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Objective: This study investigated changes in the emotional availability of the
parent and the child in the dyadic relationship, parental reflective functioning,
and parental perception of the relationship with their child following treatment
with an integrated family approach in adult and child mental health care services.
The aim of the study was to investigate if an integrated family approach in
treatment contributes to good practice in mental health care.

Background: Children of parents with a mental disorder are at increased risk for
developing mental health problems themselves during lifetime. Infants are
extremely vulnerable for environmental influences. Parents with mental
disorders are at risk for mis-attuned behavior and non-optimal emotional
availability. This increases the risk of adverse cascading effects on the parent-
child relationship and child development. A secure parent-child relationship is an
important protective factor against the intergenerational transmission of mental
disorders. Although treatment of the parental mental disorder is important, it
does not automatically change undesirable patterns in the parent-child
relationship. Therefore, an integrated family approach to mental health
treatment is recommended.

Methods: This study involved a mixed methods design using questionnaires, an
observation instrument and semi-structured interviews. The variables examined
were the quality of the parent-child interaction, the parental perspective on their
relationship with the child, their problems with child upbringing, and on their
parental reflective functioning. The clinical sample consisted of 50 patients with a
variety of mental disorders and their young children.

Results: After finishing the integrated treatment the quality of the parent-child
interaction had improved significantly. Likewise, we found a significant
improvement in parental perception regarding the relationship with the child
and the parental role. The majority of the parents interviewed showed that they
were better able to mentalize about themselves, their child and their relationship
with the child, but the data from the questionnaire showed mixed results
regarding parents’ reflective functioning.
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Conclusion: Treatment with an integrated family approach to mental health care
in which the parental role of the patient, the young child, and the parent-child
relationship are integrated in treatment, can be a valuable addition to the current
practice of mental health care in which patients are commonly perceived

as individuals.

KEYWORDS

integrated family approach, family focused practice, adult and child mental health
services, parental mental disorder, infants and early childhood, intergenerational
transmission of mental disorders, emotional availability scales, parental reflective

functioning

Introduction

Epidemiological research has found convincing evidence that
offspring of parents suffering from mental disorders are at increased
risk for developing mental disorders themselves (e.g. 1, 2). The
parent-child relationship is in general the first and most influential
relationship in a child’s early life. Parents with mental disorders may
be impeded in caring for their young child by being preoccupied
with their own concerns and with managing the symptoms
associated with their mental dysregulation. This constitutes a risk
to developing a healthy parent-child relationship, with consequences
for the parent and the child. For most parents, parenthood has great
significance when it comes to the personal fulfillment of life’s
meaning. For the child, a healthy parent-child relationship
provides a secure foundation for ongoing development and a
buffer against the development of mental disorders. The
importance of the stage of infancy for later development and the
challenging role of parenting, especially for parents suffering from
mental disorders, warrants an integrated family approach in mental
health care. By this, we mean an approach in which the development
of the parent-child relationship is included in the treatment of the
parents’ mental disorder (3). In this study we will evaluate whether
the parent-child interaction was improved among parents and
young children when an integrated family approach was used in
their treatment.

Over the last 12 years, a Dutch mental health care service named
Dimence Groep has built up expertise with regards to an integrated
family approach in treatment (4-6). This means multidisciplinary
treatment is provided by a network of professionals from adult
mental health services (AMHS) and child and adolescent mental
health services (CAMHS), all embracing an integrated family
approach in their treatments. The involved professionals meet
regularly for multidisciplinary consultations, share their perspectives
and experiences, and tailor the treatment components to the needs and
capabilities of the family. The aim of this integrated treatment is to
improve the relationship between parents and their young child in
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order to protect them from the consequences of intergenerational
transmission of mental disorders and adverse outcomes.

Although treatment of the parental mental disorder is
important, it will not automatically change undesirable patterns
in the parent-infant relationship (7-9). To foster the resilience of
young children whose parents have been diagnosed with a mental
disorder the focus needs to be on the parent-child system (10, 11).
There is some preliminary support in clinical samples that suggests
an association between higher levels of insecure attachment in
infants and parental behaviors related to mental disorders (12,
13). A secure attachment relationship between child and parent is
perceived as an important protective factor against the development
of mental disorders (10, 14, 15). Doty et al. (16), argued that a
positive development or change in the parent-child relationship will
have positive spillover effects over time on other domains impacting
the parent (parental efficacy, positive emotions) as well as the child
(cognitive, emotional and social functioning).

The emotional availability of parents is an important predictor
of the child’s secure attachment. However, this may not be evident
for parents with a mental disorder (12, 17). The concept of
emotional availability (EA), grounded in attachment theory, was
initially focused on the parent’s sensitivity to the child’s emotional
signals and later supplemented by the child’s emotional availability
towards the parent (18). The latter means the emotional signals
made by the child to the parent (e.g. smiling, crying, seeking or
terminating eye contact). The child’s EA is of importance for the
parent to be able to understand what the child wishes to
communicate to the parent about his or her needs. With this
expansion of the theory, EA developed into a dyadic concept and
was therefore consistent with Sameroff’s (19) transactional model in
which the parent-child relationship is conceived as a reciprocally
shaped system. Regarding the concept of EA, the child’s emotional
availability to the parent should also be addressed.

