (33).
However, some results in literature report that maternal cocaine
use does not affect social interaction and attachment patterns
at 12 (44) or 18 months (45). In general, an appropriate
dyadic interaction requires high maternal sensitivity to infant
cues. In this context, the concept of sensitivity implies the
capacity to detect and accurately understand the child’s signals

FIGURE 2 | Model of the relation between addiction and parenting adapted

from Rutherford et al. (11). In this model, addiction represents the

dysregulation of stress and reward systems, both of which are adapted to

support parenting. In the case of addiction, we propose that drug-induced

brain changes result in the attenuation of the reward value of infant cues, which

are replaced by a more stressful neurophysiological response. This stress

response to infant cues may increase craving for drugs and promote drug

seeking and relapse in abstinent mothers, thus perpetuating a cycle of neglect.
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and to respond appropriately according to the child’s needs.
This skill requires reflective abilities, such as mentalization,
which appears to be impaired in drug-abusing mothers with
regard to meeting the baby’s needs and their own parental
competencies (31). Frequently, mothers with low mentalizing
capabilities attributable to substance use misunderstand infant
behaviors, interpreting them as rejecting, and hence construct
a representation of their child as intrusive, detached, or hostile
(31, 42). Abuse of drugs during motherhood may result in “blue
moods,” feelings of guilt, and inadequacy, which prevent the
mother from being emotionally available in interactions with
her offspring (42). Studies of drug-abusing mothers with more
than one child have highlighted mothers’ strain in delivering
educational practices to older children, which point to difficulties
in adjusting parenting behaviors that accord with developing
requirements in their children (46).

2.3. Level 3-Social Relationships (i.e.,
Relationships With Spouse, Drug Abusers)
and Contextual Cues (i.e., Triggers), in
Modulating Maternal Misbehaviors
Drug abuse is related to the context of social relationships
(especially when it develops into an addiction) due to its
implications for users and for related people, such as families,
other addicts, partners, and, of course, children (47). Substance-
abusing mothers display more problematic behaviors during
interactions and experience less social support and greater
environmental difficulties, like domestic violence and other
forms of abuse (48, 49). Socially rewarding experiences
and relationships are protective factors against drug-seeking
behaviors (50). Conversely, dysfunctional relationships can
prompt drug abuse or relapse, especially during the perinatal
and postpartum periods. During this time frame, there is a
higher probability that women will become victims of intimate
partner violence (IPV) (51), which is defined as the experience
of “physical violence, sexual violence, stalking and psychological
aggression, including coercive acts, by a current or former
intimate partner” (52). When occurring during pregnancy,
IPV has been correlated with adverse gestational events, such
as preterm delivery and low weight at birth (53). Together
with pregnancy intentions (e.g., unintended), IPV during the
postpartum period is associated with increased use of substances
in women as a mechanism to cope with stress (54, 55).
Mothers who experience IPV often show hyper-controlling,
overly permissive, or unresponsive maternal behaviors, along
with poor emotional sustenance, leading to negative child
developmental outcomes (51, 56).Mogro and colleagues reported
that, contextually, a scarce social network can increase the
risk of exposure and perpetration of IPV (57). Excepting some
interventions, there is a notable gap in the literature about
social support provided to drug-abusing mothers based on their
social network; such support could represent a source of positive
emotional help. Women with substance use issues have been
reported to belong to limited social networks, providing them
inadequate social support (58). Other contextual circumstances
likely affect maternal behavior, such as the risk of losing custody

of the child, which is twice as likely in substance-using compared
to non-using mothers (59).

3. PRENATAL EXPOSURE TO DRUGS AND
COMPLICATIONS IN POSTNATAL PERIOD

Although not a main focus of the present review, it is
important to note the effects of prenatal exposure to illicit drugs
during pregnancy and in the the postnatal period. As fetal
development proceeds very rapidly and being greatly influenced
by intrauterine environment and maternal behavior, maternal
SUD may disrupt formation of several systems. Drugs might
interrupt normal presynaptic reuptake of neurotransmitters
(i.e., dopamine, serotonin), causing greater concentrations in
the extracellular environment and risk of abnormal brain
development (60).
Such consequences are generally associated with a set of
medical conditions, including physical development, such as
alterations of normal fetal growth, length and weight (61, 62)
and morphometric cerebral features (63), but specific outcomes
on perinatal and postpartum phases differ according to the
substance the fetus has been exposed to. With regards to
methamphetamine exposure, newborns might show congenital
abnormalities like cardiac alterations and withdrawal symptoms
(64). Maternal cocaine use during pregnancy might lead to
intrauterine growth retardation and medical outcomes at birth,
such as seizures, vomit, and alterations in sleep and cry patterns
(62). In opioid-dependent women, who are usually subjected
to methadone-maintenance therapy during gestation, neonatal
issues appear to be quite severe, with a very high percentage of
infants born prematurely and experiencing neonatal abstinence
syndrome (NAS) in the first two weeks (65).
These complications have a profound impact on the prenatal and
perinatal periods and have consequences in the long term. As
mentioned, in utero drug exposure affects fetal development also
due to the alteration of molecular pathway and neurobiology,
such as cortical thickness, however long-term neurobehavioral
concerns have been observed in children of drug-abusing
mothers, including deficits in cognitive performance and conduct
related issues, like negative reactivity and altered arousal
and emotional problems (63, 66). Despite great progress in
research in the last decades, some results appear inconsistent
because of different factors (i.e., type of substance, quantity and
frequency of intake) and possible co-presence of confounding
factors (64, 67). Thanks to the new methodological approaches,
together with longitudinal studies and animal models, it will
be possible to broaden and deepen the understanding of dose-
related issues and develop specific protocols of biopsychosocial
interventions to attenuate the impact of prenatal drug exposure
on future risk.

4. MATERNAL DRUG ABUSE AND RISK
FOR CHILD MALTREATMENT

Combining biological and psychological factors occurring in
maternal substance use disorder discussed so far (of both mother
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and infant) with a challenging environment, it is possible to have
a wider perspective of the complex frame, wherein the mother-
infant dyad generates its bond. Issues related to parenting abilities
in drug-abusing women are a great concern under a psychosocial
perspective, not only with regards to women’s mental health,
but also to child development. In the model proposed in
this review, emotional regulation in drug-abusing mothers is
impaired due to substance consumption, which might lead to
craving and drug-seeking behaviors to ease stress derived from
infant cues, thereby enhancing maladaptive parental practices,
sometimes at the expense of the well-being and safety of the
child (48). Much research supports the association between
prenatal drug exposure and childhood outcomes, but still few
studies focus on maternal substance and child maltreatment,
highlighting the increased risk of abuse (68), especially when
combined with parental depressive symptoms (69, 70). As there
is no standardized protocol for data collection in this specific
field, statistics account for estimates that mainly rely on self-
report information coming from intervention programs for
drug-abusing mothers, describing a sample that hardly represent
the actual one and that are more oriented to child protection than
rehabilitation from SUD; more data derive from child welfare
services, that usually adopt observational protocols focused on
parenting abilities [for a review, see (71)]. The percentage of
parents with only substance-use related issues involved in child
welfare services is relatively small (72). This highlights the needs
for a deeper comprehension of each component and more
intensive focus on biophysiological influences and consequences
to provide more tailored interventions within the dyad.

5. DISCUSSION AND CONCLUSION

In this review, we focused on how parenting, which is already
stressful, affects and is affected by Substance Use Disorder,
which has a large incidence in the general population.
When a fundamental human relationship, like mother-
infant interaction, intersects with a complex construct, like
substance abuse, it is essential to consider all facets of the
issue within a multilevel approach, such as what we have
employed here.

Although parenting and drug-abuse behaviors operate on
common brain regions and neurohormonal circuits (11, 14),
the manner in which they impact life can vary across women.
Both parental and drug-abusing behaviors are dynamic in
nature, shaped by interactions with external cues (infant
needs or craving for substance) and changeable patterns of
action. To better understand the behavioral outcomes of
the overlap of motherhood and drug-related issues, it is
crucial to analyze the elements of which they are composed
within a biopsychosocial framework separately, so as to
define effective features of these occurrences. In attempting
to extend this knowledge, we have uncovered several gaps in
the literature.

First, substance use is strictly connected with laws and
norms, especially when considering the consumption of
illicit drugs, such as cocaine, heroin, hallucinogens, and

methamphetamine. This law-related factor highlights a
critical issue of research in illicit drug use, misuse, and
abuse, revealing an important gap. In fact, data are mainly
collected using self-report questionnaires or provided by
mental and social services. This method of data collection
often yields an unrealistic estimate of the problem, which likley
appears underreported.

Second, studies in the existing literature present data from
USA, South America, Africa, and Europe, leaving the issue poorly
explored in Asian and Pacific countries. Although a few reports
display some prevalence rates, these are mainly estimates (73).

Illicit drug use acts on specific brain structures, where each
substance exerts distinctive effects, altering perceptions in ways
that could compromise maternal parenting practices. Only a few
studies have compared differences in mother-infant interactions
among diverse drug choices (24, 46); they tend to show
variation in maternal engagement and responsiveness during
interactions. Only one study distinguished abusers on the basis
of drug quantity consumption (17), highlighting a more severe
impairment in heavy consumers. Outcomes in both maternal
and infant engagement and responsiveness while interacting may
also vary depending on the age of the mother and years of drug
consumption prior to pregnancy.

As emotion and stress regulation are some main mechanisms
involved in parenting, it is desirable to provide more evidence
about physio-behavioral responses to infant stimuli, such as
promptness to action or measures of hormonal levels, in drug-
using and non-using mothers and across different substances,
to further elucidate their respective effects on parenting. Our
search resulted in only a few studies that assessed physiological
responses, such as electrical brain activity (24), whereas most
focused on functional brain activation patterns (14, 26).

Most research in this field aims to reduce early life adversities,
intergenerational effects, and the perpetuation of the cycle of
addiction and childhood neglect (27), but there is a great
need for more evidence related to physiological consequences
of substance abuse on mothering (e.g., promptness to action,
stress perception) to overcome self-report information and
achieve a more reliable picture of developmental outcomes.
The availability of more reliable information would lead
to the possibility of more customized clinical practice and
intervention with pregnant drug abusing women and for the
mother-child dyad.
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The Focal Play Therapy: A Clinical
Approach to Promote Child Health
and Family Well-being
Ilaria Chirico*, Federica Andrei, Paola Salvatori, Irene Malaguti and Elena Trombini

Department of Psychology, University of Bologna, Bologna, Italy

Eating and evacuation disorders can cause serious health problems for children. Early

recognition and early treatment require a multifactor intervention based on a collaborative

relationship between pediatricians, psychotherapists and other health professionals. In

this context the Focal Play Therapy (FPT) with children and parents is a psychodynamic

model of intervention that improves parental ability to cope with child’s difficulties.

Parental engagement in child interventions allows to understand child’s symptoms within

family dynamics and to build an alliance with parents that represents a crucial variable

of an effective psychological support for children and families. In the present study data

were collected from 17 parental couples and their preschool children at two time points

(1st and 6th FPT sessions) marking the first phase of this intervention. This phase was

aimed to the assessment of child’s symptoms within family relationships and to the

promotion of the alliance with parents. Families were in treatment at the Psychological

Consultation Center for Children and Parents located at the Department of Psychology of

the University of Bologna (Italy). This Center provides health assessment and intervention

services to children and their families. We investigated the alliance from both parents and

therapist points of view along with other parental and child outcome variables implied

in clinical works with children and families. Alliance scores were obtained through the

Working Alliance Inventory and the System for Observing Family Therapy Alliances,

two measures used in individual and family settings, respectively. Parenting stress and

parent-child interactions were investigated using the Parenting Stress Index and the

Emotional Availability Scales. Furthermore, paired t-tests were run to detect changes on

parental and child variables. Findings advise that special attention should be paid to the

building of an early alliance with parents. In this regard the FPT is specifically designed to

promote the parent-therapist alliance in the context of child health and family well-being.

Keywords: child eating disorders, child evacuation disorders, parent-child interventions, therapeutic alliance,

focal-play therapy

INTRODUCTION

The “Focal Play Therapy with children and parents” is a psychodynamic model of intervention
specifically designed for child’s eating and evacuation disorders in which parents are actively
involved in play and a special emphasis is given to the early building of the parent-therapist alliance.
Effective interventions for children are needed since eating and evacuation disorders currently

40

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://doi.org/10.3389/fpubh.2019.00077
http://crossmark.crossref.org/dialog/?doi=10.3389/fpubh.2019.00077&domain=pdf&date_stamp=2019-04-05
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles
https://creativecommons.org/licenses/by/4.0/
mailto:ilaria.chirico2@unibo.it
https://doi.org/10.3389/fpubh.2019.00077
https://www.frontiersin.org/articles/10.3389/fpubh.2019.00077/full
http://loop.frontiersin.org/people/251117/overview
http://loop.frontiersin.org/people/202093/overview
http://loop.frontiersin.org/people/203325/overview
http://loop.frontiersin.org/people/589291/overview


Chirico et al. The Focal-Play Therapy With Family

represent one of the most frequent reasons of referral to
pediatric and infant mental health clinics (1, 2). Common
eating disturbances in children are: lower intakes of food than
expected for their age, lack of appetite/food-searching behaviors,
difficulty with fluids or with foodstuffs, and reluctance or refusal
to eat (2, 3). Child eating maladaptive behaviors also include:
child’s regulation difficulties during feedings, eating only in fixed
conditions, and/or being an extremely picky eater (4). Prevalence
rates in Western countries range from 25 to 40% of infants
referred for under-eating problems (3, 5).

Evacuation disorders consist of constipation, encopresis
and soiling and they usually arise in the period of toilet
training. Constipation is characterized by low frequency bowel
movements leading to encopresis and/or soiling, unusually large
amounts of stool, restrictive posturing, and frequently painful
voiding (6–9). The world-wide prevalence of child constipation
ranges from 0.7 to 29.6% (10), while encopresis has a reported
prevalence of 1.5–9.8% in children (11).Without early treatments
eating and evacuation disorders tend to persist into adulthood
with serious physical damage and medical problems (12, 13).

Child’s eating and evacuation disorders put into question
the quality of the parent–child relationship. Preschool children
usually strive to establish a direct and autonomous relationship
with food and corporal contents (14–18). If parents do not
facilitate the child’s acquisition of autonomy, parent-child
relationship problems may occur and they are usually expressed
through difficulties concerning eating and evacuation behaviors
in children. In these clinical populations, parents who find it
difficult to adapt themselves to the child’s emerging needs can
experience high levels of stress and of psychological impairment.
They often have feelings of self-blame and worries about
the child’s future, isolation, and lack of pleasure activities
thus compromising their ability to act constructively in child
treatment (19–22).

Nowadays most child-focused interventions involve parents
who are responsible for several aspects of the therapeutic process.
In this context, clinicians have to build a relationship with parents
based on a mutual understanding of the child’s problems and
on their collaboration/agreement about goals and tasks of child
therapy (23–25). These aspects refer to the therapeutic alliance
with parents that is a crucial component of a successful child
assessment and intervention process (26, 27). A high parent-
therapist alliance correlates with low drop-out rates, a decreased
youth symptomatology, and improved parenting practices and
family functioning (28–30).

Theoretical (problem type, child age, parent sex) and
methodological (alliance and outcome reported by the same
informant, source and timing of alliance, and outcome
assessment) factors may influence the parent-therapist alliance
and therapeutic outcome association. As reported by a recent
review (31), this association was stronger when the alliance was
measured later in treatment and studies evaluated treatment
engagement instead of clinical outcomes. Moreover, as expected,
weaker correlations were found when the alliance and outcome
measures were reported by different informants. For what
concerns the remaining factors (problem type, child age,
parent sex, source of alliance measurement, timing of outcome

measurement), contradictory findings underline the need for
future research to understand the specific conditions in which
the parent-therapist alliance can predict clinical outcomes and
treatment engagement.

Current studies on alliance mainly involve schoolchildren
and, simultaneously, their parents attending separate therapy
sessions. To our knowledge there is a paucity of data about
the assessment of the parent-therapist alliance in the context of
preschool psychological treatments involving young children and
their families. This gap needs to be filled by new research on
different types of child and family treatments.

The Focal Play Therapy
The “Focal Play Therapy with children and parents” [FPT-CP;
(14, 16, 17, 32–34)] consists of weekly alternate play sessions
with the child and his/her parents together, and sessions with
parents only. As already mentioned, preschool children put effort
in establishing a direct and autonomous relationship with food
and corporal contents (14–18). When the child’s motivation to
“do by himself ” is coherent with the feeling of being “I” but also
part of the family/“We,” the child feels his needs as coherent with
parental behaviors and expectations. Otherwise, when parents
interfere with the child’s acquisition of autonomy, children often
express a psychosomatic protest aimed to gain or regain their
lost autonomy.

The FPT-CP consists of the therapist’s proposal to the child
of a temporal sequence during which the main character is a
plasticine puppet guided by the therapist. This puppet performs
the human basic physiological functions (eating, evacuation, and
sleeping) that play a crucial role in the preschool period. The
therapist gives voice to the puppet and let it talk about and ask for
foods that are prepared with the same materials (plasticine). The
puppet seems to appreciate food and, after eating, it expresses the
need to urinate and defecate in a potty or toilet bowl built with
plasticine. Usually, this sequence is followed by exclamations of
relief and comfort.

After this preparatory phase, the therapist allows the child to
express through play his psychological contents, desires, fears
and internal conflicts and to start managing autonomously the
relationship with both food and corporal contents. The FPT-CP
main objectives are: re-establishing the natural valence of food
and corporal contents and allowing child’s direct contact with
them through the food selection and preparation, the decision
of eating, followed by the need to evacuate and the desire to do it
in an appropriate place for family.

During play sessions parents can show two opposite attitudes.
On the one hand, they can follow child’s creativity in play thus
showing patience, collaboration, support and enthusiasm. On the
other hand, as for child’s eating and evacuation disorders, parents
interfere with child’s desire of autonomy through impositions,
irrelevant or distracting interventions, lack of interest and self-
exclusion. In these cases, the clinical work aims to help parents
to change their intrusive behaviors toward the child into more
adaptive ones. In this regard, clinical evidence has shown that
the FPT-CP allows to re-evaluate parental abilities to cope with
child’s difficulties, to reduce parenting stress and to restore family
harmony and well-being (17, 32, 34).
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Specifically, the FPT-CP first phase (6 sessions) is aimed
to understand the child’s symptoms within family dynamics
and to promote and maintain a strong parent-therapist
alliance as strictly associated to child outcomes. Usually, at
the end of this phase, once the therapist has established
a positive relationship with the child and his/her parents,
the therapist comes to an agreement with both of them
about the opportunity to move forward with the therapeutic
process in order to obtain a remission of child symptoms.
Modalities can be slightly different according to each clinical
situation and child/family needs although the FPT-CP structure
tends to be the same (i.e., alternate play sessions with
the child and his/her parents together and sessions with
parents only).

The Present Study
As previously described, the FPT-CP was specifically designed
for children’s eating and evacuation disorders and a special
emphasis is given to the early building of the parent-therapist
alliance as a pre-condition for a successful intervention. To
our knowledge, there are only very few data available on the
assessment of the parent-therapist alliance in the context of
preschool psychological treatments involving young children
and their families. This gap needs to be filled by new
research on different types of treatment to better inform
practice and to improve quality of care for children and
their families.

In light of the above-discussed issues, the present study
aims to address the quality of the parent-therapist alliance
during the first phase (i.e., from session one to session six)
of the FPT-CP by means of a multi-method approach. Data
were triangulated, namely, therapeutic alliance was investigated
from both parents’ and therapist’s perspectives, and collected
longitudinally. Furthermore, in order to assess for congruity,
differences in alliance scores among mothers, fathers and
therapists were investigated. The present study investigates also
the effects of the first FPT-CP phase in terms of reducing
parental levels of stress and improving the quality of adult-
child relationships.

We hypothesized that: (1) a positive parent-therapist alliance
would be developed and maintained throughout the first FPT-
CP 6 sessions; (2) there would be a slight initial decrease in
the parental levels of stress and a small increase in the quality
of adult-child relationships. Regarding the second hypothesis,
although triadic interactions represent a unique source of
information as they integrate qualities of all family subsystems,
they were not evaluated in the present study. Thismethodological
choice was driven by specific theoretical issues concerning the
FPT-CP. Indeed, it is a psychodynamic psychotherapy for the
child and it does not represent a family therapy or a therapy
for parents. Furthermore, because of the nature and severity of
child symptoms, we did not hypothesize a high increase in the
quality of adult-child relationships. Indeed, as documented in the
literature (14, 16, 17, 32–34), in most clinical cases significant
changes did not occur in 6 sessions and, therefore, more sessions
were required.

MATERIALS AND METHODS

Participants
Families were recruited consecutively from November 2015
to June 2017 at the Psychological Consultation Center for
Children and Parents located at the Department of Psychology
of the University of Bologna (Italy). This Center provides
health assessment and intervention services to children and their
families. Parental access to the Center was voluntary.

Participants were 17 couples (N = 34; 17 mothers and 17
fathers) and their preschool children (N = 17; 13 boys and 4
girls) at their first access to the Center for their child’s eating
(e.g., food refusal and selective feeding) or evacuation (i.e.,
constipation and encopresis) problems. Exclusion criteria for the
access to the treatment were: (a) child’s organic diseases, (b)
child’s neurodevelopmental disorders, (c) parental past or present
psychiatric disorders, (d) parent’s lack of proficiency in the Italian
language. No exclusion criterion was met by any of the families
who took part in the study.

Families were seen by five women psychoanalytic
psychotherapists with expertise in the use of the FPT-CP
technique. The average patient caseload was approximately three
families which were met each once a week.

Instruments
Demographics
An ad-hoc questionnaire was created to collect infant
information and parental socio-demographic characteristics
(e.g., age, nationality, marital status, occupation, and level
of education).

Therapeutic Alliance
Therapeutic alliance was assessed by means of two measures:
the Working Alliance Inventory-Short Form [WAI-SF; (35, 36)]
and the System for Observing Family Therapy Alliances-Self
report [SOFTA-S; (37, 38)]. The WAI-SF is one of the most used
and validated measures of alliance in individual psychotherapy
settings. It consists of 12 items and 3 scales: Goal (e.g., “The
therapist and I are working toward mutually agreed upon goals”),
Task (e.g., “The therapist and I agree about the things I will
need to do in therapy to help improve my situation”), and Bond
(e.g., “The therapist and I trust one another”). Each item is rated
on a 7-point Likert scale (1 = never, 7 = always). The score
range of each subscale goes from 4 to 28, whereas the global
score ranges from 12 to 84; higher scores reflect more positive
ratings of alliance. The reliability and validity of theWAI-SF have
been supported in a wide range of studies (39). In the present
research Cronbach’s (40) alpha total score coefficient was from
good (=0.86) to excellent (=0.96).

The System for Observing Family Therapy Alliances-Self
Report [SOFTA-S; (37, 38)] has been specifically designed to
measure the alliance in conjoint settings where the shared sense
of purpose within family is essential for positive therapeutic
outcomes. It consists of 4 scales: Engagement in the Therapeutic
Process (e.g., “The therapist and I work together as a team”),
Emotional Connection With the Therapist (e.g., “The therapist
has become an important person in my life”), Safety Within the

Frontiers in Public Health | www.frontiersin.org 3 April 2019 | Volume 7 | Article 7742

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Chirico et al. The Focal-Play Therapy With Family

Therapeutic System (e.g., “There are some topics I am afraid to
discuss in therapy”), and Shared Sense of Purpose Within the
Family (e.g., “Each of us in the family helps the others to get
what they want out of therapy”). Clients respond to 16 items
on a 5-point Likert scale (1 = not at all, 5 = very much). Each
subscale ranges from 4 to 20, while the global score goes from 16
to 80. Higher ratings reflect more positive alliances. In line with
previous literature (41, 42) in the present study alpha total score
coefficient was from good (=0.85) to excellent (=0.92).

Parenting stress. The Parenting Stress Index-Short Form
[PSI-SF; (43, 44)] was used to assess parenting stress. It
consists of 3 scales: Parental Distress (e.g., “I feel trapped by
my responsibilities as a parent”), Parent-Child Dysfunctional
Interaction (e.g., “My child rarely does things for me that make
me feel good”), and Difficult Child (e.g., “My child seems to cry
or fuss more than most children”). Clients respond to 36 items
on a 5-point Likert scale (1 = strongly disagree to 5 = strongly
agree). Each subscale ranges from 12 to 60, while the global score
goes from 36 to 180. In the present study percentile rank classes
were used as well. According to the manual (44) scores between
the 15th and 84th percentiles are within the normal range for
stress; scores between the 85th and 89th percentiles represent a
high level of stress and scores≥90th percentile indicate clinically
significant or severe parenting stress. As for the present research,
alpha total score coefficient was from acceptable (=0.78) to
excellent (=0.92).

Parent-Child Interactions
Interactions between parents and their children were coded
according to the 4th edition of the Infancy/Early Childhood
Version of the Emotional Availability Scales [EAS; (45)]. The
construct of emotional availability (EA) refers to the parent-
child dyad’s capacity of a genuine emotional connection (45,
46). The EAS consists of 4 adult scales (Sensitivity, Structuring,
Non-Intrusiveness, and Non-Hostility) and 2 child dimensions
(Responsiveness and Involvement). Each scale is composed of 7
items and provides a total score computed by summing up scores
obtained at each item. Furthermore, a direct score is assigned
for each dimension on a 1–7 points Likert scale. Direct scores
were used in the present study as they are common for research
purposes thus giving an immediate indication of the level of
emotional availability displayed by the dyad (45, 46). Two blind
raters who were previously trained to reliability in the use of
the EAS coded all videos. The degree of agreement between the
two coders was measured on a random selection of 30% of the
videos. Intraclass correlation coefficient between the two coders
was found to be good for research purposes and ranged between
0.68 and 0.85 (mean = 0.79). Following, the EAS dimensions are
thoroughly described.

Adult Sensitivity
It evaluates the adult’s appropriate and positive affective
exchanges consisting of an adequate perception of emotions,
responsiveness to the child’s cues, ability to handle conflictual
situations, and awareness of timing. High-end scores (6–7)
represent optimal sensitivity, the mid-point ratings (4–5) refer

to inconsistent/apparent sensitivity, and the lowest scores (1-2-3)
represent emotional detachment.

