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Abstract
Parent-child attachment and family relationships significantly contribute to the
development of childhood depression and anxiety disorders. However, clinical applications of
such findings are currently limited. The overarching objective of this dissertation was to
conduct a pilot trial and examine the feasibility of a novel attachment-based family
intervention, Behaviour Exchange Systems Therapy- Foundations (BEST-F) in treating
internalising symptoms of depression and anxiety disorders in children aged between 3 and 11
years. The first study systematically reviewed studies to describe core features of existing
psychological interventions referring to themselves as ‘attachment-based’, which revealed that
there were limited attachment-based interventions primarily aimed at improving child and
adolescent mental health outcomes. Empirical study two reported quantitative outcomes of an
uncontrolled study of 17 families who undertook BEST-F based on parent-report CBCL
measures completed at four-timepoints (baseline, pre-, post-intervention, and follow-up).
Empirical study three explored qualitative outcomes reported by participants. Results
suggested that BEST-F reduced child internalising symptoms by 1 to 1.2 standard deviations,
and moved children from the borderline clinical to normal range. Notably, additional reduction
in symptoms were reported two months after cessation of treatment. Furthermore, there were
reductions in child externalising symptoms and other problems, parental mental health
symptoms and disorganised caregiving behaviours. Qualitative reports suggested that
participants derived considerable benefits at both dyadic and systemic levels. Finally,
translational study four evaluated a BEST training program to ensure effective dissemination
of the intervention model to clinical practice. Results revealed that the training was wellreceived and trainees reported further development in clinical skills including family systems
approach, risk assessment and management, and facilitation skills. The findings add to the
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limited body of literature on attachment-based family interventions designed to treat childhood
depression and anxiety disorders.
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Introduction and Dissertation Overview
Childhood depression and anxiety disorders represent one of the most prevalent forms
of psychopathology among children (Costello et al., 2003). These disorders are commonly
associated with adverse familial and peer relationships, psychosocial impairments, and
academic challenges (Angold & Costello, 2001; Hudson & Rapee, 2004; Rapee et al., 2010).
In many cases, these childhood disorders are a precursor for continuing clinical presentations
in subsequent stages of life (Aronen & Soininen, 2000; Insel & Fenton, 2005; Otto et al., 1994).
Consequently, the need for evidence-based interventions for the purpose of prevention and
early intervention is growing.
Research efforts demonstrating efficacy in treatments of childhood depression and
anxiety disorders have been progressively increasing. Various aetiological models underscore
the influences of genetic vulnerability and the child’s caregiving and family environment in
the development and maintenance of these childhood psychopathologies (Barlow, 2004;
Rapee, 2001). Since then, many investigations have demonstrated the bidirectional relationship
between various family factors (e.g., family conflict, functioning, parental mental health, and
parent-child attachment security) and childhood depression and anxiety (Barlow et al., 2016;
Bögels & Brechman-Toussaint, 2006; Cummings & Cicchetti, 1993; Ginsburg et al., 2004;
Sroufe et al., 1999). These family vulnerabilities act as pertinent risk factors, highlighting the
vital need to target modifiable family influences in treating childhood depression and anxiety
disorders.
Consequently, there has been an emergence of various intervention models whereby
the child’s family system, namely their parents and siblings, entire families, and in some cases,
multiple families are included in therapy (Kaslow et al., 2012). This systemic form of
intervention has been found to reduce symptoms of childhood depression and anxiety in