In various research, it is demonstrated that parents’ capacity to
mentalize is also an important predictor of the child’s secure
attachment (20, 21), and resilience to adversity (20). Parental
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mentalization or parental reflective functioning (PRF) refers to the
parents' capacity to understand their own as well as their child’s
behavior as related to internal mental states such as thoughts,
feelings, and wishes (22-24). Some empirical evidence points to a
two- or three dimensional structure of PRF:

1. Self-focused reflective functioning - the parental capacity
to mentalize about their own emotions, feelings, and
behaviors,

2. Child-focused reflective functioning - the parental capacity
to mentalize about the emotions, feelings (mental states),
and behaviors of the child (25-27), and

3. Relation-focused reflective functioning - the (parental)
capacity to mentalize about how dynamics of mental
states (both parent and child) affect the interactions and
behavior in relationships (with the child) (27).

Parental mentalization allows parents to be sensitive, meaning
that they can accurately perceive and interpret the infant’s signals and
communications and respond appropriately. Consequently, the
parent is able to see the child as a separate individual with his or
her own emotions, feelings and wishes (23, 28). Regulating and
comforting the child in a sensitive and an appropriate way plays a
vital role in the development of attachment and the child’s self-
regulation and capacity to mentalize (22). A meta-analysis (21) of
parental mentalization and sensitivity as predictors of infant
attachment found a direct effect of parental mentalization on infant
attachment, over and above parental sensitivity, as well as an indirect
effect on parental sensitivity mediating the relationship between
parental mentalization and the infant’s attachment security.

Parental reflective functioning may perform as a protective
factor for risk factors such as parental mental disorder (e.g.
trauma) and disruptive parental behavior. These factors are
associated with a child’s outcomes, such as insecure attachment
(20). Therefore, enhancing secure attachment between parent and
child, and thus focus on parental mentalization and parental
sensitivity to the child’s cues, are considered to be critical targets
for intervention (21, 29). Moreover, Nijssens et al. (30) conclude
that these intervention targets could have a preventive function with
regard to the social-emotional development of young children. In
practice, however, these factors are little considered in the treatment
of adults with mental health problems who have young children.

Current study

In this mixed method study, we will evaluate the outcomes of an
integrated family approach in treatment on the quality of the
parent-child interactions. With this in mind, we will focus on two
features of the parent’s EA - sensitivity and non-intrusiveness to the
child - and on the EA of the child to the parent, including their
responsiveness and involvement. Furthermore, we will investigate
the parental perspective on their relationship with the child, their
problems with child upbringing, and on their parental reflective
functioning. Based on the literature (8, 9, 31), we hypothesized that
the integrated family approach would lead to an improvement in
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the quality of the EA of the parent and the child in the parent-child
interaction, and an improvement in parental mentalization. The
aim of the study is to test the expected improvements of an
integrated family approach on parent-child interaction and
parental mentalization in order to contribute to good practice in
mental health.

The research questions were:

1. Is there improvement in the quality of the parent-child
interaction for patients who receive treatment with an
integrated family approach? We hypothesized the parent-
child interaction to improve from pre to post on average.

2. Is there a change in the parental perspective on the
relationship with the child and on problems with the
child’s upbringing? We hypothesized a positive change in
the parents’ perception of the relationship with their child
and a reduction of problems in child’s upbringing.

3. Is there improvement in parental reflective functioning for
patients who have received treatment with an integrated
family approach? We hypothesized parental mentalization
to improve over the period of treatment.

By finding answers to these research issues we aim to contribute
towards improving the development of the early parent-child
relationship between patients treated in mental health care
services and their children.

Materials and methods
Design

The current study consisted of a mixed methods design with
quantitative and qualitative data. Quantitative data was collected
from an observation instrument and questionnaires in a pre and
post-measurement design without a control group. The qualitative
data was collected from semi-structured interviews with parents in
the post-measurement.

Sample

Participants were recruited at the department of adult mental
health services (AMHS) and child and adolescent mental health
services (CAMHS) within the Dimence Groep, a mental health care
foundation in The Netherlands. The number of potential
participants was 110, but 43 of them refused to participate. The
most commonly mentioned reason given in this regard by patients
was the stress they were experiencing. A few patients expressed no
confidence in the privacy statement provided for the research or
expressed fear of the involvement of child protection services. All
adult patients and their young children up to six years were
diagnosed by a psychiatrist, or a psychologist, respectively
according to the DSM-5 and the Diagnostic Classification of
Mental Health and Developmental Disorders of Infancy and Early
Childhood (DC:0-5").
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To avoid the false impression of a homogenous group and stay
close to the reality of daily clinical practice, where patients
demonstrate a high variety of mental disorders, differences in
comorbidity, and a considerable heterogeneity phenomenology of
mental disorders, we did not focus on a specific DSM-5
classification. Thus, there were no exclusion criteria for the
assigned DSM-5 classifications either for the parents or the
infants. The study included patients and their young children
who were referred to an integrated family approach for treatment
due to concerns about the parents’ mental health and its impact on
parenting, as well as concerns about the emotional development
and mental health of the child. The group of adult patients consisted
of 80% women and 20% men, with an average age between 25 and
35, and all of them had chronic and complex mental disorders.
Among the adults, 64% had one or more comorbid diagnose(s) and
80% had been treated at least once in a mental health care service
before. Twenty percent of the adult patients had a low level of
education. The duration of treatment was predominantly longer
than 12 months. The group of children consisted of approximately
50% boys, and 50% girls with a mean age of 22 months (SD = 20).
Fifty-two percent of the children were under the age of 12 months at
the time of referral. All of the children had at least one classification
on the DC:0-5 comparable to DSM-5. In 78% of cases, parent-child
relational problem was the primary classification. The
characteristics of the parents and the children are shown in
Tables 1, 2.