Adult Structuring
It refers to the parent’s ability to guide the child during play.
High-end scores indicate optimal structuring, the mid-point
ratings indicate inconsistent structuring (mismatch between the
adult and the child, i.e., there may be too much structuring in
a way that the child cannot absorb it), and the lowest scores
represent a lack of adult’s structuring in the interactions.

Adult Non-intrusiveness
It investigates the absence of over-directions, overstimulation,
interferences or over-protection in the adult’s behavior. High-
end scores indicate that the adult is a non-intrusive and
a supportive presence, middle-range scores represent benign
intrusiveness and over protectiveness, low-end ratings indicate
adult intrusiveness, and physical intrusion.

Adult Non-hostility
It evaluates the absence of adult hostile behaviors (covert or
overt) toward the child. Hostile behaviors include verbal or
physical aggressiveness (overt), and the adult’s subtle expressions
of boredom, impatience, frustration (covert). High-end scores
indicate a lack of any hostility in face, voice or bodily actions;
middle range ratings indicate covert hostility; and lower scores
indicate overt hostility.

Child’s Responsiveness
It measures the quality of the child’s affect and responsiveness to
the adult. High-end scores refer to a child who is emotionally
connected to the adult in an age-appropriate way. Middle
range scores indicate a child who is connected but he/she
tends to be over solicitous to the adult’s directions with limits
on child’s autonomy. Low-end ratings indicate an either over-
connected or under-connected child who may/or may not
reflect a disorganized-traumatized affective relationship with
the caregiver.

Child’s Involvement
It refers to the child’s capacity to engage the adult in the
interaction. High-end scores indicate the child’s ability and
interest in taking the initiative in the interaction. Middle-
point ratings reflect the child’s way to engage the adult that is
characterized by negative emotions, distress or crisis scenarios.
Low-range scores indicate the child’s passivity or lack of interest
in the relationship with the adult.

Procedure
The research was approved by the Ethic Committee of the
University of Bologna (Italy). Participation in the present study
was based on the family’s informed and signed consent. Informed
consent included confidentiality and the client’s right to withdraw
at any time. Families were screened in terms of the previously
mentioned exclusion criteria and they were assigned to therapists
according to availability.

The present research focused on a specific phase of this
intervention represented by the first 6 sessions aimed to the

Frontiers in Public Health | www.frontiersin.org 4 April 2019 | Volume 7 | Article 7743

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Chirico et al. The Focal-Play Therapy With Family

assessment of child symptoms and to the promotion of the
parent-therapist alliance. This therapeutic relationship consists
of a mutual understanding of child difficulties and, also, of the
parental collaboration and agreement on main goals and tasks
of the intervention. In this sense the parent-therapist alliance
is a prerequisite to treatment integrity. Below are the 7 FPT-CP
sessions where data collection occurred:

• 1st session: with parents;
• 2nd session: with the child and his/her parents;
• 3rd session: with the child and his/her mother;
• 4th session: with parents;
• 5th session: with the child and his/her father;
• 6th session: with parents;
• 7th session: with the child and his/her parents.

During sessions with parents, the therapist focuses on child’s
difficulties, themes and family topics emerged in play sessions
with the child. As explained above, the FPT-CP main purposes
are: re-establishing the natural valence of food and corporal
contents for children and allowing their direct contact with
them (14, 16, 17, 32–34). During play sessions parents can
show two opposite attitudes. In particular, positive parental
behaviors are characterized by tolerance, patience, collaboration,
support and proposals in line with child’s creativity, along with
a trust and enthusiasm in his play abilities. By contrast, as
for child’s eating and evacuation disorders, parental behaviors
consist of impositions rather than proposals, irrelevant or
distracting interventions, lack of interest and self-exclusion.
These parental behaviors are thoroughly discussed during
sessions with parents in order to allow a shift from parental
intrusive and coercive behaviors toward the child into more
adaptive ones.

As previously mentioned, the FPT-CP is a psychodynamic
psychotherapy for children and it does not represent a family
therapy or a therapy for parents. Indeed, in cases in which
high marital conflicts had a negative impact on child-parent
and co-parenting relationships, they were taken into account
and thoroughly discussed by the therapist in the FPT-CP first
phase. However, as it is a child-focused intervention, a couple
therapy and/or more appropriate interventions for family needs
were recommended.

An ad-hoc socio-demographic questionnaire was given to
families before treatment. At the end of the 1st and 6th sessions
(marking the FPT-CP first phase) parents completed self-reports
about the therapeutic alliance and parenting stress. Parallel
alliance measures were completed by therapists as well.

In order to assess changes in the quality of adult-child
relationships, dyadic interactions were evaluated at the beginning
of the 2nd (before treatment) and during the 7th (where only data
collection occurred without treatment) sessions. Assessments
took place during two consecutive 10-min sessions video
recorded continuously by a female filmer at the Psychological
Consultation Center for Children and Parents (Department of
Psychology, University of Bologna). In a quiet room parents
were asked to play individually with their child in ways
they typically would and to disregard the filmer’s presence
as much as possible. A set of standard, age-appropriate toys

was used and families were allowed to use any toys and
puppets provided.

Statistical Analysis
Data analysis was performed using IBM SPSS version 20.0 for
Windows. A p < 0.05 indicated statistical significance.

The first section of Results provide descriptive statistics for
each WAI-SF and SOFTA-S scale for mothers, fathers and
therapists at two time points (T1 and T2). Student’s t-test
was used to examine differences between males and females
and, moreover, to compare each parent and therapist alliance
scores. For what concerns the SOFTA-S—that measures the
alliance perceived by the therapist with the family as a “unit”—
firstly a family score was calculated for each scale (the average
ratings of mothers and fathers). Secondly, unpaired t-tests were
conducted to analyze differences between the therapist and the
family alliance scores. The following sections present group
comparisons between mothers and fathers in terms of parent
PSI-SF and parent and child EAS mean scores.

RESULTS

Ages of mothers and fathers ranged from 34 to 53 years
(M = 41.41, SD = 5.04) and 32 to 48 years (M = 42.41,
SD = 4.76), respectively. Children aged 2–5 (M = 3.87,
SD = 1.43) were referred for evacuation (60%) or eating (40%)
problems. Parents were Italian, married (88.2%) or cohabiting,
and all of them were employed. With regards to educational
level, most mothers had a university degree (82.3%), and a few
completed only secondary (11.8%) or middle school (5.9%). Like
the mothers, most of the fathers obtained an academic degree
(64.7%), while smaller percentages finished secondary (11.8%) or
middle school (23.5%).

Alliance
Table 1 presents descriptive statistics for the WAI-SF and
SOFTA-S total scores at the 1st (T1) and 6th (T2) sessions. Parent
and therapist alliance scores were high and indicative of a positive
alliance at each time of assessment (27, 38). Moreover, paired
t-tests did not reveal significant differences between T1 and T2
thus confirming the development and maintenance of a good
parent-therapist alliance throughout the first FPT-CP 6 sessions.

While parents did not significantly differ in the WAI-SF
scores, at T1 the therapist ratings of alliance with mothers were
significantly higher than those ones with fathers [WAI-SF Total:
Mtherapist−mother = 59.12 vs. Mtherapist−father = 54.00; t(16) = 2.57,
p= 0.02]. Differences did not emerge at T2.

For what concerns the SOFTA-S, the therapist scores were
significantly lower than the family ratings of alliance at both time
points [SOFTA-S Total: T1 Mtherapist = 55.76 vs. Mfamily = 68.09,
t(32) = 4.47, p = 0.00; T2 Mtherapist = 57.65 vs. Mfamily = 67.71,
t(32) = 3.54, p= 0.00].

Parenting Stress
Descriptive statistics for the PSI-SF are reported in Table 2. No
differences emerged between T1 and T2, although fathers showed
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TABLE 1 | Means, SDs ofWAI-SF and SOFTA-S at T1 and T2, and tests for

differences.

T1 T2 t(16) p d

M ± SD M ± SD

MATERNAL SCALES

WAI-SF total 70.71 ± 8.61 70.53 ± 8.24 0.07 0.94 0.02

SOFTA-S total 68.12 ± 7.79 67.29 ± 7.77 0.43 0.67 0.11

PATERNAL SCALES

WAI-SF total 70.47 ± 11.09 68.00 ± 8.75 0.90 0.38 0.25

SOFTA-S total 68.06 ± 7.04 68.12 ± 5.97 −0.04 0.97 0.01

THERAPIST SCALES

WAI-SF t-m total 59.12 ± 8.74 60.06 ± 11.03 −0.38 0.71 0.09

WAI-SF t-f total 54.00 ± 11.41 55.88 ± 11.71 −0.75 0.46 0.16

SOFTA-S t-family total 55.76 ± 9.24 57.65 ± 9.91 −0.89 0.39 0.20

t-m, therapist’s alliance with mother; t-f, therapist’s alliance with father.

TABLE 2 | Means, SDs of PSI-SF at T1 and T2, and tests for differences.

T1 T2 t(16) p d

M ± SD M ± SD

MATERNAL SCALES

Parental distress 28.88 ± 9.02 29.18 ± 8.45 −0.24 0.81 0.03

Parent-child dysf

unctional interaction

23.12 ± 5.80 22.12 ± 5.69 0.82 0.42 0.17

Difficult child 31.94 ± 8.59 30.94 ± 8.09 0.72 0.48 0.12

Total 83.94 ± 18.77 82.24 ± 18.10 0.54 0.60 0.09

PATERNAL SCALES

Parental distress 27.41 ± 6.57 28.71 ± 6.89 −0.95 0.36 0.19

Parent-child

dysfunctional

interaction

23.71 ± 6.53 25.06 ± 6.15 −0.99 0.34 0.21

Difficult child 31.65 ± 6.90 33.29 ± 6.18 −0.85 0.41 0.25

Total 82.76 ± 14.18 87.06 ± 13.16 −1.35 0.20 0.31

a trend with increased stress scores—from session one to session
six—that did not reach statistical significance.

According to the PSI-SF manual (44) mothers reported high
levels of stress on the Difficult Child Scale (T1: 90th percentile,
T2: 85th percentile), while fathers obtained clinically significant
scores on the Difficult Child scale (T1: 85th percentile, T2: 90th
percentile) and on the Total score as well (T1: 80th percentile—
still not clinically relevant, T2: 85th percentile).

Parent-Child Interactions
Table 3 reportsmean scores on the parental and child dimensions
of the EAS. No statistically significant differences emerged
between T1 and T2.

According to the EAS manual (45), mothers reported
problems on the dimension of Structuring (T1: M = 4.94, T2:
M = 4.65), and children on the Involvement scale (T1:M = 4.85,
T2: M = 5.12). With regards to fathers in the present sample,
they reported problematic scores on the two dimensions of
Sensitivity (T1: M = 4.59, T2: M = 4.88) and Structuring (T1:

M = 3.77, T2: M = 4.38), and children on the Responsiveness
(T1: M = 4.65, T2: M = 4.79) and Involvement (T1: M = 3.79,
T2:M = 4.00) scales.

DISCUSSION

Attention to the parental engagement in child treatment
has recently increased given the emphasis on implementing
successful treatments into community settings, identifying
methods to provide services more efficiently, and improving
quality of care for children and families (47–49). The study
described herein focused on the FPT-CP as a child-focused
psychotherapeutic technique designed for eating and evacuation
disorders during preschool years. As discussed above, main
purposes of this intervention are re-establishing the natural
valence of food and corporal contents for children while
supporting adults to re-evaluate their parental abilities. Our
first goal was to explore the quality of the parent-therapist
relationship during the first FPT-CP 6 sessions aimed to the
promotion of the therapeutic alliance with parents and to the
assessment of child’s symptoms within family dynamics. We
investigated also the potential effects of these initial sessions in
reducing parental levels of stress and improving the quality of
adult-child relationships.

Regarding our first hypothesis, results confirmed our
expectations. High levels of parent-therapist alliance were
promoted and maintained throughout the FPT-CP first phase.
Parents were highly motivated and in need of help for their
child’s problems and, since the beginning of the intervention,
they trusted in the therapist’s ability to help them. At the same
time the intra-family collaboration was consistently promoted
by therapists who worked to build a positive family emotional
climate that was necessary for the child and family disclosure
throughout sessions. In this regard the use of the SOFTA-S
allowed to evaluate some specific characteristics of a conjoint
psychotherapeutic setting (with more than one family member)
where the family productive collaboration and shared sense of
purpose are strictly associated to therapeutic outcomes.

In the present study gender differences were taken into
account. As expected, while we did not find differences between
mother and father alliance scores, parental ratings of alliance
were significantly higher than the therapist scores. These results
were not surprising since the client and therapist views of alliance
can diverge (50, 51). Therapist’s perceptions of alliance might
be affected by the theoretical knowledge and, most importantly,
clients in the present sample were highly motivated and the
family access to the Service was voluntary.

Instead unexpected results were obtained when comparing
the therapist’s ratings of alliance with mothers and fathers.
Interestingly we found that, at the end of the FPT-CP 1st
session, the therapist-mother alliance scores were significantly
higher than the therapist-father ratings of alliance. Since the
therapist sample consisted of women only, possible explanations
of these results may come from the social psychology studies
according to which people of the same sex tend to view the
world through the same gender lens, which in turn might lead
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TABLE 3 | Means, SDs of EAS at T1 and T2, and tests for differences.

T1 T2 t(16) p d

M ± SD M ± SD

MOTHER-CHILD SCALES

Sensitivity 5.97 ± 1.12 5.91 ± 1.19 0.33 0.74 0.05

Structuring 4.94 ± 1.33 4.65 ± 1.28 1.13 0.28 0.22

Non-Intrusiveness 6.32 ± 0.87 6.03 ± 1.18 1.21 0.24 0.28

Non-Hostility 6.62 ± 0.49 6.59 ± 0.59 0.44 0.67 0.06

Responsiveness 5.47 ± 1.39 5.59 ± 1.54 −0.32 0.75 0.08

Involvement 4.85 ± 1.30 5.12 ± 1.67 −0.77 0.45 0.18

FATHER-CHILD SCALES

Sensitivity 4.59 ± 1.53 4.88 ± 1.59 −0.77 0.45 0.19

Structuring 3.77 ± 1.39 4.38 ± 1.71 −1.84 0.09 0.39

Non-Intrusiveness 5.94 ± 0.68 5.94 ± 0.68 0.00 1.00 0.00

Non-Hostility 6.56 ± 0.66 6.38 ± 0.86 1.14 0.27 0.23

Responsiveness 4.65 ± 1.61 4.79 ± 1.80 −0.43 0.67 0.08

Involvement 3.79 ± 1.68 4.00 ± 1.94 −0.82 0.42 0.12

to similar life-perspectives (52). What is relevant herein is that,
at the end of the FPT-CP 6th session, there were no differences
between therapist-mother and therapist-father alliance scores.
In other words, it seems that the building of the therapeutic
relationship with fathers—as much positive as with mothers—
was not immediate but it occurred throughout the first 6 sessions
(by the therapist side).

Nowadays very little information is available about the effects
of involving fathers in child treatment. Despite many aspects
have been changed in the distribution of parental responsibilities,
mothers are often exclusive participants in the early child
intervention service delivery (53). Indeed to a certain extent there
is still the belief that fathers have a limited role in childcare, or
that they are difficult to recruit in child treatment (54, 55). Hence
findings from the present research shed light on the importance
of new research on those therapist factors that might contribute
to the psychotherapy process and outcome. Among them are the
therapist gender, expectations, stereotypes, and internal attitudes
that are shaped and re-shaped over the course of treatment (56).

As previously discussed, without early diagnosis and effective
child and family treatments, eating and evacuation disorders
can cause serious child medical problems and high levels of
parental maladjustment to cope with child difficulties. In line
with our second hypothesis, we found high levels of parental
distress on the Difficult Child scale that measures how much
parents perceive the child as difficult or easy to manage (43).
Unexpectedly, although scores did not significantly decrease
from the 1st to the 6th sessions, at a qualitative level mothers and
fathers reported different patterns of stress development. While
maternal perceptions of the child as “difficult” started to change
toward a deeper understanding of parent-child difficulties, father
stress scores slightly increased on the Difficult Child and Total
scales. Most probably, at the end of the FPT-CP first phase fathers
were more involved in family life and they achieved a greater
awareness about the existing problems thus leading to somewhat
higher levels of distress.

Regarding our third goal, we found that mothers and fathers
reported problems on the Structuring scale that refers to the adult
capacity to appropriately facilitate, scaffold, or organize the child
play. Specifically they showed over-structuring or attempts to
structure that were not well-received by the child and that, at
the end, were unsuccessful. These results are consistent with the
etiology of eating and evacuation disorders during the preschool
years where child’s emerging needs of autonomy can conflict with
family. It is interesting to note that fathers only reported low
levels of emotional availability showing a warm and kind parental
attitude though not sensitive to child cues and communications.
It might be that, compared to mothers, fathers were less used
to interact with their children and to interpret their signals
and behaviors.

Overall findings from the present research show that the
first FPT-CP 6 sessions were effective in promoting a positive
parent-therapist alliance as a pre-condition for a successful child
and family treatment. However, changes in parental levels of
distress and parent-child relationships did not reach statistical
significance and we can speculate that more sessions were needed
to obtain a remission of child symptoms.

Some limitations of the study must be considered when
interpreting our results. Firstly, due to the small sample size,
findings should be replicated on larger samples and results
should be interpreted with caution. Secondly, the use of the
alliance questionnaires did not allow to capture specific client
and therapist behaviors that shape the alliance during treatment.
It would be interesting to explore through further longitudinal
studies how the pattern of alliance, stress and adult-child
interactions observed herein would evolve in a longitudinal way.
Moreover, future research would benefit from investigating the
parent-therapist alliance in the context of different models of
child-focused treatment.

Despite these limitations, findings from the present research
would highlight relevant clinical implications. It is well-known
that, without early treatments, eating and evacuation disorders
tend to persist into adulthood with serious effects on physical
and mental health (12, 13). The FPT-CP has been designed for
eating and evacuation disorders in preschool children usually
connected to parent-child relationship problems. During sessions
parents are trained to be more sensitive toward child’s needs
and they start to re-evaluate their parental abilities in supporting
child’s emerging needs of autonomy in his relationship with food
and corporal contents. This clinical methodology is characterized
by the use of play as a narrative and central dimension of
child/family problems (24). Furthermore, it is based on a high
parental engagement in therapy sessions as precondition for
successful clinical outcomes. Therapists with expertise in the use
of the FPT-CP are trained to achieve high levels of parental
session-engagement through the building of a strong parent-
therapist alliance. Parents at risk for poorer alliance are identified
and the early intervention is adapted to improve early alliance
and to reduce dropouts.

To conclude, for the above mentioned reasons, the FPT-CP
is a specific child-focused intervention that might represent a
preventive model to apply to clinical contexts both public and
private ones. Future research efforts should develop treatments
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for preschoolers based on parent-professional alliance and aimed
to provide psychological support to families and to enhance the
parental abilities to cope with child diseases in preschool years.
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Evidently, the school climate is important in reducing adolescent problematic

online game use (POGU); however, the mechanism accounting for this association

remains largely unknown. This study examined whether loneliness mediated the link

between school climate and adolescent POGU and whether this mediating process

was moderated by adolescent intentional self-regulation. To this end, self-report

questionnaires were distributed. Participants were 500 12–17-years-old Chinese

adolescents (Meanage = 13.59 years, 50.60% male). After controlling for adolescents’

gender, age, family socioeconomic status, and self-esteem, the results showed that

the negative association between school climate and adolescent POGU was partially

mediated by loneliness. Moreover, this indirect link was stronger for adolescents with

low intentional self-regulation than for those with high intentional self-regulation. These

findings highlight loneliness as a potential mechanism linking school climate to adolescent

POGU and provide guidance for the development of effective interventions for addressing

the adverse effects of a negative school climate.

Keywords: adolescent, school climate, problematic online game use (POGU), loneliness, intentional self-regulation

INTRODUCTION

Over the past two decades, problematic online game use (POGU) as a global public health issue has
received increasing research interest (1–3). POGU, a subtype of problematic Internet use, refers
to the uncontrollable, excessive, and compulsive use of online games that causes social and/or
emotional problems (4). Individuals with POGU spend more time gaming than planned at the
expense of other important activities, causing negative social and academic outcomes. Increasing
evidence has consistently confirmed that POGU is associated with a variety of negative outcomes
such as poor academic performance, depression, and aggression (3, 5, 6). Specifically, China has
one of the highest adolescent POGU prevalence rates in the world raging between 2.2 and 21.5%
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(1, 7, 8). Therefore, an investigation of the factors that predict
POGU is urgently needed to support the development of
intervention programs.

Given that adolescents spend an increasing amount of their
time engaged in school-related tasks, the influence of school
contexts on adolescent development has received increased
attention in the past decade (9–11). School climate refers
to all relationships that affect children’s cognitive, social,
and psychological development, including adult-adult, adult-
student, student-student, family-school, and community-school
relationships (9, 12). However, perceptions of specific school
climate may vary greatly across individuals.

According to the stage-environment fit theory (13, 14),
optimal development takes place when school contexts
adequately satisfy adolescents’ increasing psychological needs
for autonomy, relatedness, and competence. In this study,
we primarily focused on three components of school climate:
teacher support, student-student support, and opportunities
for autonomy at school. Particularly, teacher support and
student-student support may help meet adolescents’ relatedness
and competence needs. Moreover, teacher autonomy support
can help to satisfy students’ needs for autonomy, as well as offer
students the opportunity to achieve competence and establish
positive interactions with teachers and peers (15, 16). There
is considerable evidence suggesting that students’ perceptions
of relatedness and autonomy in the school setting influence
adolescents’ academic adjustment as well as their physical and
socio-emotional well-being (9, 17, 18). By the same token, a
mismatch between school climate and the three aforementioned
psychological needs can result in problem behaviors such
as POGU.

Research has indicated that adolescents who perceive the
school climate as favorable are less likely to develop POGU (10,
11, 19). For instance, Rehbein and Baier (11) found that students’
perceptions of favorable school climates were an important
protective factor against POGU in a 5-year longitudinal study
of 406 students in grades 4–9. Similarly, Yu et al. (19) reported
that 7th grade adolescents who perceived opportunities for
autonomy at school had a decreased incidence of 9th grade
POGU; this association was mediated via increased 8th grade
basic psychological needs satisfaction and 9th grade school
engagement. These findings highlight the merit of favorable
school climate in reducing adolescent POGU.

LONELINESS AS A MEDIATOR

Although the association between school climate and adolescent
POGU has been well-established, the mediating and moderating
mechanisms underlying this relation are still under-investigated.
Loneliness is prevalent in adolescents (20). According to the self-
system processes model (21), a favorable school climate helps
to reduce the degree of loneliness experienced by adolescents,
which in turn reduces the risk of problem behaviors. In other
words, loneliness may be an important mediator of the link
between school climate and adolescent problem behaviors. When
adolescents’ socio-emotional needs are not adequately met by
contextual factors such as school climate, the feeling of loneliness

occurs (22). Moreover, adolescents suffering from loneliness are
at elevated risk for POGU (5).

From one perspective, a school climate that responds to
adolescent psychological needs for relatedness, competence,
and autonomy, renders adolescents less likely to experience
loneliness. Ample research evidence has confirmed the negative
association between a favorable school climate and loneliness
(23–25). For instance, Benner (23) reported that a positive school
climate was negatively associated with loneliness. Similarly,
Liu et al. (24) and Yu (25) found that junior middle school
students who had more favorable school climate perceptions
(positive teacher-student support, student-student support, and
opportunities for autonomy at school) were less likely to
experience loneliness.

From another perspective, when adolescents experience
loneliness, they are more likely to indulge in online games.
Growing numbers of studies support the important effect of
loneliness in shaping adolescent POGU (5, 6, 26). For instance,
Caplan et al. (26) found that loneliness was positively associated
with POGU. Similarly, Qin (27) found that loneliness was a risk
factor for POGU. In addition, Lemmens et al. (6) reported that
loneliness was a significant and powerful predictor of POGU.
Moreover, Chen and Fu (5) found that adolescents with POGU
scored significantly higher on measures of loneliness than did
adolescents without POGU. Taken together, these data led to the
following hypothesis:

Hypothesis 1: Loneliness will mediate the relationship
between school climate and adolescent POGU.

INTENTIONAL SELF-REGULATION AS
A MODERATOR

Despite that a robust relationship between school climate and
adolescent POGU has been suggested in previous research,
not all adolescents who experience a negative school climate
develop POGU; some adolescents still adapt well even though
they have negative perceptions of their school climate. Similarly,
some adolescents still experience maladjustment even though
they perceive their school climate favorably. Such variability
in adolescents’ responses to the school environment suggests
that individual characteristics may play a key role in this
observed heterogeneity.

FIGURE 1 | The proposed moderated mediation model. ISR, intentional

self-regulation; POGU, problematic online game use.
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According to the ecological system theory Bronfenbrenner
(28), adolescents’ development stems from the interplay
between important contexts (such as school climate) and their
intrapersonal characteristics. Among the many intrapersonal
characteristics influencing adolescents’ emotional problems
(such as loneliness) and deviant behaviors, intentional self-
regulation is an important moderator (29–31). Intentional self-
regulation refers to one’s efficiency in examining his/her abilities
and negotiating his/her resources in the context of personal
goals in order to attain better functioning and to enhance
self-development (32, 33). Consequently, appropriate goals and
goal-related strategies for attaining positive individual-context
relations should be chosen (34). Thus, people with different levels
of intentional self-regulation are influenced by contextual factors
differently. More precisely, adolescents with good intentional
self-regulation are more inclined to select suitable goals, optimize
their own resources, and/or actively search for alternatives when
failure happens, in turn increasing adjustment and reducing
problem behaviors such as POGU (30, 32).

The risk-buffering hypothesis proposes that favorable
personal characteristics such as intentional self-regulation can
weaken the link between environmental stress (such as negative
school climate) and problem behaviors (35). Consistent with
this hypothesis, Urban et al. (31) found that intentional self-
regulation moderated the relationship between neighborhood
contexts and adolescent mental health symptoms, such that
neighborhood risk factors were associated with increased mental
health symptoms including loneliness, depression, and sadness
among individuals with lower intentional self-regulation, but not
among those with higher intentional self-regulation. This could
be because adolescents with higher intentional self-regulation
can obtain more coping resources from their neighborhood
contexts. Similarly, adolescents with high intentional self-
regulation tend to have clear goals and a vision for what they
want to achieve, thus they can make good use of school resources
and undergo more optimal development (such as less loneliness).
Further, when faced with an unfavorable school climate,
adolescents with high intentional self-regulation might be better
able to focus on their goals and plans, thus reducing their sense of
loneliness. Although they may experience setbacks and negative
feelings (such as loneliness) when in a disadvantageous school
climate, adolescents with excellent intentional self-regulation
can adjust better and recover more quickly than those with
poorer intentional self-regulation. Therefore, we proposed the
following hypothesis:

Hypothesis 2: Intentional self-regulation will moderate the
indirect link between school climate and adolescent POGU.
Specifically, the indirect association between school climate
and POGU via loneliness will be stronger among adolescents
with low-level intentional self-regulation and weaker among
adolescents with high-level intentional self-regulation.