ATTACHMENT-BASED FAMILY INTERVENTION

14

children by targeting familial vulnerabilities including low levels of family functioning and
cohesion, high levels of conflict, autonomy-limiting parenting behaviours, and parental stress
(Ginsburg et al., 2004; Hughes et al., 2008; Keeton et al., 2013; Rork & Morris, 2009). More
recently, there has been an increase of interventions combining family systems and attachment
theories and approaches. Attachment-based interventions (ABI) aim to promote security and
organisation in the child’s attachment to their caregiver, thereby improving mental health
outcomes (Berlin et al., 2008; Bowlby, 1982; Juffer et al., 2014; Woodhouse, 2018).
Nonetheless, the complexity of this intervention has sparked various forms of ABIs that utilise
diverse attachment-informed techniques to improve mental health outcomes. Chapter 6
presents a systematic review of current ABIs that report child/adolescent mental health
outcomes to provide conceptual clarity to the term ‘attachment-based intervention’ and
summarises the child/adolescent mental health outcomes. This is relevant in updating our
understanding of ABI approaches that implicate current and future intervention approaches in
treating child psychopathology.
This dissertation documents the continued development and evaluation of a novel
attachment-based family intervention model, Behaviour Exchange Systems Therapy (BEST).
This model is rooted in systemic approaches of intervention (Toumborou et al., 1997) and
draws upon attachment theory and techniques (Lewis, 2020). BEST Foundations (BEST-F),
the latest version of BEST draws on the development of its predecessors. This program
addresses the need for transdiagnostic interventions designed to treat diagnosable internalising
disorders in children. BEST-F was developed to primarily address early symptoms of
depression and anxiety in children aged between 3 and 11 years by targeting modifiable family
factors including family conflict, cohesion, and communication, and parent-child interaction
patterns. Secondary aims of this intervention include reducing parental mental health
symptoms and disorganised caregiving behaviours.
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As BEST-F is in the pilot phase, a mixed methods evaluation was conducted to evaluate
the feasibility of this program in Perth, Western Australia. Chapter 7 examines whether BESTF reduced child internalising (depression and anxiety) symptoms as measured by the Child
Behavioural Checklist (CBCL) at post-intervention and if these reductions were sustained at 8week follow-up. Chapter 7 also examines quantitative changes in externalising symptoms and
other problems in children, parental mental health symptoms, and disorganised caregiving,
whereby reductions in these domains at post-intervention were predicted, with improvements
sustained at follow-up. In addition, Chapter 8 aims to qualitatively evaluate BEST-F based on
participants’ responses collected through follow-up interviews. Altogether, results of these
studies provide empirical support that BEST-F showed promise in treating early symptoms of
depression and anxiety disorders in children.
Finally, consistent with the requirements of the Professional Doctorate in Clinical
Psychology at Murdoch University, this dissertation shifts focus to the issue of knowledge
translation to clinical practice. Here, we considered the translation of the BEST intervention
model to clinical practice. An important step to translate the BEST model was to disseminate
the intervention model through training current and future practitioners (Barwick et al., 2012;
Garland et al., 2012). Specifically, training current and future scientist-practitioners in
evidence-based practice narrows the science-practice gap (Hershenberg et al., 2012). As such,
Chapter 9 documents the collaborative process between the researcher and Coodanup College,
a public college that identified the need for an effective training program focused on the family
systems approach in treating emotional disorders among adolescents; and reviews service
policies and frameworks relevant in treating mental health difficulties among adolescents.
Specifically, this study evaluates one of the BEST training programs that was delivered to
school psychologists from Coodanup College and clinical psychologist trainees as part of
facilitating the dissemination of the BEST intervention model.
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Evaluations of current attachment-based family interventions in treating childhood
depression and anxiety is imperative as these disorders can adversely impact on various areas
of child functioning, and in their subsequent stages of life if left untreated. This dissertation
postulates that family-based interventions using an attachment framework show promise in
treating internalising disorders and other forms of childhood psychopathologies, and that these
benefits should extend to their family members. The clinical significance of this research is to
inform the importance of early intervention; development of current and future interventions
utilising a combined model of attachment and family systems theories and approaches; and
highlight the influence of family on children’s mental health.
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Chapter 1: The Nature of Childhood Depression and Anxiety Disorders
Childhood is a vulnerable period for the development of anxiety and depression as
children are still developing biologically, emotionally, mentally, and physically.
Approximately half of individuals who experienced mental health difficulties reported an onset
of symptoms by age 14, the adolescent period (Kaufman, 2015). Looking back into the
childhood period, it is unsurprising that the number of children with diagnosable and
subthreshold symptoms of anxiety and depression is alarming (Lima et al., 2013; Polanczyk et
al., 2015).
Prevalence
The prevalence of childhood anxiety and depression has been widely investigated. A
study conducted in United Kingdom assessed the prevalence of anxiety disorders among
10,438 children through structured interviews with parents, teachers, and the child (Ford et al.,
2003). This study found that approximately 1 in every 25 pre-schoolers experienced a form of
anxiety disorder. Other studies have reported prevalence rates of anxiety disorder ranging from
4-10% among pre-schoolers in clinical settings (Frankel et al., 2004), and 9.5% among preschoolers in the community (Egger & Angold, 2006). Another study conducted in the United
States found that 7.1% of American children reported experiencing anxiety symptoms, and
3.2% reported depressive symptoms (Ghandour et al., 2019).
In Australia, the most prevalent emotional disorders among children are anxiety and
mood disorders (Rooney et al., 2013; Stanley, 2002). The recent report based on a national
survey of Australian children aged under 12 years reported a prevalence rate of 6.9% for
diagnosed anxiety disorder and 2.8% for diagnosed Major Depressive Disorder (MDD).
Additionally, MDD had a greater impact on functioning as compared to other disorders where
42.8% of cases were assessed as severe, followed by anxiety disorders where 53.8% of the
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population were assessed as moderate (Lawrence et al., 2015). Similarly, anxiety disorders
ranked the second while depressive disorders ranked the third leading causes of the total burden
of disease among Australian children aged between 5 to 14 years (Australian Institute of Health
and Welfare [AIHW], 2015). Overall, the prevalence rates across various countries suggest that
depression and anxiety disorders are highly prevalent in children.
Childhood Depression
In children under the age of 12, feelings of being “down” or sad are not uncommon.
When children experience difficult situations including loss and negative life events, it is
typical to experience feelings like sadness and sorrow. Prior to the 1980s, the idea that a child
could experience depression was discounted due to the belief that children were too
developmentally immature to experience clinical depression (Luby, 2010). This idea began to
be seriously challenged in the 1980s when published studies showed that symptoms of
depression were evident among pre- and primary school-aged children, and that the severity of
these symptoms could be as significant as clinical MDD (Carlson & Kashani, 1988; Kovacs et
al., 1984). Depression presents differently in children and varies with developmental stage
(Avenevoli et al., 2008). Common symptoms of depression in children include persistent and
pervasive sadness; loss of interest or pleasure in activities; excessive guilt; marked irritability;
sleep, appetite, and concentration disturbances; changes in psychomotor functioning including
psychomotor retardation or restlessness; low self-esteem; and in more severe cases, suicidal
thoughts and behaviours (American Psychiatric Association [APA], 2013; Charles & Fazeli,
2017; Maughan et al., 2013).
Childhood Anxiety Disorders
It is common and developmentally appropriate for children to have childhood fears
based on their developmental stage and age (Kalatskaya, 2015; Muris et al., 2000). Several
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studies reported an average number of 14 fears experienced by children in Australia (Ollendick
& King, 1994; Ollendick et al., 1996). Fear is a habitual feeling based on experiences when
children start to make meaning of the external world, however it is often experienced as
distressing (Kalatskaya, 2015). In an early study conducted by McCathie and Spence (1991),
it was suggested that children’s fears were commonly accompanied by fearful thoughts and
avoidant behaviour. Another study conducted by Ollendick and King (1994) found that at least
60% of children reported that fears interfered with their daily activities. These studies similarly
suggested that childhood fears are significantly distressing to the majority of children.
Therefore, it is important to delineate the differences between normal, adaptive fears and
invasive, insidious judgments of perceived threat. When these age-appropriate fears do not
resolve within the course of the child’s development and become pervasive to the point that
they impact daily functioning, then a disorder of functioning is probable (Weems & Costa,
2005).
Anxiety disorders in children follow a particular developmental progression in
childhood and manifest in a variety of ways. According to Ollendick and March (2004), the
most common forms of anxiety disorders in childhood are generalised anxiety disorder (GAD),
separation anxiety disorder (SAD), social anxiety disorder (SoAD), and specific phobia (SP).
The essential feature of GAD is worrying uncontrollably and excessively such that it causes
significant distress and interference with normal functioning (APA, 2013; Dillon-Naftolin,
2016). It is often characteristic of children with GAD to seek assurance, have somatic
complaints, and experience symptoms of physiological arousal such as restlessness, insomnia,
and irritability (Masi et al., 2004). Among children, GAD is characterised by worrying
excessively about a myriad of issues including their family, school, health, social issues, and
dying, and experiencing persistent feelings of impending doom (Kolomeyer & Renk, 2016;
Muris et al., 2000). In contrast, SAD is conceptualised as developmentally inconsistent distress
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experienced during separation from a primary attachment figure (Kossowsky et al., 2011). This
disorder is characterised by separation-related distress and avoidance of being alone (Allen et
al., 2010; APA, 2013). In comparison to normal behaviours exhibited during separation with
their attachment figure, children with SAD display significantly more explosive behaviours
that ranges from continuous crying to injurious behaviours inflicted upon themselves or others
(Allen et al., 2010). Furthermore, children with SAD may exhibit behaviours including
resistance and defiance, as well as have somatic complaints such as stomach pains and
headaches upon anticipation of separation with their caregiver (Maid et al., 2008). However,
the most prominent characteristic of SAD is the underlying fear of catastrophes that may
transpire, preventing reunification with their attachment figure (Cartwright-Hatton et al.,
2006).
The essential feature of SoAD is excessive fear of rejection and/or embarrassment
experienced when performing and in social situations (Beidel & Turner, 2007). Children with
SoAD may withdraw, cry, or freeze in situations where they are required to interact, or
participate in classroom activities and situations that are vital for their development (Young et
al., 2006). As they are often reserved and quiet, this significantly increases the probability of
social isolation (Beidel et al., 2000). On the other hand, SP is categorised by the presence of
persistent and irrational fear related to specific objects or situations, where the presence of the
stimuli causes marked distress and heightened physiological responses (Albano et al., 2003).
The more common forms of SP in children are animal, insects, heights, and blood/injectionbased fears (Leahy et al., 2005). Overall, there are various forms of anxiety disorders that
present differently but can cause significant impairment in children’s daily functioning.
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Comorbidity between Childhood Depression and Anxiety Disorders
There is an extensive degree of overlap between depression and anxiety in children,
with a reported comorbidity rate of 60% (Avenevoli et al., 2001; Rooney et al., 2013). The
AIHW (2015) reported that almost half of children diagnosed with MDD had a comorbid
diagnosis of anxiety disorders. Furthermore, children with comorbid anxiety and depressive
disorders reported symptoms of higher severity, and are rated by clinicians as more impaired
in comparison to children diagnosed with only either anxiety or depression (Manassis &
Menna, 1999). This is further reflected by poorer prognosis as compared to either disorders
alone due to the longer duration of recovery, significance of impairment, and higher risk of
recurrence (Cummings et al., 2014; Melton et al., 2016). Additionally, children diagnosed with
anxiety and depressive disorders were 3.5 times more likely to continue experiencing
depression, suicidal tendencies, or anxiety in adulthood (Griffiths & Fazel, 2016).
The co-occurrence of these childhood disorders has received considerable attention
where two competing views were evident. The first view conceptualises these constructs as
separate and distinct disorders despite the considerable overlap of symptoms (Brady & Kendall,
1992). Several studies have also supported meaningful distinctions between these two
constructs among pre-school-aged children and older children (Luby et al., 2009; Sterba et al.,
2007). Alternatively, depression and anxiety were proposed to share a fair degree of overlap
that a common disorder is probable, such that these disorders can be categorised under general
categories including neuroticism, negative affectivity, or internalising syndrome (Achenbach
& Edelbrock, 1978; Watson & Clark, 1984). Various studies have supported this
conceptualisation, suggesting that anxiety disorders should be categorised with depression
under the umbrella category of internalising disorders (Hankin et al., 2005; Lahey et al., 2004).
In general, internalising disorders include anxiety and affective disorders, consisting of
problems related to emotions (Eisenberg et al., 2001). The broad dimension of internalising
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disorders has been demonstrated to develop as early as infancy and throughout childhood
(Briggs-Gowan et al., 2006; Keenan et al., 1998). In fact, a study of pre-schoolers found that
internalising symptoms assessed at 2-years-old had 3 times the risk for experiencing similar
symptoms in childhood (Mesman & Koot, 2001). Despite that, the conceptualisation of these
highly comorbid childhood psychopathologies remains an area of considerable debate which
urges further investigations that is outside the scope of this dissertation.
Other Comorbidities and Implications
A number of studies have found that the development of anxiety symptoms in childhood
predisposes towards the later development of depression (Avenevoli et al., 2001; Goodwin et
al., 2004). Moreover, childhood anxiety significantly predicts the development of substance
use disorders (Compton et al., 2003); panic disorders, and depression (Lewinsohn, et al., 2008;
Otto et al., 1994) in adolescence and adulthood. The same was reported for childhood
depression acting as a strong predictor of suicidal behaviours (Harrington et al., 1994),
personality disorders (Viinamäki et al., 2002), bipolar disorder (Geller et al., 2001), anxiety
disorders, and substance use disorders (Holma et al., 2008; Melartin et al., 2004) in adulthood;
and depression, anxiety, and conduct disorders in adolescence (Aronen & Soininen, 2000).
Whilst considering childhood anxiety and depression as a general construct (i.e.,
internalising disorders), externalising behaviours are often discussed as an opposite umbrella
category to describe the propensity to express distress outwardly (Eisenberg et al., 2001). These
include childhood psychopathologies such as conduct disorder, violence, and aggression
(Achenbach, 1985). However, the overlap between internalising and externalising behaviours
and disorders is significant, whereby many past studies have provided evidence that this cooccurrence has a relatively early age of onset (Chase & Eyberg, 2008; Loeber & Keenan, 1994;
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Willner et al., 2016). Therefore, internalising and externalising behaviours should not be
considered in isolation of one another (Verduin & Kendall, 2003).
Childhood depression and anxiety disorders adversely impact important aspects of
children’s functioning including academic achievement (Neil & Christensen, 2009), social and
peer relations (Chansky & Kendall, 1997), and family relationships (Messer & Gross, 1995)
which consequently burden the individual, family, and wider community. The most recent
national survey in Australia contended that anxiety and depressive disorders significantly
impacts children in four domains, namely school, social, family, and self. Specifically, children
diagnosed with these disorders missed an average of 14 school days in a year; 40.3% reported
a severe level of impact on self whereby the child experienced severe distress due to the
symptoms; 23.4% reported severe impact on their social activities and friendships; and 30.9%
reported severe impact in the family domain (Lawrence et al., 2015).
Aetiology of Childhood Depression and Anxiety Disorders
Childhood depression and anxiety disorders are a multifaceted mental health problem.
Such childhood disorders can be understood within the developmental psychopathology
framework that involves developmental changes at a biological and psychosocial level
(Drabick & Kendall, 2010). Using the developmental framework, the roots and nature of
adaptation or maladaptation, and possible protective mechanisms in children who develop
these disorders can be better understood (LaFrenière & Dumas, 1992). More importantly,
conceptualising these multitude of aetiological factors following the transactional model
acknowledges the dynamic relations that exist between these factors that implicates the child’s
vulnerabilities and adaptations across developmental periods (Cicchetti & Schneider-Rosen,
1984). Moreover, exploring these antecedents can improve our understanding of childhood
psychopathologies and provide targets for intervention (Abela & Hankin, 2008).
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Transactional Influences on Childhood Depression and Anxiety Disorders
The development of depression and anxiety is influenced by biological events in
relation to the individual’s developmental stage (Cicchetti & Toth, 1998). Research has
identified genetic contributions to childhood depression and anxiety. A vast number of
investigations have supported the greater prevalence of depression in relatives of individuals
with diagnosed depression and anxiety as compared to the general population (McLaughlin et
al., 2008; Weissman et al., 1997; Weissman et al., 2006), whereby greater prevalence was
found among first-degree relatives (Kendler et al., 2001; Last et al., 1991; Tsuang & Faraone,
1990; Tsuang et al., 2004). Furthermore, twin studies revealed higher co-occurrence of
depression and anxiety in monozygotic as compared to dizygotic twins (McGuffin & Katz,
1989; Rice, et al., 2004; Thapar & McGuffin, 1997). Similarly, adoption studies have shown
greater prevalence of depression in biological relatives rather than with adoptees (McGuffin et
al., 1996). Nonetheless, various adoption and twin studies have also revealed contrasting results
suggesting that few firm conclusions can be formed around the sole genetic contributions of
childhood depression and anxiety (Ehringer et al., 2006; Eley, et al., 1998; Tully et al., 2008;
Westermeyer et al., 2014). Generally, the genes’ effects for some may be more enduring than
for others as the gene activation/deactivation regulators are triggered by chemical changes that
are influenced by human developmental milestones and diverse exogenous environmental
factors that impact on human health (Rutter, 1997). Thus, it is maintained that genetic
contributions should not be conceptualised in isolation but with consideration of how genetic
influences vary across developmental stages in relation to environmental factors (Goldsmith et
al., 1997; Rice et al., 2002a, 2002b; Rutter, 2009).
Another model of neurobiology used to describe depression and anxiety is
dysregulation of the stress response system. This evokes the neuroendocrine system and brain
response which plays a role in vulnerability to depression (Boyce & Ellis, 2005; Thase, 2009).
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There is evidence to support that the stress response system based on the appraisal of the child’s
environment can cause an imbalance in the individuals’ binary control mechanisms operated
by corticosteroids which increases the susceptibility of stress-related brain disease (de Kloet et
al., 2005). Precisely, in response to stress, the brain activates several neuropeptide-secreting
systems which eventually leads to the release of adrenal corticosteroid hormones that controls
the neuronal and network responses that underlie behavioural adaptation to stress (de Kloet et
al., 2005). Therefore, high levels of cortisol due to slower recovery of cortisol levels or
abnormalities in cortisol regulation have been linked with higher risk of depression and anxiety
(Burke et al., 2005; O’Connor et al., 2005; Plotsky et al., 1998; Ribeiro et al., 1993; Vedhara
et al., 2003). Similarly, the constant and early dysregulation of the stress response system can
result in immediate and adverse changes in the stress system that alters brain and behaviour as
early in childhood, implicating sub-optimal life-course trajectories (de Kloet et al., 2005;
Garner, 2013; Wilson et al., 2011).
Various studies have linked the parent-child attachment system to the body’s primary
stress system such that early experiences with non-optimal caregivers and attachment adversity
was proposed to impair the body’s regulation of the stress response (Diamond & Fagundes,
2010; Gunnar & Quevedo, 2007; Repetti et al., 2002). Bowlby (1969) posited that attachment
style is linked to the psychological and biological systems that regulate threat appraisal,
response to stress, and recovery from stress. Many studies have found that insecure and
disorganised attachment styles in infancy impacted on hyper- or hypo-responsiveness of the
body’s stress system in infants (Bernard & Dozier, 2010) and children (Borelli et al., 2010;
Gunnar et al., 1989), whereby the effect was stronger for infants who had mothers with
maternal depression (Gunnar & Donzella, 2002; Hertsgaard et al., 1995; Luijk et al., 2010;
Spangler, 1998; Spangler et al., 2009). In contrast, little or no adrenocortical activation was
observed in securely attached infants (Gunnar et al., 1996; Spangler & Grossmann, 1993).
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Likewise, another study found higher cortisol levels upon awakening in children who exhibited
anxious attachment styles, whereas no difference in cortisol level was found in securely
attached children (Oskis et al., 2011). Additionally, prolonged increase in cortisol level was
seen in disorganised children, whereas no significant differences in cortisol changes were
observed in securely attached children following separation with their primary caregiver
(Bernard & Dozier, 2010). Thus, cortisol responses may link parent-child attachment to the
development of childhood psychopathologies where these finding support the important role
of attachment security in buffering prolonged stress reactions and reactivity among children
(Bergman et al., 2010; Pietromonaco & Powers, 2015). Altogether, persistent adverse, fearprovoking and stressful situations, especially in the early caregiving environment can impact
on the homeostasis of the child’s neuroendocrine system, thereby influencing the susceptibility
of children experiencing affective disorders (de Kloet et al., 2005; Glaser, 2000; McLaughlin
et al., 2015).
A number of investigations have discovered differences in brain structures among
children with depression and as compared to nondepressed controls. The findings suggested
decreased frontal lobe volume and increased lateral ventricular volume were seen using
magnetic resonance imaging in a sample of children with depression, whereas increased
amygdala size was found in children with anxiety disorders (Birmaher et al., 1996; Merz et al.,
2018; Qin et al., 2014; Steingard et al., 1996). Similarly, other investigations revealed
hemispheric activation asymmetries among infants with mothers who experienced maternal
depression as compared to infants of non-depressed mothers (Jones et al., 1997). Another study
found that right-frontal hemispheric asymmetries were seen in both 6-months-old infants and
their mothers with depression, indicating similar brain asymmetries in both infants and adults
when the mother was depressed (Field et al., 1995). Additionally, more detailed investigations
were conducted among mothers with depression and of non-symptomatic mothers with 14-
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months-old infants across various stress-eliciting situations adapted from the Strange Situation
Procedure (Dawson et al., 1992a; Dawson et al., 1992b). The series of studies revealed that
left-frontal hypoactivation was seen in insecurely attached infants with symptomatic mothers,
and during maternal separation, right-frontal hypoactivation was similarly seen in these infants.
Consequently, the researchers suggested that maternal depressive symptoms and attachment
security are reflected in infant frontal lobe activation, implicating their emotional behaviours.
These studies consistently support the notion that both genetic diathesis and the child’s
caregiving environment impact on their neurobiological development that influences the
susceptibility to depression and anxiety. Moreover, these findings impact current
understanding of the development and maintenance of childhood depression and anxiety,
whereby the child’s environment including sub-optimal caregiving and familial environment,
and stressful events in early childhood should be carefully considered as these factors are
appraised by children which then modifies their physiological responses and behaviours
accordingly.
Caregiving and Familial Environment
As presented earlier, advances in the transactions and interactions among biological
mechanisms and environmental factors confer risks of childhood depression and anxiety
(Cicchetti & Schneider-Rosen, 1984; LaFrenière & Dumas, 1992). Multiple studies have
posited that depression and anxiety in childhood are commonly construed as negative reactions
to adverse environmental conditions (Halpern & Figueiras, 2004; Williamson et al., 2005). A
major risk is the experience of negative, stressful life events or adversities (Hammen, 2005;
Platt et al., 2016). In tandem, various studies have found that the number of family-focused
stressful life events (e.g., divorce or separation, loss and death, poverty, isolation, and abuse)
reported were significantly elevated, and that each factor differentially enhanced the risk of
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childhood anxiety and depression (Berney et al., 1991; Finlay-Jones & Brown, 1981;
Kaczmarek & Trambacz-Oleszak, 2017; McLaughlin & Hatzenbuehler, 2009).
Notwithstanding the harmful consequences of chronic stressful life experiences, an
acute and single experience of adversity in childhood has also been linked to the development
of depression and anxiety. There is a multitude of evidence from clinical studies that identified
the influence of childhood abuse on the development of depression in childhood and later life
stages (Brown & Harris, 1993; Brown et al., 1999; MacMillan et al., 2001; Stein et al., 1996),
whereby a single episode or multiple episodes of abuse (e.g., emotional, sexual, and physical)
have been associated with higher risk of diagnosed depression and anxiety (Gibb et al., 2007;
Lindert et al., 2014). Overall, these studies have suggested that a single episode or chronic
exposure to negative and stressful life events in childhood is a nonspecific risk factor for
anxiety and depression not only in childhood but over the course of life. However, not all
children exposed to significant life events experience depression and anxiety as the concert of
the child’s experiences along with other aetiological factors influences their susceptibility to
experiencing psychopathology (Brown & Harris, 1993; Rice et al., 2002b).
Relative to the biological basis of depression and anxiety among families, an increasing
amount of work has been directed towards understanding the child’s caregiving environment
and family context in which depression and anxiety occur (Cicchetti & Toth, 1998). It is clear
from behavioural genetic studies that genetic risk factors influence the vulnerability of
childhood depression and anxiety disorders, while the child’s environmental experiences may
modify the specific expression of this vulnerability (Albano et al., 2003; Eley et al., 1998). In
fact, the shared environmental influence on depressive and anxiety symptomology was
significant as discovered in twin and adoption studies (Boomsma et al., 2005; Rende et al.,
1993; Topolski et al., 1997). As children are often viewed to be helpless and have less control
in changing their environments, contextual influences may be more significant in the early-
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onset of childhood depression and anxiety. Thus, understanding the transaction of genetic and
biological vulnerabilities with family contextual influences, and the impact on the development
of depression and anxiety among children is vital.
Various investigations of family variables focused on families of children with
depression/anxiety and children of parents with depression/anxiety due to the higher incidence
of psychopathology among close family members. There is a high co-occurrence of depression
and anxiety found in both children experiencing these disorders and their parents (Ahmadzadeh
et al., 2019; Kutcher & Marton, 1991). Researchers have increasingly explored possible
explanations for this co-occurrence in addition to genetic vulnerability, finding family- and
parenting-related factors as possible answers. For example, upon examining family structure,
children in single-parent families or who have divorced parents experienced increased levels
of depression and anxiety (Cherlin et al., 1991; Malhotra & Sahoo, 2018; Strohschein, 2005).
Likewise, several investigations have found that “harsh” or under-engaged parenting and
family conflict increases the risk of childhood depression and anxiety (Bayer et al., 2009;
Goodman & Gotlib, 1999; Plomin & Bergeman, 1991). Others have suggested that caregivers
with a mental illness result in changes in the caregiver environment, thus placing the child at
risk for maladaptation (Downey & Coyne, 1990; Fendrich et al., 1990; Goodman & Gotlib,
1999; Hanington et al., 2010; Lewis et al., 2011). Nonetheless, the interpersonal context within
the child-parent and child-family relationships must be considered in relation to other factors
discussed earlier.
Summary
In summary, depression and anxiety symptoms as well as disorders are common in
childhood. These disorders manifest in various ways depending on the child’s developmental
stage. Moreover, the manifestations of childhood anxiety and depression alongside high rates
of comorbidity contribute to unfavourable consequences for the child and family if left
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untreated. Disentangling particular causal mechanisms of childhood depression and anxiety
disorders is challenging given the complex interactions between various factors and
mechanisms. However, various aetiological models emphasise the influences of genetic
vulnerability and the interpersonal context of the child’s caregiving and familial environment
in the development and maintenance of childhood depression and anxiety (Barlow, 2004;
Rapee, 2001). The transactional model provides support for the complex interactions between
genetic underpinnings, biological reactions, and environmental factors including caregiving
and family factors that can cause or exacerbate childhood depression and anxiety (Cicchetti &
Toth, 1998; Gotlib, 1992). Specifically, the major determinants of children’s wellbeing are
arguably associated with environmental factors and the appraisal process, that is, risk and
protective factors within the family may increase or reduce the likelihood of mental illness
developing in children. Given the detrimental impact of depression and anxiety on various
areas of functioning in children, it is crucial to identify modifiable family risk factors in
conjunction to theoretical underpinnings that contribute to the development of these childhood
disorders.
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Chapter 2: Parent-Child Attachment as a Target for Intervention
As previously argued, the aetiology of childhood depression and anxiety is
multifactorial and involves a dynamic and complex interactional process across development
(Crawford et al., 2011; Malhotra & Das, 2007). However, the strong focus on family factors
including caregiving relationships that cause or exacerbate the development and onset of
depression and anxiety disorders in childhood in conjunction with genetic underpinnings, is
increasingly understood to be a crucial target for psychological intervention. This chapter will
summarise two basic concepts of attachment theory that explains general vulnerability to
psychopathology and discuss the relationship between attachment and psychopathology,
specifically depression and anxiety to inform intervention targets.
Attachment Theory
Attachment theory was developed by John Bowlby from ethological, evolutionary,
developmental, and psychoanalytic theories and findings concerning relationships between
individuals, with the idea that a child’s early life experiences and quality of relationships are
critical for their lifetime psychological development. Bowlby (1969) theorised that in various
different ways, mammalian offspring are biologically predisposed to form attachment
relationships to their caregiver as part of a mammalian reproductive strategy which assumes
high parental investment and the live birth of a relatively smaller number of offspring.
Mammalian offspring typically go through considerable postnatal development to reach
adulthood, where reproductive maturation and this developmental period requires input from
parents in order to progress in an adaptive manner (Gubernick, 1981). Proximity to the
caregiver is reinforced by subjective experiences of ‘comfort’ and ‘felt security’, but when
absent will generate fear or anxiety. In particular, this theory conceptualises human beings’
propensity to establish strong and lasting affective ties with others (Bowlby, 1979).
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With focus on the caregiver-child dyadic relationship, there are three distinctive
features that summarises the attachment system. First, attachment theory suggests that children
have an evolutionary bias whereby they tend to behave in certain ways as a mean to enhance
and maintain proximity (i.e., care-seeking) with their attachment figure. Thus, with involuntary
separations from the established attachment figure, children are believed to experience distress
(Bowlby, 1988). The second characteristic stipulates that the attachment figure is sought as a
‘safe haven’ to provide protection and comfort (i.e., care-eliciting) by the child when
experiencing distress (Bowlby, 1977). Third, the attachment figure plays an imperative role as
a secure base from which the child can freely and safely explore the world (Bowlby, 1973).
Thus, Bowlby (1982) suggested that children are more likely to develop a secure attachment to
their caregiver when they consistently experience their primary caregiver as providing a secure
base they can explore from, and act as a safe haven whereby they can rely on for comfort,
support, and protection when indicated. In contrast, interactions with an unreliable,
inconsistent, or insensitive attachment figures hinder with the development of a stable and
secure mental foundation as well as resilience in coping with distress (Bowlby, 1988).
Additionally, such experiences lead to the formation of negative models of the self and others
which serve as models for later relationships (Bowlby, 1973).
Basic Concepts of Attachment
Patterns of Attachment. Following Bowlby’s pioneering ideas of attachment, Mary
Ainsworth (1967) made careful observations of maternal behaviours that preceded individual
differences in the infant’s attachment style. The Strange Situation (SS) procedure was
developed by Ainsworth and colleagues (1978) to assess pattern of infant attachment
behaviours and the quality of attachment relationships as they theorised that certain attachment
patterns were related to significant distress and anxiety in children. Through this procedure,
children were classified into three categories including secure, insecure-avoidant, and insecure-
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ambivalent/resistant. Generally, securely attached children were observed to have a good
balance between exploring their environment and seeking proximity to their caregiver, thus
developing trust in others and self-reliance from experiencing parents who consistently
responded to their needs (Ainsworth et al., 1978). In contrast, children with insecure-avoidant
attachment patterns were seen to minimise their attachment behaviours to maintain proximity
with their caregivers who are rejecting. Therefore, children tend to express this through
withdrawn behaviour with limited emotions when distressed (Ainsworth, 1982). Alternatively,
insecure-ambivalent/resistant children were observed to maximise their attachment behaviours
to prompt care from inconsistent caregivers. This is often expressed through demanding
behaviours and extreme display of emotional distress while resisting being comforted by their
caregiver (Ainsworth, 1982).
Later, the disorganised pattern of attachment was identified in a group of children
whom could not be categorised according to the three previous attachment styles (Main,
1990b). Here, a fourth category of attachment, namely disorganised/disoriented was included
(Main & Solomon, 1990). A disorganised pattern of attachment develops when the caregiver
is deemed as frightening to the child or when the child’s emotional need is perceived as
frightening to the parent (Lyons-Ruth, 1996). Thus, children with disorganised attachment are
unable to organise their behaviour due to experiencing fear with no solution as the caregiver is
viewed as both the source of safety and fear (Main, 1990a). Further investigations revealed that
children with parents experiencing severe psychopathology and maltreated children often
display disorganised attachment behaviours, underscoring the interplay between attachment
and the child’s family and caregiving environment in the development of resilience and
emotion regulation (Hipwell et al., 2000; van IJzendoorn et al., 1999; Wan & Green, 2009).
Overall, childhood attachment difficulties are complex due to the array of complications from
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feelings of insecurity to the lack of opportunity in developing attachment associated with the
child’s early experience of being parented.
Internal Working Model. Another important principle of attachment theory is that
infants form mental representations of the self, others, and the relationship between the self
and others based on their early relationships (Bowlby, 1979). Bowlby (1982) theorised that
these mental representations, better known as internal working models (IWM) are based on the
child’s recurrent early attachment experiences that guide the child’s behaviour and expectations
of subsequent relationships outside the family structure (Beebe & Lachmann, 2013; Bretherton
& Munholland, 2008; Sherman et al., 2015). Importantly in the current discussion, this provides
a useful framework for understanding emotion regulation, whereby the attachment behavioural
system provides an explanation for the attachment-related individual differences in managing
distress and developing psychological resilience (Bowlby, 1982). In particular, working
models of attachment have been described to be linked with the development of emotion
regulation, whereby individuals respond to emotional threats based on their working model of
attachment (Mikulincer & Shaver, 2019). Specifically, the internal expectations among
children lead to attachment behaviours during attachment-relevant situations, and the reliance
of specific strategies to regulate their emotions, thoughts, and, behaviours when faced with
distress (Bowlby, 1969). For example, infants who experienced sensitive parenting would see
others as reliable, safe, and that the infant himself/herself is worthy of the attention, leading to
the formation of a secure attachment pattern (Main et al., 1985). Consequently, securely
attached individuals are more likely to seek closeness and support from others when distressed
(Mikulincer et al., 2003).
In contrast, infants who experienced insensitive, unavailable, punitive, intrusive, or
rejective parenting when seeking comfort may not seek comfort when distressed, or would only
seek comfort in an ambivalent manner to avoid further alienation by the undependable
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caregiver, such as the case of insecure-avoidant and ambivalent attachment patterns (Main et
al., 1985). Anxiously attached children tend to rely on hyperactivating strategies which include
exaggeration of threats such that they intensively focus on their emotions, are hypervigilant to
cues of abandonment, and increase attempts to maintain closeness to others when faced with
stress-related situations (Mikulincer & Shaver, 2008; Mikulincer & Shaver, 2019). Although
the use of emotion-focused and hyperactivating strategies serve to maintain the attention of
attachment figures, these strategies may intensify negative feelings that can contribute to the
development of psychopathology (Hankin & Abramson, 2001). In contrast, insecure-avoidant
children tend to rely on deactivating strategies, such that they minimise emotions experienced
by supressing emotional expressivity, avoid interdependence, thus being self-reliant when
dealing with stress-related situations (Mikulincer & Shaver, 2008). The use of these strategies
serves to maintain deactivation of their attachment system as activation of the system would
cause further distress in response to a rejecting attachment figure. Consequently, the adaptive
form of denying emotional states can potentially contribute to psychopathology as negative
emotions are suppressed and not openly communicated (Zeijlmans van Emmichoven et al.,
2003)
In addition, the formation of IWM based on experiences of disorganisation would lead
infants to have conflicting views of others as others are believed to be unpredictable and
frightening. In particular, the IWM of caregiving which refers to the influences of current and
past experience with a child, and the parent’s own experiences of being parented play an
important role in the caregiving system (Slade & Cohen, 1996). The caregiving system of
mothers with disorganised children are asserted to be disabled, thus failing to protect and
provide security to the child (Solomon & George, 1996). According to Bowlby (1980) the
rigidity of exclusionary defence processes underlying caregiving representations, termed
‘segregated systems’ is the root of disorganised caregiving. He posited that the segregated
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systems of parents’ own attachment-related experiences maintain a separate representational
self that is isolated from consciousness, hence impacting the thoughtful integration processes
that is necessary to maintain self-organisation and representation. Consequently, the
unintegrated self is believed to be unprotected from experiential or affective triggers that may
trigger behavioural disorganisation (Bowlby, 1980). Altogether, the mechanism of IWM
translates the infant’s perception of caregiving experiences to form attachment patterns, as well
as influences the caregiving system. In addition, IWM of attachment in infancy shapes the way
children view themselves and others, as well as informs how a child interacts socially, respond
emotionally to others, and organise their ways of emotional and behavioural regulation
(Bowlby, 1988).
Attachment and Childhood Psychopathology
According to the attachment theory, the quality of early interactions between caregiver
and infants is imperative to the development of a stable mental foundation and resilience to
distress (Bowlby, 1982). Specifically, the attachment model postulates that vulnerability to
depression and anxiety stems from early experiences which did not satisfy the child’s need for
care, comfort and security (Bowlby, 1988). Various studies have asserted that early childhood
attachment and the implications of insecure attachment on social experiences as well as family
relationships profoundly influences the development of psychopathology such as depression
and anxiety (Abela et al., 2005; Cummings & Cicchetti, 1993; Graham & Easterbrooks, 2000;
Muris et al., 2000; Sroufe et al., 1999; Warren et al., 1997). Likewise, several meta-analytic
studies found links between insecure and disorganised attachment security and the
development or onset of internalising disorders (r = .15 to .30) (Colonnesi et al., 2011; Groh et
al., 2012). Similarly, other investigations on attachment patterns and symptoms of childhood
internalising disorders revealed that insecure and disorganised attachment patterns were seen
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in children who expressed symptoms of anxiety and distress as early as 1-year-old (Barnett et
al., 1991; Brumariu & Kerns, 2010; Shaw et al., 1997).
Attachment theory may be an important framework in explaining the development of
psychopathology in childhood. There are several ways that explain how attachment patterns
may contribute to the development of these childhood psychopathology based on the influences
of genetic, environmental, and interpersonal factors. First, the quality of early attachment
experiences with caregivers shapes the infant’s IWM that functions to organise the
identification, categorisation, and interpretation of attachment experiences may explain this
relationship (Bosmans et al., 2010). Distortions of cognitive-affective schema formed from
early experiences of caregiver unavailability is one of the core elements of Aaron Beck’s
cognitive model of depression (Beck, 1967). Particularly, the formation of dysfunctional IWM
as reinforced and solidified through the continuous adverse experiences with important figures
is activated in stressful situations, where the process of interpreting these events is based on
these formed IWMs (Bosmans et al., 2010; Bretherton, 1990). From this perspective, the IWM
is seen as a mediator of the link between attachment insecurity and psychopathology.
Moreover, the IWM of the caregiver is based on the complex integration of the caregivers’ past
and current experiences influences the manner in which caregivers behave, interact, and
respond to their child (George & Solomon, 2011). For example, helpless and frightened
caregivers may retreat, become aggressive, or in reverse, seek comfort and protection from
their child (George & Solomon, 2008). These behaviours are viewed as parental abdication of
care, whereby the parent is unable to carry out the protective function of the attachmentcaregiving relationship. Accordingly, a vicious cycle is formed whereby disorganised
caregiving adversely impacts on the quality of the child’s early attachment experiences, which
then influences the formation of the child’s negative IWM (Solomon & George, 2011).
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Second, the co-occurrence of attachment and child psychopathologies can be explained
by the genetic variability as described in Chapter 1. There is evidence supporting genetic
vulnerability that can be transferred to children, resulting in an increased risk for depression
and anxiety in children (McLaughlin et al., 2008; Thapar & McGuffin, 1997; Weissman et al.,
2006), which interplays with the caregiving environment provided by parents who are mentally
unwell (Downey & Coyne, 1990; Goodman & Gotlib, 1999; Rice et al., 2002b). Altogether,
genetics and environmental factors including caregivers with mental illness can influence the
quality of attachment relationships with their child.
Another explanation of the influence of parent-child attachment on childhood
psychopathologies stems from research on chronic stress. Bowlby (1969) posited that infants
and children need their caregiver for stress and emotion regulation. As discussed earlier, the
more caregivers are able to assist the child in managing distress by providing comfort, the more
secure the parent-child attachment relationship will be, acting as a symbolic support for
learning constructive emotion regulation strategies. However, when caregivers are unable to
comfort their child and respond sensitively, children are less inclined to learn self-regulation
skills (Evans & Porter, 2009). The development of emotion regulation competency is believed
to be through the internalisation of these skills learned from their primary attachment figure
and the child’s capacity to form positive relationships with others (Cassidy, 1994). As such,
children with insecure or disorganised early attachment patterns are believed to lack the
opportunity in learning self-regulation skills, consequently impacting their management of
stressful situations (Shaver & Mikulincer, 2011). In particular, the absence of comfort may
result in prolonged elevation of stress throughout childhood when children manoeuvre though
important life events that are part of typical development (Cassidy, 1994). This explanation is
further reinforced by the constant dysregulation of the child’s stress response, thereby causing
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abnormalities in cortisol regulation which has been associated with higher risk of depression
and anxiety (Plotsky et al., 1998; Vedhara et al., 2003).
Summary
Attachment theory provides a conceptual model of children’s social and emotional
development, as well as mental health vulnerabilities in the context of the quality of early
attachment experiences. In fact, individual differences in attachment styles begin in early
caregiver-infant interactions during infancy (Waters et al., 2000). Overall, findings from past
studies appear to be reasonably consistent in showing that insecure attachment patterns
including disorganised attachment seem to contribute non-specifically to childhood depression
and anxiety disorders. Thus, attachment insecurity/disorganisation can be viewed as a general
vulnerability to the development of childhood psychopathologies especially as it interacts with
genetic, biological processes, psychological, and family environmental factors. As found in
past studies, not all children who exhibit insecure or disorganised attachment patterns will
develop depression or anxiety (Abela et al., 2005; Warren et al., 1997). Consequently, it is
important to consider attachment status alongside other factors, specifically the child’s family
environment that influences the likelihood of children developing depression and anxiety
disorders.
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Chapter 3: Family Systems as a Context of Intervention
The Inclusion of Family
Emotional bonds among family members are vital in children’s psychological
development and functioning. Through these bonds, children’s IWMs inform their attachment
relationships, implicating the development of their capacity to regulate negative affect which
decreases their risk of developing depression and anxiety disorders (Bowlby, 1977, 1979). As
previously discussed, the interaction between attachment and childhood psychopathology is
multifaceted. In fact, these causal links vary across children and families, where these factors
are intertwined and varyingly influence the development and maintenance of childhood
depression and anxiety disorders (Herring & Kaslow, 2002). In addition to this complex
relationship, there are multiple contextual factors that interact with these causal pathways. In
fact, the brain, body, and environment are no longer seen as mutually exclusive systems (Crews
& Noone, 2015). Specifically, the environment in the context of gene expression includes
stimulus that comes into contact with the individual, impacting them throughout their
development (Crews, 2011; Kundakovic & Champagne, 2014). One of these environmental
factors namely the family environment plays an inextricably important role in the interaction
between attachment and the development of childhood depression and anxiety (Cowan, 1997).
In particular, a family systems model considers the child’s family system and not just
the primary caregiver-child dyad, therefore including and examining family antecedents in the
manifestation of childhood depression and anxiety disorders in addition to attachment
(Crittenden & Dallos, 2009). Systems theory considers how children develop relationships with
not only their parents, but also their parents’ relationships with each other, and others in the
family (Dallos & Vetere, 2009). Specifically, aspects of the child’s family system and
functioning may serve as a source of support or threat to the child’s emotional and mental
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wellbeing, therefore undermining the child’s sense of security in the family (Cummings et al.,
2002; Davies et al., 2004). This section will summarise the family systems model and discuss
contributory family risk factors in the development, exacerbation, and maintenance of
childhood depression and anxiety, thus recognising potential targets of intervention.
Family Systems Theory
The history of ‘systems’ thinking was progressively evident in the 1950s and marked
historically by special literature from pioneers including Nathan Ackerman, Gregory Bateson,
and Murray Bowen. Ackerman (1961) was a psychoanalyst who greatly influenced the
integration of psychodynamic approaches to family therapy. He posited that the family is an
emotional and social unit, thus individuals are best treated when the whole family receives
treatment (Ackerman, 1966). Similar to Acker, Bateson’s work focused on understanding the
development of schizophrenia within the family system which had a strong impact on the
development of family therapy (Barker, 2007; Bateson & Donaldson, 1991). Attachment
research initially emphasised on the mother-child dyadic relationship and progressed to include
the father as an attachment figure. However, Bowlby (1988) also emphasised the importance
of the familial culture in the child’s development and expressed curiosity for forthcoming
research to examine attachment relationships in relation to the family context. More
importantly, these early works showed the relevance of including family in therapy to ensure a
holistic approach to treating psychopathology (Kaslow, 2007).
Similar to the significant pioneers of family systems thinking, Bowen theorised the
family as a cohesive emotional unit where individual family members are part of that unit rather
than autonomous psychological entity (Bowen, 1966). Thus, the psychology of each individual
is not ignored but understood in a larger context, such that family members are interconnected,
forming a system whereby any changes that happen within the system affects all other parts of
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the network due to the interconnection (Bowen, 1976). Systemic work in contrast to the
ecological perspective involves understanding how systems and individuals interact with one
another and function together to maintain status quo (Stanton, 2009). In fact, this is what
differentiates family systems theory from other psychological theories such that difficulties are
conceptualised to occur between individuals rather than within individuals, and that
psychological symptoms reflect a failure of adaptation by the system (Kerr & Bowen, 1988).
Consequently, individual difficulties are seen as larger relationship problems occurring within
the family system. Furthermore, every family functions as a system wherein each member has
a specific role and is expected to follow set rules on ways of interacting with one another
(Bowen, 1976). Over time, certain patterns develop within the system and depending on the
system, these behavioural patterns can cause either positive balance or dysfunction of the
system (Brown, 1999).
Family systems theory emphasises the patterns of interactions that develop and
occurred to some degree in families. Bowen made a critical discovery of ‘symbiotic
relationships’ which he posited to exist between caregivers and their children, whereby the
degree to which this relationship is maintained beyond the needs of the child varied among
parents, at times, inhibiting the child’s development (Bowen, 1978). He further asserted that
the intensity within this symbiotic relationship manifests from the caregivers’ unresolved
attachments to their own caregivers, which then impacts their relationship with their children.
Therefore, Bowen argued that children tend to “absorb” their caregivers’ anxieties and distress
to maintain stability, further suggesting that individual family members are involved
unconsciously on some level (Bowen, 1978). He theorised these reciprocal patterned
interactions as ‘family emotional process’ to understand how problems were developed and
exacerbated in families (Kerr & Bowen, 1988). Bowen stated that the origin of family problems
and mental health challenges manifest from the interactions and dynamics between family
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members, rather than from any one family member. Precisely, the family’s emotional system
characterises how the family functions together during stressful situations, therefore
determining how symptoms of distress and anxiety are developed in the family and passed
down from one generation to the next (Bowen, 1978).
Family Systems Theory and Psychopathology. Bowen (1976) posited that the central
concept of family system theory is ‘differentiation of self’ which refers to the degree to which
individuals can separate their intellectual functioning from emotional responses and function
in this manner when faced with emotions-provoking situations with others in the family. In
particular, the concept of differentiation asserts that regulation of anxiety or distress occurs in
the ways that the individual self-regulates their emotions while balancing ‘individuality’ and
‘togetherness’ in relationships (Kerr & Bowen, 1988). Here, individuality is based on an
instinctual drive to be an independent individual, thus responding based on cognitive rather
than emotional processes. In contrast, togetherness is based on the instinctual need for
connectedness to others and functioning from the emotional position such that emotions guide
individuals’ responses in an automated and reactive manner (Kerr & Bowen, 1988). Bowen
(1978) posited that the individuality/togetherness paradox is critical to the development and
maintenance of anxiety in both individuals and families whereby it influences actions and
behaviour patterns within significant relationships. He asserted that the development of anxiety
and distress stems from the level of ‘fusion’ with others, that is defined as the degree to which
individuals’ intellectual and emotional processes are merged together, thus making decisions
out of emotions rather than cognitive processes. In fact, emotionally-fused individuals merge
together emotionally at the expense of their own individuality, causing tension in relationships
over time (Kerr & Bowen, 1988). Thus, anxiety and distress are understood to manifest
predominantly from disturbances in the balance of individuality and togetherness among family
relationships.
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The idea of counterbalancing the force towards individuality and togetherness is not
static, however the degree to which individuals are able to separate themselves from
dependency is imperative to their overall functioning (Bowen, 1976). Specifically, selfdifferentiated individuals are believed to develop healthy, supportive relationships that balance
the need for autonomy and connectedness, as well as make decisions based on logic in
extremely emotional situations. In contrast, individuals who lack differentiation are more likely
to experience interpersonal difficulties and high level of anxiety and distress in the context of
these systemic relationships (Bowen, 1978). Differentiation of self is considered a significant
aspect of healthy family development such that family members are deemed to manage anxiety
and distress more effectively when they are differentiated. For example, family members who
are able to manage their emotional reactions toward each other are more able to manage stress
effectively within the family system without separating from the family unit (Skowron et al.,
2010). Past studies have revealed that lack of differentiation and ability to work through
relational difficulties within the system led to increased emotional reactivity, distress, anxiety,
and depression (Demiralp et al., 2012; Elieson & Rubin, 2001; Lennarz et al., 2017; Sohrabi et
al., 2013; Starr et al., 2017). Patterns of poor coping of anxiety and distress have also been
found to stem from family of origin (Nichols & Schwartz, 2001). Specifically, negative family
experiences including prolonged violence and conflict affect the child’s emotional
development and are symptomatic of poor family relationships (Kerr & Bowen, 1988). With
exposure to family violence and conflicts, children are more likely to have poor emotion
regulation skills and struggle to balance individuality and togetherness as adults, thus
perpetuating family conflict and violence in their new family system (Black et al., 2009; Henry
et al., 2011; McWey et al., 2013).
The interdependence of family members in a system highlights the risk of possible
disruptions within a family due to individual or co-dependent family variables that can upset
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the child’s development and mental health (Brown, 1999). Various studies have demonstrated
that the child’s environment consisting of their experience in being parented and the shared
family environment heavily influences and partly accounts for the effectiveness of familybased approaches (Collins et al., 2000; Leve et al., 2005; O'Connell et al., 2009; Scaini et al.,
2018). Therefore, from an early intervention perspective, much focus needs to be placed on
modifiable, predisposing family factors influencing differentiation of self that can act as targets
for intervention, possibly benefiting the balance of the family system.