TABLE 1 Characteristics of adult patients (N = 50).

\| %

Man 9 18
Gender Woman 41 82
Age <30 20 40

30-35 17 34

>35 13 26
Highest educational Low (basic or pre- 10 20
level attained vocational

secondary

education)

Middle (secondary 26 52

vocational

education)

High (bachelor or 14 28

master degree)
Classification DSM-5 Personality Disorder | 15 30
(only first classification)

Bipolar Disorder 1 2

Depressive Disorder = 7 14

Anxiety Disorder 5 10

Autism 6 12

Spectrum Disorder

11 22
(Continued)
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treatments in mental health

care (adult patients)

Duration of treatment with

an integrated family
approach (months)

TABLE 2 Characteristics of children (N = 50).

Gender

Age on time of
referral (months)

Family structure

Classification DSM-
5* (only
first classification)

N %
Trauma and
Stressor-
Related Disorder
Others 5 10
Comorbidity 32 64
First treatment 10 20
Second treatment 14 28
More than two 26 52
treatments before
0-6 5 10
6-12 11 22
12-18 12 24
18-24 8 16
> 24 14 28
\| %
Boy 24 48
Girl 26 52
0-12 26 52
12-24 7 14
24-36 2 4
36-48 8 16
48-60 4 8
60-66 3.6
Both 34 68
biological parents
One 10 20
biological parent
Post-divorce 4 8
co-parenting
Fosterparents 2 4
Autism 2 4
Spectrum Disorder
Unspecified 4 8
Neurodevelopmental
Disorder
Post-Traumatic 4 8
Stress Disorder
Parent-Child 39 78
Relational Problem
Other 1 2
Comorbidity 12 44

*Comparable with the classifications of the DC:0-5".
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Due to the heterogeneity of the sample, a standard treatment
protocol was not utilized. However, the sample shared a
commonality in the presence of a mental disorder in the parent
and problems in the parent-child relationship. The treatment
interventions of AMHS and CAMHS were combined and focused
on addressing these two aspects. At AMHS, the parent’s mental
disorder was treated with psychotherapy (individual or group),
trauma therapy, psychomotor therapy, emotion regulation training,
pharmacotherapy, or a combination of these interventions. At
CAMHS, the treatment focus was primarily on improving the
quality of the parent-child relationship through interventions
such as parent-child psychotherapy, parent counseling, home
treatment, or a parent-child psychotherapy group. If the child had
a specific psychological disorder, such as trauma or autism
spectrum disorder, specific treatment was offered. This included
trauma therapy in collaboration with the parent, psychoeducation
for the parent about the specific disorder, pharmacotherapy, or a
combination of these interventions. If there were any issues within
the family, such as problems in the couple’s relationship or specific
challenges with the child’s upbringing, the treatment plan was
expanded to include interventions aimed at addressing those
specific issues. For a detailed description of all the possible
interventions of AMHS and CAMHS within an integrated family
approach in treatment (6).

Procedure

Participants were recruited between January 2018 and May
2023. Ethics approval was granted by the Medical Ethics Review
Board at the University Medical Centre of Utrecht in the
Netherlands (18-186/C). During the recruitment period, all
parents of children up to six years old who were in treatment
with an integrated family approach were informed about the study
by their therapists at either AMHS or CAMHS. Formal consent for
participation was obtained by signing a consent form. The signed
statement of consent was stored in the case file. All parents could
withdraw from the study at any time without affecting the
continuation of their treatment.

The pre-measurement took place when the integrated family
approach in treatment started and post-measurement after ending
this treatment. In both measurements the registered parent and the
child were filmed for twenty minutes, the recommended minimum
length (18), during a contact moment in a child friendly room at the
office or at home. The instruction here was, “Do as you are used to
doing with your child”. No specific instruction was given, and the
researcher did not participate in the interaction. In addition, the
enrolled parent was asked to complete two digital questionnaires:
one regarding parental reflective functioning and the other
regarding their perception of the parent-child relationship. After
the integrated treatment was completed, individual interviews were
conducted with several parents about their experiences with an
integrated family approach in their treatment. To answer the
research questions regarding the perception of parents about the
quality of the relationship with their child, and their own parental
mentalization after the treatment, we made use of data from the two
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questionnaires and semi-structured interviews of a previously
conducted multiple case study (5), which was linked to this study.
At the post-measurement, the parents received a small gift for
their child.