THE PRESENT STUDY

Grounded in the self-system processes model and the ecological
system theory, this study investigated whether loneliness

mediates the relation between school climate and adolescent
POGU and whether this indirect link is moderated by intentional
self-regulation. Figure 1 illustrates the proposed research model.

METHOD

Participants
The participants in this study were recruited from two junior
middle schools in Guangdong province, southern China, through
stratified and random cluster sampling. A total of 500 adolescents
(50.60% male) ranging in age from 12 to 17 (Meanage = 13.59,
SD = 0.65) participated in February 2019. Of those, 207
adolescents came from one school (Urban areas) while 293 came
from the other (Rural areas). And Chi-square and t-tests showed
that there were no differences between students from urban and
rural areas.

Procedure
We obtained written informed consent from both participants
themselves and their parents before beginning all data collection.
The data were collected in classrooms by well-trained psychology
graduate students. Before the formal test, data collectors
informed participants that participation was voluntary and
that any uncomfortable questions need not be answered.
Participants were also assured that their responses would be
kept strictly confidential and that they would only be used
for academic survey research. Adolescents received a pencil for
their participation. In addition, our testing material and survey
procedures were approved by the ethics in human research
committee of School of Education, Guangzhou University, and
School of Psychology, South China Normal University.

Measures
Data were collected using School Climate Questionnaire,
Intentional Self-regulation Questionnaire, Loneliness Scale,
POGU Questionnaire, Parent-adolescent Relationship
Questionnaire, and Impulsivity Scale.

School Climate
Adolescents reported perceived school climate using a 25-
item version of a perceived school climate questionnaire
(9). This questionnaire demonstrated good reliability and
validity in Chinese adolescents (9, 18, 36). It assesses three
dimensions: teacher-student support, student-student support,
and opportunities for autonomy. Adolescents rated how often
the statements applied to them on a 5-point scale ranging from
1 = never to 5 = always. The responses were averaged across the
25 items to form a composite score, with higher scores reflecting
higher levels of positive school climate. For this study, the
Cronbach’s alpha was 0.86, which suggests that this questionnaire
had fair internal consistency.

Intentional Self-Regulation
Adolescents reported their intentional self-regulation using a 9-
item version of the intentional self-regulation questionnaire (29,
36). This questionnaire assesses three dimensions of intentional
self-regulation: selection (e.g., “When I think about what I
want in life, I commit myself to one or two important goals”),
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TABLE 1 | Descriptive statistics and correlations for all variables.

Variables 1 2 3 4 5 6 7 8 9 10

1.Gender 1.00

2.Age 0.08 1.00

3.Area −0.09 −0.20** 1.00

4.FAR 0.09* −0.05 −0.02 1.00

5.MAR 0.10* −0.03 −0.06 0.68** 1.00

6.Impulsivity 0.01 −0.05 0.05 −0.28** −0.34** 1.00

7.School climate −0.16** −0.13** −0.08 0.21** 0.22** −0.31** 1.00

8.ISR 0.04 −0.02 −0.08 0.18** 0.21** −0.42** 0.32** 1.00

9.Loneliness 0.01 −0.03 0.09 −0.23** −0.25** 0.36** −0.33** −0.35** 1.00

10.POGU 0.31** 0.04 −0.01 −0.13** −0.18** 0.26** −0.26** −0.18** 0.24** 1.00

M 0.51 13.59 0.41 2.44 2.51 2.21 3.18 3.48 2.01 1.26

SD 0.50 0.55 0.49 0.37 0.36 0.40 0.38 0.62 0.51 1.96

Gender and area were dummy coded such that 1 = male, 0 = female, and 1 = urban, 0 = rural. FAR, father-adolescent relationship; MAR, mother-adolescent relationship; ISR,

intentional self-regulation; POGU, problematic online game use. *p < 0.05, **p < 0.01.

optimization (e.g., “When I want to achieve something difficult,
I wait for the right moment and the best opportunity”), and
compensation (e.g., “When things aren’t going so well, I accept
help from others”). Adolescents indicated how true each item
was of them on a 5-point scale ranging from 1 = not at
all true to 5 = very true. Responses across the nine items
were averaged, with higher scores representing higher levels of
intentional self-regulation. For this study, the Cronbach’s alpha
was 0.91, indicating that the scale had good internal consistency.

Loneliness
Adolescents reported their loneliness using the UCLA
loneliness scale (37). This scale contains 20 items, which
assess feelings of social isolation (e.g., “could not find
companionship when I wanted it”). Participants rated the
extent to which each statement applied to them on a 4-
point scale ranging from 1 = not at all to 4 = always.
Responses across the 20 items were averaged, with higher scores
representing greater loneliness. For this study, the Cronbach’s
alpha was 0.90, which indicated that the scale had good
internal consistency.

POGU
POGU was measured using the Chinese version Problematic
Online Game Use Questionnaire (19). The instrument has
demonstrated good reliability and validity in Chinese adolescent
samples (19, 38, 39). Adolescents rated how often each statement
(e.g., “Have you spent more time playing online games than was
planned?”) was true for them on a 3-point scale: 0 = never,
1 = sometimes, and 2 = yes. The answers were recoded into
“never” = 0, “sometimes” = 0.5, and “yes” = 1. This mode
of scoring is more accurate because it allows participants who
“sometimes” experienced symptoms to be considered (19, 40).
The grand total score of the 11 items was calculated, with higher
scores representing greater severity of POGU. For this study, the
Cronbach’s alpha was 0.89, which indicated that the questionnaire
had good internal consistency.

Control Variables
Given that prior studies shown that adolescents’ gender,
age, parent-adolescent relationship, and impulsivity were
associated with POGU (40–42), we include them as control
variables in statistical models. Parent-adolescent relationship
was assessed using the Chinese version Parent-adolescent
Relationship Questionnaire (43), and impulsivity was assessed
using the Urgency-Premeditation-Perseverance-Sensation
seeking-Positive Urgency (UPPS-P) Scale (44). For this
study, father-adolescent relationship, mother-adolescent
relationship, and impulsivity all demonstrated excellent
internal consistency (Cronbach’s α are 0.78, 0.78, and
0.86 respectively).

Statistical Analyses
Descriptive statistics were conducted via use of SPSS 25.0. And
Mplus 7.1 was utilized to examine mediation and moderation
effects by conducting structural equation modeling analysis (45).

RESULTS

Prevalence of POGU
According to the opinions of POGU experts (4, 40),
adolescents who exhibited at least 5 of the 11 criteria on
the POGU questionnaire were considered to be addict
gamers. In the current sample, 5.40% of the participants
displayed signs of gaming addiction. This rate is consistent
with national Chinese adolescent data (8) and recent
literature (19).

Preliminary Analyses
The means, standard deviations, and correlation coefficients for
all variables of the current study are displayed in Table 1. The
results showed that school climate and intentional self-regulation
were both negatively related to loneliness and POGU, whereas
loneliness was positively related to POGU. These findings suggest
that a negative school climate, low intentional self-regulation, and
high loneliness all were potential risk factors for POGU, and a
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FIGURE 2 | Model of the moderating role of intentional self-regulation on the

direct relationship between school climate and POGU. ISR, intentional

self-regulation; POGU, problematic online game use. Values are

unstandardized coefficients and standard error. Paths between gender, age,

father-adolescent relationship, mother-adolescent relationship, impulsivity, and

each of the variables in the model are not displayed. Of those paths, the

following were significant: gender (b = 1.16, SE = 0.16, t = 7.12**), and

impulsivity (b = 0.78, SE = 0.23, t = 3.35**) to POGU. **p < 0.01.

negative school climate and low intentional self-regulation were
both potential risk factors for loneliness.

Testing the Moderating Effect of Intentional
Self-Regulation on the Direct Link Between
School Climate and Adolescent POGU
The moderated model which was shown in Figure 2 revealed
an acceptable fit to the data: χ

2/df = 4.29, CFI = 0.91,
RMSEA = 0.069. The results demonstrated that the main
effects of school climate was significantly associated with POGU
(b = −0.66, SE = 0.24, t = −2.77, p < 0.01), however, the
main effects of intentional self-regulation (b=−0.24, SE = 0.15,
t = −1.64, p > 0.05), and the interactive effect of school climate
and intentional self-regulation (b= 0.52, SE= 0.30, t =−1.75, p
> 0.05) were non-significantly associated with POGU.

Testing for Mediation Effect of Loneliness
The mediation model represented in Figure 3 revealed
an excellent fit to the data: χ

2/df = 2.39, CFI = 0.96,
RMSEA = 0.033. The results are displayed in Figure 3.
School climate negatively predicted loneliness (b = −0.42,
SE = 0.08, t = −5.13, p < 0.01) and negatively predicted POGU
(b = −0.49, SE = 0.23, t = −2.12, p < 0.05), and loneliness
positively predicted POGU (b = 0.35, SE = 0.12, t = 2.86,
p < 0.01). Moreover, bootstrapping analyses indicated that
loneliness partially mediated the relation between school climate
and adolescent POGU (indirect effect = −0.1482, SE = 0.0676,
95% CI= [−0.3100,−0.0353]).

Testing for Moderated Mediation
The moderated mediation model represented in Figure 4

revealed a good fit to the data: χ
2/df = 3.16, CFI = 0.92,

RMSEA= 0.043. The bias-corrected percentile bootstrap results
indicated that the indirect effect of school climate on adolescent
POGU through loneliness was moderated by intentional self-
regulation. Specifically, intentional self-regulation moderated the
association between school climate and loneliness (b = 0.28,
SE = 0.11, t = 2.64, p < 0.01). We conducted a simple slopes
test, and as depicted in Figure 5, the negative link between

FIGURE 3 | Model of the mediating role of loneliness between school climate

and POGU. POGU, problematic online game use. Values are unstandardized

coefficients and standard error. Paths between gender, age, father-adolescent

relationship, mother-adolescent relationship, impulsivity, and each of the

variables in the model are not displayed. Of those paths, the following were

significant: impulsivity to loneliness (b = 0.44, SE = 0.08, t = 5.49**); gender

(b = 1.16, SE = 0.16, t = 7.19**), and impulsivity (b = 0.74, SE = 0.23,

t = 3.29**) to POGU. **p < 0.01.

school climate and loneliness was much stronger for adolescents
with lower intentional self-regulation (1SD below the mean;
b = −0.57, SE = 0.12, t = −4.85, p < 0.01) than for adolescents
with higher intentional self-regulation (1SD above the mean;
b = −0.23, SE = 0.09, t = −2.40, p < 0.05). Moreover, school
climate was negatively associated with loneliness (b = −0.40,
SE = 0.08, t = −4.73, p < 0.01) and POGU (b = −0.53,
SE = 0.24, t = −2.21, p < 0.05). However, the interaction
between intentional self-regulation and loneliness in predicting
adolescent POGU was no significant (b = −0.03, SE = 0.18,
t =−0.15, p > 0.05).

Moreover, the indirect link between school climate and
POGU via loneliness were significant for adolescents with lower
intentional self-regulation (indirect effect = −0.17, SE = 0.07,
95% CI [−0.32, −0.02]) and for those with higher intentional
self-regulation (indirect effect = −0.07, SE = 0.04, 95%
CI = [−0.13, −0.01]). Adolescents with lower intentional self-
regulation were more likely to develop loneliness, which in turn
contributed to higher levels of POGU.

DISCUSSION

The first goal of this study was to explore the mediating
effect of loneliness on the relationship between school climate
and adolescent POGU. Consistent with our hypothesis 1, this
study found that loneliness significantly mediated the effect
of school climate on adolescent POGU. Previous research has
demonstrated that the school climate is associated with loneliness
(23–25) and that the latter is associated with increased risk of
POGU (5, 6, 26). We integrated these two links in the current
study with a mediation modeling approach. The findings of
this study suggest that loneliness is an essential underlying
psychosocial process that helps explain why a favorable school
climate is linked with less POGU and why a negative school
climate is linked with more POGU. When adolescents have
positive experiences, perceive more support from their teachers
and peers, and report more autonomy, they are less likely to feel
lonely, which in turn is associated with less POGU.

This finding is in line with the self-system processes model
(21). It is also congruent with previous research showing that the
protective effects of social context on adolescent developmental
outcomes (i.e., school climate, social support, family climate)
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FIGURE 4 | Model of the moderating role of intentional self-regulation on the indirect relationship between school climate and POGU. ISR, intentional self-regulation;

POGU, problematic online game use. Values are unstandardized coefficients and standard error. Paths between gender, age, father-adolescent relationship,

mother-adolescent relationship, impulsivity, and each of the variables in the model are not displayed. Of those paths, the following were significant: impulsivity to

loneliness (b = 0.33, SE = 0.08, t = 3.91**); gender (b = 1.16, SE = 0.16, t = 7.15**), and impulsivity (b = 0.69, SE = 0.24, t = 2.89**) to POGU. *p < 0.05,

**p < 0.01.

are mediated by psychological processes including loneliness (24,
46, 47). According to self-determination theory (48), contextual
factors (i.e., school climate) influence adolescent behaviors (i.e.,
POGU) through the mediating effects of internal psychology.
More concretely, when a school climate cannot satisfy an
adolescent’s need for autonomy and relatedness, he or she feels
lonely and thus seeks an environment through which he/she
can meet his/her psychological needs and reduce feelings of
loneliness. Online games offer a setting in which people can
express themselves in ways that they may not feel comfortable
doing in real life, and it can also be a good place for people to
make new friends and socialize. Survey research has indicated
that players may gain a sense of belonging from an online
game and that social communication and relationships are
important motivators for engagement in online games (49). In
contrast, when a school climate promotes positive emotional
student-teacher and student-student bonds, students may not
feel lonely at school. Thus, students tend to make efforts
to control their behavior so that their actions will be in
accordance with social expectations and are therefore less likely
to become addicted to online games. Therefore, a positive
school climate may be effective in treating loneliness, which
may be a promising approach for adolescent POGU prevention
and cessation.

The second goal of this study was to explore the moderating
effect of intentional self-regulation on the indirect association
between school climate and POGU via loneliness. Consistent
with the risk-buffering hypothesis and with our own hypothesis,
this study found that intentional self-regulation weakened
the link between school climate, loneliness, and POGU
through the direct relationship between school climate and

FIGURE 5 | Loneliness among adolescents as a function of school climate

and intentional self-regulation. ISR, intentional self-regulation.

loneliness. Specifically, the negative association between school
climate and loneliness was stronger among adolescents with
low intentional self-regulation, which in turn increased their
POGU. This is because adolescents with higher intentional
self-regulation tend to have more resources and greater
capacity to select appropriate goals, apply and refine relevant
means of achieving positive outcomes, and avoid losses (32).
This pattern of moderator effects has also been found in
the association between environmental factors (i.e., school
climate, family environment) and externalizing behaviors. For
example, Lin et al. (50) reported that the negative link
between school climate and adolescent smoking behavior
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via deviant peer affiliation was substantially stronger among
adolescents with lower intentional self-regulation than among
those with higher intentional self-regulation. Similarly, Yuan
(51) found that among adolescents with low intentional self-
regulation, parental corporal punishment could have increased
their deviant peer affiliation, which in turn increased POGU.
In contrast, among adolescents with high intentional self-
regulation, the relation was not significant. Although these
studies have found that intentional self-regulation diminishes
the indirect link between environmental factors and adolescent
development, they used externalizing behaviors such as deviant
peer affiliation as mediating variables rather than loneliness
(50, 51). Therefore, this research extended the range of the
moderating effect of intentional self-regulation to internalizing
behaviors by loneliness.

This study also examined whether the relationship between
loneliness and adolescent POGU was moderated by intentional
self-regulation. The findings showed that this moderating effect
was non-significant. These findings suggest that intentional
self-regulation can help to promote a positive school climate
and reduce adolescent loneliness, which in turn can reduce
the risk of POGU. However, intentional self-regulation cannot
eliminate the risk of adolescent POGU merely due to its
effects on loneliness. Even so, this study contributes to the
literature by enhancing our understanding of adolescent POGU
etiology and suggesting the potential success of improving
intentional self-regulation as a personal capability in POGU
intervention programs.

Practical Implications
The findings of this study have important theoretical and
practical implications. Our findings suggest that loneliness
is an important mediator in the relation between perceived
school climate and POGU. Thus, teachers and parents may
prevent adolescent POGU and intervene in this behavior by
reducing adolescents’ loneliness. Moreover, our findings suggest
that the negative link between school climate and adolescent
POGU through loneliness is stronger for adolescents with poor
intentional self-regulation than for those with high intentional
self-regulation. Therefore, it is important to foster more positive
perceptions of school climate among adolescents, especially
among those with poor intentional self-regulation.

Limitations
Several limitations should be noted regarding this study. First,
the data were collected using self-report measures; thus, common
method biases may have existed. Second, this study only adjusted
for the covariates of adolescents’ gender, age, parent-adolescent
relationship, and impulsivity. Future research should consider
other relevant control variables, such as family function and peer
context. Third, as the generalization of our results from this
small sample of Chinese adolescents was difficult, future research
should attempt to recruit larger samples from wider cultural
and/or geographical settings for the purpose of clarifying the
relationships between the variables in this study.
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The aim of this paper was to assess strengths and fragilities in children aged 6

to 10 who suffered one or more hospitalizations. State and trait anxiety, coping

abilities, and cognitive and affective functioning through play were assessed using a

triangulation approach. Fifty hospitalized children aged 6–10 were compared to 50

non-hospitalized children, and children at first admission were compared with children

with more than one hospitalization experience. The State-Trait Anxiety Scales Inventory

for Children was administered for assessing trait and state anxiety, and the Children’s

Coping Strategies Checklist (Revision 1) was administered to assess coping dimensions.

The Affect in Play Scale - Preschool - Brief (Extended version) was used to assess

cognitive and affective dimensions of play. No significant differences were found for

trait anxiety between hospitalized vs. non-hospitalized children. Instead, as expected,

state anxiety was significantly higher in hospitalized childen than in the non-hospitalized

children. Hospitalized children reported higher scores than non-hospitalized children

in support-seeking strategies. As for pretend play, hospitalized children showed

significantly higher cognitive scores than non-hospitalized children. However, hospitalized

children appeared significantly more restricted in their affect expressions. No significant

differences were found for play and anxiety scores between children admitted for the

first time in the hospital ward and children with more than one admission. However,

children at first admission scored higher in coping and positive cognitive restructuring and

in avoidance-coping strategies than children with more than one admission. The initial

assessment of the interplay of key variables such as anxiety, coping and play can inform

healthcare professionals by serving as a guide in order to determine a child’s risk for

negative psychological outcomes due to hospitalization, to plan appropriate interventions

and to provide substantial assistance to hospitalized children in the future.

Keywords: anxiety, coping, symbolic play, hospitalized child, assessment

INTRODUCTION

Hospitalization for children means leaving their home and their caregivers and siblings and an
interruption of their daily activities and routines. Moreover, hospital wards are often associated
with staying in a “cold and medical” setting, facing fear of medical examinations, pain, uncertainty,
and loss of control and safeness [e.g., (1, 2)]. This is particularly true for elementary school children
who are involved in mental, emotional, and social adjustment developmental tasks. Literature
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about hospitalization during childhood underscores how, in the
short term, extreme distress may compromise the completion
of a required medical procedure, while in the long term it
may lead to difficulties in future intakes that discourage the
use of medical treatments (3–6). Moreover, anxiety-provoking
experiences (such as hospitalizations) can affect children physical
growth, personality, or emotional development (7). Burns-
Nader and Hernandez-Reif (2) stressed that to determine
children’s needs in the medical setting, specialists have to carry
out a psychological assessment in order to detect potential
stress, anxiety, coping abilities, and play skills to provide age-
appropriate interventions.

Usually, children feel anxious before encountering medical
professionals, as well as experiencing a hospitalization (7).
Empirical studies suggest that children express anxiety through
regression in behaviors, aggression, lack of cooperation,
withdrawal, and difficulty recovering from procedures (8, 9).
Literature shows that children involved in psychological
programs were more able to contain anxiety, showing lower
levels of anxiety assessed before surgery, and reporting less
postoperative anxiety (10). Previous studies supported the
importance of specific clinical measures to assess children’s
anxiety in medical settings (11). Indications provided by tailored
tools, might be helpful to support children in approaching
medical situations with a sense of comfort, achievement, and
control. Few empirical studies have been carried out on levels
of trait and state anxiety in hospitalized children (12). Trait
anxiety follows the child in everyday experiences including
hospitalization and as such, if elevated, has to be recognized as a
vulnerability for the child. State anxiety could originate from the
hospital experience. The literature shows that among children
aged 5–11, it vanishes from hospital admission to discharge (13).
Trait vs. state anxiety is not often assessed, and subsequently
undertreated (14). Trait anxiety plays an important role in the
child’s response to hospitalization (9, 15). The higher a child’s
trait anxiety, the higher his or her perception of hospitalization
as a stressful experience will be and the less effective will be his or
her ability to cope (15, 16).

Burns-Nader and Hernandez-Reif (2) suggested it is
fundamental to foster effective coping to minimize anxiety in
children experiencing a medical situation. Coping in children
can be defined as a collection of conscious and purposeful efforts
that are directed at the regulation of aspects of the self (emotion,
cognition, behavior, and physiology) and the environment
in contexts involving stress [e.g., (17–19)]. Adaptive coping
strategies could fail under stressful conditions (20–22). Effective
coping behaviors provide resilience to mitigate the likelihood
of adverse outcomes and potentially enhance growth (23–26).
Effective coping promotes adjustment to stressful life events,
well-being, competence and resilience during childhood and
adolescence (27). Blount et al. (28) highlighted the importance
to consider coping a multidimensional construct. Specifically,
Skinner et al. (21) suggested that five categories of coping are
clearly crucial across ages and have been empirically supported
in children and adolescents (17, 29–32): problem-solving,
positive cognitive restructuring (active coping), support seeking,
avoidance, and distraction. Research findings suggested that

psychological outcomes related to hospitalization are linked to
children’s coping styles (33). Avoidant coping is mainly used
during the acute phase of health care or hospitalization, whereas
active coping is prominent in the recovery phase (7). Avoidant
coping strategies are characterized by restricted thoughts on
an upcoming event, denial of worries, and disconnection from
stressful stimuli. They seem to be less effective in reducing
the stress connected to hospitalization (12). With regard to
the link between previous hospitalization and anxiety/coping,
conclusions are not well-established. Some research has found
that previous hospitalization is not related to a child’s anxiety
or coping (12, 34). However, children with no previous
hospitalization, as well as those with fewer previous surgeries,
showed higher anxiety than the ones who were already familiar
with the medical setting (13, 35).

Among others, play is considered a coping method for
children who experience a hospitalization, because play activity
allows to express and elaborate affects and to show problem-
solving abilities (36, 37). Play allows children to convey their
feelings and control stressful experience because through it
children can recreate and transform their life events (2, 38,
39). In a study in which outcome measures were not assessed,
hospitalized children stated that they used play to manage
stressful experiences more frequently than non-hospitalized
children (2, 40). For such a purpose, symbolic play, or
pretend play, represents an important integration opportunity
of cognitive, affective, and interpersonal competencies. Play
facilitates representation of the world and helps children to
express their feelings, make choices, transform stories, use
imagination, focus on stressful or unfamiliar themes, and develop
skills (41–44). A growing amount of research has supported
the validity and reliability of the Affect in Play Scale [APS,
(43)], a measure to assess pretend play with children. Both the
original and the brief version, which does not include video-
recording, showed good psychometric properties in school and
preschool-based samples of typically developing children in
the United States and in Italy (45–52). The existing literature
underlines the importance of providing children with play
sessions in the hospital playroom, at the bedside, or even in
waiting rooms of hospital wards (2). Li et al. (53) highlighted
the role of play intervention in reducing distress and anxiety
in children that are hospitalized. Although, O’Connor (54)
indicated pretend play as a natural mediator with hospitalized
children, there is a paucity of valid and reliable tools devoted to
it (55). So, the assessment of cognitive and affective abilities in
pretend play during hospitalization of children, should be seen as
beneficial for researchers and clinicians (56, 57).

The aim of the current paper was to assess the strengths and
fragilities of hospitalized children aged 6 to 10 who suffered one
or more hospitalization, comparing them to a community sample
of non-hospitalized children. More specifically, the purposes of
the current paper were twofold: to compare the level of state
and trait anxiety, coping, and pretend play in (a) hospitalized
vs. non-hospitalized children and (b) children at first admission
vs. children with more than one hospitalization experience. In
order to accomplish these goals, state and trait anxiety, coping
abilities, and cognitive and affective functioning through play
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were assessed using a triangulation approach, which refers to the
application and combination of several research methods in the
study of the same phenomenon (58–60). In this study different
information about the hospitalized children was collected using
quantitative mixed methods (questionnaires and play tasks)
gathered by the children themselves and compared with the same
tools gathered by non-hospitalized children.

Attention was given to tools with adequate psychometric
properties that can inform about a child’s life by serving
as a guide for initial assessments in pediatric wards where
often a qualitative assessment is preferred. We hypothesized
no significant differences in trait anxiety between hospitalized
and non-hospitalized children, because it accompanies the child
in everyday experience. Instead, state anxiety was expected to
be higher.

MATERIALS AND METHODS

Procedure
The administration was carried out in compliance with the
ethical standards for research outlined in the Ethical Principles of
Psychologists and Code of Conduct (61). The study was approved
by the ethics committee of the hospital including the pediatric
unit and by the ethics committee for psychological research
of Padova University (2017/num 2310). Each participant was
met individually in a place where he or she could comfortably
play and complete the questionnaires. During each session,
participants were first engaged in the play task to assess
cognitive and affective pretend play processes and later the
two questionnaires were administered. No reward was offered
for participation.