Family Factors of Childhood Depression and Anxiety Disorders
The manifestation of childhood depression and anxiety disorders is believed to be a
reciprocal process between the individual and the environment (Champagne & Curley, 2015;
Cole & Kaslow, 2020; Crews & Noone, 2015). Previous investigations have asserted that the
child’s family environment inclusive of parent-child interactions, attachment, and the family
environment, alongside genetic vulnerability plays a part in the development of these childhood
psychopathologies (Champagne, 2008; Cole, 2014; Rice et al., 2002a). More importantly, these
findings stipulate that despite biological and genetic vulnerabilities, individuals’ response to
distress and perceived threats in the environment can be altered by ways in which effects of the
environment can be reversed or modified earlier in childhood. Therefore, understanding the
relationships of modifiable family factors that implicate the manifestation of childhood
depression and anxiety within the family context may serve as potential treatment targets.
Family Conflict. There is no doubt that conflicts are a regular phenomenon of everyday
family life (El-Sheikh & Erath, 2011). Nonetheless, frequent conflict at home can adversely
impact children in the family, not restricting to only clinic-referred children. Many researchers
have found that conflict between parents is one of the most significant and common intrafamily conflicts (Fabricius & Luecken, 2007; Platt et al., 2008; Sori, 2007). According to past
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studies, four main processes are believed to contribute to childhood disorders when parents are
frequently arguing: children tend to model ineffective and disruptive conflict resolution styles
based on how their parents manage conflict; parents tend to react inconsistently; conflict
disrupts the bond between the parents and children; and parental conflict is experienced as a
major stressor to children, thus threatening their sense of security (Emery, 1982; Rapee et al.,
2009). Persistent and continuous parental conflict at home also creates an unsafe environment
for children as discords can be contagious between marital and parent-child dyads as explained
by the family systems theory (Katz & Low, 2004; Lewandowski et al., 2010; Sears et al., 2015).
In fact, marital conflict is a more significant predictor of childhood emotional health as
compared to changes in family structure such as divorce (Cummings, 2006; Jekielek, 1998).
It is well-established that both genetic and environmental factors are critical aetiology
of childhood depression and anxiety. As discussed in Chapter 1, various evidence suggests that
exposure to high levels of unresolved interparental and family conflict has risk effects on
children and should be considered in conjunction with genetic vulnerabilities (Cummings &
Davies, 2002; Emery, 1982; Kendler et al., 2001; Rice et al., 2006). Specifically, exposure to
conflict within the family presents as stressful situations such that constant and early
dysregulation of the stress response system can influence the susceptibility of children in
experiencing childhood psychopathology (Glaser, 2000; McLaughlin et al., 2015).
Furthermore, the relationship between family/marital conflict and childhood depression and
anxiety is bidirectional (Barlow et al., 2016; Rice et al., 2006). For example, when parents have
conflicting views on managing their child’s anxiety, children express increased anxiety. In
contrast, managing children with anxiety was described to be tiring and frustrating to some
parents (Gable et al., 1982). Additionally, McHale and Rasmussen (1998) found that marital
dissatisfaction and conflict when the child was 1-year old predicted childhood anxiety at age
four. A subsequent longitudinal study reported a significant four-fold increase in the rates of
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childhood anxiety disorders in the presence of marital conflict (Nomura et al., 2002). Similarly,
other studies on intra-family conflict found that children exposed to family conflict during
childhood led to the child experiencing symptoms of MDD in late childhood, adolescence, and
adulthood (Smith et al., 2019; Turner & Kopiec, 2006).
Family Functioning. The concept of family functioning represents the characteristics
of a family as a system instead of individual units. According to Minuchin (1974), the central
metaphor of family structure consists of interpersonal and subsystem boundaries, where clear
boundaries promote functional and successful adaptation to changing intra- and extra-familial
demands. In particular, unhealthy interactions and boundaries that form processes within the
family can lead to inappropriate overlap in subsystems and interdependence as discussed earlier
(Cox & Paley, 1997). Minuchin (1967) labelled this as ‘enmeshment’ which was used to
explain the manifestation of ineffective management of negative affect and difficulties that can
spill-over from any subsystem into other family relationships. Therefore, children in families
with poor family functioning (e.g., weak family boundaries) as categorised by enmeshment are
posited to struggle with emotional adjustment and regulation due to the skewed sense of
independence rooted from interdependence in the family system (Minuchin, 1985).
Across the literature, dimensions of family functioning such as cohesion, adaptability,
communication, and boundaries have been found to play a vital role in how a family functions
(Bögels & Siqueland, 2006; Koerner & Mary Anne, 2002; Olson, 2000; Olson et al., 1983).
Family functioning and childhood psychopathology have a bidirectional relationship. Results
of many studies suggested that poor family functioning characterised by lack of cohesion and
poor communication predicted symptoms of childhood depression and anxiety (Hughes et al.,
2008; Öztürk et al., 2018; Sturge-Apple et al., 2010). Similarly, Katz and Low (2004) found
that poor family functioning characterised by fragmented family interaction, disengagement,
and domineering behaviours were linked to increased risk of childhood anxiety. Another study
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examined this relationship using parental reports on family functioning of 230 children. This
study found that poor family functioning was seen among children with a diagnosed anxiety
disorder and that worse symptoms and severity was observed among children with poorer
family functioning (Hughes et al., 2008). Other studies consistently found a higher frequency
of problematic family patterns and parenting styles in families with anxious and depressed
children as compared to children who were not depressed nor anxious (Hudson & Rapee, 2002;
Peleg-Popko & Dar, 2001; Wang et al., 2012). These results typically support the bidirectional
relationship between family functioning characterised by poor parent-child communication
patterns and extreme forms of cohesion, and childhood depression and anxiety (Dadds et al.,
1997; Whaley et al., 2000).
In addition, parental mental illness is linked with reduced family functioning
(Cummings et al., 2014). Keitner and Miller (1990) found poorer family functioning as
characterised by less adaptability and cohesion, poor communication, and disorganised pattern
of planning at home in families with a parent experiencing depression as compared to a nonclinical control group. Another study revealed that poorer family functioning persisted during
both depressive and non-depressive episodes of parents with major depression and Bipolar I
disorder (Weinstock et al., 2007). Similar results were found in studies of families with various
parental psychiatric diagnoses where family functioning was worse as compared to healthy
control families (Friedmann et al., 1997; Kager et al., 2000; Mattejat & Remschmidt, 2008). In
parallel, these findings indicate that parental mental health difficulties constitute a crucial risk
factor for overall family functioning.
Parental Mental Health. An Australian study that triangulated prevalence rates of
children living in families where a parent has a mental illness found that 20.4% of users of
mental health services have dependent children; 23.3% of children in Australia have a parent
with a mental illness; and 14.4% reported having at least one parent with a mental illness
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(Maybery et al., 2009). Another Australian survey conducted in 2008-2009 reported that
approximately 28% of mental health patients identified themselves as parent (Howe et al.,
2009). These results similarly suggest that approximately one in five children live in families
where a parent has a form of mental illness. Parental mental health was found to be one of the
strongest predictors of emotional disorders in children (Burstein et al., 2010; Grover et al.,
2005). As discussed previously, the co-occurrence of parental mental illness and child
psychopathology is more than chance, and is believed to manifest from genetic, biological, and
environmental interactions (Cicchetti & Toth, 1998; Rice et al., 2002b). Various investigations
have asserted that parent-child interaction patterns and mental illness experienced by either
parent or child may explain the relationship between parental mental health and the
development of childhood depression and anxiety (Affrunti & Ginsburg, 2012; McLeod et al.,
2007; Schneider et al., 2009). Specifically, dysfunctional interactions and the circularity effect
of depression and anxiety disorders was apparent, hence supporting the family systems theory
in conceptualising symptoms as a failure of adaptation by the family system rather than the
individual (Kerr & Bowen, 1988).
Consequently, parental mental health has a bidirectional relationship with childhood
depression and anxiety. Parental stress and psychopathology were found to contribute
significantly to the development and maintenance of childhood depression and anxiety, as well
as in adolescence and adulthood (Beardslee et al., 2007; Ginsburg et al., 2004; Goodman &
Gotlib, 1999; Weissman et al., 2006). Parental depression was linked with child maladjustment,
use of maladaptive coping strategies, and general health problems including mental,
socioemotional, and physical in children (Downey & Coyne, 1990; Gelfand & Teti, 1988).
Another study demonstrated that children of parents with depression were 6 times more likely
to be diagnosed with depression themselves (Downey & Coyne, 1990). Beidel and Turner
(1997) similarly found that children of parents with a diagnosed anxiety disorder were 5 times
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more likely to be diagnosed with an anxiety disorder. Likewise, when compared to children of
mothers without anxiety disorders, children of mothers with anxiety disorders were at greater
risk of an anxiety disorder diagnosis (Manassis & Hood, 1998; McClure et al., 2001; Turner et
al., 1987). Furthermore, children presenting with higher level of symptoms of emotional
disorders were found to cause greater parental stress according to parent self-report measures
(McBride et al., 2004; Weijers et al., 2018). Researchers proposed that increased stress and risk
of parent psychopathology may be influenced by the burden of caring for a child with mental
health difficulties, and the severity of the child’s symptoms (Wesseldijk et al., 2018).
Additionally, parental mental health has been linked with poorer family functioning as
it can impede the parent’s manner in interacting and ability to care for their children (Reupert
et al., 2013). Various studies have investigated how parental mental illness influences parenting
and the child’s familial environment. A conglomerate of studies found a higher percentage of
dysfunctional family structures and lower levels of sensitivity within families with parental
anxiety disorders (Bögels & Siqueland, 2006; Pape & Collins, 2011), and parents with
depression spent less time with their children as compared to a healthy control (Bronte-Tinkew
et al., 2007). Experiencing depression can also compromise a parent’s sense of self-efficacy
and competence in being a parent (Teti & Gelfand, 1991). Studies have further suggested that
a positive relationship exists between parental depression and marital/parental conflict (Beach
& O'Leary, 1993). Spousal depressive symptoms was related to increased conflict as
characterised by increased hostility, withdrawal, and decreased positive affect (Du Rocher
Schudlich et al., 2004; Johnson & Jacob, 2000). Furthermore, findings from a cross-sectional
study found that maternal psychopathology exacerbated the effect of parental conflict on
children’s mental health outcomes, while father’s psychopathology had direct effects on
children’s mental health outcomes (Kouros et al. 2008; Papp et al., 2004).
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Summary
Family systems theory provides a useful framework in contextualising the complex
aetiology of childhood depression and anxiety. It is pertinent to consider the interactional
relationship between the child’s family system, attachment patterns, and the manifestation of
these childhood psychopathologies. Specifically, aspects of the child’s family system and
attachment pattern can be either protective or may threaten the child’s emotional and mental
wellbeing (Cummings et al., 2002; Davies et al., 2004). More importantly, this accentuates the
importance of including the child’s family in treatment. In addition, family factors that
influence the child’s vulnerability to depression and anxiety disorders act as crucial treatment
targets as children’s response to distress and perceived threats can be altered (Cole & Kaslow,
2020; Rice et al., 2006). Therefore, incorporating these theories and targeting modifiable
family factors is pertinent in early intervention of these common childhood disorders.
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Chapter 4: The Development of Family-Based Interventions for Childhood
Depression and Anxiety Disorders
Given the growing evidence emphasising modifiable family factors that influence the
development and maintenance of childhood depression and anxiety, it is clear that the inclusion
of family members in treatment is vital. Family systems therapy originated from work which
began in earnest in the 1950’s when the predominant model of psychopathology was based
upon psychoanalysis, focusing on the individual. This shift resulted in an alternative
understanding of psychopathology as systemic or circular in causality (Roy-Chowdhury,
1997). Present systemic therapy is heavily influenced by circular causality which refers to a
circular interpretation of problems such that an individual’s actions influences another’s
actions, subsequently each individual’s action is maintained by the actions of the other
(Watzlawick et al., 1974). The clinical implication is enabling individuals to understand that
they do not live in isolation, and when individuals interact with others, causality is a joint
construction of actions and meanings, underscoring the shift from an individual to systemic
approach (Cox, 1994). As such, intervention at any level of the system will impact the rest of
the system (Melito, 1985).
At present, family intervention is a generic term used to describe the inclusion of family
members in treatment that draws from multiple models including cognitive, behavioural,
systemic, and attachment (National Institute for Health and Clinical Excellence [NICE], 2016).
Family-based interventions comprise of subsystems namely parents and children, entire
families, and multiple families (Kaslow et al., 2012). In fact, parental engagement in treatment
of child psychopathology contributed to greater improvement in targeted child mental health
outcomes (Haine-Schlagel & Walsh, 2015). Family-based interventions were argued to be
effective for children with symptoms and diagnosis of depression and anxiety by targeting
familial vulnerabilities including autonomy-limiting parenting behaviours, parental stress, low
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levels of family functioning and cohesion, as well as high levels of conflict (Ginsburg et al.,
2004; Hughes et al., 2008; Keeton et al., 2013; Rork & Morris, 2009). There is substantial
evidence consistent with developmental models suggesting the sustainability of promising
treatment effects when shifting from individualised treatment plans to family systems-based
due to ‘spillover effects’ among participating family members (Crawford & Manassis, 2001;
Keeton et al., 2013). Additionally, past research supports the integration of family members in
child therapy to better facilitate practice of skills learned in sessions, and allow better
understanding of the family as a whole (Hirshfeld-Becker et al., 2010).
Despite the importance of including the child’s family in treatment, there are limited
models of interventions that apply a family-based approach to-date. Several reviews have
asserted that available family interventions are focused on treating adolescent
psychopathology, highlighting the limited availability of treatment models apart from family
cognitive-behavioural therapy (F-CBT) and attachment-based interventions (ABI) in treating
childhood depression and anxiety (Brendel & Maynard, 2014; Kaslow et al., 2012; Weersing
et al., 2016; Yang et al., 2017). Although F-CBT is beyond the focus of this dissertation, this
chapter will review several F-CBT programs to explore the role of family in therapy and
components of treatment, discuss limitations, and compare this treatment model to an
attachment-based model in treating childhood depression and anxiety. This chapter will further
discuss ABIs grounded on to the consideration of attachment theory contended in Chapter 2.
Following that, a novel attachment-based family intervention model that aims to treat
symptoms of depression and anxiety disorders in children will be presented.
Family Cognitive-Behavioural Therapy
Cognitive-Behavioural Therapy (CBT) is well-utilised in treating childhood depression
and anxiety (David-Ferdon & Kaslow, 2008; Silverman et al., 2008). Efficacy of CBT for
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children has been cited at 55% to 60% (Rapee, 2015), with several meta-analyses
demonstrating a moderate to large effect size (d = .66 to 1.27) on childhood depression as
compared to waitlist and placebo groups (Arnberg & Öst, 2014; Cartwright-Hatton et al., 2006;
Michael & Crowley, 2002; Oud et al., 2019; Weisz et al., 2006). CBT generally include
components such as cognitive restructuring, psychoeducation, and behavioural strategies
(Rapee et al., 2009). Due to the influential family factors on the development and maintenance
of childhood depression and anxiety, F-CBT has gained popularity by including the child’s
parents in treatment (Friedberg, 2006; Wei & Kendall, 2014). Past systematic reviews found
that F-CBT was more effective than individual-CBT in reducing child anxiety symptoms and
improving family functioning (Barmish & Kendall, 2005; Brendel & Maynard, 2014; Guy et
al., 2005). Based on a meta-analysis conducted by Brendel and Maynard (2014), a small but
positive effect size of d = .26 was found, favouring F-CBT over individual-CBT and groupCBT programs in treating childhood anxiety. The proceeding section summarises several FCBTs for childhood depression and anxiety to better understand parental involvement and the
underlying CBT approaches applied.
Being Brave
The Being Brave program (BB) was loosely based on the manualised Coping Cat
program for children aged 4 to 7 years presenting with anxiety (Kendall & Bertzos, 2006;
Kendall et al.1992). Psychoeducation forms the basis of parent sessions to educate parents on
the anxiety model, cognitive errors that contribute to anxious thinking, and develop skills to
assist their child in managing anxiety by modelling and reinforcing healthy coping skills
(Hirshfeld-Becker et al., 2011; Pereira et al., 2015).The child sessions comprise of relaxation
exercises, developing coping plans, exposure-based tasks, and cognitive restructuring (Kendall
& Bertzos, 2006). Evaluation of this intervention demonstrated that children have reduced
anxiety symptoms (d = .83) as measured by the Clinical Global Improvement Anxiety Scale,
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with maintenance of treatment effect at 1-year follow-up (d = 1.57) as compared to waitlist
control (Hirshfeld-Becker et al., 2010).
Building Confidence
Building Confidence (BC) was developed for school-aged children (aged 6 to 11 years)
diagnosed with anxiety disorder. This program combined individual child-focused therapy with
parent-training (Wood et al., 2006). Parental involvement enhances the learning and
maintenance of CBT strategies and skills, and parents supported their children in completing
home-based exposure tasks (Wood et al., 2009). Initial evaluation demonstrated that children
in the BC group showed greater symptom reduction and improved functioning at posttreatment, measured using the Anxiety Disorders Interview Schedule (ADIS-CP) (d = .92), and
Multidimensional Anxiety Scale for Children (MASC) (d = .53) as compared to children in a
child-only CBT group (Wood et al., 2006), with improvements sustained at follow-up (Wood
et al., 2009). Another study revealed that children in the BC group demonstrated greater
reductions in anxiety symptoms, ADIS-IV (d = 1.62), MASC (d = .28 to .59), and Child
Behavioural Checklist (CBCL) (d = .47) as compared to waitlist-control (Chiu et al., 2013).
Stress-Busters
The Stress-Busters program aimed to reduce depressive symptoms and improve coping
of children aged between 8 and 12 years utilising a group-CBT format with family education
(Asarnow et al., 2002). Essentially, this program consists of three components including family
education designed to promote generalisation of skills learned by children and foster family
support; development of a videotape by children demonstrating skills learned and practiced in
each CBT session; and child-based CBT components comprising of problem-solving and social
skills training, goal setting, relaxation, pleasant activity scheduling, and identification of
helpful and unhelpful thoughts. An evaluation study revealed preliminary support for Stress-
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Busters in reducing child depressive symptoms (d = .33) as measured by the Children’s
Depressive Inventory (Asarnow et al., 2002).
Limitations of Family Cognitive-Behavioural Therapy
The reviewed F-CBT programs concurrently found the inclusion of parents in treating
childhood depression and anxiety was more effective than child-only CBT and waitlist control.
Furthermore, parental involvement in these programs increased the child’s engagement,
participation and compliance of CBT skills learned in-sessions (Asarnow et al., 2002;
Hirshfeld-Becker et al., 2010).While these reviewed F-CBTs highlight the importance of
parental involvement, many questions remain. Specifically, limited information exists
regarding definite CBT strategies that were effective in mobilising changes in the family
(Breinholst et al., 2012; Wood et al., 2009). Additionally, parents were described to play a
supportive rather than an active role in their child’s treatment. The strength in playing a
supportive role is that parents can help their children recognise, practice, and generalise the
CBT-based skills learned in other contexts (Mendlowitz et al., 1999; Wood, 2006; Wood et al.,
2006). However, this supportive role limits the parent’s ability to be active participants in the
treatment process.
In addition, these CBT components overlooked the importance of the child’s family
environment and relationships (Bosmans, 2016). Specifically, poor parent-child relationship
can adversely impact the effectiveness of treatment as children rely on their primary caregivers
as a source of support when distressed (Waters & Waters, 2006). Furthermore, none of these
F-CBT focused on other important family relationships such as sibling relationships which
negates the importance of other relationships in the child’s family, potentially impacting on the
overall aims of including family in treatment (Bögels & Siqueland, 2006). Moreover, several
studies have contended that F-CBT was less effective when the child’s parent presented with a
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form of mental illness (Bodden et al., 2008; Cartwright‐Hatton et al., 2014; Jongerden et al.,
2015). These researchers concomitantly asserted that F-CBT lacks emphasis on the
bidirectional relationship between parental mental health and childhood psychopathology,
therefore overlooking the critical aetiological interactions of childhood depression and anxiety.
Besides that, limited F-CBT programs are available for childhood depression, whereby StressBusters was the only F-CBT program found in the search. Kaslow and colleagues (2012) as
well as Yang and colleagues (2017) also indicated that the majority of F-CBT programs
targeted adolescent depression, overlooking childhood depression. Additionally, despite the
high comorbidity rates between childhood depression and anxiety, none of these F-CBT
programs treated both childhood depression and anxiety. This reflects the lack of available
transdiagnostic F-CBT programs (Essau et al., 2019; García-Escalera et al., 2016).
Attachment-Based Interventions
Attachment and cognitive-behavioural theories propose opposing conceptualisation of
difficulties experienced by children with depression and anxiety disorders. Using the example
of childhood anxiety, a cognitive-behavioural conceptualisation is that children’s perception of
threat (i.e., catastrophising), lack of ability to cope with anxiety-provoking situations, and
maladaptive learned patterns (i.e., avoidance) maintains their fear (Seligman & Ollendick,
2011). As such, CBT addresses factors perpetuating the child’s anxiety symptoms through a
skills-building approach including psychoeducation, cognitive restructuring, relaxation, and
exposure (Hudson, 2005; Rapee et al., 2009). Nonetheless, this approach discounts important
predisposing factors, namely family factors that contribute to the development and
maintenance of childhood depression and anxiety disorders (Walczak et al., 2017). In contrast,
attachment theory conceptualises anxiety as a result of uncertainty about the caregiver’s
availability and responsiveness to the child’s needs causing the child to feel insecure children
(Bowlby, 1973, 1977). Consequently, attachment-based intervention (ABIs) target the dyadic
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relationship between parent and child with focus on the patterns of emotional and behavioural
interaction (Beckwith, 2018).
Definition and Aims of Attachment-Based Interventions
Despite the longstanding influence of attachment research in clinical psychology,
attachment-based therapies have not received the same amount of attention as CBT approaches.
The term Attachment-Based Interventions (ABI) refers to clinical treatments derived from
attachment theory which was pioneered by Bowlby (1977) who advocated for the need to make
positive changes in child-rearing practices. He posited that the adverse early experiences, loss,
and separation compromises children’s early attachment relationships with their caregivers,
thereby impacting on the child’s mental health (Bowlby, 1979). Despite many publications on
Bowlby’s position of attachment, he considered the clinical implications of this for therapy in
one of his later books which led to the development of various interventions (Bowlby, 1988).
As ABIs are focused on relationship with others rather than an individual-self approach, they
are conducted in various modalities including dyad, family, couple, and group (Berlin et al.,
2005).
The aim of ABI is to promote security and organisation in the child’s attachment to
their caregiver, thus improving mental health outcomes (Bowlby, 1982). Most ABIs prioritise
the establishment of an environment for children to feel ‘secure and safe’. Therefore, caregivers
are supported in providing safe environments for their children using a range of therapeutic
techniques (O'Connor & Zeanah, 2003). Another goal of ABI is to support parents in helping
their child experience comfort and co-regulation. This requires parents to be able to regulate
their own emotions before being able to provide co-regulation when the child is distressed
(Evans & Porter, 2009; Hughes, 2004). In addition, ABI focuses on the development of
psychological resources and resilience within the child (Blaustein & Kinniburgh, 2018;
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O'Connor, 2017). Here, parents are supported in improving their reflective ability and
sensitivity, thus being more able to provide their child with the experience of security in which
the child can build resilience (Howe, 2005).
More recently, there has been an increase of attachment-based prevention and
intervention programs. An early review in 1995 evaluated the effectiveness of programs aimed
at enhancing parental sensitivity and children’s attachment security. This meta-analysis found
that reviewed ABIs were more effective in changing parental insensitivity (d = .58) as
compared to shifting children’s attachment insecurity (d = .17), and short-term interventions
were found to be more effective as compared to long-term interventions, although the definition
of short- and long-term interventions were not suggested (van IJzendoorn et al., 1995). A
similar review conducted in 2003 found that interventions designed to shift insensitive
parenting (d = .33) were more effective in enhancing attachment security (d = .20). The
researchers argued that the shifts in attachment security could be due to the positive changes in
the primary caregiver’s reflective functioning, such that parents who were more able to
envisage their own and infant’s mental states were more likely to respond to their infants
sensitively (Bakermans-Kranenburg et al., 2003). Likewise, another systematic review
conducted more recently provided support for ABIs that resulted in positive shifts of
attachment patterns, reduced rates of disorganised attachment, and improved maternal
sensitivity (Mountain et al., 2017). In this collection of reviews, ABIs were found to effectively
improve child’s attachment security or reduce attachment insecurity/disorganisation, and
improve important caregiving characteristics including parental sensitivity and reflective
functioning in varying degrees. Despite the specific overarching goals, these ABIs use various
methods and combinations of attachment-based techniques to achieve these goals.
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Role of the Therapist
Apart from the focus on parent-child components, another important aspect of ABIs
that differentiate them from other family-based interventions is the role of the therapist. As
ABIs are not focused on building skills but in promoting healthier relations between parent and
child, the therapist plays a vital role in not only supporting this change but in modelling healthy
and positive interactions (Degnan et al., 2016). Taylor and colleagues (2014) suggested that
clients developed more secure attachments and reported less attachment anxiety following
psychotherapy conducted by skilled therapists. Bowlby (1988) suggested that the therapist’s
role is to act as an attachment figure by offering a secure base to enable clients to explore their
own attachment-related experiences and provide an alternative emotional experience that is
positive, thus disconfirming the client’s insecure working models. Therapeutic relationships
have the capacity to be attachment relationships with the potential to correct insecure IWM
when skilled therapists are able to provide a sense of security in the environment from which
clients can explore, represent a target for proximity seeking, and act as a safe haven by
providing comfort the clients when experiencing distress (Mallinckrodt, 2010).
During ABIs in the family context, the therapist-parent relationship is the foundation
of the intervention. Therapists assist with co-regulation of both parent and child in therapy
while modelling the role of a co-regulator to parents (Cassidy, 1994). Through this, parents can
learn how they can then serve as a co-regulator to their child. Moreover, the provision of a
secure environment is crucial for both parent and child to allow self-reflection and co-reflection
of the dyadic relationship (Huber et al., 2016). As such, it is crucial for the therapist to provide
a safe space and build a trusting relationship with both parent and child in therapy to assist in
promoting secure attachment, thereby reducing the risk of depression and anxiety in children.
This also underscores the importance for therapists to be well-trained and skilled, enabling
them to more effectively facilitate important shifts in the client’s attachment.
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Study One: A Review of Attachment-Based Interventions
Attachment theory heavily influenced the field of family-based interventions for
childhood psychopathologies. The complexity of this intervention has kindled various ABIs
that utilise diverse attachment-informed techniques. Chapter 6 presents a systematic review of
ABIs for child and adolescent depression and anxiety disorders via study one. To our
knowledge, study one of this dissertation is the only paper that reviewed ABIs examining
mental health outcomes. To better understand what defines an ABI, we systematically reviewed
current interventions that identifies as ‘attachment-based’ to recognise the common approaches
of the different therapeutic models and attachment-based techniques, targets of intervention,
aims, mechanisms of change, and summarised mental health outcomes.
The ‘BEST’ Attachment-Based Family Model
BEST
The Behaviour Exchange Systems Therapy (BEST) model is an attachment-based
family intervention that has been developed throughout the last two decades in Victoria and
Western Australia. This program was originally designed to support and educate parents
affected by their adolescent’s drug use and abuse (Toumborou et al., 1997). The concept of
BEST was rooted on earlier systemic formulations, whereby adolescent drug use and abuse
was believed to stem from difficulties in individuation from the family of origin (Stanton &
Todd, 1982). In addition, family systems formulation recognise that parenting behaviours
contribute to the development of adolescent drug use, suggesting the influence of family on
adolescent drug use (Dembo et al., 1992; Schmidt et al., 1996). Moreover, parents of adolescent
with drug problems often experience feelings of distress, guilt, and despair consequently
impacting on their mental health and undermining their ability to respond effectively to the
adolescent (Usher et al., 2005). Thus, family systems theory underpins the BEST model such
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that family members cannot be understood in isolation of one another, and that changes in one
family member can largely influence the way family functions (Bowen, 1966).
The original BEST is a manualised program aimed to assist parents by targeting
parental mental health and competence to influence the young person’s substance use.
Therefore, this program focus on improving parents’ emotional wellbeing, confidence, and
assertive parenting in encouraging responsibility-taking in their adolescent (Toumborou et al.,
1997). The program focus on parent education and assertive parenting to encourage responsible
adolescent behaviours within a supportive family context, thereby reducing drug-related harm
(Blyth et al., 2000). Initial qualitative evaluation revealed a self-reported reduction in parental
anxiety and guilt (Toumborou et al., 1997), while further evaluations demonstrated a 3.7 points
reduction in aspects of mental health difficulties among BEST participants (Toumborou et al.,
2001). Additional evaluation of the BEST program reported significant reduction of parental
depression at post-intervention which was sustained at the 16-week follow-up, and increased
adolescent responsible behaviours with effects sustained at 2-year post-intervention (Bamberg
et al., 2001).
BEST Plus
BEST Plus was developed to improve treatment efficacy in response to participant
feedback. The pertinent shift of inviting siblings to join the program in the final four sessions
is an essential feature of BEST Plus (Bamberg et al., 2008). This was to allow parents to learn
and develop change strategies prior to involving siblings in the family change efforts (Bamberg
et al., 2006). This program modification emphasised the whole family as the agent of change
by stimulating positive systemic interactions within the family (Bamberg et al., 2008). Initial
evaluations of BEST Plus demonstrated that 62% of participants reported significant reduction
of substance use at post-intervention, and 65% of parent participants reported a reduction in
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emotional dependence (Bamberg et al., 2006; Toumborou & Bamberg, 2008). Another later
study showed significant reductions in parent anxiety symptoms, parent and sibling stress
symptoms as measured by the Millon Clinical Multiaxial Inventory, and improvements in
family satisfaction as measured by the Kansas Family Satisfaction Scale in the BEST Plus
intervention group, while pre-post anxiety of the control group (CBT) increased (Bertino et al.,
2013). In addition, results of a qualitative study reported improved parenting behaviours,
reduced self-blame, and increased peer support (Lewis et al., 2012). More importantly, results
of this study influenced a major shift in BEST from adolescent drug use to a broader
intervention targeting adolescent depression and anxiety. This change was motivated by the
predominance of adolescent depression observed in community referrals during the BEST Plus
evaluation stages, and consumer feedback suggesting a shift of focus from externalising
behaviours to internalising difficulties (Lewis et al., 2012).
BEST MOOD
The third adaptation of the BEST model is BEST MOOD. Major changes adapted by
BEST MOOD included the shift from drug misuse to a broader intervention targeting
adolescent depression, and the inclusion of the adolescent in the final four sessions of the
program, thereby allowing the adolescent to work in parallel with their parents and benefit
therapeutically from attending the sessions (Lewis et al., 2013). BEST MOOD is a multi-family
group intervention that adopts a family systems approach and is influenced by elements of
attachment theory (Poole et al., 2016). The program is manualised and include psychoeducation
on adolescent depression, stress management, parental self-care, establishing family goals and
roles, encouraging family cohesion, and boundary setting (Lewis et al., 2013). Results of a
recent trial found that participants in the BEST MOOD group demonstrated significant
reductions in parental anxiety (d = .35) as measured by the Depression Anxiety Stress Scale-
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21 and similar reduction in adolescent depression (d = .83) as measured by the Short Moods
and Feelings Questionnaire as compared to an active control group (Poole et al., 2018).
BEST-Foundations
Following promising results of BEST MOOD and suggestions from participants,
another major shift towards a younger age group eventuated. BEST-Foundations (BEST-F) is
a novel intervention that drew on the development of its BEST predecessors. This program
addressed the need for transdiagnostic interventions for treating diagnosable emotional
disorders in children. The idea was to treat symptoms of depression and anxiety prior to
adolescence. Various investigations on the aetiology of adolescent depression and anxiety
disorders asserted the increase in genetic and environmental influences between the childhood
and adolescent period due to various social and biological changes that occur in the transition
from childhood to adolescence (Angold & Costello, 2001; Garber, 2010; Rice et al., 2002a). In
particular, the interactions between biological changes are influenced by pubertal changes in
the body including hormonal and neurobiological responses, and psychosocial factors in
relation to school and interpersonal life (Ge et al., 2001; Patterson et al., 2018; Pickles et al.,
1998; Scourfield et al., 2003). Therefore, intervening diagnosable and sub-diagnosable
symptoms of depression and anxiety disorders prior to this vulnerable period is vital.
Guided by both attachment and family theories, BEST-F targets the family system using
techniques well-established in previous BEST manuals. Here, the significant importance of the
family’s social environment is considerably highlighted unlike traditional psychological
approaches such as CBT. Consequently, this intervention model targets modifiable family
factors including family conflict, cohesion, and communication; parent-child interaction
patterns; and child attachment that have firm influences on the development and exacerbation
of childhood and anxiety disorders as discussed in the previous chapters (Abela et al., 2005;
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Cole, 2014; Davies et al., 2004). Guided by the concert of these aetiological influences, BESTF emphasise on making the family environment less stressful and more protective for children
while assisting families in dealing with past adverse family events that can maintain a level of
stress within the family system, thereby promoting their interaction and cohesion (Benstead &
Lewis, 2016). Therefore, BEST-F aims to reduce diagnosable and sub-diagnosable symptoms
of depression and anxiety in children aged between 3 and 11 years, with secondary aims to
reduce parental mental health symptoms and disorganised caregiving behaviours. Although not
the direct focus of BEST-F, another secondary aim is to reduce externalising difficulties in
children due to the high co-occurrence and similarities in symptoms between internalising and
externalising disorders present in children (Chase & Eyberg, 2008; Verduin & Kendall, 2003).
Stages of Treatment and Theoretical Foundation. BEST-F is an individual-family
manualised intervention that moves through three stages of treatment as guided by attachment
and family systems theories (Figure 1).
Figure 1
BEST-Foundations Stages of Treatment
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The first stage focuses on strengthening the dyadic relationship between primary
caregiver and child by encouraging parental reflective functioning (PRF) which consists of
three sessions attended by the primary caregiver and child (Slade, 2005). This principle was
derived from the concept of mentalisation based on the integration of psychoanalytic and
attachment theory and practice. Mentalisation is a developmental capacity that originally
emerged from a neuropsychological concept known as the ‘theory of mind’ (Fonagy & Allison,
2012). It refers to the capacity which allows individuals to understand, interpret, and reflect on
mental states including feelings, beliefs, intentions, and thoughts of oneself and others (Fonagy
et al., 1997). Specifically, the reflexive use of such understanding assist individuals to
understand emotional processes that are crucial to the development of self-organisation and
affect regulation (Luyten et al., 2017). The concept of mentalisation was introduced as part of
an early prospective study that found parents’ capacity to understand their own childhood
experiences and relationships with their family of origin through states of mind to be an even
stronger predictor of infant attachment as compared to parents’ attachment security during
pregnancy (Fonagy et al., 1991). Fonagy and colleagues (1997) postulated that individuals’
capacity to understand others is highly dependent on whether their mental states were
effectively understood by their early attachment figure. Therefore, the individual’s
mentalisation capacity that emerges in early attachment determines their ability in affect
regulation, self-organisation, and self-control (Fonagy et al., 2000).
From an early age, infants’ experience of the minds of others includes their most
intimate family members, namely primary attachment figures who provide the earliest
formative concepts of thinking of others. The mentalising model of primary attachment figures
depicts their understanding and reflective capacity of the infant’s internal world through
experiences in self-reflection. Fonagy and Bateman (2008) posited that the insightful
understanding of children’s experience and demonstration of this understanding by the primary
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attachment figure provides a useful model for children to understand their experiences. The
continuous modelling of mentalising through reflective functioning (RF), the operational
definition of mentalisation, culminates the child’s own ability to understand their own states of
mind. Thus, children will ultimately progress from assisted to independent observation of self
and others. However, for children to achieve this, a healthy and consistent socio-emotional
dyadic relationship is required (Fonagy et al., 1991).
Parental RF (PRF) refers to the parent’s ability to reflect upon the mental states
underlying a child’s actions and emotions, thereby contributing to the child’s ability to regulate
their emotion and exercise self-control (Fonagy et al., 1991). As explained by the attachment
theory, attachment patterns between the primary attachment figure and child are influenced by
the attachment figure’s IWM, with PRF facilitating parent-child attachment patterns and the
parent’s IWM (Slade, 2005). Past studies have demonstrated that securely attached children
have better mentalising capacity as compared to insecurely attached children (De Rosnay &
Harris, 2002; Fonagy et al., 1997; Slade et al., 2005). In contrast, when early attachment figures
are unable to reflect on the child’s state of mind effectively, they are unable to model healthy
RF to the child, thus adversely impacting on the child’s developing mentalisation capacity.
Consequently, children are unable to learn how to understand their own mental states and of
others, further impacting their ability to adapt to situations, and their development of prosocial
skills, emotion regulation strategies, resilience, and emotional maturity (Fonagy et al., 1995).
As such, the primary attachment figure’s RF capacity plays a crucial role in facilitating secure
attachment processes and the child’s developing capacity to comprehend relationships and
early interactions in terms of mental states (Fonagy & Campbell, 2016).
BEST-F draws heavily on the concept of PRF to promote positive parent-child
interactions, and encourage increased parental reflection on their relationship with their child
and their family of origin which may have impacted on their present parenting approaches. The
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program incorporates several activities aimed at promoting PRF including the use of the
Parental Reflective Interview (PRI) and video-feedback. The PRI is a semi-structured
attachment-based interview that facilitates primary caregivers to reflect on their own childhood
experiences and how this has influenced their interaction with their child (George et al., 1996;
van IJzendoorn, 1995). It was based on the Adult Attachment Interview (George et al., 1996)
designed to examine an individual’s current state of mind based on their early attachmentrelated experiences, and the Working Model of Child Interview (Zeanah & Benoit, 1995) that
was developed to assess caregiver’s attachment representation of their current parent-child
relationship. The version of PRI conducted in this study was different to the version included
in the original BEST-F manual. This version included eight additional items comprising of
questions regarding: the parent’s relationships during the childhood years; past and current
adult romantic relationships and specific episodic memories of these relationships; reflections
around how their romantic relationship and childhood relationship with their attachment figure
has impacted on their relationship with their partner and child; and a concluding question that
prompts further reflection between their mental states and experiences and how these may have
been influenced by their early experiences of being parented (Low, 2018). This updated PRI
focused on the caregiver’s representations of their own childhood attachment experiences, their
attachment experience with their partner, and the caregiver’s current attachment patterns and
representations with their child. A recent pilot, single-blind RCT evaluated the PRI in
improving RF relative to a control group who received the Mini International Neuropsychiatric
Interview for Children and Adolescents – Parents (MINI-KID-P) (Low, 2018). This study
found that general RF as measured by the Reflective Functioning Questionnaire (Fonagy et al.,
2016) increased significantly with large effect size recorded (d = .77) in the experimental
group, whilst the control group showed a decline in general RF. Therefore, this study
demonstrated support for the PRI in promoting RF.
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Another tool utilised to encourage PRF in the intervention is video-feedback, whereby
the primary caregiver views and reflected on a segment of recorded play in collaboration with
the therapist (Steele et al., 2014). The idea of the video was that it acts as a mirror for parents
to focus on specific behaviours and see the effects of these behaviours on their child. Here,
selected segments of the video are replayed to highlight specific parent behaviours and the
child’s reactions in the dyadic play session (Fukkink, 2008). Essentially, the use of the video
acts as a medium to trigger the parent’s capacity for RF such that it offers the opportunity for
parents to explore more profound emotions and meanings underlying the behaviours of
themselves and their child (Leyton et al., 2019). Video-feedback is rooted on two main
approaches namely global behavioural and micro-analytic. These approaches were derived
from the attachment theory to promote parental sensitivity and RF, and facilitate secure parentchild attachment patterns by assisting parents in finding a balance between acting as a secure
base from which the child can explore, and serving as a safe haven to which the child can return
to when distressed (Ainsworth et al., 1978); and pointing out micro-units of behaviour
including gaze/eye contact, vocalisations, touch, and body orientation (Beebe et al., 2010; Cohn
& Tronick, 1989). The distinction between these two approaches is unclear as they share
similar characteristics including assisting parents to view that their behaviour influences their
child’s behaviours, understand the motivations underlying their behaviour, and update their
parenting mannerism to encourage positive parent-child engagement (Steele et al., 2014).
The second stage of BEST-F emphasises fostering family connectedness through
promoting family cohesion and reducing conflict. From this stage onwards, all family members
are encouraged to participate, with the focus shifting from the dyad to the family system. The
work of this stage is influenced by the concept of ‘secure family base’ which refers to a network
of attachment relationships within the family that provides care to allow each member of the
family to securely explore (Byng-Hall, 1995). From a family systems viewpoint, the
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availability of the family as a secure base allows children to confidently explore from, thereby
developing mastery and healthy functioning (Byng-Hall, 2008). In contrast, parents do not
typically use their children as a secure base, instead they tend to harness support from one
another when seeking a secure base (Bowlby, 1988). Consequently, considering aspects of
multiple attachment relationships within the family system is crucial as the quality of
attachment in one dyad influences aspects of another dyad (Byng-Hall & Stevenson-Hinde,
2006). Byng-Hall (1995) suggested that collaboration is the main key to achieving this, such
that through collaboration, family members are able to feel safe enough to explore other ways
of relating with one another and with others. Past research also demonstrated that the capacity
for collaboration is higher among secure families (Cobb, 1996). Specifically, collaborating on
all levels allow a shared working model of a secure family base whereby each family members
are able to support and care for one another at all times.
As such, parental self-care, couple-care, and presenting a unified front are emphasised.
In situations of tremendous stress at home, it is unsurprising that parents might be reactive
towards one another which may lead to increased conflict. Lewis (2020) explained that
therapeutic discussions focused on the parent’s attachment histories, experience of
adolescence, and their position of parenthood can strongly facilitate therapeutic gain. In
addition, to rebuild the family as a secure base for children, parents are encouraged to engage
in positive coping strategies in managing their own distress, set positive examples of coping
with stress, and redefine their parenting role as supportive. In the BEST model, a metaphor
based on the ‘Oxygen Mask’ procedure onboard aeroplanes is utilised as a stimulus to highlight
the importance of self-care as a foundation of looking after themselves and their family, as well
as modelling proactive forms of coping to their children (Lewis, 2020).
Additionally, effective communication, perspective taking, and problem-solving skills
within the family are promoted using several family activities in this stage. Byng-Hall (1995)
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theorised that the exploration of difficult family events and how these events influenced present
actions and communication patterns within the family is vital in facilitating a secure family
base. Thus, the focus of systemic work is to encourage open communication of stressful and
significant life events including traumatic experiences, setbacks, or family losses, then
collectively work through these experiences. In the BEST model, a simple drawing activity
known as ‘Bumps in the Road’ is utilised to facilitate difficult conversations around major
challenges that families encountered. The key message of this metaphorical exercise is that it
is common for families to experience adverse life events and at times, the implications for all
family members have not been fully considered (Lewis, 2020). This exercise provides an
opportunity for the family to discuss these events in a supportive therapeutic space while
encouraging parents to draw on their RF skills as introduced in the earlier stage of treatment
(Poole et al., 2016)
In the final stage of BEST-F, the focus shifts to promoting family members to think
about their future together as a family. These sessions aim to empower children to communicate
their needs effectively and educate parents in responding sensitively through activities that
encourage discussion of the family’s vision into the future. Furthermore, these final sessions
are designed to integrate the family’s experiences of attending BEST-F together, and create a
sense of purpose and direction in family life. Throughout these sessions, the importance of
spending time together as a family is reaffirmed through the establishment of new family rituals
and traditions that aligns with the family’s vision of a healthy and supportive family
environment (Poole et al., 2016). As family is a complex system, the consistent, healthy
interaction among family members and the manner of how families behave together based on
their patterns, rituals, and routine behaviours is vital to family functioning (Dickstein, 2002).
The application of family rituals is deeply rooted in family systems theory that underscores the
importance of cohesion among family members (Hecker & Schindler, 1994). Specifically, the
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practice of family rituals creates predictable family relationship patterns, thereby providing a
sense of stability, security, belongingness, and family identity (Doherty, 1997; Fiese, 2006).
Thus, when expectations of family members are positive, their participation in family rituals
provide stability and the perception of family as secure and reliable (Crespo, 2012). Past
investigations have found that family rituals mediated the link between insecure attachment
and routinisation, whereby insecurely attached parents reported more routinisation of family
rituals and attributed less meaning to these rituals (Homer et al., 2007; Leon & Jacobvitz,
2003). Therefore, practising family rituals is asserted to align the way family members behave
and interact with one another that is crucial to the functioning of the family and its individual
members, as well as promoting the perception of a secure family base (Crespo, 2012; Eaker &
Walters, 2002).
Evaluation and Translational Studies of BEST-Foundations. The first pilot
evaluation of BEST-F was conducted in Deakin University, Victoria. This study involved eight
children aged between 3 and 11 years (M = 8.88; SD = 3.14), and their mothers (age: M = 42.75
years, SD = 3.65) (Benstead et al., 2019). The researchers utilised a mixed model analysis that
found significant improvements in children’s overall internalising (d = .60), externalising (d =
.30), and total problems (d = .40) scales as measured by the CBCL at follow-up. However, the
results did not demonstrate significant improvements in parental mental health symptoms and
disorganised caregiving behaviours at follow-up. In addition, qualitative analyses indicated that
participants reported improvements in parenting confidence and engagement. Nonetheless, the
small sample size is a notable limitation of this study.
Following the initial pilot study conducted, this study evaluated the feasibility and
acceptability of BEST-F in a larger community-based sample of children presenting with
symptoms of depression and anxiety in Perth, Western Australia. A mixed methods evaluation
was conducted and presented across two empirical studies. The focus then shifted to translating
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the BEST intervention model to clinical practice whereby issues around dissemination of this
intervention model through training current and future clinicians were considered.
Dissertation Overview
The overarching aim of this thesis was to evaluate the feasibility of BEST-F in reducing
internalising (depression and anxiety) symptoms in children aged between 3 and 11 years. This
dissertation presents the outcomes of four integrated studies, including one systematic review,
two empirical studies, and one translational research study.
Study One
This study aimed to provide conceptual clarity to the term ‘attachment-based
intervention’ that reported child/adolescent mental health outcomes. Specifically, existing
psychological interventions that identifies as ‘attachment-based’ were reviewed to identify and
summarise the common characteristics and approaches of the different models of therapy used
including the theoretical models, target of intervention, and availability of training materials,
aims, mechanisms of change, therapeutic techniques, and child/adolescent mental health
outcomes. This is crucial in situating BEST-F program logic, techniques, and underlying
conceptual foundations in relation to the reviewed attachment-based interventions.
Empirical Study Two
As BEST-F is in the pilot phase, the focus of empirical studies two and three was to
evaluate its feasibility in Perth. This study primarily aimed to examine if BEST-F reduced
internalising (depression and anxiety) symptoms in children aged between 3 and 11 years as
measured by the CBCL at post-intervention, and to determine whether these improvements
were sustained at follow-up. This study also examined quantitative changes in child
externalising and other problems, parental mental health symptoms, and disorganised
caregiving behvaiours.
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It was hypothesised that:
1. Children’s internalising score as measured by the CBCL would significantly reduce at
post-intervention and these improvements would be sustained at follow-up.
2. Children’s externalising and total score as measured by the CBCL would significantly
reduce at post-intervention and these improvements would be sustained at follow-up.
3. Parental mental health symptoms (anxiety and depression) and disorganised caregiving
behaviours would reduce significantly at post-intervention and these improvements
would be sustained at follow-up.
Empirical Study Three
This study aimed to qualitatively evaluate BEST-F by exploring participants’ subjective
experiences of the intervention. Specifically, this study explored how participants might have
benefitted from this program, the perceived mechanisms that participants identified as helpful,
as well as what participants found unhelpful or difficult in this program.
Translational Research Study Four
The final aim of this study was to address the issue of implementation and
dissemination of the BEST model through training current and future practitioners. This study
intended to disseminate the BEST intervention model through a BEST training program that
was conducted within an educational setting. Here, the collaborative process between the
researcher and Coodanup College was documented, highlighting the need for additional
training focused on the family systems approach in treating emotional disorders among
adolescents. This study also reviewed relevant service policies and frameworks relevant to
treating adolescent mental health difficulties. Finally, this study evaluated the quality of a
BEST training attended by school psychologists and clinical psychologist trainees. It was
hypothesised that:
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1. Trainees’ level of confidence in supporting adolescents with mental health
difficulties, supporting parents and families with vulnerable adolescents, and in
therapeutic work with family groups; attitudes toward depression; and depression
literacy would improve significantly at post-training.
2. Trainees would be well-versed in BEST content and program logic at post-training.
3. Trainees would be satisfied with the quality of the training program.
4. There will be no significant differences in post-training scores between school
psychologists and clinical psychologist trainees.
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Chapter 5: Methodological Considerations
This chapter provides a methodological overview of the overall evaluation design used
in this dissertation. The aim of this chapter is to illustrate how the overall research questions
and study hypotheses will be addressed methodologically. Each subsequent empirical study
will also present its own specific methods section which can be read in light of the wider
discussion presented in this chapter.
Overall Evaluation Design
Treatment Development
The development of BEST-Foundations (BEST-F) was guided by Kazdin’s model for
treatment development (Figure 2). Kazdin acknowledged that the most vital goal of developing
a novel intervention is that the treatment can be used effectively by clinicians. He emphasised
the importance of addressing critical questions about “how and why the novel intervention
works” throughout the process of development (Kazdin, 2001). According to Kazdin (2008),
developing effective treatment models require considerable effort in conceptualising and
investigating clinical problems, change processes, and extraneous variables that influence
treatment outcomes. This can be achieved by following a systemic manner in designing the
intervention based on the conceptualisation of the clinical problems and proposed mechanisms
of change subsequent to reviewing relevant research materials, followed by operationalising
intervention processes in the form of a manual. Upon establishing the operational procedures
of the novel intervention, the next phase focuses on the evaluation of treatment outcomes by
drawing on diverse research designs. The final steps of the proposed model includes testing
boundary limits of the intervention, as well as focusing on various client groups and other
contextual aspects (Kazdin, 1997).
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Figure 2
Model for Developing Treatment: Steps toward Progress