Measurements

The quality of the parent-child interaction was assessed using
four subscales related to the parent-child interaction of the EAS
(Emotional Availability Scales), 4th edition (32). The EAS is an
observation instrument that does not quantify distinct behaviors
but analyzes the interactional style of the dyad. It is an emotion-
focused measure that refers to the overall affective quality of the
relationship. The construct of emotional availability (EA) is
multidimensional, as it comprises different dimensions of
caregiving (33). The EAS-IV is widely used and has predictive
and concurrent validity with several attachment measures.
Construct validity has been established in longitudinal studies and
multi-cultural populations (34). Short-term test-retest reliability is
moderately strong for the parent dimensions sensitivity and non-
intrusiveness (35). The tool uses video data of >20 min to assess EA
cross parent and child scales. In this study two parent scales,
Sensitivity and Non-intrusiveness, and two child scales,
Responsiveness and Involvement, were used. For each scale, a
direct global score is generated on a Likert scale (1 = nonoptimal
to 7 = optimal) and a total score is generated using seven subscales
(range 7-29) (34, IMH Journal, January 2022). Total sum scores
above 20 on the subscales imply a sufficiently positive interaction
between parent and child and a sufficient engagement with each
other (32). Couples of two EAS-IV professionals, trained by the
author of the scales, blind-coded the video data without preliminary
information about the family and if it was a pre or post-
measurement. Intra-class correlations (ICC, two-way random
with absolute agreement, mean values and a 95% confidence
interval) of .65 to .77 for the mean of the total subscale scores of
both professionals indicated substantial inter-rater reliability.

The parent’s perception of the parent-child relationship was
measured using the subscales Parent-child Relationship Problems
(6 items) and Parenting Problems (7 items) of the digital Parenting
Stress Questionnaire (PSQ; 36). This questionnaire consists of 34
questions measuring different aspects of parenting stress. In this
study, the raw sum scores of the above subscales were used after
mirroring the scores as described in the manual. The Parent-Child
Relationship Problems subscale refers to the extent to which the
parent or caregiver experiences problems in the relationship with
the child. The Parenting Problems subscale indicates whether the
parent feels that he or she has (in)sufficient skills to raise the child.
Each item is rated on a four-point Likert scale: from 1 meaning
“does not apply” to 4 “applies entirely”. The reliability of the PSQ is
described as good (37). Cronbach’s alpha for the total score ranges
from .89 to .91, and for the scale scores range from .74 to .87. In this
study, Cronbach’s alpha was .94 for T1 and .87 for T2 for the
Parent-Child Relationship Problems subscale at 45 measurements.
For the Parenting Problems subscale, Cronbach’s alpha was .90 for
T1 and .83 for T2 at 45 measurements.
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All three subscales of the PRFQ (Parental Reflective Functioning
Questionnaire; 24), a brief, multidimensional self-report measure,
were used to assess the parent’s perception of parental reflective
functioning (PRF), defined as the caregiver’s capacity to reflect
upon his/her own internal mental experiences as well as those of the
child. Higher PRF is associated with adequate caregiving and the
child’s attachment security and mental health (38, 39). The PRFQ is
an 18-item questionnaire that includes items related to parental
interest and curiosity about their child’s mental states and how
these mental states may have an impact on behavior.

Luyten et al. (24) developed three subscales to capture key
features of PRF. First, there is the Pre-Mentalizing Modes (PM)
subscale, in which the items capture a nonmentalizing stance,
malevolent attributions, and an inability to enter the subjective
world of the child (e.g., “My child cries around strangers to
embarrass me”). The second is the Certainty about Mental States
(CMS) subscale: scores on this scale may range from
hypermentalizing, meaning a tendency of parents to be overly
certain about the mental states of their child (i.e., to not recognize
the opacity of mental states), to hypomentalizing, that is, an almost
complete lack of certainty about the child’s mental states (e.g., “I
always know what my child wants”). Thirdly, there is the Interest
and Curiosity (IC) subscale, which relates to parental interest in and
curiosity about mental states, a key factor in PRF (e.g., “I am often
curious to find out how my child feels”). Whereas low levels on the
IC subscale might reflect an absence of interest in one’s child's
mental states, very high scores might reflect intrusive
hypermentalizing. Each subscale consists of 6 items and each item
is rated on a 7-point Likert scale, from “1” to express “strongly
disagree” to “7” to indicate “strongly agree”. The PRFQ has no well-
established clinical cut-offs for its subscales. For the PM subscale,
higher scores indicate lower levels of parental reflective functioning.
For the CMS and IC subscales (slightly) above middle scores (i.e., M
~3.8 -4 for CMS and M ~ 5.5 - 6.0 for IC in community mothers
and fathers) may be more optimal, whereas either low or very high
levels may be more dysfunctional (40-42). The PRFQ exhibits good
construct validity, internal consistency for all subscales and
reliability (24, 39). Cronbach’s alpha for this sample ranged from
.58 (T1) to .63 (T2) for PM, from .65 (T1) to .73 (T2) for IC and was
.72 for CMS (both T1 and T2).