Participants
Power analysis to estimate the sample size was carried out using
G∗Power 3.1 (62). The sample size was inferred by considering
three factors: a significance level of 0.05 (one tail); a medium
effect size based on previous studies (53); and a power of
0.80. Power analysis indicated that there was an 80% chance of
correctly rejecting the null hypothesis of no difference between
hospitalized and non-hospitalized children, with a total sample
of 100 (50+ 50) participants.

Thus, 50 hospitalized children (22 boys and 28 girls) aged 6–
10 were recruited from a pediatric clinic in Northern Italy and 50
non-hospitalized children (22 boys and 28 girls) were recruited
from elementary schools in Northern Italy.

Hospitalized Children
Participants were a convenient sample of children admitted
at the Pediatric Clinic of the University of Padova, during
a 13-month period. In this period, 50 pediatric patients met
the criteria selected for the present research. Inclusion criteria
included children diagnosed by a physician as affected by
middle (e.g., rheumatologic, cardiac, and metabolic pathologies)
or transient pathologies (e.g., appendicitis or tonsillitis) or
both. Moreover, children with psychiatric symptoms, severe
cognitive impairment, and maladjustment were excluded. This
information was collected in an anamnestic form fulfilled by

parents, who signed written consent. Forty-two percent of
selected children (n = 21) were at their first admission into the
ward, and 58% (n = 29) had more than one admission to the
hospital ward. Among the latter, 11% (n = 5) were admitted for
different reasons, whereas 49% (n = 24) were admitted for the
same reason. The admission period lasted between 5 and 10 days.
Measures were administered in a quiet room, after a warm-up
meeting with the examiner. The administration was scheduled in
order not to interfere with the daily medical routine.

Non-hospitalized Children
Non-hospitalized children were selected randomly from a larger
sample matched by gender and age with the hospitalized
children. Children with psychiatric symptoms, severe cognitive
impairment, and maladjustment were excluded. Consent forms
were sent home to parents. Children were allowed to participate
in the study after parents provided written consent. A brief
questionnaire about the children’s physical health was sent to
parents for the assessment of possible hospitalization. Each
participant was met individually during school hours in a
room where the children could comfortably play and complete
the questionnaires. Some familiarity with the examiner was
established before task administration. During each session,
participants were first engaged in the play task to assess
cognitive and affective pretend play processes and later the two
questionnaires were administered.

MEASURES

State-Trait Anxiety Inventory for Children [STAI-C; (63, 64)]
is a self-report measure developmentally adequate for assessing
anxiety symptoms in children aged 9–12 years, but it can be used
with younger children with average or above average reading
abilities. It includes two separate scales for measuring two anxiety
concepts: state and trait anxiety. The state scale, a measure
of transitory anxiety states, consists of 20 statements that ask
children how they feel at a particular moment in time. The items
all start with the stem “I feel” and next to each stem respondents
have to choose among three responses the one that best describes
their state (e.g., very calm, calm, or not calm). The trait scale
consists of 20 statements that ask children how they generally
feel. It measures relatively stable individual differences in anxiety
proneness. The items are rated on a 3-point scale with responses:
hardly-ever, sometimes, and often. STAI-C showed adequate
psychometric features in both international and national samples
[e.g., (65, 66)]. Cronbach’s alpha for the state scale was 0.79
for hospitalized and 0.71 for non-hospitalized children; alphas
for the trait scale were 0.77 and 0.76 for hospitalized and non-
hospitalized children, respectively.

Children’s Coping Strategies Checklist-Revision 1 [CCSC-R1;
(67)] includes 54 statements. Each statement starts with “If I
have a problem” and is followed, for example, by “I tell others
how I would like to solve it.” Children have to indicate how
frequently they usually adopted the coping strategies described in
the item on a 4-point Likert scale: 1 = never, 2 = sometimes, 3 =
often, and 4= always. CCSC-R1 is composed of 13 subscales and
five dimensions: problem focused, coping and positive cognitive
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restructuring, distraction coping strategies, avoidance coping
strategies, and support-seeking strategies. Examples of items are
as follow: problem focused (“You thought about what you needed
to know before”); coping and positive cognitive restructuring
(“You told yourself you could handle whatever happens”);
distraction coping strategies (“You watched TV”); avoidance
coping strategies (“You tried to stay away from things that
made you feel upset”); support-seeking strategies (“You talked to
someone who could help you solve the problem”). Thus, CCSC-
R1 includes two dimensions of active coping (problem-focused
coping and positive cognitive restructuring), two dimensions
connected with avoidance (distraction and avoidance coping
strategies), and finally one dimension connected with support-
seeking strategies. In this paper, each scale was made of the sum
of the items. In the Italian validation, all dimensions yielded
adequate reliability (68). Cronbach’s alphas for the current study
ranged from 0.67 to 0.87 for hospitalized children and from 0.55
to 0.77 for non-hospitalized ones.

The extended version of the Affect in Play Scale-Preschool
Brief Version [APS-P-BR; (43, 46–50)] is a structured
individually administered 5min play task that allows evaluation
of the affective and cognitive aspects (affect, imagination,
organization, and comfort) in child’s play using a standardized
and empirically validated administration procedure and in

vivo scoring attribution (43). Children are asked to play
with a set of plastic and stuffed toys [for further detail see
(49)]. Six primary scores (four cognitive and two affective)
are assigned using a detailed scoring manual (43). The four
cognitive scores are organization, elaboration, imagination,
and comfort, coded on a 4-point Likert scale. Two main scores
concerning affects are frequency of affect and tone [see (49)].

Psychometric characteristics of APS-P-BR Extended version
showed satisfactory results (49).

DATA ANALYSIS

Student’s one-tailed t-tests for independent samples was
performed on the APS-P-BR Extended version, state and trait
STAI-C, and CCSC-R1 scores to compare hospitalized vs. non-
hospitalized children. Moreover, a Student’s one-tailed t-test for
independent samples on all variables was performed to compare
means of children who were admitted in the hospital ward for the
first time vs. children who were admitted more than one time. A
one-tailed test was considered appropriate because the aimwas to
check if the estimated value may depart from the reference value
in only one direction.

RESULTS

Means and standard deviations for all variables for hospitalized
and non-hospitalized children are reported in Table 1.

Student’s t-test value for independent samples was calculated
for all tools administered to compare hospitalized vs. non-
hospitalized children. Results are shown in Table 1.

Regarding anxiety, as expected no significant differences
were found for trait anxiety. However, hospitalized children
showed a higher level of state anxiety with a medium effect
size. Focusing on coping strategies, support-seeking strategies
showed hospitalized children reporting higher scores than
non-hospitalized ones, with medium effect size. In regards
to distraction, hospitalized children reported lower distraction
scores. No other differences were found concerning this measure.

TABLE 1 | Means, standard deviations and Student’s t-test for hospitalized and non-hospitalized children.

Hospitalized

(n = 50)

Non-hospitalized

(n = 50)

t(98) p* d

M SD M SD

Age 8.10 1.62 8.96 0.98

STAI-C

State 31.22 6.76 29.34 4.15 1.68 <0.050 0.33

Trait 36.98 6.44 35.98 6.19 0.79 0.215 0.16

CCSC-R1

Problem focused 2.48 0.54 2.64 0.49 −1.53 0.064 0.31

Positive cognitive restructuring 2.54 0.57 2.51 0.45 0.34 0.367 0.06

Distraction 2.64 0.71 2.87 0.52 −1.85 <0.050 0.37

Avoidance 2.65 0.50 2.50 0.72 1.60 0.056 0.24

Support–seeking 2.50 0.72 2.15 0.54 2.79 <0.010 0.55

APS-P-BR

Organization 3.36 0.85 3.18 0.83 1.07 0.143 0.21

Elaboration 3.24 0.87 2.48 0.81 4.51 <0.010 0.90

Imagination 3.42 0.76 2.96 0.70 3.15 <0.010 0.63

Comfort 3.28 0.86 3.14 0.88 0.81 0.211 0.16

Frequency of affect 3.52 0.74 3.94 0.24 −3.15 <0.010 0.76

Tone 2.74 0.83 2.96 0.40 −1.69 <0.050 0.34

*one-tailed.
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As for pretend play, hospitalized children showed significantly
higher elaboration and imagination than non-hospitalized
children, with high and medium effect size, respectively.
However, they appeared significantly more restricted in their
affect expressions and with lower scores on tone, with high and
medium effect size.

Means and standard deviations for children admitted for the
first time in the hospital ward and children with more than one
admission as well as Student’s t-test for independent samples are
reported in Table 2.

No significant differences were found for play and anxiety
scores. For coping strategies, children at first admission scored
higher in coping and positive cognitive restructuring and in
avoidance-coping strategies than children with more than one
admission. Effect sizes of these differences were medium.

DISCUSSION

This triangulation study evaluated state and trait anxiety, coping,
and pretend play in a sample of hospitalized school-age Italian
children compared with a control group of children of the
same age never hospitalized. Trait anxiety did not differentiate
significantly hospitalized vs. not hospitalized children, meaning
that anxiety levels that typically accompany children during their
everyday life experiences did not seem to be affected by the
hospitalization. Trait anxiety did not differentiate significantly
children at their first admission vs. children who already
experienced hospitalization, meaning that the structural level of
anxiety, so-called trait anxiety, was maintained at a normative
level and was not undermined by the hospitalization experience
(9, 15). As expected, state anxiety that was influenced by stressful
transient experiences, such as the hospitalization, was higher

in hospitalized children, with no difference in one-admission
or multiple-admission subgroups (53). Referring to coping,
hospitalized children reported a higher level of support seeking
but lower score on distraction. As expected, children in the
hospital ward are looking for more support by parents, nurses,
or volunteers, but they are forced to reduce distraction strategies,
such as sport or watching TV. No significant differences were
found between hospitalized and non-hospitalized children for
the two dimensions of active coping—problem-focused and
positive cognitive restructuring. Literature suggested that an
increase in problem-solving strategies is typical of this stage
of development (27), showing that school age children are
involved in a gradual shift from behavioral actions to more
cognitive-based coping (69, 70). This pattern seemed to be valid
independently from hospitalization experience. However, when
looking at the two subsamples of hospitalized children, positive
cognitive structuring and avoidance appeared significantly
higher for children in their first admission. As Wilcox (33)
suggested, the effectiveness of coping strategies are affected
by recurrence and length of admissions. Children with more
than one hospitalization are less prone in avoiding the stress
of the situation and in recalling positive thoughts. Despite the
unpleasant experience of hospitalization, hospitalized children
in this study were able to maintain an organized pretend play
and appeared comfortable in play at the same level as non-
hospitalized children. Moreover, they used a higher amount of
variety and complexity of embellishment in the story themes
(elaboration) and a higher amount of fantasy and number
of transformations (e.g., using one thing as another) in the
play (imagination). Their more sophisticated elaboration of the
scenario and the more prominent use of transformation in
their storytelling might represent a useful way to deal with the

TABLE 2 | Student’s t for hospitalized children with one or more admissions.

First admission

(n = 21)

More than one

(n = 29)

t(48) p* d

M SD M SD

STAI-C

State 31.62 7.18 30.93 6.56 0.35 0.363 0.10

Trait 35.91 6.12 37.76 6.67 −1.00 0.160 0.29

CCSC-R1

Problem focused 2.59 0.69 2.40 0.40 1.21 0.115 0.37

Positive cognitive restructuring 2.75 0.50 2.39 0.57 2.29 <0.050 0.67

Distraction 2.69 0.54 2.60 0.82 0.46 0.323 0.13

Avoidance 2.81 0.52 2.53 0.47 1.96 <0.050 0.56

Support–seeking 2.55 0.77 2.47 0.70 0.41 0.343 0.11

APS-P-BR

Organization 3.33 0.86 3.38 0.86 −0.19 0.426 0.06

Elaboration 3.19 0.86 3.28 0.88 −0.34 0.368 0.10

Imagination 3.33 0.80 3.48 0.74 −0.68 0.248 0.19

Comfort 3.29 0.78 3.28 0.92 0.04 0.484 0.01

Frequency of affect 3.48 0.68 3.55 0.78 −0.36 0.362 0.09

Tone 2.90 0.94 2.62 0.73 1.20 0.117 0.33

*one–tailed.
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distressing, unfamiliar, and painful reality of the hospitalization
experience [e.g., (54)]. However, hospitalized children were more
restricted in their expressions of affections in play, maybe for
fear of being overwhelmed by a great variety and amount of
affects that hospitalization could activate. It is interesting that the
trend was maintained both for children at first hospitalization
as well as for children with more than one hospitalization.
Repeated hospitalizations do not seem to influence cognitive or
affective components of play. Altogether, in this study the results
showed that hospitalized children were able to organize a pretend
play and trait anxiety did not differ from not clinical children.
Moreover, they expressed active coping, but they also try to use
avoidance defenses and they recognized their need for support.

However, this research has several limitations. This study
was exploratory in nature. First, the sample was small and
was made up of children affected by different kinds of
diseases. Moreover, the generalizability of the results might
be biased by the sampling method used for the collection
of hospitalized children. Even though the sample size was
supported by the power analysis, the number of participants
was also affected by the recruitment in a hospital ward and
by the restricted time schedule of the agreement with the
hospital itself. Research and clinical literature showed the
use of play in hospital, but often introduced and interpreted
in a qualitative way: the use of the APS-P-BR Extended
version would give the experts a way to assess in a more
empirical way how the hospitalized children would be able
to organize or not a pretend play in a distressful period of
their lives.

There is a paucity of research on quantitative assessment with
a triangulation method, mostly used to combine qualitative and
quantitative approaches. The present paper aimed to propose the
use of three validated measures to highlight children functioning
in the experience of hospitalization. Even though anxiety, coping,
and play are singular important aspects, their interplay might
shed more light on the way children face a stressful experience,
capturing the different dimensions of the same phenomenon.
Referring to Lewick (7), beginning a health care assessment as
it was proposed in this study stressing children’s resources and
labilities means to recognize and support patients’ resilience, or
strengths, and contributes in understanding the way in which
a child patient can manage struggles in his or her life. In
this way, a medical professional helps the patient to focus on

and bring out his or her internal resources in order to deal
with and overcome his or her concerns about the medical
problems. Both strengths and difficulties should be relevant
for—and emphasized by—medical professionals. In addition,
starting from the resources and reframing negative talk around
the child, a health care provider can decrease a child’s anxiety
and maladaptive trauma responses, regardless of the specific
reasons for medical treatment. At last, the advice given tomedical
professionals to speak aloud a child’s positive qualities during
the first assessment (as well as whenever possible) is of crucial
importance because it may be the only time in a day a child hears
about them.
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Parental factors contribute to ADHD, partly in an etiological way and partly as moderators

and mediators of child outcomes and treatment effects. An important aspect of parenting

seems to be parental reflective functioning (PRF), defined as the parent’s capacity to

reflect upon his own and his child’s internal mental experience. The studies on parenting

factors linked to ADHD have not extensively investigated the role of PRF. Recent findings

on interventions have begun to consider mentalization to promote empathy and emotion

regulation in parents, but empirical studies assessing PRF are still scarce. The aim

of this cross-sectional study was to compare specific familial and parental functioning

characteristic between parents of children with attention deficit/hyperactivity disorder

(ADHD) and parents of controls without ADHD. A clinical sample of 41 children with

ADHD aged 8–11 years and their parents was compared with a matched, non-clinical

sample of 40 children. Three aspects of parental functioning were investigated: parental

symptomatology, parental alliances and PRF; children’s differences in strength and

difficulty profiles were also assessed. The results showed that families of children with

ADHD had lower socioeconomic status, and both mothers and fathers of the same

families reported higher scores for depression and lower PRF than did the control

group; only mothers showed lower parental alliance. Logistic regression highlighted the

fact that several of these familial and parental factors contributed to the increased risk

of belonging to the clinical group, specifically both mothers’ and fathers’ depressive

symptoms and lower PRF. These data represent new findings with potentially meaningful

clinical implications for both assessment and intervention.

Keywords: ADHD, co-parenting, parents’ symptomatology, parental reflective functioning, assessment

INTRODUCTION

Attention deficit/hyperactivity disorder (ADHD) is one of the most prevalent neurodevelopmental
disorders and constitutes a common cause for referral to psychological and psychiatric
services. Although inattention and hyperactivity/impulsivity are core symptoms defining the
disorder (1), it is characterized by a wide variability of symptoms and difficulties in
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functioning (2). Furthermore, it is known that impairments can
be either alleviated or exacerbated by environmental factors (3).
In fact, longitudinal studies have shown that ADHD expression
is influenced by the complex interaction between genetic factors
and environmental variables (4).

Because environmental factors can either alleviate or
exacerbate the functional impairments caused by ADHD (3),
studies have recently investigated the impact of specific parenting
features on the expression and development of children’s ADHD
and on treatment effects (5–7).

In the last two decades, several studies have reported
substantial differences in parental psychopathology and family
functioning between families of childrenwith ADHDand parents
of no-ADHD controls (i.e., 6) (8). The effects are likely to
be complex, and over time, both children and parents may
be reinforced for maladaptive behaviors. On the one hand,
the demanding, moody and uncooperative behavior described
among children with ADHD can represent a parenting challenge
and has an impact on parental behavior and adjustment. On
the other hand, parenting characteristics and difficulties may
exacerbate children’s behavioral difficulties and the course of the
disorder (9–12).

Studies on parental psychopathology characterizing families
with ADHD have focused mainly on depressive disorders (13,
14). Recently, more attention has been paid to anxious-type
symptoms (15, 16). Several studies have found that parents of
children with ADHD report higher levels of depression and
anxiety symptoms than do parents of children without ADHD
(16, 17). Studies comparingmothers and fathers showed a greater
presence of depression and anxiety symptoms in mothers than
in fathers (18, 19). However, data are inconsistent because other
studies did not find the same differences in psychopathology
between parents of children with ADHD and parents of children
in the control group, suggesting the need to further investigate
this controversial issue (20). A recent meta-analysis showed that
the research on these topics has largely focused on mothers, with
fewer studies on fathers (21).

In regard to familial dimensions, Kaplan et al. (22) found
that parents of children with ADHD reported more difficulties
in family functioning. Families with ADHD are characterized
by lower parental agreement or consistency regarding the
management of their children (23) and higher levels of conflict
in marital interactions [e.g., (23–25)]. Parents of children with
ADHD are more discordant and conflictual than parents of
controls, showing lower levels of parental alliance and more
arguments about child-related and co-parenting issues (5, 26).
However, few studies have focused on co-parenting alliances in
families with ADHD.

In addition to studies on parents’ psychopathological
symptoms and parental alliances, research in the ADHD
field has recently begun to empirically investigate the role of
mentalization both in adults with ADHD and in parents of
children with ADHD, as well as in some parenting interventions.
Mentalization, operationalized as reflective functioning (RF),
refers to the human capacity to understand behavior in light
of underlying mental states and intentions. Impairments in this

capacity have been implicated in a wide variety of disorders and
behavioral problems (27).

In adults with ADHD, it has been at first assumed that
RF impairments could be an important process underlying
attentional, hyperactive/impulsive and emotional symptoms.
Confirming this hypothesis, Perroud et al. (28) have recently
found that adults with ADHD show impaired RF with respect
to a healthy control group and that these impairments
were intrinsically linked and correlated with attention and
hyperactive/impulsive symptoms.

More recently, studies with parents of children with ADHD
focused on parents’ general capacity to reflect on mental states
(i.e., RF) with more details on parental reflective functioning
(PRF). It has been argued that the capacity to reflect on a
specific relationship with a significant other could differ from
more general mentalizing processes (29, 30). PRF is defined as
parents’ capacity to comprehend the developing mind of their
child, reflect upon it and hold in mind the inner life of the child.
As Sharp and Fonagy (29) noted, parents’ capacity to engage
their child in an accurate and appropriate way, is influenced
by their own RF and the child’s characteristics, especially their
temperament. Previous studies have indicated that the parental
capacity to give meaning to children’s behavior shapes the
parents’ affective and behavioral reactions to the child (31). It
has been hypothesized that the parents’ capacity of children with
ADHD to think about the mental processes underlying children’s
expressed emotions and behaviors, enhances their ability to
contain the child’s emotional and physical needs, leading to
improvement in managing the child’s distress (32, 33). In a
sample of parents of children seeking ADHD treatment, Gershy
and Gray (9) found that parents’ capacity for mentalization
serves as a buffer against parental hostile feelings, specifically
among emotionally dysregulated parents. Parents’ capacity to
use mentalization while describing their child was assessed
with mind-mindedness (34), using a single question interview
in which parents were asked to describe their child. These
findings highlight the potential role of parental mentalization as
a protective mechanism in families of children with ADHD.

Recently, a more cost-effective and less time-consuming new
measure to assess parents’ capacity for mentalization has been
validated. The Parental Reflective Functioning Questionnaire
[PRFQ; (35)] is a brief and multidimensional assessment tool,
quite different from mind—mindedness used in the previous
study with parents of children with ADHD by Gershy and Gray
(9). Studies that have assessed PRF using the PRFQ have shown
that a parent’s capacity to mentalize may be a critical factor in
tolerating an infant’s distress, enhancing more positive discipline
strategies, and perceiving less parenting stress (33, 36–38). Hence,
these studies showed that PRF may foster feelings of efficacy
in dealing with distressing situations and interactions. As no
research to date have assessed PRF with the PRFQ, and only one
study has investigated mindmindedness in a sample of parents of
children seeking ADHD treatment, studies exploring differences
in PRF in parents of children with ADHD are needed.

Given the need to expand knowledge of the relationship
between ADHD and parenting dimensions, specifically PRF, as
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a starting point, a cross-sectional and correlational study was
carried-out. The aims of this study were as follows:

(1) To assess anxiety, symptoms of depression, and co-
parenting alliances in both mothers and fathers, comparing
parents of children with/without ADHD. Given that, until now,
most extant research has focused mainly on mothers, to explore
the possible role of fathers seems to be crucial;

(2) To investigate potential PRF impairments in parents of
children with ADHD. Until now, no studies have compared
parents’ PRF in a clinical and control group. We hypothesized
that the PRF scores of parents of children with ADHD would
have been lower than those of control group;

(3) To further investigate the relation between the
aforementioned parental and familial factors and the probability
of increased risk of belonging to the clinical group. A higher
probability of the presence of ADHD was expected to be related
to higher parental symptomatology, lower parental alliances, and
lower levels of PRF.

METHODS

Participants and Procedure
In order to estimate the sample size, power analysis was carried-
out using G∗Power 3.1 (39). Three factors were considered, both
for logistic regression and MANOVA. With regard to logistic
regression, odds ratio = 2 (p H1 = 0.25, p H0 = 0.15), α = 0.05,
and power = 0.90 were selected. Power analysis indicated that
there was a 90% chance of correctly rejecting the null hypothesis
that predictor variable was not associated with outcome variable,
with a sample of 168 participants. As to MANOVA, a significant
level of 0.05, a small effect size for a conservative approach
(f 2 = 0.10), and a power of 0.90 were considered. Power
analysis indicated a total sample size of 100 participants. Thus,
one hundred and seventy-eight parents of children aged 8–11
were recruited.

Eight children belong to the control group were excluded
for data analysis due to presence of difficulties referred by their
parents or because they were under psychologically treatment.
Therefore, the sample included 162 parents of 81 children aged
8 and 11 years (69.1% males); see Table 1.

The clinical group consisted of 41 children (mean age =

9.37 years; SD = 1.68), including 34 males and 7 females
and their parents enrolled from two clinical centers in
central Italy specialized in the assessment and treatment of
neurodevelopmental disorders. The clinical group was selected
by means of the director of the centers from their clinical
populations, on the basis of the following inclusion criteria:
(a) children having ADHD at their first diagnosis, according to
DSM-5 criteria; (b) children having an IQ > 70; and (c) parents
having good knowledge and fluency of the Italian language. All
of the cases selected participated in the study and completed
the measures at the center during a visit within the assessment
phase. For the clinical group, the mean age of mothers was
40.29 years (SD = 2.72), and the mean age of fathers was 47.21
years (SD= 4.74).

The control group consisted of 40 children (22 males and 18
females) matched with the clinical group on age (mean = 9.55;

SD = 0.56; F = 0.426, p = 0.516), as well as their parents. They
were recruited through two public schools in the same region.
Parents were asked to participate in the study by the teachers and
were enrolled through convenience sampling in three different
classes. The response rate among cases was 96%. The mean age of
mothers was 42.03 years (SD= 6.48), and the mean age of fathers
was 48.80 years (SD = 3.48). All the parents participating in the
study completed a sociodemographic questionnaire according
to Hollingshead’s Four Factor Index of Social Status (40), a
general form on the child regarding the presence of any illness
or disability (either physical or mental) or any possible problems
at school, and some questionnaires (see Measures paragraph).

Families had a middle level of socioeconomic status (SES)
in both the clinical group (mean = 36.78; SD = 7.68) and the
control group (mean = 41.05; SD = 7.81). ANOVA showed
significant differences between the two groups (F = 4.72; p =

0.033; η2p = 0.056).
Children filled in the Italian version of the Strengths and

Difficulties Questionnaire [SDQ; (41)] as behavioral screening
to control for differences in strength and difficulty profiles.
Differences were found for the hyperactivity-inattention subscale
between the clinical and control group (F = 20.31; p <0.001;
η
2
p = 0.20). The control group showed scores within the normal

range. All the participants were Caucasian. Data were collected
after the parents’ sign of the informed consent, according to
the Ethical Principles of Psychologists and Code of Conduct of
the American Psychological Association (42). Approval by the
Ethical Committee for Psychological Research at the Department
of Philosophy and Social Sciences and Education—University
of Perugia was obtained, in line with the Italian Association of
Psychology (AIP) Code of Conduct.

MEASURES

Parents’ Measures
State and Trait Anxiety Inventory—Y [STAI-Y; (43)]: it is a self-
report consisting of 40 items that measure two kinds of anxiety
using a 4-point Likert scale ranging from 1 (not at all) to 4 (very
much so). Twenty items assess state anxiety (or anxiety about
a specific moment or event), and 20 items assess trait anxiety
(or anxiety as a personal characteristic). The STAI has good
internal consistency, test-retest reliability for the STAI Trait scale,
sensitivity to the detection of stress for the STAI State scale, and
convergent and discriminant validity (43). The Italian version of
the STAI—Y (44) was used, showing good internal consistency
and adequate test-retest reliability.

Center for Epidemiologic Studies Depression Scale [CES-D;
(45)]: it is a brief self-report consisting of 20 items on symptoms
of depression developed to measure depression severity in the
general population. According to the measure, parents were
asked to respond using a 4-point Likert scale, ranging from 0
(rarely) to 3 (all of the time). The Italian version of the CES-D
was used (46). The Italian version of the CES-D exhibits adequate
internal consistency.