[Figure 2 has been removed due to copyright restrictions. To view this figure, refer to Table 3
– Steps for developing treatment in Kazdin’s (2003) published paper as referenced below.]

Note. From “Psychotherapy for Children and Adolescents”, by A.E. Kazdin, 2003, Annual Review
of Psychology, 54, 265.

At present, the development of BEST-F is between stages three and four based on
Kazdin’s model. Therefore, a pilot trial to examine feasibility and acceptability of the
intervention model is required. When evaluating novel interventions, pilot studies represent a
pivotal planning tool as it embodies a fundamental phase of a research process with the purpose
of examining the feasibility of a proposed intervention approach. Essentially, results from pilot
studies are vital to support larger scale, more expensive, and lengthier studies such as
randomised control trials (RCT) where efficacy and effectiveness of the intervention will be
rigorously tested (Leon et al., 2011). Initial feasibility testing can also be advantageous such
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that the predicted intervention outcomes can be established, including the degree to which
change occurs and the timing of experimental changes. Moreover, pilot studies can provide
valuable insights based on the feedback by end users to assist in further program refinement in
areas of implementation, process issues, appropriateness of materials, and consumer
acceptability (Kazdin & Nock, 2003). Thus, pilot studies act as a requisite stage in exploring
BEST-F to enhance the probability of success in subsequent confirmatory studies aimed to
provide conclusive evidence on the efficacy and effectiveness of this novel intervention.
Mixed Methods Approach
To achieve the research objectives, a mixed methods design was used. The mixed
methods approach, underpinned by pragmatism will draw from strengths of both quantitative
and qualitative approaches to answer questions regarding the feasibility outcomes of BEST-F,
and dissemination of the BEST intervention model through training. Mixed methods research
refers to collecting, analysing, and interpreting quantitative and qualitative data in a single or
series of studies (Cresswell & Plano-Clark, 2007). Here, the use of both quantitative and
qualitative approaches in combination provides a better understanding of research questions
than either approach alone (Johnson & Onwuegbuzie, 2007). More importantly, the use of
different research methods in answering complex questions such as the effectiveness of
interventions require a range of essential methods to reach any meaningful conclusion. The
synthesis of quantitative and qualitative data also allows the corroboration of findings, thereby
strengthening the validity and generalisability of the study (Midgley et al., 2014). This
approach further permits the acquisition of comprehensive understanding of the data by
harnessing strengths of one method to compensate the weaknesses of another (Bryman, 2006).
Moreover, mixed methods research is an important step in pilot studies to better inform and
improve the design prior to larger trials (Regnault et al., 2017). Additionally, including the
qualitative strand is critical as it capitalises on data reflecting individual lived experiences to
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improve overall treatment outcomes, and contextualises the findings of this research (Maxwell
& Mittapalli, 2010; Pluye et al., 2009).
Therefore, a mixed methods convergent parallel design where both qualitative and
quantitative data were given equal priority was utilised (Creswell, 2003). This design entails
the researcher to concurrently conduct the quantitative and qualitative stands in the same phase
of research, analyse the two components independently, then interpret the results together
(Creswell & Pablo-Clark, 2011). In the evaluation of BEST-F, the quantitative and qualitative
data were collected and analysed independently but the overall findings were integrated to
provide validation for one another and inform conclusions on the feasibility of BEST-F
(Creswell, 2011). Specifically, the feasibility of BEST-F was examined using quantitative data
collected at four-timepoints, and was then interpreted in relation to participants’ feedback
explored in a follow-up interview. The same was conducted for the evaluation of the BEST
training where both quantitative and qualitative data were collected through the use of
questionnaires that contained quantitative measures and open-ended questions to capture
qualitative data in the form of a text response. Here, quantitative and qualitative data were
analysed separately but integrated to inform conclusions around the success of disseminating
the BEST intervention model to current and future clinicians through training.
Study One: Systematic Review
The first study systematically reviewed current interventions identifying as
‘attachment-based’ that reported evidence in treating child/adolescent psychopathology.
Systematic reviews follow a systematic approach based on a clearly formulated question,
identifies relevant studies, and summarises the evidence (Khan et al., 2003). The process
employed for the selection of studies captures the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) statement (Moher et al., 2009). This study aimed to
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provide conceptual clarity to the definition of an attachment-based intervention (ABI) as well
as summarise common characteristics and evidence of these interventions. Findings of this
study were important to inform the position of BEST-F among available ABIs, by comparing
BEST-F with these ABIs in treating childhood depression and anxiety. To test this aim, a
comprehensive search of relevant databases to identify research studies on ABIs was
conducted, whereby intervention characteristics, therapeutic models, and intervention
outcomes of these ABIs were extracted. These data were then summarised narratively and
findings were interpreted to provide conceptual clarity to the definition of ABI.
Empirical Study Two: Quantitative Evaluation of BEST-Foundations
Sample
Criterion sampling was used to determine children who presented with
subclinical/clinical symptoms of MDD and anxiety disorders. The Children Mood and Anxiety
Scale (CMS), a parent-report measure was utilised to screen for subclinical and clinical
symptoms of depression and anxiety in children under 12-years-old. The CMS comprised of
the Preschool Feelings Checklist (PFC) (Luby et al., 2004) and the Revised Preschool Anxiety
Scale (PAS) (Edwards et al., 2010). The PFC is a brief and sensitive 16-item screening
checklist used to detect high risk for MDD in children, whereas the PAS is a 24-item screening
tool that identifies symptoms of separation anxiety disorder (SAD), generalised anxiety
disorder (GAD), social anxiety disorder (SoAD), and specific phobia (SP) (Spence et al., 2001).
The CMS was essential in the screening process as it contained brief and clear questions that
provided an overview of the child’s subclinical and clinical symptoms (Luby et al., 2002).
Furthermore, this measure was easily administered over the phone, and provided robust clinical
cut-off scores for each domain of anxiety and depressive symptoms in children that has been
validated against the Child Behaviour Checklist (CBCL), the primary outcome measure of this

ATTACHMENT-BASED FAMILY INTERVENTION

81

study (Edwards et al., 2010; Spence et al., 2001). Based on the CMS cut-off scores, the final
sample consisted of 17 children who presented with clinical or subclinical symptoms of MDD
and at least one anxiety disorder including SAD (70.6%), GAD (64.7%), SoAD (58.5%), and
SP (23.5%).
Design
A multiple baseline design, with data collection occurring at four-timepoints: baseline
at entry to the study (initial assessment), commencement of treatment (session one) which
occurred four weeks after baseline, conclusion of the treatment (session eight), and at 8-week
follow-up (follow-up session) was applied to measure changes in outcome measures over time.
This design allowed for the participants to act as their own control as data was collected at twotimepoints (baseline and pre-intervention) prior to the intervention. To analyse changes across
the four-timepoints, repeated measures ANOVA was conducted along with calculation of
effect sizes (Cohen’s d).
Independent Variable. BEST-F is an individual-family, 8-session weekly, manualised
intervention program. This program was structured for primary caregivers and the child to
attend the initial assessment and first three treatment sessions together, and other family
members (i.e., secondary parent and siblings) were encouraged to attend from session four
onwards. The program’s overarching format modelled the attachment process where the whole
family starts in the same room, then separates into different rooms for the main part of the
session, and finally reunite prior to the end of the session (Benstead & Lewis, 2016). The
sessions were facilitated by trained Masters and Doctorate Clinical Psychology students. Table
1 illustrates the layout of BEST-F sessions and themes.
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Table 1
Layout of BEST-Foundations Sessions and Themes
Session

Theme

Initial Assessment

Gaining a picture of the family

Session One

Looking back to look forward

Session Two

Having fun together

Session Three

Reading my child's behaviour differently

Session Four

Our family's journey

Session Five

Bumps in the road

Session Six

Co-piloting

Session Seven

All onboard

Session Eight

Our family vision

Follow-up

How have we been travelling?