For this study 18 semi-structured interviews of parents were
used from the previous study (5). We adopted a qualitative design
with thematic analysis, which is suitable for identifying common
and overarching themes. We used Atlas-ti 8 software for coding. An
extensive description of the methods can be found in the
forementioned paper (5). The following two categories of the
codebook constructed for the analysis of the interviews were
selected: 1. parents’ comments about experienced improvement of
the relationship with their child after treatment; 2. parents’
comments in which they demonstrated their ability to mentalize
about themselves, their child and the relationship between them
after treatment.

Figure 1 shows an overview of the process of data collection and
dropouts of the measurements on EAS, PSQ, and PRFQ.
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Potential
participants
110

Refuse to participate due to:

- too much stress

»1- no confidence in privacy statement in research
- fear of involvement child protection service
Total n = 43

Drop out for pretest
EASn=4
PSQn=0

v PRFQ n=16

v

Pretest
EASn =63
PSQn=67
PRFQn =51

Drop-out of the study due to incomplete data:
JJEASNn=8

“lPsan=17

PRFQ n= 10

Not included since treatment has
»|not been completed to date
[Totaln=5

A
Paired posttest
EAS n =50
PSQn=45
PRFQn =36

FIGURE 1
Overview of the process of data collection and dropouts of the
measurements on EAS, PSQ, and PRFQ

Data analysis

Power calculations and sample size

The total sample size was calculated to detect a medium sized effect
in the outcome measures of parent-child interaction (EAS-IV), the
parents perception of the parent-child relationship (PSQ) and of
parental reflective functioning (PRFQ) at T1 and T2, utilizing
G*Power software (43). A sample of 27 (number of pairs) was
required to achieve a power of 80% and a level of significance of 5%
(one sided), for detecting an effect size of .5 (Cohen’s d) between pairs.

Statistical analysis

For all data, the assumptions for normality and skewness were
checked. To detect changes in the quality of parent-child interaction,
the parents perception of the parent-child relationship, and of their
certainty of mental states, the paired sample t-test was used. The
Wilcoxon signed rank test was used to detect changes in the parents
perception of prementalizing (PM) and interest and curiosity (IC).
Pre and post-test-scores on CMS and IC were compared with the
optimum score. Using the standard error of difference (Suy), the
Reliable Change Index (RCI) was calculated to examine whether the
differences found per participant were statistically significant (44, 45).
An RCI equal to or greater than 1.96 is considered statistically
significant. Statistical analyses were conducted in SPSS version 27.

Qualitative data analysis of the
interview questions

The current study is linked to a multiple case study evaluating
the use of an integrated family approach in treatment in which
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parents were interviewed about their experiences with this approach
in treatment (5). An extensive description of materials and
methods as well as the offered treatment are described in this
previous publication.

Results

All data from the EAS and PSQ were normally distributed and
showed statistically and clinically significant results. The PRFQ
showed mixed results. Only the CMS-subscale was normally
distributed. For a small group of the participants the subscales
scores of the three scales of the PRFQ moved to the optimal score.
Results from the quantitative and qualitative analysis are reported
below and the quantitative results are presented in Table 3.

Quality of the parent-child interaction
measured with the EAS

After a period of treatment with the integrated family approach (¢
= 12-24 months), both the parent and child scales showed significant
improvement (Parental Sensitivity: #(49)= 3.99, p =.000, Hedges'g = .56;
Parental Non-intrusiveness: ¢ (49)= 2.62, p = .012, Hedges’g = .37; Child
Responsiveness: #(49)= 3.88, p = .000, Hedges’g = .54; Child
Involvement: #(49)=4.34, p = .000, Hedges'g = .61).

The RCI also showed a clinically relevant change in the quality
of parent-child interaction. At the individual level, 62 percent of the
participants scored better on the Sensitivity subscale of the EAS at
the post-measurement (RCI > 1.96). For the Non-intrusiveness,
Responsiveness and Involvement subscales this was 56, 60 and 68
percent respectively. For two-thirds of the participants a total score
of 20 points or above was given on the four subscales at the post-
measurement, which implies a sufficiently positive interaction
between parent and child. At the pre-measurement this
was the case for 40 (Sensitivity), 38 (Non-intrusiveness), 32
(Responsiveness) and 22 (Involvement) percent of the participants.

Parent’s perception of the parent-child
relationship and problems with upbringing
measured with the PSQ

After treatment with the integrated family approach, parents
experienced fewer problems in the parent-child relationship and with
raising their child (Parent-child relationship problems: #(44)= 4.03, p =
.000, Hedges'g = .59; Parenting problems: #(44)= 3.18, p = .003,
Hedges'g = .54). For more than half of the participants the RCI also
showed a clinically relevant change in the problems parents
experienced in their relationship with their children (RCI > 1.96). At
the post-measurement, 53 percent of the parents reported significantly
fewer problems in the parent-child relationship, and 51 percent of the
participants scored in the range for no to mild problems, where this
was 22 percent at the pre-measurement. Fifty-six percent of the parents

Frontiers in Psychiatry

10.3389/fpsyt.2024.1377100

reported significantly fewer problems with parenting at the post-
measurement. However, only 11 percent scored in the range for no
to mild problems where this was 6 percent at the pre-measurement.