Parental Alliance Measure [PAM; (47)]: a 20-item self-
report questionnaire that assesses the parenting aspects of a
couple’s relationship in terms of co-parenting alliance (the
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TABLE 1 | Descriptive statistics in terms of means and standard deviation and frequencies for sample description.

Clinical group Control group

N Mn SD N Mn SD F 1 (95% CI) η2p

Children

Male 34 22

Female 7 18

Age 41 9.37 1.68 40 9.55 0.57 0.426 0.184 (−0.378/0.746) 0.005

SDQ hyperactivity-inattention 41 4.39 1.37 40 2.85 1.39 20.31 −1.54 (−2.21/−0.860)* 0.204

Family

Mothers age 41 40.29 2.72 40 42.03 6.48 2.48 1.73 (0.119/−0.457) 0.030

Fathers age 41 47.21 4.50 40 48.80 3.62 3.01 1.59 (−0.234/3.42) 0.038

SES 41 36.78 7.69 40 41.05 7.81 6.14 4.27 (0.841/7.69)* 0.070

ANOVA shows differences between the clinical (41) and control groups (40).

*p < 0.05 significant difference.

η
2
p : ≥0.0099 small effect size; ≥0.0588 medium effect size; ≥0.1379 large effect size.

SES, socioeconomic status; SDQ, strength and difficulties questionnaire.

communication, levels of cooperation and mutual respect they
exhibit with regard to their children’s care) using a 5-point Likert
scale that ranges from 1 (strongly disagree) to 5 (strongly agree).
The Italian version was used (48). Its Cronbach’s alphas show
good internal consistency.

Parental Reflective Functioning Questionnaire [PRFQ; (35)]: it
is a self-report measure consisting of 18 items, divided into three
subscales that assess PRF. The pre-mentalizing (PM) subscale
assesses parental difficulty in understanding and interpreting the
child’s mental experience; the certainty about mental states (CMS)
subscale evaluates the parents’ inability to recognize the children’s
mental state as readily apparent; and the interest and curiosity
subscale (IC) assesses the parents’ ability to think about the child’s
internal experiences and to take the child’s perspective. A 7-point
Likert scale from 1 (strongly disagree) to 7 (strongly agree) is used
to score each item. The Italian version of the PRFQ was used,
and its Cronbach’s alpha exhibited good to acceptable internal
consistency in both mothers and fathers separately (30).

DATA ANALYSIS

To investigate differences between parents of children with and
without ADHD, multivariate analysis of variance (MANOVA)
was used on parents’ symptomatology (depression and anxiety)
and familial and parental measures for mothers and fathers
separately, with SES as covariates. Effect size was measured using
partial eta-squared, in which small, medium, and large effects
were 0.0099, 0.0588, and 0.1379, respectively [(49), p. 283].

In order to understand how much, parental and familial
functioning levels increased the risk of belonging to the clinical
group, logistic regression analyses were performed on the whole
sample. All analyses were performed using SPSS, release 18 (50).

RESULTS

MANOVA showed a significant multivariate main effect of
group (clinical vs. control group) on parents’ depressive
symptomatology, parental alliance, and PRF, both for mothers
(Wilks’ λ = 0.423, F(1,80) = 13.84, p < 0.001, η

2
p = 0.577)

and fathers (Wilks’ λ = 0.501, F(1,80) = 9.658, p < 0.001, η
2
p

= 0.499). Mean, standard deviation and the univariate main
effect are shown in Tables 2, 3. Both mothers and fathers of
the clinical group reported higher level of depression than
those of the control group, with medium effect size. There
were no differences for anxiety symptoms. Regarding familial
factors, only the mothers of children with ADHD reported
lower levels of the parental alliance than those of children
without ADHD, with small effect size. Concerning PRF, mothers
of clinical group referred higher PM and CSM, as well as
higher IC levels than those of control group, with medium-
large effect sizes. Fathers of clinical group referred higher CSM
and lower IC levels than those of control group, with medium
and large effect sizes, respectively. Whereas, they reported
similar PM levels.

Table 4 shows a logistical regression analysis in which familial
and parental factors for both mothers and fathers were entered as
predictors of ADHD. The results highlighted that several familial
and parental factors contribute significantly to the increased risk
of belonging to the clinical group. In particular, in the mothers
group, an OR of 1.07 (95%CI= 1.02–1.13) indicated a significant
increase (β = 0.07, p < 0.01) in the odds of being in the clinical
group for each unit increment of CES. The same significant effect
was found in the fathers group (OR = 1.10; 95% CI = 1.02–
1.17; β = 0.09, p < 0.01). Regarding the PRFQ subscales in the
mothers group, the OR of 9.75 (95% CI = 2.59–36.71) showed
a significant increase (β = 2.28, p < 0.001) in the odds of being
in the clinical group for each unit increment of CMS. The same
significant increase was observed in the fathers group (OR =

5.10; 95% CI = 1.79–14.50; β = 1.63, p < 0.001); however, the
large CI reduced the reliability as a factor risk of both mothers’
and fathers’ CMS. With respect to the co-parenting alliance in
the mothers group, the OR of 0.96 (95% CI = 0.933–0.992)
indicated a significant decrease (β =−0.04, p < 0.05) in the odds
of being in the clinical group for each unit increment of PAM.
No significant effect was observed for fathers’ perceptions of co-
parenting alliances. Furthermore, in the mothers group, the OR
of 0.06 (95% CI = 0.012–0.295) showed a significant decrease (β
= −2.83 p < 0.001) in the odds of being in the clinical group for
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TABLE 2 | Multivariate analysis of variance (MANOVA) for group (clinical group = 41; control group = 40) with means and standard deviations for STAI, CES, and PAM.

Clinical group Control group

Mn Sd Mn Sd F(1,80) 1 (95% CI) η2p

Mothers

STAI trait 42.32 6.42 42.00 6.95 0.281 −0.82 (−3.91/2.26) 0.004

STAI state 37.60 8.46 37.27 7.969 0.354 −1.10 (−4.81/2.60) 0.005

CES-D 13.37 11.95 6.27 8.10 10.00 −7.52 (−12.25/−2.78)* 0.115

PAM 74.40 17.93 83.60 13.02 5.14 8.24 (1.00/15.48)* 0.063

Fathers

STAI trait 39.38 7.11 37.22 5.95 1.69 −2.03 (−5.13/1.08) 0.001

STAI state 34.86 7.12 34.47 7.94 0.044 1.80 (−3.97/3.21) 0.022

CES-D 12.19 11.72 4.82 6.40 11.57 −7.57 (−12.01/−3.14)* 0.135

PAM 85.27 12.60 84.92 10.47 0.163 −1.10 (−6.55/4.34) 0.002

F and associational estimates were reported. *p < 0.05 significant difference.

η
2
p : ≥0.0099 small effect size; ≥0.0588 medium effect size; ≥0.1379 large effect size.

STAI, state and trait anxiety inventory; CES-D, center for epidemiologic studies depression scale; PAM, parental alliance measure.

TABLE 3 | Multivariate analysis of variance (MANOVA) for group (clinical group = 41; control group = 40) with means and standard deviations for the PRFQ scales.

Clinical group Control group

Mn Sd Mn Sd F(1,80) 1 (95% CI) η2p

Mothers

PRFQ

PM 2.55 1.42 1.97 0.63 4.53 −0.55 (−1.06/−0.03)* 0.058

CMS 3.84 1.39 2.96 0.39 13.23 −0.87 (−0.1.34/−0.39)* 0.147

IC 4.92 1.51 6.39 0.32 30.24 1.39 (0.884/1.88)* 0.282

Fathers

PRFQ

PM 2.36 1.08 1.96 0.48 3.73 −0.38 (−0.78/0.01) 0.048

CMS 3.38 1.18 2.88 0.36 5.81 −0.49 (−0.901/−0.08)* 0.073

IC 5.08 1.32 6.14 0.48 19.31 1.03 (0.56/1.49)* 0.207

F and associational estimates were reported.

*p < 0.05 significant difference.

η
2
p : ≥0.0099 small effect size; ≥0.0588 medium effect size; ≥0.1379 large effect size.

PRFQ, parental reflective functioning questionnaire; PM, pre-mentalizing; CMS, certainty about mental states; IC, interest and curiosity.

each unit increment of the IC subscale of the PRFQ. The same
results were found for fathers (OR = 0.151; 95% CI = 0.056–
0.411; β = −1.89, p < 0.001). Neither anxious symptomatology
nor the PM subscale of the PRFQ in both parents contributed
to ADHD.

DISCUSSION

The first aim of this study was to examine possible differences
in symptoms of anxiety and depression and in co-parenting
alliances between parents of children with ADHD and parents
of control children. Results showed significant differences in
parents’ depressive symptomatology with medium effect size.
Both mothers and fathers of clinical group reporting higher
levels than those of control group. Until now, literature
on parental psychological aspects seems to be inconsistent:
numerous studies have reported more affective disorders in
the relatives of children with ADHD than in the families

of control children, specifically for depressive symptoms (51).
However, Johnston andMash (5) highlighted that the association
between parental affective disorder and child ADHD is not
as strong. Some studies have not found differences in either
the mothers or fathers of children with ADHD or the parents
of control children (20, 52). Furthermore, only a few studies
have focused on paternal psychopathology (53, 54). The present
study, according to previous data, showed higher levels of
internalizing disorder, specifically depressive symptoms, in both
mothers and fathers of children with ADHD. No differences
emerged with regard to anxious symptoms in mothers and
fathers. These results seem to be in line with evidence of a greater
risk of behavioral problems, including ADHD, in children of
mothers with depression (20, 55, 56). These findings suggest
the importance of considering fathers’ depressive symptoms
in further studies, as well as in clinical setting, because it
seems that it is an important factor in families of children
with ADHD.
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TABLE 4 | Logistic regression analysis of socioeconomic status and parental and familial measures on the presence of ADHD of the whole sample.

β χ2 Wald statistics OR 95% CI

Mothers

STAI 0.28

STAI trait 0.005 0.013 1.00 0.927–1.08

STAI state 0.000 0.000 1.00 0.917–1.10

CES-D 0.07 8.94** 7.29** 1.07 1.02–1.13

PAM −0.04 6.79** 5.93* 0.96 0.933–0.992

PRFQ 62.29***

PM −0.561 0.700 0.57 0.153–2.12

CMS 2.28 11.34*** 9.75 2.59–36.71

IC −2.83 11.89*** 0.06 0.012–0.295

Fathers

STAI 2.60

STAI trait 0.082 2.44 1.09 0.979–1.20

STAI state −0.48 1.15 0.95 0.872–1.04

CES-D 0.093 10.86*** 7.12** 1.10 1.02–1.17

PAM 0.003 0.018 0.018 1.00 0.964–1.04

PRFQ 37.611***

PM −0.47 0.691 0.625 0.206–1.89

CMS 1.63 9.33** 5.10 1.79–14.50

IC −1.89 13.68*** 0.151 0.056–0.411

STAI, state and train anxiety inventory; CES-D, center for epidemiologic studies depression scale; PAM, parental alliance measure; PRFQ, parental reflective functioning questionnaire;

PM, pre-mentalizing; CMS, certainty about mental states; IC, interest and curiosity.

*Effect was statistically significant at p < 0.05. **Effect was statistically significant at p < 0.01. ***Effect was statistically significant at p < 0.001.

Referring family functioning, not many studies have focused
specifically on co-parenting alliances. Research has documented
the relation between inter-parental conflict and child behavioral
problems in families with more frequent arguments regarding
child-related issues (26, 57). Couples of relatives of youth with
ADHD are more discordant over collaborative parenting issues
than are couples who are parents of children without ADHD
(5). These co-parenting difficulties could be related to significant
difficulties in the management of the child (58). The present
result on co-parenting alliances as perceived by parents, showed
lower level of parental alliance in mothers of children with
ADHD than in mothers of children in the control group. No
differences between the fathers of the two groups emerged. These
data could be an expression of the specific maternal parenting
role and of the greater amount of time mothers often spend
interacting with their children (23). Further studies may be
needed to analyse this discrepancy between mothers and fathers
regarding perceptions of co-parenting alliances, as the parental
alliance constitutes an important factor for success in family
interventions (59).

Although recent research indicates the importance of
mentalization in the ADHD field, both in empirical studies
and in parenting interventions, only one study to date has
investigated this issue in families of children with ADHD,
showing that parental mentalization could act as a buffer
against parental hostility (9). Recent research demonstrating
the relationship between PRF and parents’ capacity to regulate
their own emotions in the caregiving context indicates the
importance of the meaning parents apply to children’s behaviors

to determine the emotional/physiological level of arousal the
parent experiences in reaction to them (9). Drawing upon
these findings and upon studies showing more parenting and
familial difficulties among parents of children with ADHD,
the second aim of this study was to explore potential PRF
impairments in parents of children with ADHD and to compare
these impairments with those of a control group of parents. As
expected, significant differences emerged in PRF between the
two groups. Specifically, both mothers and fathers of children
with ADHD, compared to the control group, showed: (a)
a significantly higher non-mentalizing stance, showing more
difficulties in entering the subjective world of the child; (b) a
significantly higher level of certainty in mental states, showing
a greater tendency toward unjustified assumptions about their
child’s states of mind; and (c) a significantly lower level of
genuine interest and curiosity in their child’s mind. Taken
together, this specific combination of PRFQ scales suggested
that parents of children with ADHD, in comparison to parents
of children in the control group, showed greater difficulties in
recognizing the opaqueness of children’s mental states and in
understanding that they have a limited ability to truly know
what is in their child’s mind. These difficulties in tolerating
the uncertainty that occurs from not knowing why the child
is behaving in a certain way seemed to be associated with
lower genuine interest and curiosity in the child’s mental states.
Furthermore, parents’ difficulties in understanding why their
children act or feel differently from their expectations also
emerged from the more high-level non-mentalizing stance,
which expressed parents’ tendency to make maladaptive and
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malevolent attributions about the child and, broadly, to repudiate
or defend against mentalizing.

Overall, parents of children with ADHD showed more
difficulties in PRF capacities than parents of children without
ADHD. As PRF is considered a key feature of adaptive parenting
and of fostering feelings of efficacy in dealing with distressing
interactions (60), these data seemed to be in line with the
differences emerged in this study between the two groups in
depression symptoms and parenting alliances. The presence of
both parents’ depression symptomatology, maternal perceptions
of a low co-parenting alliance, and low PRF also played a
significant role as risk factors of belonging to the clinical group,
as investigated in the third aim of this study.

Difficulties in parents’ capacity to give meaning to children’s
behavior shape the parents’ affective and behavioral reactions
to the child, making parents feel more helpless, fatigued and
unsupported. As Sharp and Fonagy (29) noted, the parental
capacity to engage in accurate and appropriate mentalizing (PRF)
is considered to be also influenced by child characteristics,
and mutual affect regulation and attunement are assumed to
characterize dyadic interactions from birth onwards. The effects
are likely to be complex, and over time, both children and parents
may be reinforced for maladaptive behaviors. As outlined by
Nijssens et al. (38), the lack of feelings of control and efficacy
that may be experienced by parents with poorer PRF could
entail an increasing belief that interactions spiral out of control,
an issue frequently described in families with children with
ADHD. Furthermore, the present finding on PRF substantiated
the increasing attention paid to the role of mentalization
both in empirical studies and in parenting interventions in
the ADHD field, highlighting the potential role of enhanced
parental capacity to think about the mental processes underlying
children’s expressed emotions and behaviors in families of
children with ADHD.

Taken together, these findings on PRF add to the body of
knowledge about the role of sensitive, supportive parenting in
the developmental pathways through which child and family
characteristics transact to exert their influences over time (5).

Furthermore, as the majority of the research on parental
features as a risk or protective factor for children’s developmental
outcomes has investigatedmothers, the present findings highlight
the need for further study of the father-child relationship, which
has in the past been somewhat neglected in comparison to the
mother-child relationship (61).

Several limitations must be addressed in the present
study. The main limitation is that it is based on self-report
questionnaires. Further replication of the findings from this study
is therefore needed with interviews and observer-basedmeasures.
Furthermore, results cannot support causal relationships among
variables and no-ADHD/ADHD given that the data were cross-
sectional in nature. Finally, given the small size of the group
because the disorder is very rare, the results of this study must
be interpreted with caution, and more research in larger groups
is needed, even though sample size was adequate according to
power analysis.

Overall, the results confirmed previous studies on substantial
differences between families of children with ADHD and parents

of no-ADHD controls in parental psychopathology and parental
functioning (7). This study adds to previous research on PRF,
showing more difficulties among both parents in understanding
the underlying reasons for the child’s behavior, with respect to
the control group. The difficulties that emerged in PRF capacities
may bear clinical significance in suggesting early interventions
targeting PRF. With respect to parenting interventions, studies
have shown that improvement in mothers’ insightfulness was
associated with a decrease in children’s behavior problems
(62). Moreover, the most recent family-based intervention
approaches for ADHD have begun to consider mentalization
to promote empathy and emotion regulation in parents and
their children, but studies are still scarce (63). Considering the
difficulties that parents of children with ADHD face and the
effect of parenting dysfunction on children, several interventions
for parents of children with ADHD have been developed,
mostly of a psycho-educational style and cognitive behavioral
therapy orientation, focusing largely on guidance and skill
training (64–67). In contrast, the present findings suggest as
a focus of treatment the parents’ capacity to envision their
child as being motivated by internal mental states and to
be able to reflect on their own internal mental experiences
and how they are shaped and changed by interactions with
the child (35).

DATA AVAILABILITY

The datasets for this manuscript are not publicly available
because for privacy and ethics reasons. Requests to access the
datasets should be directed to CM.

ETHICS STATEMENT

Data were collected after parents had signed the informed
consent form to participate to the study, according to the
Ethical Principles of Psychologists and Code of Conduct of
the American Psychological Association (42). Approval by the
Ethical Committee for Psychological Research at the Department
of Philosophy and Human Sciences of Perugia University was
obtained, in line with Italian Association of Psychology (AIP)
Code of Conduct.

AUTHOR CONTRIBUTIONS

CM: substantial contribution to the conception of the work,
to the research design, to data collection and interpretation,
drafting the work, and final approval of the version. CM will
be accountable for all aspects of the paper. LB: substantial
contribution to data analysis, drafting the paper, and approval
of the version to be published. AG: contribution to data
analysis and agreement to be accountable for all aspects
of the paper. CC, RG, and MM: contribution to data
collection and agreement to be accountable for all aspects
of the paper. CP: substantial contribution to data collection
and interpretation, drafting the work, approving the final
version, and agreement to be accountable for all aspects of
the paper.

Frontiers in Public Health | www.frontiersin.org 7 September 2019 | Volume 7 | Article 26372

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Mazzeschi et al. PRF in Parents of Children With ADHD

REFERENCES

1. American Psychiatric Association. Diagnostic and Statistical Manual of

Mental Disorders. Arlington, VA: American Psychiatric Publishing (2013).
doi: 10.1176/appi.books.9780890425596

2. Wahlstedt C, Thorell LB, Bohlin G. Heterogeneity in ADHD:
neuropsychological pathways, comorbidity and symptom domains. J

Abnorm ChildPsychol. (2009) 37:551–64. doi: 10.1007/s10802-008-9286-9
3. Garner AA, O’Connor BC, Narad ME, Tamm L, Simon J, Epstein JN.

The relationship between ADHD symptom dimensions, clinical correlates,
and functional impairments. J Dev Behav Pediatric. (2013) 34:469–77.
doi: 10.1097/DBP.0b013e3182a39890

4. Harold GT, Leve LD, Barrett D, Elam K, Neiderhiser JM, Natsuaki MN,
et al. Biological and rearing mother influences on child ADHD symptoms:
revisiting the develop mental interface between nature and nurture. J Child
Psychol Psychiatry. (2013) 54:1038–46. doi: 10.1111/jcpp.12100

5. Johnston C, Mash EJ. Families of children with attention-deficit/hyperactivity
disorder: review and recommendations for future research. Clin Child Family

Psychol Rev. (2001) 4:183–207. doi: 10.1023/A:1017592030434
6. Thapar A, Harrington R, McGuffin P. Examining the comorbidity of

ADHDrelated behaviours and conduct problems using a twin study design.
Br J Psychiatry. (2001) 179:224–9. doi: 10.1192/bjp.179.3.224

7. Sollie H, Mørch WT, Larsson BJ. Parent and family characteristics and their
associates in a follow-up of outpatient children with ADHD. J Child Family

Stud. (2016) 25:2571–84. doi: 10.1007/s10826-016-0411-z
8. Lifford K, Harold G, Thapar A. Parent–child relationships and ADHD

symptoms: a longitudinal analysis. J Abnorm Child Psychol. (2008) 36:285–96.
doi: 10.1007/s10802-007-9177-5

9. Gershy N, Gray S. Parental emotion regulation and mentalization
in families of children with ADHD. J Attent Disord. (2018).
doi: 10.1177/1087054718762486. [Epub ahead of print].

10. Ullsperger JM, Nigg JT, Nikolas MA. Does child temperament play a
role in the association between parenting practices and child attention
deficit/hyperactivity disorder? J Abnorm Child Psychol. (2016) 44:167–78.
doi: 10.1007/s10802-015-9982-1

11. Deault LC. A systematic review of parenting in relation to the development
of comorbidities and functional impairments in children with attention-
deficit/hyperactivity disorder (ADHD). Child Psychiatry and Human
Development. (2010) 41:168–92. doi: 10.1007/s10578-009-0159-4

12. Modesto-Lowe V, Danforth J, Brooks D. ADHD: Does parenting style matter?
Clin Pediatr. (2008) 47:865–72. doi: 10.1177/0009922808319963

13. Chronis AM, Lahey BB, Pelham WE Jr, Kipp HL, Baumann BL, Lee SS.
Psychopathology and substance abuse in parents of young children with
attention-deficit/hyperactivity disorder. J Am Acad Child Adolesc Psychiatry.
(2003) 42:1424–32. doi: 10.1097/00004583-200312000-00009

14. Cunningham CE, Boyle MH. Preschoolers at risk for attention-deficit
hyperactivity disorder and oppositional defiant disorder: family, parenting,
and behavioral correlates. J Abnorm Child Psychol. (2002) 30:555–69.
doi: 10.1023/A:1020855429085

15. Cussen A, Sciberras E, Ukoumunne OC, Efron D. Relationship
between symptoms of attention-deficit/hyperactivity disorder and family
functioning: a community-based study. Eur J Pediatr. (2012) 171:271–80.
doi: 10.1007/s00431-011-1524-4

16. Ghanizadeh A, Mohammadi MR, Moini R. Comorbidity of
psychiatric disorders and parental psychiatric disorders in a sample
of Iranian children with ADHD. J Attent Disord. (2008) 12:149–55.
doi: 10.1177/1087054708314601

17. Segenreich D, Fortes D, Coutinho G, Pastura G, Mattos P. Anxiety and
depression in parents of a Brazilian non-clinical sample of attention-
deficit/hyperactivity disorder (ADHD) students. Braz J Med Biol Res. (2009)
42:465–9. doi: 10.1590/S0100-879X2009000500011

18. Margari F, Craig F, Petruzzelli MG, Lamanna A, Matera E, Margari L. Parents
psychopathology of children with attention deficit hyperactivity disorder. Res
Dev Disabil. (2013) 34:1036–43. doi: 10.1016/j.ridd.2012.12.001

19. Durukan I, Koray K, Mahmoud A, Dursun K, Hesna G. Alexithymia,
depression and anxiety in parents of children with neurodevelopmental
disorder: comparative study of autistic disorder, pervasive developmental

disorder not otherwise specified and attention deficit–hyperactivity disorder.
Pediatr Int. (2018) 60:247–53. doi: 10.1111/ped.13510

20. Elgar FJ, Waschbusch DA, McGrath PJ, Stewart SH, Curtis
LJ. Temporal relations in daily-reported maternal mood and
disruptive child behavior. J Abnorm Child Psychol. (2004) 32:237–47.
doi: 10.1023/B:JACP.0000026138.95860.81

21. Cheung K, Theule J. Parental psychopathology in families of children
with ADHD: a meta-analysis. J Child Family Stud. (2016) 25:3451–61.
doi: 10.1007/s10826-016-0499-1

22. Kaplan BJ, Crawford SG, Fisher GC, Dewey DM. Family dysfunction is more
strongly associated with ADHD than with general school problems. J Attent
Disord. (1998) 2:209–16. doi: 10.1177/108705479800200401

23. Harvey EA. Parenting similarity and children with Attention-
Deficit/Hyperactivity Disorder. Child Family Behav Ther. (2000) Vol.
22:39–54. doi: 10.1300/J019v22n03_02

24. Kvist AP, Nielsen HS, Simonsen M. The importance of children’s ADHD for
parents’ relationship stability and labor supply. Soc Sci Med. (2013) 88:30–38.
doi: 10.1016/j.socscimed.2013.04.001

25. Shelton TL, Barkley RA, Crosswait C, Moorehouse M, Fletcher K, Barrett
S, et al. Psychiatric and psychological morbidity as a function of adaptive
disability in preschool children with aggressive and hyperactive impulsive
inattentive behavior. J. Abnorm. Child. Psychol. (1998) 26:475–94.