Initial Assessment Session. The session began with the therapists introducing
themselves and BEST-F to the parent-child dyad. Following that, one therapist conducted the
Developmental Interview that was adapted from the Working Model of the Child Interview
(WMCI), a structured interview that assessed parents’ internal representations of their
relationship to the child (Zeanah & Benoit, 1995). This interview started with basic
developmental history and shifted toward the parent’s narrative account of their perceptions,
feelings, motives, and interpretations of the child and the parent-child relationship.
Simultaneously, the other therapist administered either the Manchester Child Attachment Story
Task (M-CAST) (Goldwyn et al., 2000) for children aged between 3 and 7 years, or the Child
Attachment Interview (Shmueli-Goetz et al., 2008) for children aged between 8 and 11 years,
to gain insight into the child’s attachment to the parent.
Session One. In separate rooms, the therapist conducted the Parental Reflective
Interview (PRI) to assess the parent’s attachment style (Benstead & Lewis, 2016). This process
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allowed the parent to reflect on their experiences of being parented and how this may have
shaped them, their relationship with their partner, and their current parenting (Low, 2018). The
child completed several drawing activities with the co-therapist in a separate room. When
reunited, the child was encouraged to share what they have created and tell a story about the
pictures which acted as a medium to facilitate conversations between parent and child.
Session Two. The therapist encouraged the parent-child dyad to play a game together
for 10 to 15 minutes (Benstead & Lewis, 2016). This play session was video-recorded. In
separate rooms, the therapist discussed the importance of dyadic interaction with the parent,
while the child completed a drawing activity with the co-therapist (Benstead & Lewis, 2016).
The therapists then introduced ‘Special Time’ as homework that encouraged the parent-child
dyad to play together for 10 minutes every day, whereby activities were child-led. This
homework was designed to encourage the dyad to spend one-on-one time, have fun together,
foster communication and interaction, provide an opportunity for good role modelling, as well
as build and strengthen their relationship (Howard, 2002).
Session Three. The session began with reviewing the parent-child dyad’s experience
participating in the Special Time homework. In separate rooms, the therapist replayed sections
of the recorded play session and assisted parents in identifying salient moments in which the
parent responded to the child’s behaviour in a mismatched way. Other moments of shared eye
contact, shared delight, and praise were also discussed. The key idea was to assist parents in
developing reflective functioning and encourage effective praise (Steele et al., 2014). In
another room, the co-therapist discussed ‘Family Time’ with children aged between 3 and 7
through the use of the MCAST dolls to gain deeper understanding of the child’s familial
relationships. During this activity, the co-therapist encouraged the child to discuss thoughts
and feelings of himself/herself and of other family members to promote RF. For children aged
between 8 and 11, the co-therapist showed the same sections of the video recording presented
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to the parent and assisted the child to reflect on his/her own and thoughts and feelings and those
of the parent’s (Benstead & Lewis, 2016). Discussion around Family Time was also conducted.
Upon reunion, the therapists shared a story designed to encourage praise and spending quality
time together.
Session Four. At the beginning of the session, the therapists introduced the BEST-F
structure to the new family members. Parents were invited into a separate room where the
therapist introduced the ‘Family Life Cycle’ activity. This activity encouraged parents to
acknowledge that their parenting role and needs are ever-changing as the child develops over
time (Benstead & Lewis, 2016). Following that, a whiteboard activity titled ‘Loses, Gains,
Future Gains’ was introduced to encourage parents to think about how these relate to their
parenting experiences. A different activity, ‘The Story of My Life’ was introduced to the
children where they were asked to draw a timeline from birth to adulthood. This activity
assisted children to recognise their development and discuss their experiences of being
parented throughout these life stages (Benstead & Lewis, 2016). Before the session ended, the
children were encouraged to discuss their drawing with their parents, and Special Time was
reinforced.
Session Five. In this session, the ‘Bumps in the Road’ activity was completed as a
whole family, where all family members were asked to draw and label their family’s path
through life and to document ‘bumps’ along their journey (Benstead & Lewis, 2016). The story
followed the perspective of a car navigating these bumps where sometimes the car survives the
bump and remains intact, and at other times, passengers may fall out or the car may get
damaged (Poole et al., 2016). This activity acted as a medium for conversations around difficult
or adverse life events and the implications of these events experienced by each family member
(Lewis, 2020). Following that, the therapists discussed the parents’ and children’s experience
of this activity and provided a therapeutic space to discuss difficult emotions that arose from
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this activity in separate rooms. The session shifted to discussing adaptive versus maladaptive
strategies in managing difficult experiences and promoted the importance of open
communication among family members. Other strategies of emotion regulation were discussed
with focus on ways that parents can assist their children in managing difficult emotions
(Benstead & Lewis, 2016). Before the session ended, the family was encouraged to share their
experience of the Bumps in the Road activity with one another.
Session Six. In separate rooms, the therapist encouraged parents to be a ‘united front’
when caring for children by supporting each other and being consistent with their parenting.
The therapist facilitated conversations around problem-solving and appropriate family roles.
Following that, the focus shifted to self-care where the ‘Oxygen Mask’ metaphor was used to
encourage parents to engage in self- and couple-care activities, and to nurture their own
relationship by engaging in ‘Mum and Dad Time’ (Benstead & Lewis, 2016). Parents were
encouraged to plan individual and couple (where appropriate) self-care activities. In another
room, the co-therapist facilitated discussions around conflicts that arise between siblings, and
discussed problem-solving strategies and healthy communication of feelings (Benstead &
Lewis, 2016). Upon reunion, children were encouraged to share their discussions with their
parents, while parents were encouraged to introduce the idea about engaging in self-care to
their children.
Session Seven. The session began with reviewing Special Time, self-care, and Mum
and Dad Time. In a separate room, parents were encouraged to reflect on their experience of
adolescence to prepare them for the next stage of their children’s development, while children
discussed activities they would like to continue engaging in, as well as new activities they
would like to start with their family. Before the session ended, all family members discussed
current and new family traditions, thereby encouraging open communication and the practise
of active listening skills (Benstead & Lewis, 2016).
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Session Eight. This session was completed together where the therapists facilitated
discussions around any challenges that arose or lapses in communication in the previous
session. Following that, the therapist reviewed the family’s progress and discussed what
worked, did not work, and may work in the future. This discussion was important to align the
family’s direction towards the future while providing a safe space to problem solve challenges
in implementing aspects of the program (Benstead & Lewis, 2016).
Follow-up. This session was completed together as a family. A semi-structured
interview was utilised to lead discussions around the family’s experience of the program,
changes at home, approaches that were implemented at home, what they found challenging and
helpful, and suggestions for improvements. Throughout this session, the therapists highlighted
the family’s progress and provided encouragement where progress has been made.
Dependent Variables. The main dependent variable of interest is child mental health.
Specifically, BEST-F aimed to reduce symptoms of internalising disorders in children aged
between 3 and 11 years. Therefore, child internalising symptoms act as the primary outcome
of this study. Due to the high rate of co-occurrence between internalising and externalising
difficulties in children, robust evaluations should not disregard possible changes in child
externalising difficulties (Verduin & Kendall, 2003). As such, this study also included
evaluation of child externalising difficulties and other common childhood problems. In
addition, among the various interactions between aetiological factors of childhood depression
and anxiety disorders discussed in the earlier chapters, the bidirectional relationship between
parental mental illness on the development and exacerbation of these childhood
psychopathologies has been well-established (Lewis et al., 2011; O'Connor, 2017; Rice et al.,
2002a; Tully et al., 2008). Moreover, when the caregiver is deemed as frightening to the child
or when the child’s emotional needs is perceived as frightening to the parent, caregivers fail to
provide the security and protection to the child, thereby increasing the risk of forming
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disorganised attachment patterns (Solomon & George, 1998). Consequently, BEST-F was
grounded on various concepts of attachment theory and family systems to promote healthier
caregiving behaviours and family environment for all family members. Henceforth, it was also
important to measure changes in parental mental health symptoms and disorganised caregiving
behaviours across the four-timepoints.
Child Mental Health Outcomes. To measure changes in both internalising and
externalising behaviours domains, the Child Behavioural Checklist (CBCL), a parent proxy,
norm-referenced emotion and behaviour rating scale for children was utilised as the primary
outcome measure (Achenbach & Rescorla, 2001). Here, the use of a parent-report measure was
chosen due to the limitations in child self-report measures and diagnostic interviews. Several
commonly used child depression self-report measures include the Children’s Depression
Inventory (Kovacs & Beck, 1977), Short Children’s Depression Inventory (Carlson &
Cantwell, 1980), and Children’s Depression Scale (Lang & Tisher, 1978), whereas commonly
used child anxiety self-report measures include the Revised Children’s Manifest Anxiety Scale
(Chorpita et al., 2000) and Multidimensional Anxiety Scale for Children (March et al., 1997).
Despite moderate to strong psychometric properties reported, some researchers have argued
that children may not fully understand or avoid expressing symptoms of depression and anxiety
when self-reporting experienced symptoms (Cicchetti & Toth, 1998; Cytryn & McKnew,
1974). Specifically, in younger children, language and cognitive skills differ according to the
child’s developmental stage and can influence the child’s interpretations of the questions
(Kazdin, 1981). In contrast, the use of child and parent-completed diagnostic interviews
including the Schedule for Affective Disorders and Schizophrenia for School-aged Children
(Kaufman et al., 1997) and Child and Adolescent Psychiatric Assessment (Angold & Costello,
2000) were considered. Due to the length of administration which is approximately between
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1.5 to 3 hours, complicated scoring systems, and training requirements, diagnostic interviews
were not utilised (Leffler et al., 2014).
Therefore, CBCL, a parent-report measure was chosen as the primary outcome measure
of this study. The choice of CBCL was further established due to several other reasons. First,
the CBCL scales are calculated based on DSM-5-oriented scales including: affective problems,
anxiety problems, attention/deficit/hyperactivity problems, conduct problems, oppositional
defiant problems, and somatic problems that provide a clear indication of the child’s symptoms
based on diagnosable criteria (Achenbach, 1991). Furthermore, the CBCL is updated regularly
to reflect changes in the diagnostic criteria according to the DSM (Achenbach, 2013). Although
the CBCL is a non-diagnostic measure, it provides an accurate overview of the child’s
difficulties conceptualised using three main composite scales including Total Score,
Internalising Problems, and Externalising Problems, which are aligned with the primary and
secondary child outcomes targeted by the BEST-F intervention. In addition, this measure is
well-researched and easily-administered with computer-generated profiles using Australian
norm-reference data (Sawyer et al., 2001). Also, as this measure is quick to complete at the
convenience of the parents, it is less likely to affect completion rates given that parents were
required to complete this measure alongside other measures repeatedly. Moreover, the
excellent internal consistency, α = .89 for the Internalising scale, α = .93 for Externalising scale,
and α = .96 for Total Problems scale; and excellent test-retest reliability, r = .95 to 1.00 reported
allows this scale to be reliably administered at intervals to measure changes in child’s
symptoms over time (Achenbach, 1991). As the intention of this study was to measure changes
in child’s internalising and externalising behaviours across four-timepoints, the excellent
psychometric properties of the CBCL allowed this measure to be used repeatedly.
Parental Anxiety Symptoms. To measure anxiety symptoms in parents across the fourtimepoints, several well-researched and commonly administered instruments including the
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Beck Anxiety Inventory (BAI), Hamilton Anxiety Rating Scale (HAM-A), and State-Trait
Anxiety Inventory (STAI) were reviewed. The BAI is a brief measure of anxiety that has a
strong focus on somatic symptoms of anxiety and can be easily completed and scored by
summing scores of each item (Beck et al., 1988). The BAI also demonstrated excellent internal
consistency with Cronbach’s alphas, α = .90 to .94 and reasonable test-retest coefficient, r =
.62 in a 7-week interval (Creamer et al., 1995; Fydrich et al., 1992). However, a major
limitation of the BAI is the relatively narrow scope of symptom assessment that heavily focuses
on somatic complaints (Julian, 2011; Oh et al., 2018). The HAM-A was originally a clinicianbased questionnaire that has been employed as a self-report inventory measuring psychological
and somatic symptoms (Hamilton, 1959). Similar to the BAI, the HAM-A can be easily
completed, scored, and interpreted (Matza et al., 2010). Although the HAM-A has
demonstrated good internal consistency of α = .77, it has been criticised for not adequately
measuring ‘worry’ which is a key feature of anxiety (Koerner et al., 2010). Furthermore, other
researchers have asserted that HAM-A failed to effectively distinguish between symptoms of
depression and anxiety among individuals (Mountjoy & Roth, 1982). Finally, the STAI
(Spielberger et al., 1983) assesses the presence and severity of anxiety and distress. This
inventory comprised of two subscales examining generalised tendency to experience anxiety
(T-Anxiety) and current state of perceived anxiety including apprehension, tension, and
nervousness (S-Anxiety). In the STAI manual, normative data and percentile rankings are
included, thus providing the opportunity to compare scores to existing literature (Spielberger
et al., 1983). The STAI has demonstrated excellent internal consistency coefficients, α = .86 to
.95, and test-retest reliability coefficients, r = .71 to .75 over 1- and 2-month intervals (Creamer
et al., 1995; Spielberger, 1989). Similar to the BAI and HAM-A, the STAI can be completed
and scored quickly and easily. However, as compared to the BAI and HAM-A, the STAI has
demonstrated stronger psychometric properties which is important when the measurement is
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required to be administered at four-timepoints (Julian, 2011; Metzger, 1976). Additionally, the
availability of normative data in the STAI provides additional benefits in terms of evaluating
the level of distress in adults (Elwood et al., 2012). As such, for the purpose of this pilot study,
the STAI was utilised to measure the presence and severity of caregivers’ distress and anxiety.
Parental Depressive Symptoms. To measure caregivers’ depressive symptoms, three
self-report measurement tools including Patient Health Questionnaire-9 (PHQ-9), Beck
Depression Inventory-II (BDI-II), and Edinburgh Depression Scale (EDS) were considered.
The PHQ-9 was designed for criteria-based diagnosis of major depressive episode based on the
DSM-4. This measure assesses symptoms of depressive disorder diagnoses and grades severity
of depressive symptoms in the past two weeks (Spitzer et al., 1999). Although the PHQ-9 has
established good internal consistency, α = .70 and test-retest reliability, r = .94 (Beard et al.,
2016; Zuithoff et al., 2010), this measure has not been updated according to the DSM-5
(Wittkampf et al., 2007). Additionally, the PHQ-9 enquires about symptoms in the past two
weeks, therefore individuals with symptoms of depression in the past six months and less
severe symptoms in the past two weeks may fail to be detected by the PHQ-9 (Zuithoff et al.,
2010). Alternatively, the BDI-II measures the presence and severity of depression (Beck et al.,
1996). The BDI-II has demonstrated high internal consistency of α = .83 to .93 (Arnau et al.,
2001; Dozois et al., 1998). Despite the reasonable psychometric characteristics, the BDI-II is
limited by the reliance on somatic symptoms such as fatigue that may artificially inflate the
scores due to symptoms of illness rather than depression among individuals with a comorbid
physical illness (Steer et al., 1999; Wang & Gorenstein, 2013). Lastly, the EDS is a brief selfreport measure that was originally developed to measure symptoms of emotional distress
during pregnancy and in the postnatal period (Cox et al., 1987). Although this measure was
initially developed to assess depression in pregnancy and post-natal populations, the scale has
been widely used as a screening tool for depressive symptoms due to the generic questions that
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have been well-validated against the DSM-5 and ICD-10 (Smith-Nielsen et al., 2018).
Additionally, the EDS has demonstrated high internal consistency reflected by excellent testretest reliability, r = .73 to .92, as well as sensitivity and specificity of .87 and .91 respectively
(Cox et al., 1987; Knights et al., 2016). The EDS has also demonstrated to be a reliable and
valid screening instrument among the Australian population (Boyce et al., 1993), and has been
validated as a generic measure of depression among non-postnatal women with older children
(Cox et al., 1996) and fathers (Matthey et al., 2001). When comparing the psychometric
properties of the three self-report depression measures, all measures demonstrated similar
internal consistency and test-retest reliability. However, the EDS has been well-validated
against both the ICD-10 and the latest version of the DSM as compared to the PHQ-9 and BDIII that were based on the older DSM versions. Due to that, the EDS was chosen to measure
caregivers’ depressive symptoms in this study.
Disorganised Caregiving Behaviours. When measuring disorganised caregiving
behaviours, the Caregiving Helplessness Questionnaire (CHQ) remains the most prominent
tool. The CHQ was originally designed to measure disorganised caregiving in mothers of
children aged between 3 and 11 years, based on a framework for conceptualising the caregiving
behavioural system that is reciprocal to attachment (George & Solomon, 2011). This measure
examined the parent’s representations/IWM of caregiving and consists of three subscales
including caregiving helplessness, caregiver-child frightened, and child caregiving which
represent characteristics of disorganised attachment patterns based on responses of the
Caregiving Interview (George & Solomon, 1989). The CHQ demonstrated satisfactory factor
structure and internal consistency of α = .85 for caregiving helplessness, α = .65 for caregiverchild frightened, and α = .64 for child caregiving (role-reversal); as well as convergent and
discriminant validity among mothers with children aged between 3 and 11 years (George, 2011;
George & Solomon, 2011; Huth-Bocks et al., 2008). As the CHQ is a well-researched and
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established tool, it was utilised to assess changes in disorganised caregiving behaviours in this
study.
Empirical Study Three: Qualitative Evaluation of BEST-Foundations
This study examined the feasibility and acceptability outcomes of BEST-F based on
participant responses collected through follow-up interview. The purpose of this study was to
consider meaning and problematic moments experienced by the participants in attending
BEST-F by exploring how they might have benefitted, the perceived helpful mechanisms, and
what they found unhelpful. Therefore, the use of a semi-structured interview allowed the
collection of open-ended data to explore participants’ thoughts, feelings, and beliefs about
these topics while being able to ask additional probe questions to analyse and understand the
answers in-depth (DeJonckheere & Vaughn, 2019). Qualitative data was analysed using
thematic analysis based on the phenomenological approach of the participants’ subjective
experiences of the intervention. This analysis aimed to understand the complexity of meanings
in the data which starts with achieving familiarity with the data, followed by a search for
patterns of meaning that is further explored, and organised into meaningful themes related to
the aim and context (Sundler et al., 2019). Results of this analysis is then used to explain results
found from the quantitative phase of this evaluation to inform the feasibility of BEST-F.
Study Four: Translational Research of BEST Intervention Model
This study was conducted based on the requirements of the Murdoch University
Professional Doctorate in Clinical Psychology. Translational research study four documents
the collaborative process between the researcher and Coodanup College. Through multiple
consultations with staff members and psychologists working at Coodanup College, issues
around supporting adolescents with emotional difficulties and engaging their families were
noted as areas requiring further support and knowledge development. This study evaluated the
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didactic component of the BEST training program that was attended by school psychologists
and clinical psychologist trainees as part of facilitating the dissemination and implementation
of BEST model to clinical practice.
Definition of Translational Research
In the early 90s, there were growing concerns around limited improvements in the
application of treatment and outcomes in the clinical setting despite the significant increase in
clinical science discoveries (Davidson, 2011). This led to the collective interest in bridging the
gap between research and practical application of research findings in the community setting
through effective translation. Translational research is a term often known interchangeably as
translational science or ‘bench to bedside’. Essentially, translational research refers to the
application and integration of research findings to enhancing individual and community health
and wellbeing (Kingsley, 2019; Rubio et al., 2010). The end game of translating research into
practice is the product of a promising intervention that is feasible in its application, such that it
can be used clinically within the public health system (Woolf, 2008). In the field of Clinical
Psychology, integration of science into practice remains a challenge where the demand for
accountability, translational processes, and varied approaches to intervention delivery further
complicates this process (Castonguay, 2011). The broad overview of psychological research in
improving community mental health through effective translation plays a pertinent role in
informing the practice of psychologists in treatment implementation, and the development and
evaluation of novel treatment models such as the BEST model (Vivian et al., 2012).
The Role of Training
In the early stage of dissemination, training plays an important role in facilitating
dissemination of novel evidence-based interventions to clinicians. Accordingly, training is
essential in disseminating knowledge of the treatment components and model, in addition to
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gaining competence in administrating these components (McHugh & Barlow, 2012).
According to Hershenberg and colleagues (2012), clinical training should focus on three
components, namely curriculum, practicum, and supervision. Therefore, an effective form of
clinical training should encompass basic theoretical foundations of the intervention, evidence
of empirical support of intervention outcomes, empirically supported mechanisms of change,
and application of intervention techniques (Gambrill, 2007). In addition to the clinical training
content, the importance of conducting the intervention during a practicum program with
evidence-based supervision should not be discounted (Hershenberg et al., 2012). In this
process, clinical trainees are able to implement the intervention while systematically collecting
outcome data to enhance the effectiveness of the intervention with the assistance of supervisors
(Falender et al., 2004). Similarly, McHugh and Barlow (2012) suggested that effective training
comprises of both didactive training that increases knowledge about an intervention and
competency training that aims to increase skills in applying the intervention. Typically, didactic
training consists of written manuals and live workshops where procedural elements and
structure of the intervention are presented. In contrast, competency training is essential for skill
acquisition and often involves the provision of supervision and monitoring by an advanced
clinician. Thus, these components are complementary and essential in operative training
models to ensure effective dissemination of novel intervention models to current and future
clinicians.
BEST Training Program. The importance of these multi-component level of training
that included both didactic and competency training is reflected in the current training model
of BEST. The BEST training requires all therapists to: attend a BEST training program, cofacilitate at least one BEST intervention programs with senior therapist, and attend regular
supervision with senior supervisor/program developer. The pertinent feature of facilitating any
BEST program is the role of therapists in fostering a productive and supportive environment
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for both parents and adolescents/children (Poole et al., 2016). This training is available to
registered health professionals and students with qualifications in psychology, psychiatry or
medicine, mental health nursing, family therapy, social work, and youth work who are
interested in learning and implementing the program. The training focuses on refining the
trainees’ knowledge in understanding and treating various mental health difficulties in
adolescent and children, and builds on skills in managing group dynamics, risk assessment,
and the delivery of BEST key themes and contents.
The didactic component of the BEST training is conducted over two full-days by the
BEST program developers to ensure that all therapists are equipped with adequate skills,
knowledge, and confidence in facilitating and introducing the program in various settings. This
training program consists of four main components including introduction of the BEST model
and theoretical underpinning; theories of adolescent and child psychopathology; family
systems model of intervention; therapists’ roles including working with adolescents and
parents, risk assessment and management, understanding group processes, and managing group
dynamics; and BEST session contents and procedures. This training content is presented via
presentation slides, discussion of recent articles, in-vivo demonstration, role-play, and a series
of whiteboard activities.
Collaboration with Coodanup College
Effective translation of novel interventions to clinical practice involves the inclusion of
relevant community stakeholders in the process (Brookman-Frazee et al., 2016). A partnership
was formed with Coodanup College, a coeducational public college attended by adolescents
from Years 7 to 12. This collaboration with Coodanup College occurred during one of the three
placements completed as part of the Doctor of Psychology (Clinical Psychology) program.
Coodanup College places importance on socio-emotional and behavioural difficulties that
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students encounter as a result of broader systemic difficulties (Coodanup College, 2020).
Students at-risk of disengagement academically, behaviourally, or emotionally are individually
case managed and encouraged to attend various school and community-based programs
targeted at alleviating these difficulties. The planning and implementation of these
interventions are conducted by the Students at Educational Risk (SAER) multidisciplinary
team that consists of education personnel (principal, deputy principals, and year coordinators),
chaplain, counsellors, and psychologists (Coodanup College, 2020).
Despite the availability of individual-based interventions treating adolescent mental
health difficulties, it was highlighted by the school and clinical psychologist trainees at
Coodanup College that there was lack of available family-based interventions in treating
adolescent emotional difficulties. Furthermore, the limited engagement of both adolescent and
their parents compounded these issues. Through these collaborative consultations, the issues
around supporting adolescents with emotional difficulties and engaging their families were
reported by Coodanup College staff members and psychologists as areas requiring further
knowledge development. Thus, a translational gap emerged underscoring the need for effective
training in these areas for recognised psychologists and clinical trainees who were working in
various schools and community settings. Consequently, translational research was indicated to
evaluate if the training program was effective in disseminating knowledge about family
systems approach in managing adolescent emotional difficulties and the BEST intervention
model to current and future clinicians.
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Chapter 6: Study One
Attachment-Based Interventions for Child and Adolescent Mental Health: A Systematic
Review of Current Programs and Treatment Evidence
Introduction
Attachment theory is one of the most influential theories in relation to children’s socioemotional development and the manifestation of psychopathology (Bowlby, 1982). This theory
is based on the idea that the experience of the child’s early relationship with their caregiver
implicates their foundation for later development (Bowlby, 1977). Essentially, the term
‘attachment’ describes the pattern of emotional and behavioural interaction that develops
between the caregiver and child, which is fundamentally viewed as dyadic in nature (Bowlby,
1982). According to Bowlby (1973), infants are biologically predisposed to seek comfort and
security from their caregivers and use them as a ‘safe haven’ while exploring the environment.
Therefore, when threatened, infants would turn to their caregiver for comfort and protection,
whereas the caregivers’ responses to the infants’ bids mould the attachment relationship that
develops over time. Through repeated interactions, infants learn to recognise and anticipate
behaviours of their primary caregiver in response to their bids as guided by their internal
working model (IWM) which refers to the formed mental representations of the self, others,
and relationship between the self and other, thus acting in accordance with those expectations
(Bowlby, 1982). In particular, when caregivers respond sensitively and comfort the infant in
response to the infants’ bids for comfort, the infant’s IWM guide them to see others as reliable
and the infant himself/herself as worthy of attention, leading to the formation of a secure
attachment pattern (Ainsworth et al., 1978). However, when unavailable/erratically available,
insensitive, rejecting, or frightening caregiving is provided in response to the infant’s bid for
comfort, the infant’s IWM will guide the infant to see others as rejecting, untrustworthy, and
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frightening, and himself/herself as undeserving of sensitive and reliable care, thus forming
insecure/disorganised attachment patterns (Main & Solomon, 1990).
Various investigations have demonstrated that attachment security is linked with
aspects of socio-emotional development during childhood and adolescence, including social
competency, empathy, and behavioural difficulties (Egeland & Carlson, 2004; Elicker et al.,
1992; Erickson et al., 1985; Kestenbaum et al., 1989; Sroufe et al., 1999). Specifically, these
studies suggested that secure attachment is linked with more optimal developmental outcomes,
whereas insecure/disorganised attachment patterns is linked with higher risk of interpersonal,
emotional, and behavioural difficulties. Additionally, many studies have found that
insecure/disorganised attachment in infancy and childhood is linked with later
psychopathology including mood disorders and anxiety (Groh et al., 2012), externalising
behavioural problems (Fearon et al., 2010), and self-harming behaviour (Lee & Hankin, 2009)
in childhood and adolescence; as well as substance abuse (Fairbairn et al., 2018), and borderline
personality disorder in adulthood (Fonagy et al., 2000). Such findings point to the importance
of psychological intervention models focused on improving the quality of parent-child
relationships to set a supportive and strong foundation for healthy child development.
Attachment-Based Interventions
A large number of interventions developed for various age groups purports to be based
on concepts of attachment theory. However, attachment research and attachment-based clinical
interventions have not been as well-synthesised as one might expect (Ziv, 2005). In general,
the term attachment-based intervention (ABI) applies to the clinical approaches derived from
attachment theory that was pioneered by Bowlby (1977). However, the extent which
interventions identify as ‘attachment-based’ is questionable (Egeland, 2004; Robinson, 2002).
Although widely-used, the term ABI should be considered with more care to clarify the
definition of current and future interventions, and more accurately integrate attachment theory
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and research into clinical practice to treat various psychopathologies. To start, conceptualising
attachment relationships may provide a context for ABI, such that attachment relationships as
defined by Bowlby (1977) is dyadic in nature. Nonetheless, as with other aspects of
development, attachment relationships cannot be considered in isolation from their contexts
such that personal (e.g., parental mental illness), interpersonal (e.g., parental conflict and
violence), and environmental factors (e.g., unhealthy family environment and living
conditions) can implicate the developing attachment relationship (Cassidy, 1994; Downey &
Coyne, 1990; Swanson & Mallinckrodt, 2001). Due to the complex interactions between these
factors, various ABIs have proliferated with different targets of treatment including
interventions that target specific parenting characteristic or personal factors (Juffer et al., 2008;
Kim et al., 2018); interpersonal factors (Johnson et al., 2001; Johnson & Whiffen, 2003); and
family factors (Diamond, 2014; Stevenson‐Hinde, 1990). In these ABIs, various modalities
including parent-only, dyad, couple, and whole family were evident (Berlin et al., 2008; Ewing
et al., 2015). Therefore, the concert of attachment and these multitudes of factors have further
complicated the understanding and definition of an ABI.
Reviewing past literature may provide some guidance to the definition of an ABI. A
handful of well-established meta-analyses have reviewed the effectiveness of ABIs on
outcomes including specific caregiving behaviours (e.g., parental sensitivity) and
insecure/disorganised attachment in early childhood. The first such meta-analysis reviewed 18
studies, where findings demonstrated that interventions targeting parental insensitivity (d = .58)
were more effective than interventions targeting children’s attachment insecurity (d = .17) (van
IJzendoorn et al., 1995). Similar findings were demonstrated in a later meta-analysis that
reviewed 70 studies and found positive changes in insensitive parenting (d = .33), and infant
attachment insecurity (d = .20) (Bakermans-Kranenburg et al., 2003). Altogether, the
researchers suggested that ABIs that were effective in enhancing parental sensitivity showed
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more promise in enhancing attachment security. A later meta-analysis found 10 papers
reporting 15 ABIs that targeted disorganised attachment. This review found that interventions
for infants above 6 months of age were more effective (d = .23), and interventions focused on
parental sensitivity were more effective in shifting attachment disorganisation among infants
(d = .24) (Bakermans‐Kranenburg et al., 2005). A more recent update of the 2003 meta-analysis
reviewed four additional RCTs, reporting an overall effect size of Z = 3.14 for disorganised
attachment and Z = 2.98 for parental sensitivity, thereby concluding that early intervention
showed prominent success in improving both attachment security and parental sensitivity
(Mountain et al., 2017). Likewise, another recent meta-analysis provided an update of the 2005
meta-analysis and found seven additional studies. Findings of this study supported the
effectiveness of reviewed ABIs in improving disorganised attachment as compared to control
conditions (d = .35) (Facompré et al., 2018).
These meta-analyses utilised varying inclusion and outcome criteria that resulted in a
mixed number of studies produced. However, two broad types of ABIs designed to enhance
the quality of the caregiver-child attachment were evident from these reviews including
interventions that assisted parents in responding sensitively to their child’s cues, and
interventions that attempted to change the parent’s representations of their own attachment
experiences (Bakermans-Kranenburg et al., 2003; De Wolff & van IJzendoorn, 1997). Despite
Bowlby’s (1977) definition of attachment relationships, the majority of these interventions
were parent-focused interventions with only a handful that included the parent-child dyad in
therapy. Accordingly, these reviews defined ABIs as interventions that utilise principles of
attachment to primarily support parents in improving their caregiving sensitivity and promote
the development of more positive IWMs, therefore reducing attachment insecurity and
disorganisation among infants. This provides a clear representation of ABIs that focus on
attachment and caregiving behaviours as outcomes.
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The underlying assumption is that by enhancing caregiving quality and promoting
attachment security, children’s mental health outcomes should improve accordingly (Berlin et
al., 2008; Juffer et al., 2014; Woodhouse, 2018). Despite that, none of these reviews studied
the effectiveness of ABIs in directly improving mental health outcomes. Therefore, such
conclusions about the effectiveness of ABIs in reducing child and adolescent psychopathology
remain ambiguous. Additionally, in order for interventions to be scientifically evaluated, their
development also needs to follow a coherent and scientific rationale. For instance, new
interventions need to be clear on the causal process of the disorder or risk factors they are
addressing and then construct plausible program logics that explicitly target these processes
(Kazdin, 2008). Ideally, the causal process, program logic, and its associated techniques are
clearly articulated and documented in a treatment manual which will generate a strong
predictive hypothesis as to why a given psychological intervention reduces symptoms of a
given disorder and why it works in the way it does. Once well-designed treatments clearly
establish that they can reduce symptoms, there can be additional investigations to verify that it
does so according to the putative mechanisms that underpin the treatment changes (Kazdin &
Weisz, 1998). As such, applying a development-evaluation framework such as Kazdin’s
suggests the current literature on ABIs is very much in a preliminary stage.
Current Study
Despite the extensive discussion of attachment theory in improving child and
adolescent mental health outcomes, there has been no systematic review to-date summarising
elements and techniques used in ABIs where the parent-child dyad or whole family was
involved, and corresponding mental health outcomes. The integration and understanding of
attachment-based elements and techniques as well as its associated effectiveness on child and
adolescent mental health outcomes could add to the current evidence-based treatments, and act
as alternative treatment options for certain child and adolescent psychopathology. Therefore,
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this systematic review aimed to provide conceptual clarity to the term ‘attachment-based
interventions’ that focused on the parent-child dyad or whole family, and reported child and
adolescent mental health outcomes, rather than outcomes of attachment and specific caregiving
behaviours. This review will identify the common characteristics and approaches of the
different models of therapy used including the theoretical models, target of intervention,
availability of training materials (e.g., manual, training), aims, mechanisms of change,
therapeutic techniques; and summarise mental health outcomes for each approach.
Method
Search Strategy
A comprehensive search of relevant databases including ScienceDirect, Scopus, Wiley
Online Library, Health Collection, PubMed, PsychInfo, ProQuest, ProQuest Central,
PsycARTICLES, and Academic OneFile were explored to identify possible studies. Search
terms for all databases included at least one identifier for attachment-based intervention,
children, and adolescents. Keywords were selected to adequately describe the type of research
and interventions intended for this study. Examples of keywords included attachment-based
intervention, attachment-based treatment, attachment-based therapy; as well as child, toddler,
infant, young person, young people, and adolescent. To reduce overestimation of effects from
possible publication bias and to obtain descriptive information about the interventions, grey
literature including dissertations, book chapters, and reports were identified via bibliographic
searches and included in the search.
Inclusion and Exclusion Criteria
This review aimed to include studies on ABIs targeting any diagnosable mental
disorder, or measured using a valid symptom count of internalising or externalising problems
(diagnostic and sub-threshold level) among children and adolescents (aged between 0 to 18).
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In addition, this review included interventions offered to those who are already identifying with
some symptoms of mental health disorders and those at risk of developing these symptoms.
There were no restrictions set on the target population for specific mental health disorders.
Articles included in this study met the following criteria: (a) an intervention study of any
design, (b) intervention identifies as ‘attachment-based’, (c) reported child or adolescent mental
health outcomes, (d) interventions delivered in any setting including hospital, residential
homes, community settings, educational, and outpatient settings, (e) studies targeting children
and adolescents under 18 years old, and (f) includes in its program logic the description of
characteristics consistent with those of ABI. Articles were excluded if the studies: (a) were a
review or meta-analysis study, (b) were not an intervention or prevention study, (c) included
participants above 18-years-old, (d) did not include parent-child dyads or whole families, (e)
focused on outcomes of physical health, neurocognitive, or attachment, and (f) referred to an
intervention with insufficient detail to provide a full description.
Study Selection
Initial keyword and title searches were conducted, followed by a review of abstracts for
relevance based on the inclusion and exclusion criteria. Subsequently, the full texts of relevant
articles were downloaded and included in a software tool, EndNote for managing references to
trace duplicate studies. Duplicate articles were removed and full-text articles were analysed for
inclusion and exclusion criteria. Both reviewers consulted regularly to reach consensus during
the full-text review and to clarify the reasons for exclusion. Figure 3 illustrates the PRISMA
flow diagram of the study selection process.
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Figure 3