Parent's perception of parental reflective
functioning measured with the PRFQ

The paired samples ¢-test showed that parents rated a significant
change in their certainty about their child’s mental states over the
treatment period (#(35)= 2.88, p = .007, Hedges’ g = .48). The Wilcoxon
signed-rank test showed that treatment with the integrated family
approach did not elicit a statistically significant change in the parents’
perception of pre-mentalizing (Z = -1.59, p = .11, r = .27) and interest
and curiosity (Z = -49, p = .63, r = .08). At the individual level 38
percent of participants scored significantly better on the PM subscale at
the post-measurement (RCI > 1.96). Disregarding the optimal score,
there was a clinically relevant change in 67 percent of cases for CMS
and IC. For CMS, the score moved at least half a point toward the
optimal score for 33 percent of the participants. For IC, this was the
case for 22 percent of the participants.

Parents’ perception about the
improvement in the quality of the parent-
child relationship and their parental
mentalization measured by interviews

Almost all of the 18 parents reported positive changes regarding
the way they experienced the relationship with their child and their
own parental mentalization after completing treatment with the
integrated family approach. Three parents reported no
improvements in the relationship with their child and reported
no changes in their ability to empathize with their child. The first
mother mentioned that the relationship with her son had not
improved, but the relationship with her partner had improved
through couples therapy, and she felt satisfied with his support.
She also showed an awareness of the reciprocity of the relationship
with her son. The second mother mentioned that she always had
experienced the relationship with her son as very good, and the
third mother felt that the treatment neither improved nor worsened
the parent-child relationship.

In the next section, we will report on what parents told us about
what they learned and what improvements they observed in the
relationship with their child. Staying close to the content and
analysis of the interviews, we will illustrate the emerged themes
with quotations. After each quotation, we will refer to the
theoretical dimensions of EA and PRF as explained earlier. See
Table 4 for an overview of the themes in the interviews with
the parents.

In terms of reported improvements about the behavior of the
child in the parent-child interaction, parents expressed that the child
showed more comfort seeking behavior toward the parent, such as
proximity and cuddling (involvement).
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TABLE 3 Results of the paired samples t-test for quality of the parent-child interaction, parenting problems and parental mentalization.

Variable Premeasurement Postmeasurement Difference 95% conf. interval p-value %

score (T1) score (T2) of the difference improved

M M M from to based

on RCI

Sensitivity (N = 50)  18.85 362 21.02 296 | 217 385 | 1.08 327 .000%* 66 62 56
Non-intrusiveness 19.47 398 | 21.02 283 155 417 | 36 2.73 012% 67 56 37
(N = 50)
Responsiveness 18.91 341 2137 326 247 449 | 119 3.74 .000** 67 60 54
(N = 50)
Involvement 18.23 339 2085 347 | 262 427 | 141 3.83 000 68 68 61
(N = 50)
Parent-Child 13.69 473 | 10.96 374 273 455 | 1.36 4.10 000+ 87 53 59
Relationship
Problems (N = 45)
Parenting Problems 17.11 448 | 14.76 3.68 | 2.36 4.97 .86 3.85 .003* .86 56 .54
(N = 45)
Prementalizing 242 85 | 217 86 | -25 114 -64 14 19* 20 38 22°
(N = 36)
Certainty of Mental = 3.70 98 413 89 42 .88 13 72 007 22 33 48
States (N = 36)
Interest and 5.48 .87  5.60 .80 13 91 -18 43 42°¢ .19 22 144
Curiosity (N = 36)

*p<.05; **p<.01.

“results of the Wilcoxon signed-rank test: Z = -1.59, p = .11.

br (ZAN) = 27.

“results of the Wilcoxon signed-rank test: Z = -.49, p = .63.

dr (ZAIN) = .08.
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TABLE 4 Themes in the interviews with parents about changes in the
interactions in the parent-child relationship and parental mentalization
after completing the treatment.

Improvements about the behavior of the child in the parent-child interaction

Changes in parent’s behavior towards the child

Parent’s awareness about the impact of their own behavior on the child

Parent’s ability to understand and empathize with the child
Parent’s capability to regulate their own emotions, feelings, and thoughts
Parent’s capability to observe their child

The power of parental self-confidence

A mother reported the following improvements she observed
regarding the behavior of her son:

[Now] when he is feeling sad, he will come and sit on my lap all
cuddling and crying. [child involvement].

Another mother said:

She [the child] relies [on me] much more than she did as a young
baby. So, that is really nice to observe. [child involvement].

Regarding their own parental behavior towards the child,
parents reported an increased ability to pay attention to the
child’s needs (sensitivity), for example by comforting the child, by
being available to the child, or by allowing the child’s play to unfold
autonomously (non-intrusiveness).