26. Grych JH, Fincham FD. Marital conflict and children’s adjustment:
a cognitive-contextual framework. Psychol Bull. (1990) 108:267–90.
doi: 10.1037//0033-2909.108.2.267

27. Allen JG, Fonagy P, Bateman AW. Mentalizing in Clinical Practice.
Washington, DC: American Psychiatric Press (2008).

28. Perroud N, Badoud D, Weibel S, Nicastro R, Hasler R, Küng AL, et al.
Mentalization in adults with attention deficit hyperactivity disorder:
comparison with controls and patients with borderline personality
disorder. Psychiatry Res. (2017) 256:334–41. doi: 10.1016/j.psychres.2017.
06.087

29. Sharp C, Fonagy P. The parent’s capacity to treat the child as
a psychological agent: constructs, measures and implications
for developmental psychopathology. Soc Dev. (2008) 17:737–54.
doi: 10.1111/j.1467-9507.2007.00457.x

30. Pazzagli C, Delvecchio E, Raspa V, Mazzeschi C, Luyten P. The parental
reflective functioning questionnaire in mothers and fathers of school-aged
Child J Child Fam Stud. (2018) 27:80–90. doi: 10.1007/s10826-017-0856-8

31. Fonagy P, Target M, Gergely G, Jurist E. Affect Regulation, Mentalization, and

the Development of the Self. New York, NY: Other Press (2002).
32. Fonagy P, Target M. Attachment and reflective function: their

role in self-organization. Dev Psychopathol. (1997) 9:679–700.
doi: 10.1017/S0954579497001399

33. Rutherford HJV, Goldberg B, Luyten P, Bridgett DJ, Mayes LC. Parental
reflective functioning is associated with tolerance of infant distress
but not general distress: evidence for a specific relationship using
a simulated baby paradigm. Infant Behav Dev. (2013) 36:635–41.
doi: 10.1016/j.infbeh.2013.06.008

34. Meins E, Fernyhough C, Wainwright R, Clark-Carter D, Das Gupta M,
Fradley E, et al. Pathways to understanding mind: construct validity and
predictive validity of maternal mind-mindedness. Child Dev. (2003) 74:1194–
211. doi: 10.1111/1467-8624.00601

35. Luyten P, Mayes L, Nijssens L, Fonagy P. The parental reflective functioning
questionnaire: development and preliminary validation. PLoS ONE. (2017)
12:e0176218. doi: 10.1371/journal.pone.0176218

36. Rutherford H, Booth C, Luyten P, Bridgett D, Mayes L. Investigating
the association between parental reflective functioning and distress
tolerance in motherhood. Infant Behav Dev. (2015) 40:54–63.
doi: 10.1016/j.infbeh.2015.04.005

37. Rostad WL, Whitaker DJ. The association between reflective functioning
and parent–child relationship quality. J Child Family Stud. (2016) 25:2164.
doi: 10.1007/s10826-016-0388-7

38. Nijssens L, Bleys D, Casalin S, Vliegen N, Luyten P. Parental
attachment dimensions and parenting stress: the mediating role of
parental reflective functioning. J Child Fam Stud. (2018) 27:2025–36.
doi: 10.1007/s10826-018-1029-0

Frontiers in Public Health | www.frontiersin.org 8 September 2019 | Volume 7 | Article 26373

https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1007/s10802-008-9286-9
https://doi.org/10.1097/DBP.0b013e3182a39890
https://doi.org/10.1111/jcpp.12100
https://doi.org/10.1023/A:1017592030434
https://doi.org/10.1192/bjp.179.3.224
https://doi.org/10.1007/s10826-016-0411-z
https://doi.org/10.1007/s10802-007-9177-5
https://doi.org/10.1177/1087054718762486
https://doi.org/10.1007/s10802-015-9982-1
https://doi.org/10.1007/s10578-009-0159-4
https://doi.org/10.1177/0009922808319963
https://doi.org/10.1097/00004583-200312000-00009
https://doi.org/10.1023/A:1020855429085
https://doi.org/10.1007/s00431-011-1524-4
https://doi.org/10.1177/1087054708314601
https://doi.org/10.1590/S0100-879X2009000500011
https://doi.org/10.1016/j.ridd.2012.12.001
https://doi.org/10.1111/ped.13510
https://doi.org/10.1023/B:JACP.0000026138.95860.81
https://doi.org/10.1007/s10826-016-0499-1
https://doi.org/10.1177/108705479800200401
https://doi.org/10.1300/J019v22n03_02
https://doi.org/10.1016/j.socscimed.2013.04.001
https://doi.org/10.1037//0033-2909.108.2.267
https://doi.org/10.1016/j.psychres.2017.06.087
https://doi.org/10.1111/j.1467-9507.2007.00457.x
https://doi.org/10.1007/s10826-017-0856-8
https://doi.org/10.1017/S0954579497001399
https://doi.org/10.1016/j.infbeh.2013.06.008
https://doi.org/10.1111/1467-8624.00601
https://doi.org/10.1371/journal.pone.0176218
https://doi.org/10.1016/j.infbeh.2015.04.005
https://doi.org/10.1007/s10826-016-0388-7
https://doi.org/10.1007/s10826-018-1029-0
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Mazzeschi et al. PRF in Parents of Children With ADHD

39. Faul F, Erdfelder E, Buchner A, Lang A-G. Statistical power analyses using
G∗Power 3.1: tests for correlation and regression analyses. Behav Res Methods.
(2009) 41:1149–60. doi: 10.3758/BRM.41.4.1149

40. Mueller CW, Parcel TL. Measures of socioeconomic status: alternatives and
recommendations. Child Dev. (1981) 52:13–30. doi: 10.2307/1129211

41. Di Riso D, Salcuni S, Chessa D, Raudino A, Lis A, Altoè G. The Strengths and
Difficulties Questionnaire (SDQ). Early evidence of its reliability and validity
in a community sample of Italian children. Pers Individ Diff. (2010) 49:570–5.
doi: 10.1016/j.paid.2010.05.005

42. American Psychological Association. Ethical Principles of Psychologists and
Code of Conduct. (2010). Available online at: http://apa.org/ethics/code/index.
aspx

43. Spielberger CD. State-Trait Anxiety Inventory: Bibliography. 2nd ed. Palo Alto,
CA: Consulting Psychologists Press (1989).

44. Pedrabissi L, Santinello M. Verifica della validità dello STAI forma y di
Spielberger. Bollettino Psicol Appl. (1989) 191:11–4.

45. Radloff LS. The CES-D scale: a self-report depression scale for research
in the general population. Appl Psychol Meas. (1977) 1:385–401.
doi: 10.1177/014662167700100306

46. Fava GA. Assessing depressive symptoms across cultures: Italian
validation of the CES-D self-rating scale. J clin. Psychol. (1983) 39:249–51.
doi: 10.1002/1097-4679(198303)39:2<249::AID-JCLP2270390218>3.0.CO;2-Y

47. Konold T, Abidin R. Parenting alliance: a multifactor perspective. Assessment.
(2001) 8:47–65. doi: 10.1177/107319110100800105

48. Delvecchio E, Chessa D, Di Riso D, Mabilia D, Lis A, Mazzeschi C.
Construct validity of the parental alliance Measure in a sample of 1444
Italian parents. Appl Psychol Bull. (2014) 271:54–64. Available online
at: https://www.researchgate.net/publication/270216717_Construct_validity_
of_the_Parental_Alliance_Measure_in_a_sample_of_1444_Italian_parents

49. Cohen J. Statistical Power Analysis for the Behavioral Sciences. 2 ed. Hillsdale,
NJ: Erlbaum (1988).

50. SPSS Inc. PASW Statistics for Windows. Chicago, IL: SPSS Inc. Released
Version 18.0. (2009).

51. Brown RT, Pacini JN. Perceived family functioning, marital status, and
depression in parents of boys with attention deficit disorder. J Learn Disabil.

(1989) 22:581–7. doi: 10.1177/002221948902200911
52. Elgar FJ, Curtis LL, McGrath PJ, Waschbusch DA, Stewart SH. Antecedent-

consequence conditions in maternal mood and child adjustment: a four-
year cross-lagged study. J Clin Child Adolesc Psychol. (2003) 32:362–74.
doi: 10.1207/S15374424JCCP3203_05

53. Chang LR, Chiu YN, Wu YY, Gau SSF. Father’s parenting and father–
child relationship among children and adolescents with attention-
deficit/hyperactivity disorder. Compreh Psychiatry. (2013) 54:128–40.
doi: 10.1016/j.comppsych.2012.07.008

54. Romirowsky AM, Chronis-Tuscano A. Paternal ADHD symptoms and child
conduct problems: is father involvement always beneficial? Child Care Health
Dev. (2013) 40:706–14. doi: 10.1111/cch.12092

55. Gartstein MA, Sheeber L. Child behavior problems and maternal symptoms
of depression: a mediational model. J Child Adolesc Psychiatr Nurs. (2004)
17:141–50. doi: 10.1111/j.1744-6171.2004.tb00011.x

56. Chronis AM, Lahey BB, Pelham WEJr, Williams SH, Baumann BL, Kipp H,
et al. Maternal depression and early positive parenting predict future conduct
problems in young children with attention-deficit/hyperactivity disorder. Dev
Psychol. (2007) 43:70–82. doi: 10.1037/0012-1649.43.1.70

57. Emery RE. Family conflict and its developmental implications: a conceptual
analysis of deep meanings and systemic processes. In: Shantz CU and Hartup
WW, editors. Conflict in Child and Adolescent Development. New York, NY:
Cambridge University Press (1992). p. 270–298.

58. Wymbs BT, Pelham WE Jr. Child effects on communication between parents
of youth with and without ADHD. J Abnorm Psychol. (2010) 119:366–75.
doi: 10.1037/a0019034

59. Weissman SH, Cohen RS. The parenting alliance and adolescence. Adolesc
Psychiatry. (1985) 12:24–45.

60. Turner JM, Wittkowski A, Hare DJ. The relationship of maternal
mentalization and executive functioning to maternal recognition
of infant cues and bonding. Br J Psychol. (2008) 99:499–512.
doi: 10.1348/000712608X289971

61. Keown LJ. Predictors of boys’ ADHD symptoms from early to middle
childhood: the role of father–child and mother–child interactions.
J Abnorm Child Psychol. (2012) 40:569–81. doi: 10.1007/s10802-011-
9586-3

62. Koren-Karie N, Oppenheim D, Goldsmith DF. Keeping the inner world
of the child in mind: Using the insightfulness assessment with mothers
in therapeutic preschool. In: Oppenheim D and Goldsmith DF, editors.
Attachment Theory in Clinical Work With Children. New York, NY: Guilford
Press (2007). p. 31–57.

63. Pezzica S, Bigozzi L. Un parent training cognitive comportamentale e
mentalizzante per bambini con ADHD. Psicologia Clinica dello Sviluppo.

(2015) 2:271–96. Available online at: https://www.researchgate.net/
publication/282075153_Un_Parent_Training_cognitivo_comportamentale_
e_mentalizzante_per_bambini_con_ADHD

64. National Institute of Health and Clinical Excellence. Attention Deficit

Hyperactivity Disorder: NICE Guideline Short Version DRAFT. (2017).
Available online at: https://www.nice.org.uk/guidance/ng87/documents/
short-version-of-draft-guideline

65. Ziperfal M, Shechtman Z. Psychodynamic group intervention with parents of
children with attention-deficit/hyperactivity disorder: outcomes for parents
and their children. Group Dyn Theory Res Pract. (2017) 21:135–47.
doi: 10.1037/gdn0000069

66. Daley D, Jones K, Hutchings J, Thompson M. Attention deficit hyperactivity
disorder in pre-school children: current findings, recommended interventions
and future directions. Child Care Health Dev. (2009) 35:754–66.
doi: 10.1111/j.1365-2214.2009.00938.x

67. Conners CK, March JS, Frances A, Wells KC, Ross R. Treatment of attention
deficit hyperactivity disorder: expert consensus guidelines. J Attent Disord.
(2001) 4:7–128. doi: 10.1177/108705470000401s02

Conflict of Interest Statement: The authors declare that the research was
conducted in the absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Copyright © 2019 Mazzeschi, Buratta, Germani, Cavallina, Ghignoni, Margheriti

and Pazzagli. This is an open-access article distributed under the terms of

the Creative Commons Attribution License (CC BY). The use, distribution or

reproduction in other forums is permitted, provided the original author(s) and the

copyright owner(s) are credited and that the original publication in this journal

is cited, in accordance with accepted academic practice. No use, distribution or

reproduction is permitted which does not comply with these terms.

Frontiers in Public Health | www.frontiersin.org 9 September 2019 | Volume 7 | Article 26374

https://doi.org/10.3758/BRM.41.4.1149
https://doi.org/10.2307/1129211
https://doi.org/10.1016/j.paid.2010.05.005
http://apa.org/ethics/code/index.aspx
http://apa.org/ethics/code/index.aspx
https://doi.org/10.1177/014662167700100306
https://doi.org/10.1002/1097-4679(198303)39:2<249::AID-JCLP2270390218>3.0.CO;2-Y
https://doi.org/10.1177/107319110100800105
https://www.researchgate.net/publication/270216717_Construct_validity_of_the_Parental_Alliance_Measure_in_a_sample_of_1444_Italian_parents
https://www.researchgate.net/publication/270216717_Construct_validity_of_the_Parental_Alliance_Measure_in_a_sample_of_1444_Italian_parents
https://doi.org/10.1177/002221948902200911
https://doi.org/10.1207/S15374424JCCP3203_05
https://doi.org/10.1016/j.comppsych.2012.07.008
https://doi.org/10.1111/cch.12092
https://doi.org/10.1111/j.1744-6171.2004.tb00011.x
https://doi.org/10.1037/0012-1649.43.1.70
https://doi.org/10.1037/a0019034
https://doi.org/10.1348/000712608X289971
https://doi.org/10.1007/s10802-011-9586-3
https://www.researchgate.net/publication/282075153_Un_Parent_Training_cognitivo_comportamentale_e_mentalizzante_per_bambini_con_ADHD
https://www.researchgate.net/publication/282075153_Un_Parent_Training_cognitivo_comportamentale_e_mentalizzante_per_bambini_con_ADHD
https://www.researchgate.net/publication/282075153_Un_Parent_Training_cognitivo_comportamentale_e_mentalizzante_per_bambini_con_ADHD
https://www.nice.org.uk/guidance/ng87/documents/short-version-of-draft-guideline
https://www.nice.org.uk/guidance/ng87/documents/short-version-of-draft-guideline
https://doi.org/10.1037/gdn0000069
https://doi.org/10.1111/j.1365-2214.2009.00938.x
https://doi.org/10.1177/108705470000401s02
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


ORIGINAL RESEARCH
published: 22 November 2019

doi: 10.3389/fpubh.2019.00319

Frontiers in Public Health | www.frontiersin.org 1 November 2019 | Volume 7 | Article 319

Edited by:

Daniela Di Riso,

University of Padova, Italy

Reviewed by:

Figen Cavusoglu,

Ondokuz Mayis University, Turkey

Shahanawaz Syed,

University of Hail, Saudi Arabia

*Correspondence:

Agata Ando’

agatamariaclaudia.ando@unito.it

Specialty section:

This article was submitted to

Children and Health,

a section of the journal

Frontiers in Public Health

Received: 31 October 2018

Accepted: 16 October 2019

Published: 22 November 2019

Citation:

Cristofanelli S, Ando’ A and Ferro L

(2019) The Development of

Instruments to Detect Indicators of

Behavioral Changes in Therapeutic

Communities: A Clinical Case Study.

Front. Public Health 7:319.

doi: 10.3389/fpubh.2019.00319

The Development of Instruments to
Detect Indicators of Behavioral
Changes in Therapeutic
Communities: A Clinical Case Study
Stefania Cristofanelli 1, Agata Ando’ 2* and Laura Ferro 1

1Department of Social Sciences and Humanities, University of Valle D’Aosta, Aosta, Italy, 2Department of Psychology,

University of Turin, Turin, Italy

Clinicians involving in the treatment of adolescent patients should use a valid and efficient

psychological assessment. The evaluation of the efficiency in clinical interventions may

provide helpful information in terms of cost-effectiveness and may contribute to increase

the quality and efficacy of the public services. Despite the importance of clinical and

therapeutic interventions, we may observe several aspects limiting the chance in using

them. For example, the neuropsychiatry context due to heterogeneous users (such as

children and adolescents) makes the replicability of clinical trials difficult in terms of results.

Thus, efficient clinical programs and interventions—potentially able to identify specific and

long-term effects—need to be defined. In clinical contexts (i.e., therapeutic communities).

It should be a priority both to manage aspects of emergency/urgency we may observe in

adolescents, and to focus on those aspects placed on a timing dimension. The current

study reports a description of innovative measures developed specifically for assessing

adolescent patients and for tracking psychological features and behavioral changes.

Furthermore, a clinical case is examined by using a multimethod assessment including

such innovative measures. Clinical implications are discussed. The development and

sharing of “assessment cultures” among professionals should represent a priority in

improving the effectiveness of therapeutic communities.

Keywords: psychological assessment, therapeutic communities, psychological functioning, behavioral problems,

adolescence

INTRODUCTION

The therapeutic community (TC) is an intensive and comprehensive treatment model, developed
for treating adults and adolescents with psychopathology. The core goal of TCs is to promote
a healthy lifestyle, and to identify those areas for changes such as negative behaviors leading
to no adaptive conditions (1, 2). In TCs, individuals are distinguished along dimensions of
psychological dysfunction and social deficits; indeed, a considerable number of patients never has
acquired conventional lifestyles, and specific educational deficits are marked, and several values
are either missing or unpursued. Most often, patients derive from a socially disadvantaged sector
where dysfunctional behaviors are considered as a social response rather than a psychological
disturbance (3).
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The Community of Communities (C. of C.) is a quality
improvement and accreditation programme for Therapeutic
Communities in the UK and overseas. The Community of
Communities’ activities support members to meet the highest
standards of TC practice through a process of self- and peer-
review. Members of TCs work with adults and children with
a range of multiple needs including personality disorders,
offending behaviors, learning disabilities, addictions, and severe
mental illness. The C. of C. combines the application of Service
Standards for a quality improvement with the benefits of a
peer-support network. The Service Standards for Therapeutic
Communities for Children and Young People are decided
every year and are applied through a process of self- review,
and external peer review where members visit each other’s
services (4).

The evaluation of indicators of the change of outcomes
and processes in clinical interventions is becoming increasingly
important in Italy, especially in the public health context.
Therapeutic Communities for children and adolescents may
be described as a set of heterogeneous services, based on
different organizational procedures, driven by a set of values
and practice standards, accruing from multiple theoretical
foundations and numerous service delivery traditions. Therefore,
the services are significantly different from one another and
cannot be described by applying an unitary model with a
single set of definite outcomes. At this point, the necessity
that the TC staff works toward greater explicitness, consistency,
and cohesiveness may be urgent and compelling (5, 6). The
main goal of the current study was to identify and develop
specific tools in order to assess behavioral changes in adolescent
therapeutic communities. Specifically, we conducted a single
case study using a multimethod assessment including measures
for evaluating specific psychological dimensions associated to
behavioral changes over time.

Measures Development
Psychotherapists, psychiatrists, and psychologists with a long
clinical experience in therapeutic communities, and expert
researchers in the psychological assessment field1 discussed
and worked on the development of specific measures for
assessing adolescents in therapeutic communities; specifically,
after revising the scientific literature on residential care contexts
and adolescent therapeutic communities [e.g., (7, 8)], and
previous clinical data, they identified those measures (to include
in the assessment) that were potentially able to evaluate specific
psychological dimensions [i.e., belongingness and motivation,
self-esteem and self-regulation, and interpersonal relationships
underlying possible related observable behaviors; (9–11)]. The
description of the measures is reported below.

The Medical History Form
The neuropsychiatrist completes the medical history form, a
tool including patient’s anamnesis and information on the
family system.

1The current study was conducted in Piedmont (Italy).

The Daily Behaviors Logbook
By using the behaviors logbook, health educators report daily
specific behavioral patterns in a patient, as follows. (A1)
Structured group activities (i.e., eating occasions, excursions, and
creative laboratories); the response options for each question
are two: attending, not attending; (A2) How behaviors occur
in those structured activities. The response options are the
following: negatively, positively. (B) Psychological crisis types. The
responses options are the following: aggressive, dysphoric. (C)
Family relationships (i.e., meeting and calling his/her relatives);
the response options are the following: negatively, positively.
(D) Other behaviors and events (i.e., hospitalization, police
intervention, school attendance; work/traineeship attendance,
sickness, request for the drug therapy; escape from the
community, and personal hygiene); the response options are
three: yes, no, I do not know. (E)DailyMood; the response options
are the following:worried, serene, cheerful, depressed, hyperactive,
angry, sad, passive, upset, nervous, anxious.

The Therapeutic Project Report
Clinicians complete the therapeutic project report describing
the patient’s behavior and overall psychological functioning
in following contexts. (A) Homecomings (i.e., homecoming
events; desire to return to home, negative homecomings, returns
to the community soon after the homecoming are positive).
(B) School management (i.e., motivation to go school, low
academic achievement, school attendance, good peer relations).
(C) Living in the therapeutic community (i.e., good interactions
with educators, conflictual interpersonal interactions, proactive
behaviors). (D) Family relationships (i.e., positive meeting/call
to his/her relatives, presence of family members in the patient’s
life, negative interactions with family members, family members
cause severe discomforts in the patients). (E) Traineeship/work
context (i.e., work motivation, good academic achievement, poor
work attendance, negative relations with his/her coworkers).
(F) Sociability and interpersonal relations (i.e., frequency of
friendly and positive relationships outside the community,
desire to have friendly and positive relationships outside the
community). (G) Romantic Relationships (i.e., desire to have
a romantic relationship; being in a romantic relationship).
(H) Personal Care (i.e., good personal hygiene, autonomy
in his/her personal care, adequate clothing, clean clothing.
(I) Management of his/her physical and mental health (i.e.,
attendance at clinical interviews; adherence to the medication
regimen; request for the drug therapy. (L) Money management
(i.e., efficient and adequate money management). The response
options for all aforementioned items are the following: never,
seldom, sometimes, often, always. (M) Ability to control impulsive
behaviors (i.e., level of emotional and cognitive resources,
negative emotions, experiences of environmental stress). (N)
Affectivity (i.e., awareness and understanding of emotions,
behavior when experiencing emotions, regulation of emotions
effectively, tendency to have negative secondary emotional
responses to one’s negative emotions). (O) Self-perception
and Interpersonal relationships (i.e., level of introspective
ability, narcissistic features, negative self-perceptions, self-
esteem, mental representations of other people, inflexibility in
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relationships, autonomy in relationships). (P) Reality testing (i.e.,
efficiency of reality testing). The response options for each item
included in Ability to control impulsive behaviors, Affectivity,
Self-Perception and Interpersonal relationship, and Reality testing
domains are the following: Very low, Low, Moderate, High, Very
high. The therapeutic project report is completed quarterly.

Clinical Supervision Report
The Clinical Supervision Report includes the exchange of
qualitative information between clinicians, on patient’s behaviors
and interactions (e.g., with family, with clinicians and health
educators, with coworkers, with peers). Clinicians, quarterly,
complete this report. The Clinical Supervision Report aims to
include an exchange of information between clinicians on specific
areas of the psychological functioning in patients. It represents a
clinical discussion on the psychological functioning of the patient
according tomultiple points of view of all clinicians working with
adolescents. Information reported by The Clinical Supervision
Report has practical and clinical significance given that it may be
shared with the health educators taking charge of users daily.

Information obtained by the aforementioned tools is collected
and organized with Google forms.

THE CLINICAL CASE STUDY:
BACKGROUND AND RESULTS

The Medical History Sheet
Pietro2 is a 16-year-old male. His father is currently unemployed
due to instable health conditions (he is affected by cardiopathic,
diabetic, asthmatic problems); he is described by Pietro as a
detached and not authoritative figure, but previously aggressive
toward his family. Some members of the original family of
Pietro’s father are characterized by aggressive and defiant
behaviors. Pietro’s mother is a worker. She usually shows feelings
of infantile reactions to frustrating conditions. She is not able to
assume the “parent role” having established an equal relationship
with Pietro (Pietro seems to be considered as partner or a little
brother by his mother). Pietro’s mother andmaternal grandfather
are affected by severe affective disorders. Pietro’s older brother
(he is 22 years old), lives with his parents and he is considered by
the family as “the only right and nice son.” Currently, he shows
severe withdrawal behaviors.

Pietro’s family seems to have failed in providing for
Pietro emotional and physical needs; Parents are characterized
by clearly immature and incompetent personalities. Family
communication patterns severely increased the dysfunctional
expression of feelings in Pietro. Pietro growing up in such
family developed low self-esteem and felt that his needs were
not important or were not taken seriously by his family. When
was 5 years received a diagnosis of intellectual disability showing
deficits in general mental abilities such judgment and learning
from experience. The deficits resulted in impairments of the
overall adaptive functioning. During his early adolescence, Pietro
showed serious behavioral and emotional disorders displaying
a pattern of disruptive and violent behavior, and problems in

2Pietro is a fictitious name.

TABLE 1 | The daily behaviors logbook.

Scores

Frequency %

The daily behaviors logbook T1 (%) T2 (%) T3 (%)

(A1) Structured group activities (attending)

Eating occasions 96 97.2 84.3

Excursions 38 41 31

Creative laboratories 30 31.8 21.1

(A2) How behaviors occur in those structured activities (positively)

Eating occasions 89.5 95.5 68.4

Excursions 40.4 34.1 31.6

Creative Laboratories 17.5 22 15.8

B) Psychological crisis type (occurrence)

Aggressive 0 2.4 0

Dysphoric 0 0 1

(C) Family relationships (positively)

Meeting and Calling his/her relatives 29.8 31.7 15.8

(D) Other behaviors and events (yes)

Hospitalization 0 0 0

Police Interventions 0 0 0

School Attendance 1.8 17.1 31.6

Sickness 3.5 2.4 0

Request for the drug therapy; 56.1 9.8 5.3

Escapes from the community 4 0 0

Personal Hygiene 64 87.8 78.9

(E) Daily Mood (presence of mood)

Worried 5.3 4.9 0

Serene 61.4 78 84.2

Cheerful 38.6 56.1 52.6

Depressed 1.8 0 0

Hyperactive 7 17.1 5.3

Angry 10.5 9.8 5.3

Sad 5.3 2.4 10.5

Passive 1.8 0 0

Upset 19.3 19.5 10.5

Nervous 15.8 12.2 21.1

Anxious 10.5 9.8 0

Data are grouped in three times. The frequencies percentage of response options for each

question is included.

following rules; inaddition, Pietro used cannabis showing a
severe distress. Therefore, he attended several residential child-
care institutions. Subsequently, Pietro received a diagnosis of
Bipolar I disorder by neuropsychiatrists, in the current adolescent
therapeutic community3.

The Daily Behaviors Logbook
We grouped daily information and data in three times (see
Table 1): T1 (fromMarch 2017 to June 2017), T2 (from July 2017
to November 2017), T3 (from December 2017 to February 2018).

3This therapeutic community for adolescences is located in a small city
of Piedmont.

Frontiers in Public Health | www.frontiersin.org 3 November 2019 | Volume 7 | Article 31977

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles


Cristofanelli et al. Psychological Assessment and Behavioral Changes

In Table 1, we reported the percentage of the response options
for each question, during the three times.