Identification

Flow Chart of Study Selection Process
1047 records identified
through database searching
383 duplicate articles excluded

664 records screened

353 articles excluded in order:

Screening

➢ Not attachment-based (n = 106)
➢ Reviews and meta-analyses (n = 124)
➢ Not an intervention study (n = 123)

311 full-text articles
assessed for eligibility

Included

Eligibility

273 articles excluded in order:
➢ Mean age ≥18 (n = 72)
➢ Parent-only interventions (n = 75)
➢ Did not assess or report mental
health outcomes (n = 63)
➢ Insufficient material to provide full
description (n = 63)

38 articles reviewed
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Results
The search identified 1047 papers from which a final sample of 38 articles met
eligibility criteria. Of the 38 reviewed articles, 10 articles reported children or adolescent
mental health outcomes. These studies consisted of RCTs (n = 6), mixed methods evaluation
(n = 2), and pre-post designs (n = 2). The results will present summarised information under
the headings of intervention characteristics, therapeutic models, and mental health outcomes.
Intervention Characteristics
The reviewed studies provided descriptions of nine ABIs for children and adolescents
that were summarised in Table 2. While all reviewed ABIs differed in the age and targeted
population, three main developmental groups were categorised in Table 2 as: infant (0 to 1
years old), child (1 to 11 years old), and adolescent (12 to 18 years old). Despite some overlaps
among developmental groups, most intervention options were available for children under 12years-old, with only two intervention options available for adolescents. Among the reviewed
interventions, the majority were dyadic (n = 5) and the number of sessions ranged between 6
to 20. All interventions required formal training and only one intervention was not manualised.
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Table 2
Main Characteristics of the Nine ABIs Reviewed
Age

Intervention

Group
Infant

N of papers

Authors

reviewed
ABC

6

Dozier et al. (2006)

Age Range

Dyad/

N of

Training

Manual

(Years)

Family

sessions

0-2

Dyad

10

Yes

Yes

0-5

Dyad

8

Yes

Yes

Sprang (2008)
Bick and Dozier (2013)
Lindet al. (2014)
Dozier and Bernard (2017)
Caron et al. (2016)
COS-P

4

Horton and Murray (2015)
Cassidy et al. (2017)
Risholm Mothander et al. (2017)
Kim et al. (2018)
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7

Marvin et al. (2002)
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0-12

Dyad

20

Yes

Yes

1-6

Dyad

7

Yes

Yes

Hoffman et al. (2007)
Mercer (2014)
Huber et al. (2015a)
Huber et al. (2015b)
Jonsdottir and Coyne (2016)
Huber et al. (2016)
Children

VIPP-SD

5

Van Zeijl et al. (2007)
Negrão et al. (2014)
Juffer et al. (2017a)
Juffer et al. (2017b)
Casonato et al. (2017)

EA2

1

Baker et al. (2015)

1.5-5

Dyad

6

Yes

No

Basic Trust

1

Colonnesi et al. (2013)

3-5

Family

8

Yes

No

BEST-

1

Benstead et al. (2019)

3-11

Family

10

Yes

Yes

3

Lewis et al. (2013)

12-18

Family

9

Yes

Yes

13-17

Family

10-20

Yes

Yes

Foundations
Adolescent

BEST
MOOD

Poole et al. (2016)
Poole et al. (2018)

ABFT

10

Diamond et al. (2003)
Diamond et al. (2007)

ATTACHMENT-BASED FAMILY INTERVENTION
Diamond et al. (2010)
Diamond et al. (2012)
Israel and Diamond (2012)
Shipge et al. (2012)
Ewing et al. (2015)
Feder and Diamond (2015)
Diamond et al. (2016)
Wagne et al. (2016)
Note. VIPP-SD = Video-feedback intervention to Promote Positive Parenting - Sensitive Discipline; COS-P = Circle of Security Parenting;
COS= Circle of Security; EA2 = Emotional Attachment and Emotional Availability; ABFT = Attachment-based Family Therapy; ABC =
Attachment and Biobehavioural Catch-up
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Therapeutic Models
A detailed description of the reviewed ABIs is presented in Table 3 that summarised
therapeutic model, aims, mechanisms of change, and therapeutic techniques of the nine ABIs
reviewed. All interventions were based on attachment theory, however, the majority of these
interventions utilised attachment principles in conjunction with other concepts including family
systems (n = 4), psychoanalytic (n = 2), and behavioural (n = 1) theories. Despite reporting
child/adolescent mental health outcomes, the majority of ABIs (n = 5) primarily aimed to
improve attachment security. Only two interventions primarily aimed to reduce internalising
symptoms, where one focused on reducing symptoms of depression and anxiety in children
and the other among adolescents. Of note, the majority of these interventions reported
attachment-based concepts including reflective functioning (n = 2) and parental sensitivity (n
= 6) as helpful change mechanisms. Although each ABI was unique in its therapeutic
approaches, similar therapeutic techniques were noted. All ABIs used psychoeducation with
contents ranging from education around basic principles of attachment and its dyadic as well
as systemic application, to parental self-care and stress management designed to enhance the
parent’s capacity to act as a secure base. Moreover, many interventions utilised video-feedback
(n = 6), which was achieved by videorecording parent-child interactions and then playing back
segments of the video in session, whereby specific attachment-related themes and parent-child
dyadic interactions were discussed with the assistance of a trained therapist.
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Table 3
Therapeutic Model, Aims, Mechanisms of Change, and Therapeutic Techniques of the Nine ABIs Reviewed
Intervention
ABC

ABFT

Therapeutic Model

Primary Aim

Mechanism of Change

Therapeutic Techniques

Attachment theory

Increase child attachment

Positive parenting

Video-feedback

security and decrease

behaviours

Psychoeducation

disorganised attachment

Improved parental sensitivity

In-vivo feedback

Attachment theory

Repair rupture in parent-

Repairing attachment

Relational reframe

Structural family therapy

adolescent attachment

Decreased perceived parental

Alliance building

Multidimensional family

relationship and establish secure

control

Psychoeducation

therapy

base

Adolescent autonomy

Reattachment task

Contextual family therapy

Autonomy and competency

Emotion-focused therapy

promoting
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Basic Trust

Attachment theory

Improve attachment relationship

Improved

Video-feedback

among adoptive parent-child

communication skills

Psychoeducation

dyad

Increased parental
sensitivity

BEST
MOOD

Attachment theory

Reduce symptoms of depression

Decreased parental

Psychoeducation

Family systems

among adolescents

stress

Family roles and boundary

Increased family

setting

communication

Self-care

Increased parental

Mentalisation

confidence
BESTFoundations

Attachment theory

Reduce symptoms of child

Increased family

Psychoeducation

Family systems

depression and/or anxiety

communication

Family roles and boundary

Decreased parental

setting

stress

Self-care

Increased reflective

Mentalisation

functioning

Video-feedback
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COS

Attachment theory

Enhance parent-child emotional

Parental sensitivity

Video-feedback

Family systems

attachment

Attachment theory

Shift patterns of attachment-

Improved reflective

Video-feedback

Object relations theory

caregiving interactions in

functioning

Psychoeducation

caregiver-child dyad

Increased parental

Mentalisation

Psychoeducation

sensitivity
COS-P

VIPP-SD

Attachment theory

Assist caregivers in providing a

Increased parental

Video clips/vignette

Object relations theory

secure base for their children

capacity and sensitivity

Psychoeducation

Attachment theory

Enhance parental sensitivity

Improved caregiver

Video-feedback

Coercion theory

interaction with their children

sensitivity

Psychoeducation

Sensitive discipline
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Mental Health Outcomes
Table 4 summarises the types of study, measures, and mental health outcomes of the
nine ABIs reviewed. A total of 10 studies reported mental health outcomes whereby the
majority (n = 7) reported outcomes in children. Four pre-post studies reported significant
changes in children mental health outcomes, whereby 3 studies (Baker et al., 2015; Benstead
et al., 2019; Huber et al., 2015b) reported decrease in total problems (d = .40 to 1.69),
internalising symptoms (d = .55 to .60) and externalising difficulties (d = .30 to .49) as
measured by the Child Behaviour Checklist (CBCL), and one study (Colonnesi et al., 2013)
reported significant pre-post changes in conduct problems (d = .71) as measured by the
Strengths and Difficulties Questionnaire. When compared to a control group in RCTs (n = 3),
only two studies (Sprang, 2009; Zeijl et al., 2006) reported significant changes in child mental
health outcomes including internalising (d = 1.11) and externalising difficulties (d = .35 to
1.86) as measured by the CBCL. As for adolescent mental health symptoms, only one (Israel
& Diamond, 2012) of the three RCTs reported significant improvements in adolescent
depressive symptoms (BDI-II, d = .80; HAM-D, d = 1.08) as compared to treatment as usual
group. Another RCT reported significant reductions in suicidal ideation as measured by the
Suicidal Ideation Questionnaire – Junior with large effect size demonstrated, d = .95 (Diamond
et al., 2010). Overall, among RCTs conducted for both age groups, only half of the studies
showed significant improvements in mental health outcomes for both children and adolescents.
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Table 4
Type of Study, Measures, and Mental Health Outcomes of the Nine ABIs Reviewed
Intervention

Authors

Type of

N

Control Group

Measures

Mental Health Outcomes

58

Treatment as usual

Child Behaviour Checklist

Improvements in internalising

(CBCL)

(d = 1.11) and externalising

Study
ABC

Sprang (2009)

Randomised
controlled
trial

(d = 1.86) behaviours as compared
to control group

ABFT

Diamond et al.

Randomised

(2010)

controlled

66

Enhanced usual

Beck Depression Inventory II

Reduction in suicidal ideation

care

(BDI-II)

(SIQ-JR) (d = .95) at post-

Suicidal Ideation

treatment and 24-week follow-up.

Questionnaire - Junior (SIQ-

No significant reduction in

JR)

depressive symptoms (BDI)

trial

(d = .37) post-AFBT and at 24week follow-up as compared to
control group (p >.001)
Israel and

Randomised

Diamond (2012)

clinical trial

20

Treatment as usual

Hamilton Depression

Significant improvements in

Inventory (HAM-D)

depression post-AFBT

BDI-II

(d, BDI-II = .80, HAM-D = 1.08)
as compared to control group
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Colonnesi et al.

Mixed

(2013)

method

20

None
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Strengths and Difficulties

Pre-post reduction in conduct

Questionnaire (SDQ)

problems subscale
(d = .71)

BEST
MOOD

Poole et al.

Randomised

(2018)

controlled

64

Parent support

Short Moods and Feelings

Both groups showed similar levels

group

Questionnaire (SMFQ)

of improvement in depressive

trial

symptoms (SMFQ) at posttreatment (d = .83 and d = .80
respectively) which was sustained
at 3-months follow-up

BESTFoundations

Benstead et al.

Mixed

(2019)

method

8

None

CBCL

Decrease in internalising
symptoms (d = .60), externalising
symptoms (d = .30), and total
problem (d = .40) from preintervention to follow-up

EA2

Baker et al.

Pre-post

15

None

CBCL

(2015)
COS

Huber et al.
(2015b)

Significant pre-post improvements
in child total difficulties (d = 1.69)

Pre-post

83

None

CBCL

Significant reduction in pre-post
internalising (d = .55) and
externalising symptoms (d = .49)
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164

Waitlist control

CBCL

116

Cassidy et al.

Randomised

No main effect on child

(2017)

controlled

internalising (d = .11) and

trial

externalising problems (d = .08) as
compared to control group

VIPP-SD

Zeijl et al. (2006)

Randomised
controlled
trial

237

Dummy
intervention

CBCL

Decrease in child externalising
behaviours (d = .35) as compared
to control group
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Discussion
This review summarised and identified common characteristics, theoretical approaches
and techniques, mechanisms of change, as well as mental health outcomes of nine existing
ABIs. Findings suggested that the majority of interventions were developed for children under
12-years-old and included parent-child dyads. In addition, the majority aimed to improve
quality of attachment or attachment-related caregiving behaviours, rather than mental health
outcomes in children and adolescents. However, the only ABIs that primarily aimed to improve
mental health outcomes in children and adolescents were based on the same intervention model
known as BEST (Benstead et al., 2019; Poole et al., 2018). Although all ABIs were based on
attachment theory, the majority integrated concepts derived from other theories, with many
combining both attachment and family systems theories. In addition, the majority of these ABIs
reported attachment concepts including parental reflective functioning (RF) and sensitivity as
helpful change mechanisms, mainly achieved via video-feedback technique. In general,
findings supported the use of attachment principles in improving children and adolescent
mental health outcomes. However, mixed results were found when these interventions were
compared to an active control group.
The obvious finding of this study was the limited number of ABIs developed to
primarily reduce symptoms of, or evaluated child and adolescent psychopathology as
outcomes. It is possible that the literal use of the term ‘attachment-based’ immediately directs
to interventions that were developed to improve attachment outcomes or specific attachmentrelated caregiving behaviours as defined in past meta-analyses (Bakermans-Kranenburg et al.,
2003; Bakermans‐Kranenburg et al., 2005; van IJzendoorn et al., 1995). Nevertheless, in
attempt to increase precision of defining an ABI, this review only included interventions that
involved the parent-child dyad to an extent based on Bowlby’s (1977) definition of attachment
relationships. This may explain the substantial involvement of both the infant/child/adolescent
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and caregivers in these reviewed interventions to produce changes in the caregiving
relationship. In fact, the dyadic relationship explains the contributions of both parent and child
to the attachment relationship as bidirectional due to the complex interactions of factors (i.e.,
biological, personal, environmental) and developmental processes that implicate the formation
of caregiver-child attachment security (Overall & Simpson, 2015; Seifer & Schiller, 1995).
Specifically, the manner in which characteristics of both the parent and child contribute to the
dyadic interaction process as the characteristics of one influences the behaviour of the other
(Gable & Isabella, 1992; Tronick et al., 1997). The obvious lack in including the parent-child
dyad in current ABIs is worrying as most ABIs were excluded from this review on the basis of
parent-only interventions. In most cases, parent-only interventions act as the foundation of
ABIs as therapy begins with assisting parents in providing responsive, sensitive care to their
child by establishing an environment of safety. However, this is usually an important set-up
prior to including the child in therapy, and should not act as the only focus of intervention
(Becker-Weidman, 2012; Becker-Weidman & Shell, 2010). Thus, Bowlby’s (1977) definition
of attachment relationships supports the need for the parent-child dyad to be included in ABIs.
In addition, these ABIs rooted heavily on attachment concepts and principles including
parental sensitivity and RF as drivers to improve child and adolescent outcomes. The concept
of maternal sensitivity refers to the behavioural system in which the infant’s signals are
accurately decoded by the caregiver and, in a sensitive manner, responded to by parental
behaviours during interactions (Ainsworth & Bell, 1974). Following this model, sensitive
parenting is the ability to accurately interpret an infant’s signals as attachment relevant
communications expressing the child’s attachment needs, then responding effectively and
consistently. The quality of this interaction then implicates the infant’s developing IWM and
formation of attachment patterns (Ainsworth et al., 1978). In contrast, RF is an operational
definition of mentalisation which refers to the capacity to understand, interpret, on mental states
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of oneself and others (Fonagy et al., 1991). Specifically, parental RF is defined as the parent’s
ability to infer from the child’s behaviour and context the mental processes of the child in the
course of caregiving interactions and, by extension, interact in a manner based on
understanding the child’s subjectivity (Fonagy et al., 1995). As discussed in Chapter 2, securely
attached children have developed an expectation that their parents will respond to their needs
in a consistent and sensitive manner (Bowlby, 1982). The mental representation of this
expectation is thought to influence a child’s ability to regulate emotions and interact with others
in a prosocial way (Evans & Porter, 2009). Therefore, improving parental sensitivity and RF
allows the promotion of secure attachment representation, whereby children are more likely
seek support from others and mobilise active regulatory behaviours in regulating their emotions
when distressed (Mikulincer et al., 2003; Cassidy, 1994). In contrast, insensitive parenting and
parents with poor mentalising capacity risks the formation of insecure attachment patterns,
such that children would rely on hyperactivating/deactivating strategies to either maintain or
avoid activation of their attachment system (Mikuluncer & Shaver, 2008). Consequently, the
adaptive use of these strategies can potentially contribute to poor emotion regulation and selfregulation strategies, thereby contributing to the development of psychopathology (Hankini &
Abramson, 2001; Mikulincer & Shaver, 2019).
To promote parental sensitivity and RF, this review found that a common attachmentbased technique utilised was video-feedback which refers to the use of videotaped parent-child
interactions that are replayed to parents with the therapist’s support and guidance (Steele et al.,
2014). This process is thought to assist parents to actively and explicitly reflect on the observed
interaction. Video-feedback has demonstrated to be a powerful therapy technique in promoting
positive changes in parent-child interactions by allowing parents to observe themselves from a
“third-party” perspective (Leyton et al., 2019). However, the most important component of
video-feedback is the participation of a trained clinician in actively promoting RF as part of a
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process of identifying feelings and thoughts associated with their parenting interactions
(Kennedy et al., 2010). In addition, the therapist modelling what mentalisation ‘looks like’ by
sensitively responding to the video material, talking-through the experience and providing an
opportunity for parents to experience mentalising interactions with another adult, may improve
the parent’s ability to reflect on the interactions with their child (Rusconi-Serpa & Sancho,
2009). Hence, most ABIs capitalise on this technique to promote positive changes in parental
sensitivity and RF, which may account for improved mental health outcomes. Taken altogether,
perhaps the utilisation of attachment-based concepts and techniques as principal mediums of
change lends itself to defining interventions as ‘attachment-based’.
The inclusion of family members in therapy is an increasingly common form of ABI.
These ABIs generally combined elements of both attachment and family systems theories to
drive changes in attachment and mental health outcomes (Benstead et al., 2019; Diamond et
al., 2016; Diamond et al., 2010; Poole et al., 2018). This review found that this combination
seems to have a natural affinity as an integrative framework for child and adolescent mental
health interventions (Ewing et al., 2015; Lewis, 2020). Notably, this integration is often
conceptualised based on Byng-Hall’s (1995) concept of the ‘secure family base’ that describes
how the family as a whole can act as a secure base for all of its members to promote exploration
and a sense of support and safety as needed. Generally, the role of this integrated therapy is to
work on unresolved conflicts or events that threaten the balance of relationships among family
members, and explore current and future threats that may perpetuate a sense of insecurity
(Byng-Hall, 2008). Thus, the inclusion of family members may lend itself to more positive
treatment outcomes as opposed to individual or dyadic focused intervention as demonstrated
in findings of attachment-based family interventions reviewed in this study.
At present, findings of the reviewed RCTs support the use of attachment principles in
improving both child and adolescent mental health outcomes with modest effect sizes
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demonstrated for internalising (d = .80 to 1.11) and externalising symptoms (d = .35 to 1.86).
Current meta-analyses revealed effect sizes of 11 sessions of cognitive-behavioural therapy
(CBT), a commonly utilised treatment of depression and anxiety among children and
adolescents to be between d = .66 to 1.15 (Arnberg & Öst, 2014; Crowe & McKay, 2017).
Thus, compared to CBT, the current ABIs demonstrated comparable and sometimes larger prepost effect sizes. In fact, current ABIs seem to produce more promising results in managing
externalising behaviours including aggression and violence in this population as compared to
CBT (d = .36 to .94) (Ozabac, 2011; Sukhodolsky, Kassinove, & Gorman, 2004).
Nonetheless, this review found mixed results for the effectiveness of ABIs in improving
child and adolescent mental health outcomes when compared to an active control group. This
may be due to the more rigorous comparison of ABIs to active rather than passive controls such
as waitlist or no treatment groups (Baskin et al., 2003). In fact, the same was evident in a metaanalysis conducted on the effects of psychotherapy for depression in children and adolescents,
whereby between group effect sizes were lower in studies that included an active control as
compared to the inclusion of a passive control (Weisz et al., 2006). However, findings of this
study clearly demonstrated that current investigations on ABIs is very much in a preliminary
stage. Therefore, re-investigating the possible causal processes that inform the program logic
and associated techniques may be necessary to better formulate ABIs that can indeed work the
way it was developed to work (Kazdin & Weisz, 1998).
One of the surprising outcomes of this review was the limited number of interventions
that met inclusion criteria in the infant age group as compared to past meta-analyses conducted
in the field of ABI. This is likely due to the nature of this review in defining an ABI using
stricter criteria. There are other interventions in the infant mental health area which aim to
improve infant-mother attachment as reviewed by Galbally and colleagues (2006) such as
Watch, Wait and Wonder and Interaction Guidance. These interventions do not explicitly
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identify as attachment-based and do not report mental health outcomes. Other examples of
infant-focused interventions include Infant Carrying, Massage Procedure, and Home Visiting.
Despite showing statistically significant improvement in secure attachment post-intervention,
these interventions primarily aimed to promote physical contact and sensitive interactions
between mother and infant (Wright & Edginton, 2016). Although these interventions use
techniques indirectly related to attachment, these were excluded in the current review since the
aim was to improve the precision of the definition of an ABI.
Limitations and Future Directions
Despite a systematic and comprehensive search strategy, the generalisability of the
findings has limitations. Studies with insufficient intervention description and parent-support
interventions were excluded, thus potentially overlooking other ABIs that are available. For
example, Video Intervention Therapy (Facchini et al., 2016) and Parent and Child Therapy
(Amos et al., 2007) were excluded from this review as available literature did not contain
sufficient details to provide a full description of these interventions. In addition, other
interventions including Right from the Start (Niccols, 2008) and Connect Program (Moretti &
Obsuth, 2009) were excluded as these programs were parent-only interventions. Furthermore,
this review primarily focused on mental health outcomes, possibly neglecting studies that
examined other equally important outcomes of ABIs. Our sample size of 38 studies including
10 studies reporting mental health outcomes is modest given the increasing number of various
ABIs over the past years. Future studies examining the effects of current ABIs should consider
larger, more robust confirmatory studies including RCTs that examine infant/child/adolescent
mental health outcomes. Additionally, meta-analytic studies should be conducted as an
extension of this review to identify and synthesise common effects and the utility of current
dyadic and family-based ABIs in treating child and adolescent psychopathology (Borenstein et
al., 2011).
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Conclusion
In conclusion, the field of ABIs for children and adolescents appears to still be emerging
as a distinct therapeutic approach with a currently limited evidence base. Current ABIs
identified as ‘attachment-based’ when the intervention aimed to promote attachment security
or reduce disorganised/insecure attachment patterns, targeted a specific attachment-related
caregiving behaviour, or when the intervention was clearly driven by attachment principles and
techniques to achieve changes in targeted outcomes. Additionally, the contemporary extension
of attachment theory into the domains of family systems is an area requiring further
development. Despite mixed results, ABIs that include the dyad and/or family show potential
in reducing symptoms of child and adolescent psychopathology. Henceforth, ABIs should be
considered as an alternative treatment approach in treating child and adolescent
psychopathology.