A mother said:

When she [the child] expressed that she wanted to play with me, I
don’t take the lead, because I did that before. When I took the
lead before, yes, of course she got a little angry and irritated. But I
didn’t realize that I was directing. [non-intrusiveness, self-,
child-, and relation-focused mentalizing].

Another mother said that she learned to adjust her behavior
towards the needs of her son:

Now I put clear boundaries because we found out that he just
needs that too. [child-focused mentalizing].

Parents also reported more awareness about the impact of their
parental behavior on the child (relation-focused mentalization).
For instance, they mentioned that their emotional availability
and sensitivity to the child had a positive impact on the
child’s responsiveness.
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A father said the following:

As I started doing more with him, I noticed that there was more
interaction. That as a baby he began to look for me more.
[parental emotional availability, child’s responsiveness].

Another father explained:

I can be much more on his level when playing or something.
Instead of sort of killing it by saying ‘veah you know...". A simple
example: he had imagined that the ambulance was coming to put
out the fire, and instead of letting his imagination flow, which
gave him a lot of enjoyment, I would say, Yeah, why, an
ambulance can’t put out a fire’. And then you could see the
whole enjoyment and fun going away and now I can think ‘ah
okay, fine boy, we’ll go out with the ambulance. Very good’. [self-,
child-, and relational-focused mentalizing].

Many parents mentioned that throughout the treatment their
ability to understand and empathize with the child (child-focused
mentalization) increased, which made it easier to be sensitive to the
child’s needs. They were better able to avoid the projection of their
own problems and tension on the child and felt less rejected by their
child (self-focused mentalization). They were more able to see the
child as a person with its own needs, thoughts and feelings (child-
focused mentalization).

One mother explained:

If she wants to play with me, then we play, and if she wants to
play alone then she simply plays alone. At first, I felt really bad
about that. I just interpreted that very personally: that she doesn’t
want to play with me. But now I feel like ‘well if she doesn’t want
to play with me, I should just let her’. [self-, child-, and
relational-focused mentalizing].

Another mother reflected about the situation at the referral
for treatment:

Every minute I offered another toy and then this and then that.
And if she just sat still again for a minute I thought ‘oh she
doesn’t like it. I have to offer something else again’. [I was] just so
uncomfortable and uncertain. While sometimes it is fine if she is
not playing for a while or if she wants to cuddle. [self-, and child-
focused mentalizing].

The capability to regulate their own emotions, feelings and
thoughts, and in addition to observe their child closely, were
mentioned as conditions for understanding the child.
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As one mother mentioned when talking about her
improvements with self-regulation:

But just because I am becoming more comfortable myself and

calmer, I think I am better able to observe her needs.

Another mother said:

Yes, in the beginning I found that [understanding the child] very
difficult, but by sitting there in that [play]Jroom with [the
therapist], it got better and better and I thought ‘oh now she
[the child] wants for example that toy or now she wants for
example that.” So by really watching her carefully it did become

clearer to me. [self-, and child-focused mentalizing].

Another mother learned by observation that the inner world of
her son is different from her own:

Learning to observe the way he thinks and not how I think he
thinks. [self, and child-focused mentalizing].

Some parents mentioned the power of parental confidence. The
feeling of the bond with the child, and the confirmation in the child’s
behavior of this bond, boosted their self-confidence as a parent.

As one mother explained:

That he also responds well to me and I also respond clearly to
him, which then gives a bond ... and some more self-confidence
as well. Yeah ... like okay, he really is my child. [self, and

relation-focused mentalizing].

Another mother realized the reciprocity of mental states and
behavior in the relationship with her daughter:

Everything is a sort of connected. Self-confidence as a mother,
that you can enjoy your daughter but also that she sees you as a
mother, that you get a sort of a confirmation that you are doing
well. [self-, child- and relation-focused mentalizing].

In the following section the results will be discussed in the
context of the research questions.

Discussion

In this mixed method study we evaluate an integrated family
approach in mental health care for patients and their children up to
six years. The focus of our study was the quality of the parent-child
interaction and parental mentalization and the aim was to

Frontiers in Psychiatry

10.3389/fpsyt.2024.1377100

investigate possible improvements on both of these after finishing
treatment. The current study is part of a larger study in which we
determined the key elements of an integrated family approach
according to professionals who had conducted, and patients who
had undertaken, this treatment. Furthermore, we examined the
casefiles of patients and their children to determine the presence or
absence of several problems (46).

Regarding our first research question, the expected improvement
in the EA of the parent and the child in the parent-child interaction
after a period of receiving an integrated family approach in treatment
was found. Both the parent and child scales on the EAS showed
significant and clinically relevant improvement: two-thirds of the
participants showed a sufficiently positive interaction between parent
and child at the post-measurement stage. The majority of the
interviewed parents reported positive changes in the relationship
with their children. They observed that the behavior of the child
involved them (the parents) more, for example, by comfort-seeking
behavior towards the parent. Regarding their own parental behavior
they reported more sensitivity and non-intrusiveness. Most of them
were able to illustrate these changes with consistent stories.