The presence of Pietro during eating occasions, excursion
and creative laboratories is more frequent at T2 than T1 and
T3; Pietro’s behaviors seem to be more adequate and positive
regarding the eating occasions and creative laboratories during
T2 than T1 and T3. Differently, a less positive attitude occurs
during the excursions at T2 than the other two times. Pietro
reports aggressive crises only at T2. He calls more frequently
his relatives at T2 than T1 and T3. Pietro’s school attendance is
higher at T2 respect to the other two times, while some episodes
of sickness result to be more frequent at T1. It is noteworthy
that the frequency of requesting for psychiatric drugs decreases
in T3. Pietro escapes from the community exclusively during T1.
Personal hygiene occurs especially at T2. The mood that Pietro
shows more frequently in all three times is the “serene mood,”
while the moods less reported by Pietro are “worried,” “passive,”
“depressed,” and “anxious.”

The Therapeutic Project Report
In Table 2, we reported the response options for each question,
during the three times. Pietro returns more frequently to home
at T3 (also his desire to go to home is especially reported during
T3). Sometimes at T3, we can observe the occurrence of negative
homecomings and positive returns to the community soon after
his homecomings. Motivation to go to school, low academic
achievement and school attendance are often present at T3,
while good relations with peers occur sometimes (at T3). Pietro
shows frequently good interactions with educators, and proactive
behaviors in the TC context at T3, while conflictual interpersonal
interactions occur sometimes in all three times. Furthermore, we
can observe sometimes at T3, the constant presence of family
members, negative interactions between Pietro and his family,
and discomforts in Pietro caused by family members’ actions.
Positivemeetings/calls between Pietro and his family are reported
as very frequent at T3. Frequency of friendly and positive
relationships outside the community are seldom at T1 and T2
and the desire to have friendly and positive relationships outside
the community occur frequently in all three times. Instead, the
desire to have a romantic relationship is less evident at T2. We
can observe the overall efficient personal care in all three times
despite the autonomy in his personal care is seldom at T2 and T3.
Pietro always attends clinical interviews and follows medication
regimen at T3, and requests drug therapy sometimes at T3. The
efficiency in money management occurs only sometimes at T3.
Emotional and cognitive resources, negative emotions, and some
experiences of environmental stress are moderately present at T3.
The awareness and understanding of emotions are low at T3.
Some behaviors when Pietro experiencing emotions, regulation
of emotions effectively and the tendency to have negative
secondary emotional responses to one’s negative emotions are
moderate at T3. Narcissistic features are present at T3 and seem
to be in contrast to the self-esteem that is reported as very
low at the same time (or T3). Pietro reports a lower level of
introspectively ability at T1 than T2 and T3. A very low negative
self-perception is reported at T3. Mental representations of other
people are moderate in all three times. We can observe a high

TABLE 2 | The Therapeutic project report.

The Therapeutic project

report

T1 T2 T3

(A) Homecomings

Homecoming events N/A Sometimes Always

Desire to return to home N/A Sometimes Often

Negative homecomings N/A Seldom Sometimes

Returns to the community soon

after the homecoming are

positive

N/A Seldom Sometimes

(B) School management

Motivation to go to school Missing Missing Often

Low academic achievement Missing Missing Often

School attendance Missing Missing Often

Good peer relations Missing Missing Sometimes

(C) Living in the therapeutic community

Good interactions with educators Often Sometimes Often

Conflictual interpersonal

interactions

Sometimes Sometimes Sometimes

Proactive behaviors Seldom Seldom Often

(D) Family relationships

Positive meeting/call to his/her

relatives

Often Always Often

Presence of family members in

the patient’s life

Seldom Sometimes Sometimes

Negative interactions with the

family members

Sometimes Seldom Sometimes

Family members causes severe

discomforts in the patients

Seldom Sometimes Sometimes

(E) Traineeship/work context

Work motivation N/A N/A N/A

Good academic achievement N/A N/A N/A

Negative relations with his/her

coworker

N/A N/A N/A

(F) Sociability and interpersonal relations

Frequency of friendly and

positive relationships outside the

community

Seldom Seldom Sometimes

Desire to have friendly and

positive relationships outside the

community

Often Often Often

(G) Romantic Relationships

Desire to have a romantic

relationship

Often Seldom Often

Being in romantic relationship Never Never Missing

(H) Personal Care

Good personal hygiene Sometimes Sometimes Often

Autonomy in his/her personal

care

Sometimes Seldom Seldom

Adequate clothing Often Sometimes Often

Clean clothing Sometimes Sometimes Often

(I) Management of his/her physical and mental health

Attendance at clinical interviews Often Often Always

Adherence to the medication

regimen

Often Often Always

Request for the drug therapy Seldom Sometimes Seldom

(Continued)
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TABLE 2 | Continued

The Therapeutic project

report

T1 T2 T3

(L) Money management

Efficient and adequate money

management

Missing Often Sometimes

(M) Ability to control impulsive behaviors

Level of emotional and cognitive

resources

Moderate Low Moderate

Negative emotions Moderate High Moderate

Experiences of environmental

stress

Low Low Moderate

(N) Affectivity

Awareness and understanding of

emotions

Moderate Low Low

Behavior when experiencing

emotions

Moderate High Moderate

Regulation of emotions

effectively

Moderate High Moderate

Tendency to have negative

secondary emotional responses

to one’s negative emotions

Low Moderate Moderate

(O) Self—perception and Interpersonal relationships

Level of introspective ability Very low Low Low

Narcissistic features Moderate High High

Negative self- perceptions Moderate High Moderate

Self-esteem High Very low Very low

Mental representations of other

people

Moderate Moderate Moderate

Inflexibility in relationships High High Very low

Autonomy in relationships Very low Very low Low

(P) Reality testing

Efficiency of reality testing Moderate Moderate High

inflexibility in relationships at T1 and T2, while it is very low
at T3. The autonomy in relationships is low and very low in the
three times, while the efficiency of reality testing is high at T3.

The Clinical Supervision Report
All qualitative information on patient’s behaviors and
interactions, between clinicians is included in Table 3. Table
reported information concerning Pietro’s interactions with his
family, with clinicians and health educators, and peers.

DISCUSSION

The current study aimed to provide a valid contribute for
developing specific instruments able to assess the psychological
functioning and behavioral changes in adolescent patients of
therapeutic communities. Few studies have been conducted
to establish how therapeutic communities work to produce
positive outcomes, not reporting the description of those
tools included in the psychological assessment (12). Behavioral
changes are crucial to improve those voluntary behaviors
over which the person has at least a degree of control (10,

12). Recovery or improvement thus requires the individual
takes active steps to change unhelpful habits or entrenched
patterns of behavior. Therefore, the necessity that the TC
staff works by using specific and ad hoc measures should be
considered as a priority. We conducted a single case study
using an innovative multimethod assessment including new
measures for evaluating psychological features related specific
behavioral changes. This multimethod assessment approach
may provide useful information on specific psychological
dimensions (13–15); also, data and information obtained by
these new measures may help clinicians to establish individual
treatment approaches.

In structured group activities, Pietro reports a constant
attendance but the quality and frequency of his behavior
decreases at T3. There is an overall deterioration from T2
to T3. However, staying in the community may lead to daily
obstacles that Pietro does not cope: in fact, sometimes he
shows aggressive crises at T2, that may represent difficulties
in maintaining relationships with others (especially, after
some months from the community admission). Relations with
his family members are stable, although we can observe a
“worsening” in the psychological functioning and well-being
at T3, probably subsequently to one or more meetings with
his family system. Distress experiences occur intensely only
during the meeting between Pietro and his family; differently
when Pietro calls his parents arises a situation in which the
phone assumes the function like a “wall” protecting Pietro from
the impact of family’s actions. Also, we can observe a stable
attendance in school activities at T3: we can speculate that after
the homecomings despite some difficulties, Pietro adheres to
the structured context of the community and follows its rules
(such as to go to the school constantly). It is noteworthy that
the request for pharmacological therapy drastically decreases at
T3, probably for the improvement of the awareness related to
needs and for the improvement of the capacity in managing
several problems. There are also some aspects associated with
restless and nervousness. At T3 Pietro shows the desire to return
to home but at the same times, we can observe that negative
returns occur. Overall, we can note that when interactions
are not mediated by “external structured frames” (such as
those of the TC), Pietro usually shows no adaptive behaviors.
For example—at home with his family—he is absorbed by a
“world without rules,” lacking in psychological containment and,
therefore, emotion dysregulation and specifically, difficulties in
controlling impulses increase sometimes leading to substance
abuse and no conventional behaviors. We may infer that there
is a difficulty in modulating emotions without an external
containment that causes some dissociative components. Pietro
reports a disruption and discontinuity in the normal integration
of consciousness, identify, emotions, and perceptions. We can
speculate on the presence of dissociative features can potentially
may disrupt every area of psychological functioning. Pietro seems
to experience unbidden intrusions into awareness and behavior,
with accompanying losses of continuity in subjective experiences
and inability to access information or to control his mental
functions that normally are readily amenable to access or control.
These aspects, in fact, emerged from that behavior defined as
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TABLE 3 | The clinical supervision report.

T1 (from March 2017 to June 2017)

Pietro’s father, currently unemployed, made a serious car accident during which a man died. The car accident caused a serious discomfort in Pietro and represented

for him a traumatic event that has worsened relations with his father. Pietro’s father is depressed but in the past, he was very aggressive toward his family members.

Pietro has an older brother. Both Pietro’s father and brother seem to be characterized by detached relationships, emotional unavailability, and psychological immaturity;

they are emotionally void and burned without coping strategies able to manage their emotional and psychological needs maintaining negative patterns of behavior due

to lack of self-awareness. Pietro’s mother seems to use her child to get her emotional needs. The relationship between Pietro and her mother appear to be dependent

and entangled; Pietro slept in the same bed with her mother until adolescence. Toward the mother, Pietro shows both aggressive and dependent behavior. When

Pietro was 5 years received a diagnosis of intellectual disability characterized by significant limitations in both intellectual functioning and adaptive behavior. He was

supported by therapeutic program and subsequently was included in two TCs where he referred to have experienced sexual abuses (sexual abuses were not

confirmed by medical examinations). Later, Pietro received the diagnosis of a bipolar disorder because of extreme mood swings including emotional “highs” and

“lows.” In the community, Pietro shows a proactive behavior and engages in daily activities. He has a good personal care and participates in those activities organized

by the community such as sports activities and trips. When interactions are not mediated by “external structured frames” (such as the TC), he usually shows antisocial

behaviors and specifically acts characterized by covert and overt hostility and intentional aggression toward others. Overall, significant limitations in both intellectual

functioning and in adaptive behaviors contribute to increase difficulties in understanding the demands external to the TC.

T2 (from July 2017 to November 2017)

Initially Pietro tried several times to escape from the community. Especially during this second period, (T2) escapes decreased. Clinicians and health educators believe

that relations with the community are becoming stable and productive. During the activities outside the TC, Pietro shows collaborative behaviors. However, when he is

in the community with others shows more frequently antisocial and non-adaptive behaviors. In the TC Pietro is described as attention—seeker, showing aggressive

crises in order to elicit attention; this type of behavior seems to be associated to primitive and symbiotic relationship with her mother. Clinicians believe that it is

essential to accept such “emotive requests” by Pietro in order to move from a condition of infantile omnipotence to a non-omnipotence condition. The sense of

omnipotence arises from the fundamental misapprehension of reality, which is central to the period of primary narcissism, during which the infant hallucinates its

original love-object and overestimate the power of wishful thinking. After meeting his family (about once a month), Pietro is described as apparently calm and serene.

T3 (from December 2017 to February 2018)

Pietro’s interpersonal relationships continue to be immature. He shows attention-seeking behaviors and does not try to manage his feelings of frustrations especially

when others fool with him. He seems to be always looking for male adult figures in which to “mirror” him-self. The “male argument” represents in Peter’s life an aspect

linked to feelings of fear and anguish. Specifically, the car accident caused by his father contributed to the social isolation of his family. The lacking of a male figure is

evident in “looking for male figures” (such as male health educators toward which it seems to show dependence and intrusiveness). Pietro engages in dependent and

submissive behaviors that are designed to elicit care-giving behaviors in others. Overall, his dependent and infantile behavior may be considered as being “clingy” or

“clinging on” to others. Pietro consistently seems to express to feel abandoned when health educators are not involved in his daily activities- Pietro struggles every day

with his emotions and episodic bouts of self-loathing. Pietro shows more difficulties with social adjustment, and report problems with friendships/peers, and manifest

behavior problems (especially outside the community). For example, Pietro is a swaggering, in an attempt to satisfy needs of others when attending groups with

“swaggering” people. He changes depending on people that are around. However, he seems to accept more than before rules and limitations given by the TC; indeed,

he follows rules, structured activities and shows a good daily personal care.

“chameleonic” resulting in a lacking of internalization of rules
and mental states of others. His behavior changes drastically
according to the different contexts; he alternates his being a
“demon” or a “good boy,” according to the people around him.
Therefore, we can observe a discontinuity in his behaviors every
time he returns to the community, after his homecomings.
Pietro’s behavior is not linear: when the context changes, Pietro
modifies drastically his behavior assuming different roles with
different temperaments.

CONCLUDING REMARKS

The current study presents some limitations. Some data on
Pietro’s behavior are missing.

Furthermore, the study provides only qualitative data in
order to address clinicians to use specific information able
to establish a correct and efficient treatment. Although the
most prominent critique of single case study is the issue of
external validity or generalizability, our findings may improve
the knowledge in understanding the psychological functioning.
Therefore, we chose to report a single case study in order

to examine thoroughly that qualitative information related to
psychological functioning that could not be obtained through
a quantitative—multiple cases study (16). In conclusion, in
future it could be useful to add to the aforementioned tools,
a Daily Emotions Logbook completed by the patient, in order
to obtain important information based on the point of view of
the patient.
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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.

Keywords: psychodynamic psychotherapy, brief psychotherapy, developmental psychopathology, outcome study,

parental support
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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
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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

Frontiers in Pediatrics | www.frontiersin.org 8 December 2019 | Volume 7 | Article 50189

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

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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Parental pre-natal representations predict the interactive patterns that parents will put

in place after childbirth. Early interactions defined by high parental emotional availability

(EA) influence the development of security in children. To date, research on the predictive

role of parental pre-natal representations on child attachment is still poor. Moreover,

investigations on pre-natal representations have mainly focused on mothers. This study

aimed at: investigating the criterion validity of the Interview of Maternal Representations

During Pregnancy-Revised (IRMAG-R) and of the Interview of Paternal Representations

During Pregnancy (IRPAG), using EA, parental attachment, and child attachment toward

both parents, as criteria; testing the incremental validity of the IRMAG-R and IRPAG in

the prediction of child attachment, controlling for other covariates, such as depressive

and anxious levels during pregnancy, EA, and parental attachment; evaluating the

possible mediation role of EA on the relationship between parental representations

during pregnancy and child attachment. Fifty couples of primiparous parents were

recruited during pregnancy, when the IRMAG-R and IRPAG were administered to

mothers and fathers. At 6–9 months after childbirth, the mother–child and father–child

interactions were coded by means of the EA Scales (EAS). At 14–18 after childbirth,

the Adult Attachment Interview (AAI) was administered to parents, and the Strange

Situation Procedure (SSP) was carried out to assess children’s attachment toward

mothers and fathers, respectively. The results showed significant correlations between

parental pre-natal representations and EA, parental attachment and child attachment.

As regards the prediction of child attachment, the IRMAG-R/IRPAG categories showed:

a significant and large unique contribution for maternal representations; a close to be

significant contribution for paternal representations (with a higher effect size for mothers

than fathers). Moreover, while the indirect effect of pre-natal representations in the

prediction of child attachment was not significant for mothers, it was instead significant

for fathers. The results of this study confirmed the criterion validity of the IRMAG-R

and IRPAG, and supported the incremental validity of the IRMAG-R and IRPAG in the

prediction of children’s attachment categories. Finally, the mediation models revealed

that EA did not mediate the relationship between maternal pre-natal representations and

child attachment, while it totally mediated the relationship between paternal pre-natal

representations and child attachment.

Keywords: pregnancy, parental pre-natal representations, parent–child interactions, emotional availability, child

attachment
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INTRODUCTION

The parent–child relationship begins during pregnancy,
when both women and men face dramatic psychological
reorganizations related to the new task of becoming parents (1–
4). In women, these transformative processes are sustained by the
development of mental representations, concerning themselves
as mothers, the unborn infant, and the future relationship
with him (5–9). Maternal representations become particularly
clear and rich by the third trimester of pregnancy (10), when
the mothers can fully perceive their infant’s vitality thorough
intrauterine movements and ultrasound images (1, 5, 11–14).
These perceptual experiences allow the mothers to experience a
shift from focusing on themselves to their infant as a separate
object (15).

Although pre-natal representations have been poorly
investigated in men, the existing literature shows that expectant
fathers also create an emotional bond with the infant (16–18),
and this bond increases as the pregnancy progresses (19–21).

Pre-natal mental representations include projections, dreams,
attributions, and fantasies, which are strictly related to parents’
childhood attachment experiences (22, 23). During pregnancy,
such early experiences become closer to conscious awareness,
allowing both women and men to identify with their parents
and–at the same time–develop their own parental identity (12,
24). As George and Solomon (25) have underlined, a relevant
change takes place in the representational world of expectant
parents, whose goals switch from being cared to being caregivers.

A central task for expectant parents is developing a feeling of
intimate connection to the infant and, progressively, recognizing
him/her as a separate individual who has the need for both
care and autonomy (2). Consistent with these considerations,
Tambelli et al. (26) have underlined that, when pre-natal
representations are flexible and open to change, parents can
“have an unconditional acceptance of the infant and a realistic
consideration of the baby’s individual characteristics and of
any difficulties emerging in the relationship with him or her”
(pp. 378–379).

Parental pre-natal representations tend to be relatively
stable after their formation, serving as a sensitive
indicator of the caregiving behaviors (25, 27) and
interactive patterns that parents will put in place after
childbirth (26, 28, 29).

Emotional Availability and Child
Attachment
After childbirth, the parent–child relationship takes the form
of a “reciprocal interchange,” that occurs between the innate
propensity of infants to engage with and share the subjective
states of others (30, 31) and the ability of parents to interpret and
respond appropriately to the emotional underpinnings of their
infant’s overt behavior (32).

From such a perspective, the theoretical construct of
Emotional Availability (EA) (33, 34) provides a relevant
description of the parent-infant relationship. Such a construct–
which is theoretically grounded on attachment theory (35) and
integrated with Emde’s conceptualization of emotions (36)–refers

to the “capacity of a dyad to share an emotional connection
and to enjoy a mutually fulfilling and healthy relation” [(37), p.
1]. Scientific literature has documented that EA predicts a wide
range of child outcomes, including attachment security [for a
review, see (38, 39)].

During the first year of life, repeated interactions with the
parents are internalized as an internal working models (IWMs)
of attachment (35). IWMs can be regarded as generalized
representations of “lived experiences” with primary caregivers
(40, 41), that remain fairly stable across the lifespan (42–45).

Early positive emotional interactions allow the children to
consider the parents as secure base (42), that is as someone who
is emotionally available to them in times of distress (35, 46, 47).
The internalization of these positive interactive experiences (and
of their related affects) promote the development of attachment
security in children. In these cases, IWMs include positive
expectations about others’ EA andwillingness to provide support,
along with positive representations of the self as competent and
valued. Conversely, when parents are not emotionally available
and responsive, children develop doubts about their self-worth
and others’ goodwill, and use defensive strategies other than
confident proximity seeking, to face distress. As a result of these
negative emotional experiences, two insecure IWMs–avoidant or
resistant/ambivalent–are likely to develop. Avoidance reflects a
tendency to use deactivating strategies, in response to parents that
children perceive as insensitive or rejecting to their attachment
needs of reassurance (48). In these cases, children tend to hide or
suppress negative emotions (such as anxiety, fear, anger or need
for consolation) and deal with distress autonomously to avoid
the frustration caused by the potential rejection from the parents
(44, 49–52). On the contrary, resistant/ambivalent attachment
reflects the use of hyperactivating strategies, in response to
parents who show inconsistent, hesitant or unpredictable EA
toward the emotional needs of their children (48). In these cases,
children tend to amplify proximity seeking behaviors to demand
or force the parents to be accessible and to pay more attention to
them (48, 53).

Aims of the Study
Whereas, a large body of research has explored the influence of
parental post-natal representations on the quality of attachment
in children, studies on the predictive role of parents’ pre-
natal representations on child attachment are still very scarce.
Given that pre-natal representations are found to be related
to both post-natal representations and post-natal parent–infant
interaction (7, 54, 55), it would be important that the influence
of parental pre-natal representations on parent–child attachment
may also be investigated. At the same time, it is worth
noting that, even though research has come to document
the relevant influence of fathers on children’s development
(56, 57), over the past decades, research on parental pre-
natal representations have mainly focused on mothers (18). We
believe that the lack of studies on fathers represents a further
relevant gap within scientific literature, which should be filled
by greater attention toward paternal contribution to child socio-
emotional development.
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Considering the importance of exploring, both inmothers and
in fathers, the complex constellations of mental representations
during pregnancy as well as their influence on child attachment,
this study aimed at:

- investigating the criterion validity of the IRMAG-R and
IRPAG, using EA in mother–child and father–child
interactions (hereafter referred to as maternal EA and
paternal EA), parental attachment, and child attachment
toward parents as criteria;

- testing the incremental validity of the IRMAG-R and IRPAG
in the prediction of child attachment, with respect to parental
depressive and anxious levels during pregnancy, EA scales, and
parental attachment;

- evaluating the possible mediation role of EA on the
relationship between parental representations during
pregnancy and child attachment.

We expected that, both in mothers and in fathers, mental
representations during pregnancy will be positively correlated
with EA as well as parental and children’s attachment categories.

We also expected that, both in mothers and fathers, the
categories of pre-natal mental representations will provide a
unique incremental contribution in the prediction of children’s
attachment categories, even when parental depressive and
anxious level during pregnancy, EA, and attachment were
included as covariates.

Finally, we expected that, both in mothers and in fathers, EA
will mediate the effect of pre-natal parental representations on
children’s attachment.

MATERIALS AND METHODS

Participants
Initially, 189 couples of primiparous parents were recruited at
seventh/eighth month of pregnancy, while they were attending
childbirth preparation courses at maternity and child health
services. These parents had been enrolled in a larger extensive
research, aimed at assessing the effects of early interventions on
parents at risk for psychopathological symptoms and on their
children’s socio-emotional development during the first year of
life. The screening of parental anxiety and depression revealed
78 couples in which both parents were within the normal range.
These parental couples were excluded from the general study and
were enrolled in the present investigation. Of these 78 couples, 28
were ruled out because they did not complete all the longitudinal
observations. Thus, the final samples consisted of 50 couples of
primiparous mothers (mean age = 33.88 years; SD = 4.58) and
primiparous fathers (mean age= 36.90 years; SD= 6.69).

The gestation period did not reveal complications for 66%
of mothers, and only 8% of them reported that they needed at
least one hospitalization. In addition, 20% of mothers reported
having had abortions previously. At the time of the study
neither mothers nor fathers showed the presence of anxious or
depressive symptoms.

This study was carried out in accordance with the
recommendations of the Ethics Committee of the Department
of Dynamic and Clinical Psychology, “Sapienza” University of

Rome. Prior to data collection, the parents received complete
information concerning the rationale of the study procedures
and provided their written informed consent to participate to the
research study, as stated in the Declaration of Helsinki.

Procedure
The longitudinal study included three measurement occasions,
in which different types of instruments were administrated at
the Department of Dynamic and Clinical Psychology: semi-
structured interviews, self-report scales, and rating scales applied
to videotaped materials.

1. At 7–8 month of pregnancy, a sociodemographic interview
was administered to the mothers and fathers, with self-
reported questionnaires that assessed depressive and
anxious symptomatology [i.e., the Edinburgh Post-natal
Depression Scale (EPDS) and the State-Trait Anxiety
Inventory Y form (STAI-Y), respectively]. Parents also
completed semi-structured interviews that assessed their
mental representations [i.e., the Interview of Maternal
Representations During Pregnancy-Revised (IRMAG-R)
and the Interview of Paternal Representations During
Pregnancy (IRPAG)].

2. At 6–9 months after childbirth, the mother-child and father-
child free-play-home interactions (lasting ∼15–20min) were
filmed and coded by means of the Emotional Availability
Scale (EAS).

3. At 14–18 months after childbirth, the Adult Attachment
Interview (AAI) was administered to bothmothers and fathers,
and the Strange Situation Procedure (SSP) was carried out to
assess the quality of children’s attachment toward mothers and
fathers, respectively.

Instruments
State-Trait Anxiety Inventory Y form (STAI-Y) (58); Italian
version by Pedrabissi and Santinello (59). It is a self-report scale
designed to measure both state (Y-1 form) and trait (Y-2 form)
anxious subjective states, such as tension, worry, restlessness,
nervousness and reactivity. State and trait subscales include 20
items with a four-point Likert scale. The Italian version presented
alphas> 0.85 in both adult and adolescent samples. Global scores
of state and trait anxious symptoms were computed summing up
all 20 items for each scale. The cut-off value for a clinical anxiety
level is 40.

Edinburgh Post-natal Depression Scale (EPDS) [(60), Italian
version by (61)]. Even though this self-report scale was
originally developed to measure depressive symptomatology in
mothers during the post-natal period, its validity has also been
successively demonstrated during pregnancy as well as in its
application with fathers. The EPDS includes 10 items that explore
the presence of the following depressive symptoms during the
past week: inability to laugh, inability to enjoy, unmotivated
feelings of guilt, state of anxiety or worry, moments of fear
or panic, feeling of being overwhelmed by things, difficulty
in sleep due to sadness and unhappiness, feeling of sadness,
presence of excessive crying, thinking of getting hurt. The
internal consistency of the Italian version of the EPDS was
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evaluated both with a Cronbach’s estimation (alpha = 0.79)
and Guttman split-half index (rtt = 0.82). A Global Score for
depressive symptomatology was computed summing up all items.
The cut-off value for the Italian version of the scale is 12/13 for
clinical depression and 9/10 for screening purposes.