ATTACHMENT-BASED FAMILY INTERVENTION

124

Chapter 7: Empirical Study Two
Attachment-based Family Intervention for Childhood Depression and Anxiety:
Evaluation of Quantitative Outcomes from a Pilot Study
Preface
As reviewed in Chapter 6, limited interventions identifying as ‘attachment-based’
primarily aimed to improve symptoms of child and adolescent psychopathology. In fact, only
one intervention, BEST-Foundations (BEST-F) explicitly aimed to reduce internalising
symptoms in children (Benstead et al., 2019). Additionally, interventions typically identified
as ‘attachment-based’ when the intervention intended to improve attachment outcomes or
specific attachment-related caregiving behaviour, and when the intervention was clearly driven
by attachment principles. As BEST-F is fundamentally driven by the attachment theory, it
makes sense for BEST-F to identify as an attachment-based intervention. The overarching aim
of this study was to examine the feasibility of BEST-F in Perth, Western Australia using a
mixed methods approach. BEST-F was developed with the intention to treat symptoms of
depression and anxiety disorders in children aged between 3 and 11 years. The development of
BEST-F was heavily-guided by Kazdin’s (1997) model for treatment development. Kazdin
proposed that the development of a novel intervention should follow a systemic manner starting
from the conceptualisation of the clinical problem and proposed mechanisms of change, then
operationalising the intervention processes, followed by the evaluation of treatment outcomes
and testing of boundary limits with focus on various client groups and contextual aspects. This
is necessary to achieve the development of an intervention that can be used effectively by
clinicians (Kazdin & Weisz, 1998).
Presently, BEST-F is still in the development stage, with the first pilot trial conducted
in Deakin University, Victoria that reported promising results in child mental health outcomes,
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but not in parental outcomes. However, the small sample size of eight families is a notable
limitation of this initial trial (Benstead et al., 2019). Therefore, this dissertation continues the
pilot evaluation of BEST-F by examining the feasibility of the intervention model in a larger
community sample of children presenting with symptoms of depression and anxiety in Perth.
Pilot studies are essential in testing the feasibility of a novel intervention with the intention of
providing valuable insights to program developers to assist further program refinement (Kazdin
& Nock, 2003). Therefore, piloting BEST-F at this stage acts as a requisite to promote the
probability of success in subsequent confirmatory studies, in addition to fine-tuning the
intervention to ensure that it can be effectively used by practitioners. In this chapter,
quantitative outcomes based on parent-report measures completed at four-timepoints (baseline,
pre-, post-intervention, and follow-up) will be presented and analysed using within-subject
repeated measures ANOVA. The following chapter will present qualitative findings based on
thematic analyses of participant feedback received in the follow-up session. Taken together,
the mixed methods evaluation will shed light on the feasibility of BEST-F in a larger
community sample in Perth.
Introduction
The internalising-externalising model has received considerable attention as a potential
theoretical framework for understanding co-occurring psychopathology. This model is
important in distinguishing psychopathological symptoms pertinent to each category and its
manifestation in childhood (Achenbach & Edelbrock, 1978). The term internalising disorders
is widely used to describe various forms of anxiety- and affective- disorders, with a core feature
of difficulties in regulating emotions and mood (Kovacs & Devlin, 1998). Internalising
disorders are characterised by feelings of guilt, worry, sadness, somatisation, lack of pleasure
from enjoyable activities, decreased energy level, and social withdrawal among children
(Tandon et al., 2009; Weisz & Weiss, 1991; Zahn-Waxler et al., 2000). When left untreated in
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childhood, these symptoms can develop into disorders in adolescence that increases the risk of
interpersonal and academic difficulties, self-harm and suicidal ideation, antisocial behaviours,
as well as alcohol and drug abuse (Ellis et al., 2017; Lewinsohn et al., 2008). In contrast,
externalisation is described as the propensity to express distress outwardly, thus referring to
externally-focused behavioural symptoms including conduct problems, delinquency,
aggression, hyperactivity, attention problems, and oppositionality (Willner et al., 2016).
Despite being categorised as distinctive spectrums of psychopathology, various investigations
have found high co-occurrence between internalising and externalising disorders in children
(Chase & Eyberg, 2008; Loeber & Keenan, 1994). As such, the co-occurrence of internalising
and externalising symptoms in children is more than chance and should be considered when
treating these disorders in children.
The most prevalent internalising disorders among children are anxiety and mood
disorders (Rooney et al., 2013; Stanley, 2002). According to a recent report, the prevalence
rates of diagnosed MDD and anxiety disorders among Australian children are 2.8% and 6.9%,
respectively. These disorders were reported to have a greater impact on children’s functioning
as compared to other disorders, where 42.8% of children with MDD were assessed as severe,
and 53.8% of children diagnosed with anxiety disorders were assessed as moderately severe
(Lawrence et al., 2015). In addition, the comorbidity rate of childhood anxiety and depression
was reported to be 60% (Avenevoli et al., 2008). Among children with comorbid anxiety and
depression, a higher rate of symptom severity and impairment was found as compared to a
single presentation, thereby implicating the presentation of symptoms, treatment planning, and
intervention success (Manassis & Menna, 1999). Moreover, childhood depression and anxiety
disorders can lead to long-term impacts on aspects of the child’s emotional, educational, and
social functioning which burdens the individual, family, and wider community (Tandon et al.,
2009; Tennant et al., 2017). Consequently, these potential complications highlight the
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undeniable need for empirically-supported early interventions for children presenting with
internalising difficulties.
Treatment for Childhood Depression and Anxiety Disorders
The evidence for interventions of childhood depression and anxiety disorders is less
established as compared to the adolescent and adult populations (Cottrell, 2003; Lima et al.,
2013). A number of psychological interventions including Cognitive Behavioural Therapy
(CBT), mindfulness-based therapy, and psychodynamic psychotherapy have shown support for
treating these disorders among children (Settipani et al., 2014; Wehry et al., 2015). With
reference to comprehensive meta-analyses and reviews, the most utilised intervention for
childhood depression and anxiety disorders is CBT (Cartwright-Hatton et al., 2004; Schwartz
et al., 2019; Wang et al., 2017). Nonetheless, the individualised approach of CBT may not be
effective for all children as longitudinal studies showed that approximately 20-50% remained
symptomatic post-CBT (Ginsburg & Schlossberg, 2002; Rey et al., 2011). This may be due to
developmental limitations such that children lack the ability to identify and consciously modify
cognitions as imposed by the cognitive-behavioural model, and the lack of focus in the complex
interactions of important aetiological factors of childhood depression and anxiety (Jongerden
et al., 2015; Zhou et al., 2015).
Family-Based Interventions and Attachment Theory
Only a few treatment options for children experiencing depression and anxiety focus
on the broader familial network, despite the well-documented influence of the multifaceted
interactions between genetic variability and caregiving/family environmental factors on the
transmission of depression and anxiety (Eley et al., 1998; Espinosa-Fernandez, 2009; Wei &
Kendall, 2014). Various family factors including attachment security, conflict within the
family, parental mental health, and family functioning were observed to share a bidirectional
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relationship with the risk of children developing depression and anxiety disorders (Crawford
et al., 2011; Lewis et al., 2011; Siqueland et al., 1996; Warren et al., 1997). Consequently, there
has been a shift within the field of child mental health from an individual to family systems
intervention model, whereby the child’s family members are included in treatment (Carr,
2014). According to family systems theory, the connection between family members forms a
system whereby any changes that occur within the system will affect other parts of the network
(Bowen, 1976). Specifically, family members cannot be understood in isolation of one another
due to the interconnection between each member of the family system (Bowen, 1966).
Moreover, other investigations demonstrated that the inclusion of family members
outperformed individual child-only interventions with a reported increase of 70% in child
engagement in treatment (Haine-Schlagel & Walsh, 2015; Wood, 2006; Wood et al., 2009).
Altogether, the application of a family-based approach as compared to an individual approach
in treating childhood depression and anxiety has manifold benefits.
There has been increasing development of manualised family-based intervention
approaches that have been subjected to clinical trials (Haine-Schlagel & Walsh, 2015). More
recently, the incorporation of attachment concepts into family-based interventions in treating
child psychopathology has received considerable attention. Bowlby (1979) advocated for the
need to improve child-rearing practices as early experiences of adversities, loss, and separation
can compromise the child’s early attachment relationships with their caregivers. This was
believed to impact on the child’s development of healthy emotion and self-regulation skills
(Bowlby, 1982; Mikulincer & Shaver, 2008). As such, the majority of attachment-based
interventions aimed to promote security and organisation in the child’s attachment to their
caregiver, thus improving the child’s capacity in managing distress and in developing
psychological resilience which serves as protective factors against the development of
childhood depression and anxiety (Cassidy, 1994; Sroufe et al., 1999).
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Another important concept of attachment theory that has been increasingly applied is
mentalisation, which refers to the ability to understand, interpret, and reflect on mental states
including feelings, beliefs, intentions, and thoughts of oneself and others (Fonagy et al., 1997).
Parental reflective functioning (PRF), the operational definition of mentalising, allows parents
to reflect upon the mental states underlying a child’s actions and emotions, thereby contributing
to the child’s emotion regulation ability and exercise of self-control (Fonagy et al. 1991).
Additionally, parents’ RF capacity is crucial in promoting secure attachment and facilitating
the child’s developing capacity to understand early interactions and relationships in the form
of their own mental states and those of others (Fonagy & Campbell, 2016). Consequently, the
promotion of children’s mentalisation capacity aids in the healthy development of interpersonal
relationships, emotion regulation strategies, prosocial behaviour, and resilience (Fonagy et al.,
2018). Following the integration of attachment approaches in family-based interventions, a
novel intervention for children presenting with symptoms of depression and anxiety disorders
is presented.
BEST-Foundations
BEST-Foundations (BEST-F) is a newly developed approach based on the Behaviour
Exchange Systems Therapy (BEST) program. There are several renditions of the BEST model
throughout its development including BEST (Toumborou et al., 1997), BEST Plus (Bamberg
et al., 2008) and BEST MOOD (Poole et al., 2018) which focused on adolescent mental health.
BEST-F is the latest version of the BEST model that draws heavily on the evidence-based
principle and development of its BEST predecessors. This individual-family intervention is an
adaptation focused on children aged between 3 and 11 years presenting with clinical or
subclinical symptoms of internalising disorders including depression and anxiety. BEST-F
adopts a family systems approach and incorporates various elements of attachment theory to
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increase parents’ awareness of the child’s mental state through RF, and promote a ‘secure
family base’.
Current Study
The primary aim of this study was to investigate the feasibility of BEST-F in reducing
internalising symptoms in children aged between 3 and 11. It was predicted that children who
participated in BEST-F would show significant reductions in internalising symptoms as
measured by the Child Behavioural Checklist (CBCL) at post-intervention, and these
reductions would be sustained at follow-up. In addition, changes in child externalising
symptoms and other problems as measured by the CBCL, parental mental health symptoms,
and disorganised caregiving behaviours were evaluated. It was predicted that there would be
significant reductions in children’s externalising symptoms and total problems, parental mental
health symptoms (depression and anxiety), and disorganised caregiving behaviours at postintervention, and these reductions would be sustained at follow-up.
Methods
Participants
Forty children aged between 3 and 11 years who presented with subclinical or clinical
level depressive- and anxiety-related symptoms and their families (i.e., parents and siblings)
were recruited from the Murdoch Psychology Clinic waitlist. Reasons for attrition are outlined
in Figure 4. Based on referral details, parents of children presumably appropriate for the
intervention were contacted via telephone and screened for eligibility using the Children Mood
Scale (CMS) for children under 11-years-old. Inclusion criteria included children aged between
3 and 11 years who presented for treatment and/or assessment at the Murdoch Psychology
Clinic. Exclusion criteria included children presenting with neurodevelopmental disorders
including intellectual disability, significant cognitive impairment, Autism Spectrum Disorder,
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and Attention-Deficit/Hyperactivity Disorder (ADHD), pervasive developmental disorder,
psychosis, or other serious mental health diagnoses other than depression and/or anxiety; as
well as parents presenting with severe mental illness requiring inpatient treatment or impairing
their capacity to participate in the program.
Figure 4
Flow Diagram of BEST-Foundations Participant Recruitment and Attrition
40 participants assessed for
eligibility

19 participants excluded:
➢ Based on exclusion criteria (n = 5)
• Autism Spectrum Disorder (n = 4)
• Intellectual Disability (n = 1)
➢ Declined to participate (n = 14)
• Too far to travel (n = 5)
• Seeking cognitive assessment
only (n = 9)

21 participants recruited
4 participants did not complete the intervention:
➢ Too far to travel/ relocated (n = 3)
➢ New baby (n = 1)

17 participants completed
the intervention

Lost to follow-up (n = 0)

Data analysis (n = 17)
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The final sample consisted of 17 children including nine girls and eight boys (age: M =
8.88, SD = 1.69) and their primary caregivers, mothers (n = 17, age: M = 40.18, SD = 7.26).
There were no fathers who attended the treatment as the child participant’s primary caregiver.
All participants attended every session and completed BEST-F. Of the 17 families, secondary
parent of three families did not participate in the program, whereas all siblings aged between 3
and 11 years participated in the program. Table 5 illustrates the demographic characteristics
and frequencies of the participants. Initial screening using the CMS clinical cut-off scores
(Edwards et al., 2010; Spence et al., 2001) found that all of the children presented with clinical
level symptoms of MDD, and at least one anxiety disorder including SoAD (58.5%), specific
fears (23.5%), SAD (70.6%), and GAD (64.7%).
Table 5
Demographic Characteristics and Frequencies of BEST-Foundations Participants
Characteristics

N

Percentage (%)

Male

8

47.1

Female

9

52.9

Under $20,000

5

29.4

$20,000 - $50,000

3

17.6

$50,001 - $80,000

4

23.5

$80,001 - $110,000

1

5.9

$110,001 - $140,000

3

17.6

Above $140,000

1

5.9

Married

8

47.1

De facto

1

5.9

Single parent

2

11.8

Divorced/Separated

6

35.2

Child's Gender

Annual Income

Marital Status

Living Environment
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Rural

0

0

Suburban

17

100

City

0

0

Up to Year 10

4

23.5

Up to Year 12

3

17.6

Completed TAFE or Diploma

9

52.9

Completed Undergraduate Degree

1

5.9
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Level of Education

Design
The pilot study undertook a multiple baseline design, with quantitative data collection
occurring at four-timepoints: entry to the study – baseline, commencement of treatment which
occurred four weeks after baseline, conclusion of treatment, and at 8-week follow-up. This
design allowed for the participants to act as their own control as data was collected at twotimepoints (baseline and pre-intervention) prior to the start of intervention.
Measures
All primary caregivers completed a questionnaire pack that consisted of demographic
survey questions, Child Behavioural Checklist (CBCL), State-Trait Anxiety Inventory (STAI),
Edinburg Depression Scale (EDS), and Caregiving Helplessness Questionnaire (CHQ), at fourtimepoints.
Child Behavioural Checklist for Ages 6-18 (CBCL). The CBCL (Achenbach &
Rescorla, 2001) is a 113-items parent proxy report that assesses child emotional and
behavioural difficulties. The items are rated on a 3-point scale ranging from 0 (Not true) to 2
(Very true or often true). This measure generates three composite scales including Total Score,
Internalising Problems, and Externalising Problems. The Internalising Problems aggregate
scale is comprised of three syndrome scales including Withdrawn/Depressed, Somatic
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Complaints, and Anxious/Depressed, while the Externalising Problems scale comprised of
Rule-Breaking Behaviour and Aggressive Behaviour scales. The CBCL contains additional
syndrome scales including Social Problems, Thought Problems, Attention Problems and Other
Problems which are calculated with the above syndrome scales to generate the Total Problems
aggregate scale (Achenbach & Rescorla, 2001). Standard CBCL T-scores under 65 is within
the normal range, whereas T-scores above 65 is either within the borderline (65 ≤ T ≤ 69), or
clinical range (T ≥ 70) (Achenbach & Rescorla, 2001). The CBCL has demonstrated excellent
internal consistency, α = .89 for the internalising scale, α = .93 for externalising scale, and α =
.96 for total problems scale (Achenbach, 1991).
State-Trait Anxiety Inventory (STAI). The STAI (Spielberger et al., 1983) is a 40item self-report measure that measures the presence and severity of caregiver anxiety and
distress. The two subscales which consist of 20 items each, examines generalised tendency to
experience anxiety (T-Anxiety) and current state of perceived anxiety (S-Anxiety). All items
were rated on a 4-point frequency scale from 1 (Almost Never) to 4 (Almost Always) for TAnxiety scale, and from 1 (Not at all) to 4 (Very much so) for S-Anxiety scale. Higher scores
indicate greater anxiety, ranging from 20-80, with a cut-off point of 39-40, which suggests a
detectable clinical significance in symptoms (Knight et al., 1983). The STAI has demonstrated
high internal consistency, α = .86 to .95, and test-retest reliability, r = .65 to .75 over a 2-months
interval (Spielberger, 1989). This measure has also demonstrated discriminant, construct, and
content validity (Kabacoff et al., 1997; Kennedy et al., 2001; Spielberger, 1989).
Edinburgh Depression Scale (EDS). The Edinburgh Postnatal Depression Scale (Cox
et al., 1987) is a 10-item self-report measure that was originally developed to examine
symptoms of emotional distress during pregnancy and in the postnatal period. In non-post-natal
populations, the scale is referred to as the Edinburg Depression Scale (EDS) as is the case in
this study. The EDS was used to assess caregivers’ current emotional distress levels. Responses
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were recorded on a 4-point Likert scale and summed to produce an overall depression score,
ranging from 10 to 40. Typically, a score of more than 13 indicates moderate or suspected
symptoms of depression (Cox et al., 1987). The EDS has demonstrated high internal
consistency coefficients ranging from .73 to .92, as well as sensitivity and specificity of .87
and .91 respectively (Cox et al., 1987). Furthermore, the EDS has been validated as a generic
measure of depression among non-postnatal women with older children (Cox et al., 1996) and
fathers (Matthey et al., 2001).
Caregiving Helplessness Questionnaire (CHQ). The CHQ (George & Solomon,
2011) was originally a 26-item questionnaire designed to measure disorganised caregiving in
mothers of children aged between 3 and 11 years. In this study, 19 of the 25 items were included
as seven fillers did not load onto any of the subscales. This measure consists of three subscales:
(1) caregiving helplessness (caregiver feels that he/she is unable to care for or help his/her
child), (2) caregiver-child frightened (caregiver feels frightened of child during interactions
with his/her child and vice versa), and (3) child caregiving (child takes on the caregiver’s role
or better characterised as role-reversal) (George & Solomon, 2011). All responses were
recorded on a 5-point Likert scale from 1 (Not characteristic at all) to 5 (Very characteristic),
where a higher score reflects more disorganised caregiving patterns. Each summed subscale
score can range from 7 to 35 for caregiving helplessness, and 6 to 30 for the other remaining
subscales. The CHQ demonstrated good factor structure and internal consistency, α = .85 for
caregiving helplessness, α = .65 for caregiver-child frightened, and α = .64 for child caregiving;
as well as convergent and discriminant validity (George, 2011; George & Solomon, 2011).
Procedure
Ethics approval was received from Murdoch University Human Research Ethics
Committee (Ref: 2016/022) (Appendix 1). All potential participants were shortlisted from the
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waitlist of the Murdoch Psychology Child Clinic between the years 2017 and 2019 and
screened for eligibility using the CMS. Following that, signed informed consent forms were
obtained during the initial intake session. Each individual family attended an initial intake
session, eight weekly 2-hour sessions, and a follow-up session 8-week post-intervention. This
intervention required the primary caregiver and child to attend all sessions, with the rest of the
family including secondary parent and siblings participating from session four onwards. The
therapists included one Doctor of Psychology (Clinical) candidate as the primary therapist and
Masters of Clinical Psychology students as co-therapists. All therapists were required to attend
the training program conducted by the program developer, observe or co-facilitate at least one
BEST intervention, and be assessed as competent by the program developer/primary
supervisor. The therapists were also required to familiarise themselves with the BEST-F
manual and attend group supervision regularly. All video recordings, client information, and
research data were stored in a locked cabinet in the Murdoch University Postgraduate Room
and de-identified using participant numbers.
Data Analysis
Data was analysed using Statistical Package for the Social Sciences (SPSS). Data
collected was analysed to examine the feasibility of the treatment in the remission of
internalising, externalising symptoms, and other problems in children, as well as reduction in
depressive and anxiety symptoms and disorganised caregiving behaviours among parents. To
examine overall performance of BEST-F on primary and secondary outcomes, T-scores on the
CBCL and raw scores on secondary measures were determined. To test the hypotheses on
outcomes of children and parent mental health outcomes, as well as disorganised caregiving
behaviours, within-subject repeated measures ANOVA analyses were utilised to investigate if
there were any significant differences between the timepoints at p < .05. Mauchly’s test for
Sphericity was checked for significance, and in cases where p > .05 Sphericity was assumed,
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and where Sphericity was p < .05, the Greenhouse-Geisser correction was applied to adjust the
degrees of freedom. In cases where results of repeated measures ANOVA were significant,
post-hoc pairwise comparisons using the Bonferroni correction were examined to determine
significant differences across the timepoints.
In addition, calculation of effect sizes using Cohen’s d was necessary to determine prepost as well as pre-follow-up changes to determine the efficacy of the program (Tickle-Degnen,
2013). In this study, we considered small effect sizes (d = .20) as an indication of minor
intervention outcomes, an intermediate effect size (d = .50) indicates promising intervention
outcomes, while a large effect size (d = .80) reflects a strong intervention outcome (Cohen,
1969). To calculate treatment effect size, the effect sizes calculated in this study controlled for
the period between baseline to pre-intervention. To conduct this, we used the pooled pre-test
standard deviations for weighting the differences of the pre-post mean values (Morris, 2008).
This is to ensure that the intervention did not affect the standard deviation and corrects the
estimation of the population effect size.
(Mpost,T – Mpre,T) - (Mpost,C – Mpre,C)
d=c

SDpre

Furthermore, statistical power analysis was conducted for sample size estimation based
on the statistics from this study. The “G*Power” program (Faul et al., 2007) was utilised to
calculate the sample size needed to detect some level of effect. The effect size of this study,
Cohen’s d = .85 for pre-post child internalising symptoms was computed with α = .05 at 80%
power. Results of power analysis indicated that the projected sample size required for this effect
size is approximately n = 6 for within-subjects comparison. As such, the present study’s sample
size of n = 17 is adequate to investigate the aims of this study.

ATTACHMENT-BASED FAMILY INTERVENTION

138

Results
Primary Outcome: Child Internalising Symptoms
Figure 5 portrays the mean changes of internalising and externalising CBCL scores
across the four-timepoints, and Table 6 illustrates means and standard deviations of parentreport CBCL composite- and sub-scales, results of repeated measures ANOVA to examine
changes in child internalising symptoms, and effect size calculation across the four-timepoints.
Figure 5
Line Graph of Estimated Marginal Means of Children’s Internalising CBCL T-Scores across
Four-Timepoints

Estimated Marginal Means
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Table 6
Means, Standard Deviations, Repeated Measures Analyses of Variance, and Effect Size of Children Mental Health Outcomes (CBCL T-Scores)
at Four-Timepoints
Partial Eta
CBCL

Baseline

Pre

Post

Follow-up

F(3, 14)

p

Squared

Cohen's d

Cohen's d

(pre-post) (pre-follow up)

M

SD

M

SD

M

SD

M

SD

Total Score

67.24

8.20

64.47

9.68

58.29

7.89

54.29

7.95

15.21

<.001

.77

.37

.81

Internalising

68.29

10.46

67.88

6.29

60.35

10.08

54.94

7.33

15.78

<.001

.77

.85

1.85

Externalising

62.76

9.57

61.94

8.31

55.18

9.97

52.59

9.37

9.71

<.001

.68

.65

.96

Anxious/Depressed

10.18

5.35

8.00

5.62

6.53

4.70

4.12

3.26

7.99

.002

.63

.13

.45

Withdrawn/Dep

3.65

3.18

2.65

3.06

2.12

2.52

1.53

1.37

4.63

.019

.50

.15

.15

Somatic Complaints

5.82

3.88

4.64

3.72

3.06

3.17

2.24

1.92

7.73

.003

.62

.15

.50

Rule-Breaking

4.47

4.24

3.76

4.05

2.00

2.40

1.47

2.18

3.07

.062

.40

.34

.50

Aggressive

12.82

6.87

10.06

7.00

7.76

5.41

6.00

4.23

12.97

<.001

.74

.10

.30

Social Problems

5.24

4.27

5.35

3.39

3.47

3.22

2.41

2.37

4.73

.018

.50

.60

1.03

Thought Problems

6.41

3.90

6.24

2.94

3.82

2.30

3.06

2.49

6.18

.007

.57

.87

1.11

Attention Problems

8.76

4.76

8.35

4.77

6.59

4.53

6.00

4.23

1.99

.162

.30

.29

.43

Other Problems

6.59

3.76

5.06

2.95

3.59

1.84

3.00

2.09

7.01

.004

.60

.15

.35

Composite Scales

Subscales
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As seen in Figure 5, children’s internalising CBCL T-scores reduced from pre- to postintervention, and further reduction was observed from post-intervention to follow-up. Results
of repeated measures ANOVA indicated that there was a significant reduction in CBCL total
score from baseline (M = 67.24, SD = 8.20) which was within the borderline clinical range to
normal range at follow-up (M = 54.29, SD = 7.95), F(3,14) = 15.21, p < .001, ηp2 = .77.
Specifically, results revealed a significant reduction in child internalising CBCL scores from
baseline (M = 68.29, SD = 10.46) which was within the borderline clinical range to normal
range at follow-up (M = 54.94, SD = 7.33), F(3,14) = 15.78, p < .001, ηp2 = .77. Follow-up
pairwise comparisons revealed significant reductions in child internalising symptoms from
baseline to post-intervention (MD = 4.59, p = .002), baseline to follow-up (MD = 13.35, p <
.001), and pre-intervention to follow-up (MD = 12.94, p = < .001). There was no significant
improvement in CBCL internalising scores between baseline and pre-intervention (MD = .41,
p = 1.00), indicating stability of child internalising scores during the control period. In addition,
calculation of intervention effect size revealed large effect sizes, d = .85 existed between prepost intervention and between pre-intervention and follow-up, d = 1.85.
Secondary Outcomes
Other Child Mental Health Symptoms. A significant reduction in parent-report child
externalising CBCL scores was found from baseline (M = 62.76, SD = 9.57) to follow-up (M
= 52.59, SD = 9.37), F(3,14) = 9.71, p < .001, ηp2= .68. Pairwise comparisons indicated
significant reductions in child externalising symptoms from baseline to post-intervention (MD
= 7.59, p = .001), baseline to follow-up (MD = 10.18, p < .001), and pre-intervention to followup (MD = 9.35, p = .001). There was no significant change in CBCL externalising scores
between baseline and pre-intervention (MD = .82, p = .99) indicating stability of child
externalising scores during the control period. Furthermore, calculation of intervention effect
size demonstrated an intermediate effect size between pre-post intervention, d = .65, while a
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large effect size existed between pre-intervention and follow-up, d = .96. ANOVA analyses of
CBCL externalising subscales revealed a significant decrease in scores for aggressive
behaviour, F(3,14) = 12.97, p < .001, ηp2= .74, but not rule-breaking behaviour, F(3,14) = 3.07,
p = .06, ηp2= .40. In addition, analyses of other CBCL subscales found significant decreases in
baseline to follow-up scores for subscales including social, thought, and ‘other problems’, but
not attention problems, F(3,14) = 1.99, p = .16, ηp2= .30.
Parent Mental Health Outcomes. Table 7 displays means and standard deviations of
EDS and STAI, results of repeated measures ANOVA to examine changes in parental
depressive and anxiety symptoms, and effect size calculation across the four-timepoints.
Results of ANOVA analyses found a significant reduction in EDS scores from baseline (M =
13.53, SD = 5.27) which was within the clinical range to follow-up (M = 8.24, SD = 3.70)
which was within the normal range, F(3,14) = 12.37, p < .001, ηp2= .73. Pairwise comparisons
revealed significant reductions in parent depressive symptoms from baseline to postintervention (MD = 5.18, p < .001), baseline to follow-up (MD = 5.29, p = .003), pre-post
intervention (MD = 4.82, p < .001), and pre-intervention to follow-up (MD = 4.94, p = .004);
as well as insignificant changes in EDS scores between baseline and pre-intervention (MD =
.35, p = 1.00) indicating stability of EDS scores during the control period. Moreover, large
effect sizes were demonstrated between pre-post intervention, d = 1.13, and between preintervention and follow-up, d = 1.12. As for parents’ STAI-S scores, ANOVA analyses
indicated a significant reduction in STAI-S scores from baseline (M = 43.41, SD = 7.75) which
was within the clinical range to follow-up (M = 38.18, SD = 5.77) which was within the normal
range, F(3,14) = 3.78, p = .04, ηp2= .45. Pairwise comparisons found significant reductions in
parents’ state-anxiety symptoms from pre-intervention to follow-up (MD = 6.06, p = .02), and
insignificant changes in STAI-S scores between baseline and pre-intervention (MD = .83, p =
1.00) indicating stability of STAI-S scores during the control period. Moreover, calculation of
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intervention effect size found a medium effect size existed between pre-post intervention, d =
.75, while a large effect size existed between pre-intervention and follow-up, d = 1.06.
Similarly, parents’ STAI-T scores reduced significantly from baseline (M = 42.12, SD = 5.77)
to follow-up (M = 38.53, SD = 4.68), F(3,14) = 8.30, p < .001, ηp2= .64. Pairwise comparisons
revealed a significant reduction in parents’ trait-anxiety symptoms from pre-intervention to
follow-up (MD = 3.82, p = .003), and insignificant changes in STAI-T scores between baseline
and pre-intervention (MD = .24, p = 1.00) indicating stability of STAI-T scores during the
control period. A small effect size existed between pre-post intervention, d = .15, while a
moderate to large effect size existed between pre-intervention and follow-up, d = .70.
Parent Caregiving Behaviours. Table 8 displays means and standard deviations of
CHQ total and subscale scores, results of repeated measures ANOVA to examine changes in
disorganised caregiving, and effect size calculation across the four-timepoints. ANOVA
analyses indicated that there was a decrease in CHQ total scores from baseline (M = 45.41, SD
= 8.16) to follow-up (M = 38.00, SD = 8.31), F(3,14) = 3.46, p = .04, ηp2= .43. Pairwise
comparisons found a significant reduction in CHQ total scores from pre-intervention to followup (MD = 6.71, p = .30), and insignificant changes in CHQ total scores between baseline and
pre-intervention (MD = .71, p = 1.00), indicating stability of CHQ scores during the control
period. In addition, calculation of intervention effect size found a minute effect size existed
between pre-post intervention, d = .05, but a large effect size existed between pre-intervention
and follow-up, d = .80. Nonetheless, analyses of CHQ subscales showed that the significant
decrease in scores from baseline (M = 11.29, SD = 3.33) to follow-up (M = 8.71, SD = 1.96)
only existed in the Caregiver-Child Frightened subscale, F(3,14) = 3.19, p = .04, ηp2= .41.
Pairwise comparisons found a significant reduction in Caregiver-Child Frightened subscale
scores from baseline to follow-up (MD = 2.59, p = .04).
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Table 7
Means, Standard Deviations, Repeated Measures Analyses of Variance, and Effect Size of Parental Mental Health Outcomes
(Depression and Anxiety) at Four-Timepoints