Regarding our second research question about changes in the
parental perspective on the relationship with the child and the
problems they experienced in child upbringing, we found that after
treatment with an integrated family approach parents experienced
significantly fewer problems in the relationship with their child as well
as with the child’s upbringing. For more than half of the participants,
there also was a clinically relevant change and for a part of them, scores
at the post-measurement moved to the area for no to mild problems.

Regarding our third research question, if there was any
improvement on parental reflective functioning for patients who
had received treatment with an integrated family approach, we found
mixed results. On the questionnaire measuring parental reflective
functioning, we found a significant change in the certainty of mental
states and only small changes in pre-mentalizing and interest and
curiosity. At the individual level, the scores of a small number of
participants showed clinical relevant change and movement toward
the optimal score for certainty of mental states, and interest and
curiosity. However, most of the interviewed parents reported
improvements in mentalization by the awareness of the
intentionality of their own behavior (self-focused mentalization)
and the behavior of the child (child-focused mentalization), both
dimensions of PRF (25-27). Furthermore, they showed in their
narratives an understanding of how the relationship with their
child was affected or shaped by processes and dynamics of
intentional behavior in their interactions (27). In addition, parents
showed an understanding of the interconnectedness between their
improved self-regulation, observational skills, understanding of the
child and their own behavior, and their sensitivity to the child’s needs.
The latter, the interconnectedness of the capacity of mentalization
and sensitivity to the child, is in line with previous research in which
was statistically confirmed that these two were closely related (21).

Given the theoretical relationship between PRF and parental
sensitivity, one might expect that improvements in sensitivity after
treatment would also reflect an improvement in PRF. However, in
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our study this is only evident on the certainty of mental states scale of
the PRFQ, and in what parents showed in the interviews. There may
be several reasons for this. The PRFQ may not be sensitive enough to
measure changes in a clinical population, or the study group was too
small to reveal the changes. Another explanation may be in the
differences of the two instruments which are not comparable, these
being: observation scales of the parent-child interaction assessed by
professionals, and a questionnaire which measures the parents’
opinion regarding statements about their functioning as a parent
and giving meaning to their child’s behavior. Therefore, in future
research of a clinical sample with a pre and post-measurement
measuring PRF, another instrument would be more suitable, for
instance the Parental Developmental Interview (22).

Strengths and limitations

A strength of this study is that it was conducted in a naturalistic
mental health setting reflecting everyday practice with a clinical
sample. Because problems tend to cluster, these families often had
to face multiple interrelated problems in different domains (parent,
child, family, environment). These cases are often excluded from
research due to heterogeneity in the variety of mental disorders,
comorbidity, and a complexity of problems in the above mentioned
domains. Most of the studies that investigate families with a
complexity of problems focus only on specific aspects, while to
come to a better understanding of this complexity, multiple
perspectives (parents and children), and multiple constructs
(individual, family, relationships) in research are necessary (47, 48).

Another strength of this study is the mixed methods design, in
which observational data, questionnaires, and interviews were
incorporated. This provides a broad range of information that is
not often combined in research. Besides quantitative data, we used
qualitative data from interviews of parents who have undertaken
this treatment. A substantial percentage of parents of the whole
sample of this study joined in these interviews. We believe that the
voice of these parents provides deeper insight into the changes they
have observed as a result of the treatment with an integrated family
approach. In addition, it will serve as an illustration of what the
quantitative outcomes of this study may refer to.

A limitation of this study is that we could not make any claims
about causalities of the integrated family approach in treatment and
the outcome, or which part of the treatment has been most beneficial
to the results. This is because the treatment did not consist of a
standard intervention, there was no control group, and it was a
relatively small and heterogeneous sample, making comparison
impossible. In addition, it cannot be ruled out that effects are due
to spontaneous development, because no experimental design was
used. However, in studying complex systems, as found in the real
world, we need to adjust our research processes and set aside the
expectation and the promise that we can provide clear and
unambiguous answers about the relationships between phenomena
or variables in a changing and uncontrollable context (47).
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Implications for clinical practice

What we have demonstrated in this study is that an integrated
family approach in treatment in adult and child mental health care
services contributes to more healthy interactions between parents and
their young children. In addition, it provides parents with an
increased confidence in parenthood, and satisfaction about the
quality of the relationship with their child. Therefore, an integrated
family approach in treatment provides a meaningful contribution in
helping parents to break the cycle of intergenerational transmission of
mental disorders and far-reaching adverse outcomes for the parent-
child relationship and the development of their children.

Conclusions

Treatment with an integrated family approach, in which the
focus is on the mental disorder of the patient and simultaneously on
parenthood, the young child and the developing parent-child
relationship, can be a valuable addition to current practice. The
enhancement of healthy parent-child interactions is essential for
both the parent and the child, given the protective effects of a
healthy parent-child relationship on the child’s development, and
the experience of competence and satisfaction about parenting for
the parent. Because of the reciprocal nature of the parent child-
relationship it can contribute to positive cascading processes over
time to parents and their young children.
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