Interview of Maternal Representations During Pregnancy-
Revised (IRMAG-R) (8, 9, 62) and Interview of Paternal
Representations During Pregnancy (IRPAG) (28). These semi-
structured interviews consist of 47 open questions, designed
to assess maternal and paternal representations during the
third trimester of pregnancy, by examining parental narratives
regarding the future child and the unfolding of the relationship
with him/her. Parental narratives are coded as a function of seven
different dimensions (i.e., richness of perceptions, openness
to change, intensity of investment, coherence, differentiation,
social dependency, and dominance of fantasies), that allow the
mothers’ and fathers’ transcripts to be classified into one of
three categories: Integrated/Balanced, Restricted/Disengaged and
Not Integrated/Ambivalent. The Integrated/Balanced category
is characterized by the ability of parents to provide a
consistent picture of their experience in the context of their
personal history; they give rich, affectively involved and
flexible representations of their children, even though still
unborn, and of their future with him/her. Parents consider
pregnancy as an important step of personal development and
the fulfillment of their personal identity. Restricted/Disengaged
category is characterized by rigid representations, impersonality,
poor fantasies, and high emotional control and inhibition.
Moreover, restricted/disengaged parents usually show difficulty
imagining and managing the relationship with their children,
and recognizing the experience of pregnancy. Finally, in Not
Integrated/Ambivalent category, parents tend to report not
organized and poorly coherent narratives, in which different
tendencies toward parenthood and the child coexist (defined by
excessive involvement and the struggle to impose distances), as
they are strongly absorbed by their conflicts with their original
family or partners. The degree of inter-rater reliability for all
dimensions as estimated in terms of agreement between judges
was: 0.86 for Richness of Perceptions; 0.89 for Openness to
Change; 0.90 for Intensity of Investment; 0.84 for Coherence;
0.93 for Differentiation; 0.97 for Social Dependency, and 0.86 for
Dominance of Fantasies, confirming the high level of reliability
of the instrument (62).

Emotional Availability Scales (EAS) (34). The EAS coding
system [EAS 4th Edn; (63)] was applied to 15/20min of
video-recorded free-play home-interactions. The instrument was
composed of six scales designed to assess different dimensions
of parent–child emotional regulation. Four scales concern
parental EA toward children (Sensitivity, Structuring, Non-
Intrusiveness, and Non-Hostility), and two concern children’s
EA toward parents (Responsiveness and Involvement), with
a range from one (highly emotional unavailable) to seven
(highly emotional available) points. Sensitivity refers to parental
affectivity, acceptance, flexibility, clarity of perceptions, affect
regulation, and variety and creativity that was shown during play
toward children. Structuring refers to parental capacity to give
rules, regulations and a supportive framework for interaction.

Non-Intrusiveness refers to parental capacity to interact with
the child without being over-directive, over-stimulating or
overprotective. Non-Hostility concerns covert and overt parental
hostility. Responsiveness refers to children’s availability toward
their parents’ requests of interaction, along with children’s
enjoyment of the interaction. Involvement regards children’s
willingness to interact with their parents. Inter-rater reliability,
assessed with mean absolute agreement intraclass correlation
coefficients (ICC), ranged from 0.81 to 0.93.

Adult Attachment Interview (AAI) (64). The AAI is a
semi-structured interview formed by 20 questions requesting
respondents to describe their relationship with main attachment
figures during childhood, specific positive or negative memories,
traumas, and current attachment relationships. Some questions
specifically concern crucial events related to attachment
relationships, such as illnesses, separations and rejections. Adult
participants are asked to recall autobiographical memories from
early childhood in order to evaluate the narratives produced, by
considering the structural dimension of the transcript rather than
its content. The AAI coding system was applied to categorize
participants into one of five categories corresponding to different
states of mind with respect to attachment: Secure/Autonomous
(F); Dismissing (Ds); Preoccupied (E); Unresolved/Disorganized
(U); Cannot Classify (CC). The F classification includes
individuals who value attachment relationships, describe their
attachment experiences (whether positive or negative) coherently
and consider them important for their own personality. In the
DS classification, adults tend to minimize the importance of
attachment for their own lives or to idealize their childhood
experiences. Adults classified as E tend to maximize the
importance of attachment, are still very much involved and
preoccupied with their past experiences, and are unable to
describe them coherently and reflectively. Anger or passivity
characterizes the discourse style of these adults. The additional
classification U is applied to interviewees who show signs of
unresolved experiences of trauma usually involving the loss of
attachment figures. Finally, the CC classification is applied when
a transcript has strong characteristics of both the dismissing and
preoccupied categories. Inter-rater reliability with respect to the
main category was 89% with a k= 0.74, p= 0.001.

Strange Situation Procedure (SSP) (46). The SSP is a
standardized laboratory observational procedure, commonly
carried out between 12 and 18 months after childbirth, during
which the child’s attachment behavior toward his/her parent is
activated and intensified by the child’s exposure to a moderately,
yet increasingly stressful situation (i.e., the presence of a strange
person and two short separations from the mother). The
SSP originally classified infants into three categories: Secure
(B); Insecure Avoidant (A); and Insecure Resistant/Ambivalent
Attachment (C). The B classification characterizes children who
use parents as a secure basis when they are present, show
distress when were separated from them and actively seek contact
when they return with a certain predisposition to be easily
consoled. The A classification characterizes children who do not
seek contact and play with parents, and do not show distress
when are separated from them. During the reunion with the
parents, these children are not interested in seeking proximity
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TABLE 1 | Frequency and percentages of IRMAG-R and IRPAG, maternal and

paternal AAI, and maternal and paternal SSP categories.

Integrated/

balanced

Restricted/

disengaged

Not

integrated/

ambivalent

IRMAG-R 26 (52%) 11 (22%) 13 (26%)

IRPAG 26 (52%) 15 (30%) 9 (18%)

Secure/

autonomous

Dismissing Preoccupied

Maternal AAI 29 (58%) 15 (30%) 6 (12%)

Paternal AAI 27 (54%) 16 (32%) 7 (14%)

Secure Avoidant Ambivalent

Maternal SSP 34 (68%) 8 (16%) 8 (16%)

Paternal SSP 27 (54%) 16 (32%) 7 (14%)

IRMAG-R, Interview of Maternal Representations During Pregnancy-Revised; IRPAG,

Interview of Paternal Representations During Pregnancy; Maternal AAI, Maternal Adult

Attachment Interview; Paternal AAI, Paternal Adult Attachment Interview; Maternal SSP,

Strange Situation Procedure carried out with the mothers; Paternal SSP, Strange Situation

Procedure carried out with the fathers.

to them, manifest a tendency to avoid contact with them and
continue to play or to explore the environment. Moreover,
they are not disturbed in the presence of the unfamiliar adult
(the stranger) and during the entire procedure. Finally, The C
classification characterizes children who are strongly focused on
parents during SSP, show reluctance to explore the environment,
and express high levels of distress during the separations from
the parents as well as inconsolability during the reunions with
them. Main and Solomon (53) later added a fourth category,
Disorganized/Disoriented (D) defined by odd, awkward behavior
and unusual fluctuations between anxiety and avoidance. As
reported by George and Solomon (65), when coders are trained
to categorize attachment styles using all categories the percentage
of agreement between judges was from 80 to 88%.

Data Analysis
To investigate the criterion validity of the IRMAG-R and IRPAG
categorizations, point-biserial correlations (for relationships
between dichotomous and scale variables) and phi correlations
(for relationships between dichotomous variables) were used.

To investigate the incremental validity of the IRMAG-R and
IRPAG categorizations in the prediction of children’s attachment,
with respect to levels of anxiety and depression during pregnancy,
parent–child EA, and adult attachment), two logistic regressions
were conducted.

Finally, to investigate the mediation role of parent–child
EA on the relationship between parental representations during
pregnancy and children’s attachment patterns, two mediation
models were analyzed (one for mothers and one for fathers)
through Mplus software, Version 8 (66), using the weighted
least square mean and variance adjusted estimator (WLSMV),
which allows the computation of the indirect effects also with
dichotomous outcomes. Moreover, a biased corrected estimation
of confidence intervals of parameters through a bootstrap
procedure was used.

TABLE 2 | Descriptive statistics of quantitative scales.

Maternal

mean

Paternal

mean

Maternal

SD

Paternal

SD

STAI-STATE 34.88 32.5 8.75 7.03

STAI-TRAIT 37.54 32.82 7.72 7.89

EPDS 6.34 3.58 4.02 2.94

EAS 5.78 5.57 0.84 0.91

STAI-STATE, State-Trait Anxiety Inventory State Form; STAI-TRAIT, State-Trait Anxiety

Inventory Trait Form; EPDS, Maternal Edinburgh Post-natal Depression Scale; EAS,

Emotional Availability Scale.

As regards statistical power, it is worth noting that
medium/large effect sizes are expected for the relationships
among the main factors investigated (i.e., parental
representations during pregnancy, EA and children’s attachment
patterns). In this view, to reach a statistical power of 0.80
with medium/large effects and a level of alpha to 0.05, the
number of subjects needed is about 50 subjects for both logistic
regressions [G∗Power software; (67)] and mediation models
with biased corrected confidence intervals for indirect effects’
parameters (68).

RESULTS

Descriptive Statistics
Table 1 illustrates the frequency and percentages for each
category of the IRMAG-R and IRPAG, maternal AAI and
paternal AAI, and SSP, as carried out with the mothers and
fathers, respectively (hereafter referred as maternal SSP and
paternal SSP).

As regards the narratives about parenthood during pregnancy,
more than 50% of representations were Integrated/Balanced for
both mothers and fathers. Restricted/Disengaged representations
were slightly higher for fathers, while Not Integrated/Ambivalent
were slightly higher for mothers.

Regarding parental AAI, more than 50% of both mothers and
fathers showed a Secure attachment. The number for Dismissing
attachment was higher than that for Preoccupied for both
mothers and fathers.

As regards the SSP procedure, more than 50% of the children
showed a Secure attachment both toward mothers and fathers.
However, a higher percentage of Secure attachment emerged
toward mothers rather than toward fathers. The number of
children’s Insecure Avoidant attachment was two times higher
toward fathers rather than toward mothers, while a similar
number for Insecure Resistant/Ambivalent attachment was
found toward mothers and fathers.

Table 2 shows the descriptive statistics of all scales considered
in the present study, with mean scores, standard deviation as
well as skewness and kurtosis values for both maternal and
paternal scales. Interestingly, mean values are higher for maternal
than paternal scores in all scales, especially for trait anxiety
(STAI-TRAIT) and depressive symptoms. All scales showed
close to normal distribution, except for the kurtosis value of
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TABLE 3 | Correlations of IRMAG-R and IRPAG with criteria.

Maternal/

Paternal

EAS

Maternal/

Paternal

AAI

Maternal/

Paternal

SSP

IRMAG-R 0.676** 0.237 0.628**

IRPAG 0.540** 0.318* 0.479**

IRMAG-R, Interview of Maternal Representations During Pregnancy-Revised; Maternal

EAS, Maternal Emotional Availability Scale; Maternal AAI, Maternal Adult Attachment

Interview. IRPAG, Interview of Paternal Representations During Pregnancy; Paternal EAS,

Paternal Emotional Availability Scale; Paternal AAI, Paternal Adult Attachment Interview.
*significant effect at 0.05 alpha level (two tails); **significant effect at 0.01 alpha level

(two tails).

TABLE 4 | Logistic regression on maternal SSP attachment.

B SE Wald (1 df) p OR R2

Nagelkerke

Mothers’ age 0.07 0.09 0.60 0.44 1.07

0.54

Children’s gender 0.63 0.87 0.52 0.47 1.88

IRMAG-R 3.76 1.31 8.18 0.00 42.73

Maternal EAS 0.04 0.62 0.01 0.95 1.04

Maternal AAI 0.06 0.87 0.00 0.95 1.06

Intercept −3.53 4.62 0.58 0.45 0.03

IRMAG-R, Interview of Maternal Representations During Pregnancy-Revised;

Maternal EAS, Maternal Emotional Availability Scale; Maternal AAI, Maternal Adult

Attachment Interview.

maternal STAI-STATE and scores on EAS related to father–child
interactions, which revealed values higher than one.

Criterion Validity of the IRMAG-R and
IRPAG
To evaluate the criterion validity of the IRMAG-R and IRPAG,
the correlations of maternal and paternal representations during
pregnancy with parental EA, and with parental and children’s
attachment were estimated.

Since some of the IRMAG-R, IRPAG, AAI and SSP categories
showed a too low frequency to conduct appropriate statistical
analysis (e.g., seeTable 1 referring to Not Integrated/Ambivalent,
Preoccupied and Resistant/Ambivalent categories),
Restricted/Disengaged, Dismissing and Avoidant categories
were collapsed, respectively with Not Integrated/Ambivalent,
Preoccupied and Resistant/Ambivalent ones. In this way,
parental representations were divided into Integrated vs. Not
Integrated categories, parental attachment models into Secure
vs. Insecure categories and children’s attachment patterns into
Secure vs. Insecure categories.

As illustrated in Table 3, the IRMAG-R and IRPAG categories
(Integrated vs. Not Integrated representations) were positively
and significantly correlated (phi correlation) with maternal
and paternal AAI and SSP categories, with a high effect size,
providing support for their criterion validity. In Table 3 point-
biserial correlations between the IRMAG-R/IRPAG categories

TABLE 5 | Logistic regression on paternal SSP attachment.

B SE Wald p OR R2

Nagelkerke

Paternal age −0.03 0.07 0.18 0.67 0.97

0.64

Children’s gender 0.60 0.89 0.45 0.50 1.82

IRPAG 1.62 1.04 2.44 0.12 5.07

Paternal EAS 3.45 1.13 9.24 0.00 31.36

Paternal AAI −2.07 1.17 3.10 0.08 0.13

Intercept −18.09 6.50 7.76 0.01 0.00

IRPAG, Interview of Paternal Representations During Pregnancy; Paternal EAS, Paternal

Emotional Availability Scale; Paternal AAI, Paternal Adult Attachment Interview.

and EAS scores are also reported. Significant and positive
correlations were found between parental representations during
pregnancy and parental EAS with a high effect size, with
a further support for the criterion validity of IRMAG/
IRPAG interviews.

Incremental Validity of the IRMAG-R and
IRPAG in the Prediction of Child
Attachment
In order to investigate the incremental validity of the IRMAG-
R and IRPAG, two logistic regressions (one for mothers and one
for fathers) were conducted, including parental representations
during pregnancy (Integrated vs. Not Integrated), EA and the
parental attachment model (Secure vs. Insecure) as predictors,
children’s attachment (Secure vs. Insecure) as a criterion, and
age and children’s gender as covariates. Parental anxious and
depressive scores were excluded from these analyses, as they did
not show significant correlations neither with IRMAG-R/IRPAG,
nor with parental and children’s attachment and with EA scales.

As illustrated in Table 4, overall maternal predictors
accounted for a considerable portion (R2 Nagelkerke =

0.54) of maternal SSP variability. Moreover, the Hosmer
and Lemeshow test indicated an adequate fit for the model
[χ2

(8) = 5.09, p= 0.75].

As regards the single predictors, a significant unique
contribution emerged for the IRMAG-R with a high effect size in
terms of Odds Ratio, while not significant unique contributions
were found formaternal AAI, EAS, as well as for children’s gender
and maternal age.

Similarly, paternal predictors accounted for a high portion (R2

Nagelkerke = 0.64) of paternal SSP variability (See Table 5), and
the Hosmer and Lemeshow test again indicated an adequate fit
for the model [χ2

(8) = 8.48, p= 0.39]. As regards single predictor

effects, a significant unique contribution emerged for paternal
EAS, with a high effect size (as evaluated in terms of Odds Ratio),
as well as a close to be significant contribution (with a large Odds
Ratio) of the IRPAG categories. Not significant contributions
were found for AAI categories, children’s gender and
paternal age (Table 5).
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FIGURE 1 | Mediation model on children’s attachment toward mothers.

**significant effect at 0.01 alpha level (two tails).

FIGURE 2 | Mediation model on children’s attachment toward fathers.

*significant effect at 0.05 alpha level (two tails); ** significant effect at 0.01

alpha level (two tails).

Direct and Indirect Effects of Parental
Representations During Pregnancy on
Child Attachment: the Mediating Role of EA
In order to further investigate the effect of parental
representations during pregnancy on children’s attachment,
two mediation models were tested (one for mothers and one for
fathers), including the IRMAG-R/IRPAG categories (Integrated
vs. Not Integrated) as independent variables, maternal and
paternal EAS scores as mediators, SSP categories (Secure vs.
Insecure) toward mothers and fathers as dependent variables,
and maternal and paternal AAI categories (Secure vs. Insecure)
as covariates. These mediation analyses were conducted with
Mplus Version 8 software using the WLSMV estimator and
bootstrapping procedure to estimate confidence interval of
indirect effects.

The first mediation model, which included maternal variables,
showed an adequate fit with the data [χ2

(1) = 0.17, p = 0.68;

RMSEA = 0.00 (0.00–0.28); CFI = 1.00; TLI = 1.12; WRMR
= 0.14]. The model accounted for 53% of children’s attachment
variability, and for 46% of maternal EA. As illustrated in
Figure 1, results showed significant direct effects of IRMAG-R
categorizations on both EAS scores (Biased Corrected Bootstrap

99% CI: from 0.47 to 0.82) and SSP categories (Biased Corrected
Bootstrap 99% CI: from 0.07 to 1.10), and not significant effects
of EAS scores (Biased Corrected Bootstrap 99%CI: from−0.37 to
0.62) andmaternal AAI categories on SSP ones (Biased Corrected
Bootstrap 99% CI: from−0.61 to 0.24).

Moreover, a not significant indirect effect (Estimate = 0.02,
Estimate/SE = 0.18, p < 0.86) of the IRMAG-R categorizations,
via maternal EAS, on children’s attachment toward mothers was
found (Biased Corrected Bootstrap 99% CI: from −0.25 to 0.45),
indicating that the impact of maternal representations during
pregnancy on children’s attachment was exclusively direct.

Similar to the first model, the second one, which included
paternal variables, also showed an adequate fit with the data [χ2

(1)
= 0.55, p = 0.46; RMSEA = 0.00 (0.00–0.34); CFI = 1.00; TLI =
1.05; WRMR= 0.26]. The model accounted for 76% of children’s
attachment variability, and for 28% of paternal EA. As illustrated
in Figure 2, a significant direct effect of the IRPAG categories on
EAS scores was found (Biased Corrected Bootstrap 99% CI: from
0.22 to 0.71), along with a significant effect of the EAS scores on
children’s attachment (Biased Corrected Bootstrap 99% CI: from
0.47 to 1.03). Conversely, not significant direct effects of both
IRPAG (Biased Corrected Bootstrap 99% CI: from−0.22 to 0.55)
and paternal AAI categories on children’ attachment (Biased
Corrected Bootstrap 99% CI: from−0.57 to 0.24) were found.

Different from the first model, a significant indirect effect
(Estimate = 0.41, Estimate/SE = 4.39, p < 0.001) of the IRPAG
categories, via paternal EA, on children’s attachment toward
fathers was found (Biased Corrected Bootstrap 99% CI: from 0.19
to 0.68), indicating that the impact of paternal representations
during pregnancy on children’s attachment is totally indirect.

DISCUSSION

Whereas the influence of parental post-natal representations
on child attachment has been extensively investigated, much
less is known about the predictive role of parental pre-
natal representations on child attachment. Moreover, the
existing literature on pre-natal mental representations have
been mainly focused on mothers (18), while paternal mental
representations during pregnancy have received scarce attention
from the research.

Beginning from these premises, we firstly investigated the
criterion validity of the IRMAG-R and IRPAG, using maternal
EA, paternal EA, parental attachment, and child attachment
toward parents as criteria.

Consistent with our expectations, both in mothers and
in fathers, the results showed a strong relationship between
pre-natal representations and EA, and between pre-natal
representations and child attachment categories (Table 3). These
associations are supported by the evidence that parental pre-
natal expectations, thoughts, and fantasies shape an anticipatory
working model (6, 69), that sustains women and men in the
achievement of a parental identity and in the development of
an early attachment bond with their infants (70). Consistent
with the results of previous investigations (27, 71, 72), small
size correlations (in terms of Cohen’s standards) were also found
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between pre-natal representations and parental attachment, with
a further support for the criterion validity of the IRMAG-
R and IRPAG. These results may be interpreted taking into
account the role played by the reworking of early attachment
relationship in enabling expectant mothers and fathers to achieve
their own parental identity and develop the capacity to recognize
the unborn infant as a separate individual with specific needs
(2). Parents with positive and stable childhood experiences are
more likely to develop and maintain flexible and coherent
representations about attachment and caregiving during the
transition to parenthood (1).

Having explored the criterion validity of parental pre-
natal representations, we tested the incremental validity of the
IRMAG-R and IRPAG in the prediction of child attachment,
with respect to children’s gender, parental age, EA scales, and
parental attachment.

Contrary to our expectations, even though maternal and
paternal predictors accounted for a considerable portion
of variability of attachment categories in children, relevant
differences between mothers and fathers were found regarding
the effects of the single predictors. As regards the mothers, the
categories of mental representation during pregnancy provided a
significant unique incremental contribution in the prediction of
children’s attachment categories, while all the other considered
predictors did not provide a unique contribution (Table 4). These
results evidenced that, compared to children whose mothers
have not integrated pre-natal representations, children whose
mothers report integrated representations during pregnancy
have a higher possibility to develop a sense of security in the
attachment relationship. Thus, in our study, maternal pre-natal
representations have a specific role in the construction of the
attachment bond with the child. Different from that observed
in mothers, in the case of fathers, child attachment categories
were accounted for by the significant unique contribution of
EA during dyadic interactive exchanges. Moreover, fathers’ pre-
natal representations resulted in providing a weaker (close to be
significant) unique contribution to child attachment if compared
to maternal representations (Table 5). These results show that
children’s attachment security toward fathers is more likely to
be associated with high EA during dyadic interactive exchanges.
Undoubtedly, the results concerning fathers confirmed those of
previous investigations that have documented the role of parent–
child EA in predicting secure attachment in children (38, 39).
At the same time, it is worth noting that, even though pre-natal
representations resulted in predicting child attachment both in
mothers and (with a lower effect size) in fathers, only in mothers
the other predictors did not provide any unique contribution.

Finally, taking into account the peculiarities betweenmaternal
and paternal contributions on child attachment, we evaluated
the possible mediation role of EA on the relationship between
parental representations during pregnancy and child attachment.

Even in this case, the analyses produced unexpected findings.
As regards the mothers, results showed significant direct
contributions of mental representations in predicting both EA
and child attachment categorizations, while no direct effects were
found for EA and maternal attachment on child attachment
categories. Moreover, no indirect effect of maternal pre-natal

representations, via EA, on children’s attachment categories was
found (Figure 1). Different from that observed in mothers, in
fathers, a significant direct effect of pre-natal representations
on EA was found, along with a significant effect of EA on
children’s attachment category. Conversely, neither paternal
pre-natal representations nor paternal attachment category
resulted in having a direct effect on children’s attachment
categories (Figure 2).

The results of our study may be explained by taking
into account the well-known condition of primary maternal
preoccupation (73), that has been conceptualized as “almost an
illness” that a mother must experience and recover from, in order
to provide the infant with an environment that can meet his/her
physical and psychological needs. As Leckman et al. (74) have
evidenced, such preoccupations develop during the last months
of pregnancy, affecting both mothers and (to a lesser extent)
fathers, with the aim of heightening parental ability to anticipate
the infant’s needs, learn his/her emotional signals, and gradually
recognize him/her as an individual. It may be assumed that,
because of more intense preoccupations, mothers may be more
prone than fathers to develop vivid mental representations of
their infants and an early sensitive attitude toward them (75). The
results of our study seem to prove that thesematernal inclinations
are so consolidated during pregnancy as to shape the ground in
which the child’s sense of security will be rooted.

In mothers, the experience of a somatic gestation (26)
contributes consistently in increasing the richness and specificity
of mental representations about their unborn infants. During
pregnancy, maternal mental representations are sustained by the
perception of the baby, whose vitality is manifested through
intrauterinemovements and ultrasound images (1, 5, 11–14). The
father’s emotional relationship with the unborn infant is instead
indirect, as it is experienced via the mother’s willingness to share
with them the affective and somatic experience of pregnancy (76).
In this view, it may be assumed that fathers’ contribution to their
child’s attachment security may fully emerge only when they will
have the possibility to really interact with their real child (77).

Limitations and Strengths of the Study
The main constraint of this study is the small number of the
recruited parents, as it produced an increase of parameters’
standard errors and a decrease of statistical power that limited
the possibility to detect low size effects. The small number
of participants did not even permit to test the effect of some
potentially relevant variables, such as previous abortions (which
was reported only by 10 mothers).

As regards the mediation analysis, it is worth noting that
all variables included in the model were assessed only on one
occasion ofmeasurement. As a consequence, the analyzedmodels
did not include residual change estimations of both mediator
and outcome (as computed using autoregression-based statistical
procedures), with a possible distortion of parameter estimations
(for an extensive explanation, see (78). Further longitudinal
studies with multiple measurements of all variables are needed
to address this potential source of distortion.

In this study, we adopted a dyadic perspective to evaluate
(separately for mothers and fathers) the predictive role played by
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pre-natal representations on child attachment. This did not allow
examination whether pre-natal triadic family relations might
predict mother- and father-child attachment relationship. As
regard this issue, a recent investigation has shown that children’s
attachment toward fathers (but not toward mothers) is predicted
by pre-natal triadic family alliance, that is by the ability of the
mother and father to cooperate and support each other in their
parental roles (79).

Notwithstanding these limitations, no previous study has ever
investigated the predictive and incremental validity of maternal
and paternal pre-natal representations on child attachment. We
believe that our results (albeit preliminary) may provide the
starting point for future researches, aimed at shedding further
light on the distinct (even though complementary) paths, that
mothers and fathers follow to contribute to their children’
attachment security.

These reflections lead us to consider the inclusion of fathers
(who have been long overlooked in scientific literature on
parenting) as a further strength of our study.

Finally, we believe that, in this study, the combined
use of clinical semi-structured interviews and observational
procedures may have provided an articulated description of the
complexity underlying the construction of mother- and father-
child attachment relationship.

CONCLUSIONS

The results of this study may have relevant implications for
prevention, clinical practice, and future researches, as they
indicate pregnancy as a privileged time for the intervention
programs that may be designed to support the parents in creating
that intersubjective matrix (80), within which the child’s sense of
security develops.

The assessment of mental representations during pregnancy
provides the opportunity to recognize parents who will have non-
optimal interactions with their infants, after childbirth. Indeed,
the IRMAG-R and IRPAG, beyond assessing the emotional
valence of parental representations, also allow to identify the
presence of defensive strategies (toward pregnancy and the
unborn infant) that are sensitive predictors of early impairments
in parental EA. These aspects are particularly evident among

parents with psychopathological symptoms (26) and with whom
this study needs to be replicated.
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