Baseline

Pre

Post

Follow-up

Partial Eta

Cohen's d

Cohen's d

F(3, 14)

p

Squared

(pre-post)

(pre-follow up)

M

SD

M

SD

M

SD

M

SD

EDS

13.53

5.27

13.18

4.67

8.35

3.23

8.24

3.70

12.37

<.001

.73

1.13

1.12

STAI-S

43.41

7.75

44.24

6.94

39.42

11.09

38.18

5.77

3.78

.041

.45

.75

1.06

STAI-T

42.12

5.77

42.35

6.67

41.82

1.81

38.53

4.68

8.30

<.001

.64

.15

.70

Table 8
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Means, Standard Deviations, Repeated Measures Analyses of Variance, and Effect Size of Disorganised Caregiving Outcomes (Caregiving Helplessness
Questionnaire) at Four-Timepoints
Partial Eta
Baseline

CHQ (Total)
Caregiving
Helplessness

Pre

Post

Follow-up

F(3, 14)

p

Squared

Cohen's d

Cohen's d

(pre-post) (pre-follow up)

M

SD

M

SD

M

SD

M

SD

45.41

8.16

44.71

6.88

43.53

9.13

38.00

8.31

3.46

.043

.43

.05

.80

13.82

5.05

13.76

4.72

12.71

5.65

10.76

4.63

2.22

.131

.32

.19

.63

11.29

3.33

9.88

2.96

9.65

2.91

8.71

1.96

3.19

.044

.41

.37

.07

20.53

4.65

20.71

3.85

21.65

2.98

20.18

4.88

1.85

.185

.28

.23

.16

CaregiverChild
Frightened
Child
Caregiving
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Discussion
The primary aim of this pilot study was to examine whether BEST-F significantly
reduced child internalising symptoms at post-intervention, and whether these improvements
were sustained at the 8-week follow-up. As predicted, results of this study revealed that
children who participated in BEST-F demonstrated a significant reduction in internalising
symptoms at post-intervention, and these symptoms continued to reduce at follow-up. In
addition, this study evaluated changes in child externalising symptoms and other problems,
parental mental health outcomes (depression and anxiety), and disorganised caregiving
behaviours. In line with the hypotheses, results of this study also revealed that children who
participated in BEST-F demonstrated significant reductions in externalising symptoms and
total problems at post-intervention, and these symptoms further reduced at follow-up. As
predicted, the same was found for parents who participated in BEST-F, demonstrating
significant reductions in symptoms of anxiety and depression, as well as disorganised
caregiving behaviours at post-intervention, with further reductions at follow-up.
Child Mental Health Outcomes
BEST-F showed promise in improving child and parental mental health outcomes and
disorganised caregiving behaviours. This study provides evidence that a structured attachmentbased family intervention for child internalising disorders can improve both child and parental
mental health symptoms, as well as parent caregiving behaviours. In addition, results indicate
that the treatment effect of this intervention increased after treatment completion which suggest
that families were able to continue implementing systemic changes even after treatment has
ceased (Poole et al., 2018). The significant reduction in child internalising and externalising
symptoms, as well as total problems during the intervention period outperformed the control
period, with large effect sizes observed across the main CBCL composite scales, d = .81 to
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1.85. These results outperformed results from the initial pilot study conducted in Deakin
University, Victoria where researchers found significant improvements in child internalising
and externalising symptoms, as well as total problems with effect sizes ranging from small to
medium across the main CBCL composite scales, d = .30 to .60 (Benstead et al., 2019). More
importantly, there was a clinically significant reduction of approximately 1 to 1.2 standard
deviations in child internalising symptoms, moving children from a borderline clinical range
during the control period to a normal range after the intervention period. These results were
expected given the strong focus of BEST-F in promoting a healthy family environment by
improving communication, decreasing conflict, and improving family functioning through the
use of attachment and systemic approaches. Past studies have similarly found that high levels
of family conflict and poor family functioning strongly increased the risk of childhood
depression and anxiety (Hughes et al., 2008; Katz & Low, 2004; McHale & Rasmussen, 1998).
Therefore, by targeting these modifiable family factors throughout the course of treatment,
these promising outcomes were expected.
Remarkably, although BEST-F was not designed to treat externalising symptoms and
other problems in children, results of this study found a significant reduction in child
externalising symptoms with large effect size observed. Consequently, it appears that BEST-F
also showed promise in treating externalising symptoms in children aged between 3 and 11
years old. Various past investigations have demonstrated the high co-occurrence between
internalising and externalising difficulties in children (Chase & Eyberg, 2008; Willner et al.,
2016). Findings of this study indicated that a significant reduction was demonstrated for the
aggressive subscale. Typically, aggression in children is a common symptom of underlying
mental health difficulties such as depression and anxiety (Stringaris, 2011). Past studies have
also established the high comorbidity rate between aggression and depression as well as anxiety
disorders in children (Garber et al., 1991; Ialongo et al., 1996; Levy et al., 2007). Aggressive
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behaviours as measured by the CBCL include externalising symptoms such as irritability,
temper tantrums, screaming, demanding a lot of attention, and easily jealous, that mimic
anxiety and depressive symptoms in children (Biederman et al., 2005). Children respond to
fear in various ways as influenced by their physiological reaction of fight/flight/freeze which
prepares their body to fight, flee, or freeze from a perceived threat (Weems et al., 2005). Often,
it can manifest as outward, aggressive behaviours to keep themselves safe (i.e., fight) as anger
is a physiological response to perceived threats (Kunimatsu & Marsee, 2012; Vitiello & Stoff,
1997). Therefore, it is seemingly common for children experiencing anxiety disorders to
behave aggressively when they feel threatened or fearful. Likewise, symptoms of depression
in children are diverse and are not always experienced internally (i.e., low mood and
tearfulness), but can be displayed in an array of external behaviours including increased
irritability, agitation, hostility, and anger toward others when children struggle to cope with the
disorder (Panak & Garber, 1992). In fact, Disruptive Mood Dysregulation Disorders was
recently added to the DSM-5 which represents a childhood mood disorder characterised by
pervasive anger and irritability (Bruno et al., 2019). Therefore, the reduction in child aggressive
behaviours was unsurprising given the undeniable link between mood and aggressive
behaviours in children.
In contrast, no significant reductions in the rule-breaking behaviours and attention
problems subscales were demonstrated, although this was not the intention of the intervention.
Attention problems as measured by the CBCL reflects symptoms of ADHD which was an
exclusion criterion imposed during the screening process. Furthermore, the scores of both rulebreaking behaviour and attention problems subscales were within the normal range throughout
the control and intervention period, reflecting that parents who participated in this program did
not report clinically or sub-clinically significant problems in these subscales throughout the
intervention. Additionally, effective treatment approaches for rule-breaking behaviours which
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are common symptoms of disruptive, impulse-control, and conduct disorders, as well as ADHD
are different from the approaches utilised in BEST-F which heavily focuses on family systems
and attachment principles. According to the clinical practice guideline for diagnosing and
managing ADHD (Wolraich et al., 2011), effective treatments for attention problems consist
of pharmacotherapy (d = .70 to 1.00) (Newcorn et al., 2008); and various forms of behavioural
treatments including Behavioural Parent Training (d = .55) and Behavioural Classroom
Management programs (d = .61) that focus on behavioural modification principles (Pelham Jr
et al., 1998; Sonuga-Barke et al., 2001). Likewise, evidence-based treatments recommended
by the clinical practice guidelines for the management of conduct disorder (Sagar et al., 2019)
include behavioural components including parent management training programs (d = 1.35 to
2.64) (Bjørknes & Manger, 2013; Kazdin et al., 2018), and CBT (Furlong et al., 2012).
Nonetheless, it will be interesting for future studies to explore if BEST-F might be effective in
reducing these symptoms in children who present with clinically significant symptoms of these
problems.
Parent Outcomes: Mental Health and Caregiving Behaviours
Results of BEST-F also demonstrated a reduction of parent mental health symptoms
including depression and anxiety from the clinical range during the control period to a normal
range at post-intervention, with further symptom reduction noted at follow-up. These results
are more promising in contrast to the initial pilot conducted in Deakin University that reported
no significant improvements in parent mental health outcomes, possibly due to the
underpowered sample size (Benstead et al., 2019). However, our findings of parental mental
health outcomes were similarly found in previous BEST trials where significant improvements
in parental stress, depression, and anxiety were reported (Bertino et al., 2013; Poole et al., 2018;
Toumborou et al., 2001). It is believed that a key component of the BEST-F that focused on
addressing major losses within the family context in the second phase of treatment may have
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influenced the improvements in parental mental health symptoms. Poole and colleagues (2018)
suggested that families take time to process these challenging major events, thus the therapeutic
benefit at a systemic level is likely to substantiate over time, as reflected in the continuous
reduction in parental mental health symptoms at follow-up. Moreover, the strong focus on
parental self-care was expected to enhance parents’ ability in coping with distress as well as
modelling positive coping strategies to their children (Lewis, 2020). In the BEST model,
parents were encouraged to develop and execute self-care plans which include resuming
pleasurable activities or engaging in new activities. This approach mimics behavioural
activation techniques that have demonstrated effectiveness in treating depression and stress
among adults, hence likely contributing to the reduction in parental mental health outcomes
found in this study (Ekers et al., 2014; Veale, 2008). Furthermore, the improvements in parental
mental health outcomes were expected given the significant improvements in child mental
health outcomes due to the bidirectional relationship that exist between parental mental health
and child psychopathology (McBride et al., 2004; Weijers et al., 2018; Wesseldijk et al., 2018).
More importantly, as supported by family systems theory, improvements in any part of the
system will positively impact other members of the system due to the interconnection (Bowen,
1976).
Further promising results were found in this study to support improvements in parents’
disorganised caregiving behaviours post-intervention, with additional decrease in disorganised
caregiving behaviours at follow-up. Again, results of this study outperformed results of the
initial pilot study that reported no significant improvements in disorganised caregiving
behaviours after the intervention period (Benstead et al., 2019). By participating in BEST-F,
parents were more likely to have improved capacity in providing safety in the attachment
relationship with their child (Solomon & George, 1998). As measured by the CHQ, mothers
reported feeling less frightened or frightening to their child after the intervention period. This
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is important in restoring the protective function of the caregiving system given that parents
who are hostile or submissive in their interaction with their child may experience a breakdown
in their sense of self (George & Solomon, 2011). Hence, it is believed that parents were more
likely to understand and interpret their own mental states and those of others in their families
after participating in BEST-F (Fonagy et al., 1997). This likely improvement of parental RF is
also predicted to improve parents’ capacity in facilitating secure attachment processes and the
child’s capacity to interpret relationships in terms of mental states which plays a crucial role in
their development of healthy relationships, emotion regulation, prosocial behaviours, and
resilience (Fonagy & Campbell, 2016). As such, the focus of improving PRF in BEST-F
through the use of several mediums including the Parental Reflective Interview (Low, 2018)
and video-feedback has likely contributed to improvements in both caregiving behaviours and
mental health outcomes (Bowlby, 1980; George & Solomon, 2008). Whilst BEST-F show
promise in improving PRF, it may be beneficial to include a measure examining this construct
in future trials.
Strengths, Limitations, and Future Directions
The main strength of this study was the use of reliable and well-validated outcome
measures. As BEST-F is in the pilot phase, it is crucial to ensure outcome assessments used
indeed measure what it was supposed to measure with limited measurement error as this
elucidates the preliminary significance of the pilot intervention (John & Soto, 2007). Another
strength of the study was the use of a manual, training, and ongoing supervision provided to
all BEST-F therapists by a senior clinical psychologist/program developer to ensure treatment
fidelity (Cook et al., 2017). However, a notable limitation of this study was the small sample
size. This may have influenced the power of statistical analyses conducted (Columb &
Atkinson, 2015). Aside from that, the absence of randomisation to a control group acts as a
limitation of this study as non-randomisation does not account for systemic differences
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between intervention groups that may affect interpretation of treatment outcomes (Sibbald &
Roland, 1998). This study also found promising results at follow-up, however, given the
relatively short-term follow-up, it will be valuable for future studies to evaluate the long-term
effectiveness of BEST-F (i.e., 6 months and 12 months follow-up) (Fitzpatrick et al., 2018).
Furthermore, this study was limited due to the use of single parent-report measures. The need
for multiple informants including the other parent/secondary caregiver, and teacher report may
provide helpful insight to child mental health outcomes in multiple contexts (Achenbach,
1985). Despite these limitations, findings of this study unveiled promising trends and outcomes
that support future confirmatory studies with more rigorous designs. To further determine
treatment efficacy, an adequately powered RCT with a longer follow-up period of preferably
six months and 12 months, and use of multi-informant measures is recommended.
Conclusion
This study evaluated the feasibility of a novel attachment-based family intervention,
BEST-F that was designed to treat clinical and subclinical symptoms of depression and anxiety
in children aged between 3 to 11 years. The current findings establish that BEST-F showed
promise in reducing internalising symptoms including depression and anxiety from a
borderline clinical to normal range, and that further reduction in symptoms was evident two
months after cessation of treatment. These promising results extended to the reduction of
externalising symptoms and other common childhood clinical difficulties. Additionally, results
of this study demonstrated a reduction of depressive and anxiety symptoms experienced by
mothers, as well as improvements in their caregiving behaviours. Findings of this study add to
the limited body of literature on family-based interventions designed to treat childhood
depression and anxiety disorders. More importantly, this study demonstrated that applying a
combined attachment and family systems approach was not only useful in treating symptoms
of child psychopathology, but the benefits of this approach extended to their primary caregiver.
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Chapter 8: Empirical Study Three
Attachment-based Family Intervention for Childhood Depression and Anxiety:
Evaluation of Qualitative Feedback from a Pilot Study
Introduction
Early intervention is considered more effective than resolving symptoms of childhood
depression and anxiety disorders when children grow older (García-Carrión et al., 2019;
Hiscock et al., 2012; Kato et al., 2015). In Australia, approximately 49% of children diagnosed
with a mental disorder seek treatment for emotional disorders, where service use was highest
among children who presented with MDD (73%) followed by anxiety disorders (54%)
(Lawrence et al., 2015). Moreover, services utilised by children with mental disorders
increased significantly between 1998 to 2013, where 20% of these children received support
from a psychologist (Lawrence et al., 2015). Despite early intervention being key to combating
these mental health issues in children, the prevalence of MDD and anxiety disorders among
Australian children increased between the years 1998 to 2013 (AIHW, 2015). This supports
the need for well-established interventions and good quality delivery of treatment targeting
childhood anxiety and depressive disorders.
The Importance of Qualitative Feedback
Most current interventions applied to treat childhood anxiety and depressive disorders
follow an ‘evidence-based’ approach, where interventions have been evaluated using various
rigorous methodologies (Hoagwood et al., 2001; Kazdin et al., 1991). Despite successful
research outcomes, researchers were left perplexed as to why these positive results are not
consistently reflected when applied in a community-based setting, highlighting practical
implementation issues (Barwick et al., 2012). In recent years, there has been increasing
research focused on issues around the translation of clinical findings and knowledge into
practice as means of ‘closing the knowledge gap’. This is imperative to enhance the
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effectiveness of new and current treatments, align treatments with relevant policies, and
increase clients’ acceptability of treatment (Lewis et al., 2012; Werner-Seidler et al., 2016).
Translational research does not solely focus on quantitative outcome data, but also
evaluates interventions based on direct feedback from those who experienced the intervention
to assess “real-world effectiveness” of the target intervention (Brehaut & Eva, 2012; Garland
et al., 2012). Even in the most rigorous form of evaluation such as in a RCT, reliance on only
quantitative data lacks external validity in the context of intervention evaluation, thus leading
to issues in translating these findings to clinical practice (McLeod, 2011; Norcross et al., 2006).
Additionally, qualitative methods were found to be useful during the initial stages of program
evaluations including pilot studies (Palinkas, 2014). Qualitative data collected from
participants with lived experience highlights the human aspect of the intervention by focusing
on experiences, perceptions, and behaviours (Rodgers & Elliott, 2015; Tripp-Reimer &
Doebbeling, 2004). These data can provide helpful insights including the participants’
perceived barriers to change, mechanisms of change, and even suggestions for further
improvements which creates another layer of enriching information (Fudge et al., 2016; Lewis
et al., 2012; Rubio et al., 2014). Therefore, qualitative information provides personal insight
into unanticipated outcomes, and why the program works or does not work as intended to assist
with the further development of intervention frameworks.
In addition, qualitative methods provide a different form of understanding and assist
with the interpretation of quantitative outcomes (Palinkas, 2014). Specifically, when combined
with quantitative techniques (Chapter 7) to form mixed methods research, qualitative methods
deliver a depth of understanding that contribute to the interpretation of the topic of study
(Palinkas et al., 2011; Robins et al., 2008). Therefore, researchers acknowledged the need for
improvements in the design of outcome studies by including qualitative evaluations of novel
intervention studies in addition to the inclusion of theoretically relevant outcome measures,
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and manualised forms of treatment that are clear and specific (Cottrell & Boston, 2002; Kaslow
et al., 2012), thereby optimising the translation of novel evidence-based interventions to
clinical practice.
BEST-Foundations. The current paper reports and evaluates qualitative information
collected from the pilot study of BEST-Foundations (BEST-F), a newly developed approach
based on the Behaviour Exchange Systems Therapy (BEST) intervention model. Throughout
the development of the BEST intervention series, program developers emphasised the
importance of evaluating qualitative feedback from participants which were applied to shape
the intervention direction, structure, and content to meet the needs of the target population
(Bamberg et al., 2006; Bamberg et al., 2001; Blyth et al., 2000), thus enabling more effective
translation of the BEST interventions into the community setting (Lewis et al., 2012).
Essentially, BEST-F was developed following participants’ feedback regarding the need for
early intervention of depression and anxiety prior to the adolescence period. The childhood
period is important due to the greater vulnerability and sensitivity of early neurodevelopment
which can impact on social, emotional, behavioural, and academic achievements in later stages
of life (Colizzi et al., 2020). In fact, most psychopathologies have a peak of incidence during
the transition from childhood to adolescence, where approximately 50% of individuals are
symptomatic by the age of 14 (Black et al., 2017). This high incidence rate is likely due to the
interaction of various psychosocial and biological changes that occurs during the transition
from childhood to adolescence (Garber, 2010).
Consequently, BEST-F was developed to treat clinical and subclinical symptoms of
anxiety and depressive disorders in children aged between 3 and 11 years. Similar to its BEST
predecessors, this program adopts a family systems approach with elements of attachment
theory aimed to assist in the early treatment of symptoms of depression and anxiety disorders
by building cohesive and strong family connections, improving communication within the
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family, and increasing parents’ awareness of the child’s mental state. The first stage of
treatment focuses on strengthening the parent-child relationship by encouraging parental
reflective functioning (PRF) (Fonagy et al., 1991) through several means including the Parental
Reflective Interview (PRI) (Low, 2018) and video-feedback (Steele et al., 2014), with the
guidance of trained therapists; and encouraging the primary caregiver and child to spend more
one-on-one time together through the ‘Special Time’ activity. The second stage of treatment
shifts to include all family members to foster family connectedness by promoting family
cohesiveness and reducing conflict. In this stage, several metaphorical activities are introduced
to encourage parental self-care, modelling of positive coping strategies, open communication,
perspective taking, and processing of significant life events experienced as a family to facilitate
the promotion of a ‘secure family base’ (Byng-Hall, 1995). The third stage of treatment moves
toward the future to create a sense of purpose and direction in family life through family rituals
(Benstead & Lewis, 2016).
Present Study
As BEST-F is currently in the pilot phase, it is crucial to understand possible
implementation issues in the early stages to provide opportunity for improvements of this
intervention prior to wider implementation in the community. In particular, qualitative methods
have been deemed suitable for understanding the process of therapeutic change rather than
outcomes, thus offering insight into the key elements of BEST-F (Smith, 1996). For these
reasons, the current study aimed to evaluate the feasibility and acceptability of BEST-F by
analysing the participants’ responses and personal experiences of the intervention. Specifically,
this paper explored how participants might have benefitted from this program, the perceived
mechanisms that participants identified as helpful, and what participants found unhelpful or
difficult in this program. Finally, this paper identified participants’ recommendations with the
intention to improve the efficacy and applicability of this intervention.
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Methods
Design and Participants
A qualitative and explorative research design was utilised to understand the
participants’ subjective experiences of the intervention. The current paper reports qualitative
data collected from participants in the follow-up session of the pilot phase of BEST-F. As part
of treatment completion, all families who participated in BEST-F attended the follow-up
session 8-week post-intervention. Participants consisted of nine girls and eight boys (age: M =
8.88, SD = 1.69) and their mothers (n = 17, age: M = 40.18, SD = 7.26) as their primary
caregiver. Of the 17 families who attended the follow-up session, secondary parents/caregivers
(i.e., biological father and step-parent) and siblings of 5 families could not attend this session
due to work and school commitments (n = 3) and illness (n = 2).
Measures
A set of 14 questions included in the BEST-F manual were used in the follow-up session
as prompts for discussion. These questions were as follows: (Q1) How do you see the
difficulties now? (Q2) How have things changed since you first came to the program? (Q3)
What aspects of the group did you implement in your family life, if any? What would you say
has been achieved? (Q4) How has what you learned in this program impacted the way you
parent your child, if at all? (Q5) Were there any aspects of the program that you found
particularly challenging or difficult? (Q6) Were there any aspects of the program that you liked
in particular? (Q7) What aspects of the program do you feel have worked well for your family?
What do you think was helpful for your child? (Q8) Were there any aspects of the program that
you did not enjoy doing? (Q9) What aspects of the program were not very effective for your
family? Are there any aspects that may not work now that you may still implement in the
future? (Q10) How does your initial expectations of the program relate to how or what was
delivered in the program? (Q11) Is there anything you would like to see included or changed
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in the program? (Q12) Would you recommend the program to other parents? Why or why not?
(Q13) Have any of you or your children attended or received any additional services since the
program? (Q14) Do you have any further questions or comments?
Procedure
Individual BEST-F families were invited to attend a one-hour follow-up session that
was facilitated by the same therapists of the BEST-F intervention received by each family.
During the interview, BEST-F therapists followed the semi-structured interview questions and
asked probing questions where necessary to gain further understanding and insight into the
participants’ answers. These sessions were video-recorded with consent and transcribed
verbatim by two observing therapists. All transcripts were double-checked against the video
recordings prior to analysis.
Data Analysis
Qualitative data was analysed based on the phenomenological approach of the
participants’ subjective experiences of the intervention. Specifically, qualitative thematic
analysis based on descriptive phenomenology was utilised to gain insight into what engaged
the participants, what worked, and what did not work (Sundler et al., 2019). This process
involved transcribing the audio-recorded interview verbatim, then re-reading the transcript
while listening to the audio recording to crosscheck the transcript. The transcripts were then
coded based on the participants’ narratives and organised into meaningful and coherent themes
that are relevant to the main research questions.
Results
Four core categories emerged from the analysis of the follow-up interview. This paper
formulated the four main themes based on the participants’ experiences of BEST-F, including:
helpful tools, supportive therapeutic climate, challenges and program development, and direct
recommendations.
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Helpful Tools
During the follow-up interview, participants commented on tools that they have
continued to implement at home or found effective in sessions. Based on participants’
feedback, two main tools facilitated positive changes in their family, namely ‘Special Time’
and video-feedback.
Special Time. All participants considered ‘Special Time’ as the most helpful tool to
continue implementing at home. Parent participants considered Special Time homework as a
reminder of the need to reconnect with their child. They reflected that implementing Special
Time as part of their daily routine has improved the parent-child bond for several reasons,
including spending quality time together, paying attention to each other, building a foundation
of partnership, and giving the child space to express feelings. Child participants described their
experience of Special Time as fun and that the structure allowed them to spend undisturbed
time with their parent. The most common benefits reported included improved communication
and parent-child interaction patterns, decreased conflict, provided consistency, and increased
respect for one another (“working as a team”).
Parent participant: “He [child] looks forward to it daily and we seemed to have formed
a routine. I have a different role during Special Time as he leads the play and the way
we interact has changed positively. We are more patient with one another and the
benefits are seen outside of this.”
Child participant: “I look forward to this daily…playing with mom, just both of us.
Sometimes we draw, play games, read books…and we talk a lot more now.”
Video-Feedback. All parent participants considered the video-feedback session as the
most memorable session of the program. The majority of parent participants described videofeedback as confronting but effective in helping them become more aware of their child’s cues.
Parent participants described the recognition of specific cues with the assistance of the therapist
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allowed them to understand the importance of the way they responded to their child’s needs.
They recognised that this was still work in progress but appreciated improvements in the way
they sensitively responded to their child needs. In addition, parent participants described other
benefits gained including increased awareness of their responses and those of their children,
and increased confidence in modelling positive communication.
Parent participant: “The most memorable time here was when we watched the video of
us [child and parent] playing. I’ve never paid attention to how I talked to him and how
he played. Now I’m trying to be more aware of how I respond to him and it has made
incredible differences in how he reacts to me.”
Parent participant: “That session when we watched that video of us playing cards, I
couldn’t see what you saw but now, I’m slowly able to. It has changed the way I talk to
her [child] and I don’t lose my patience as much anymore. I can take a step back and
listen to what she says and how she might be feeling.”
Supportive Therapeutic Climate
Participants emphasised the importance of the therapist’s ability to build and maintain
good rapport with both parent and child which contributed to a supportive therapeutic
environment. The majority of parent participants described that a crucial factor contributing to
their feeling of safety and trust is the therapist’s ability to express empathy, care, and
understanding of their situation. This was reported to be important as they felt “heard” and
respected.
Parent participant: “I felt heard and seen by you [therapist] when we talked about
what I’ve experienced in the past. I felt safe…being able to voice out here, that changed
everything for me, and my family could tell the difference too.”
Both children and parents also commented that the therapist-child relationship was
equally important. According to parent participants, the therapist’s ability to adapt to the child’s
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developmental stage and needs assisted in building a safe space for the child. Parent
participants described the therapist’s skills in communicating and relating to the child’s needs
as helpful. Furthermore, child participants characterised their relationship with the therapist as
“safe” and collaborative which helped them build confidence in communicating with their
parents.
Parent participant: “My daughter is often anxious and struggles to talk to others. She
was comfortable talking about her father to you [therapist] and felt that she did not
have to hide her feelings.”
Child participant: “I never told my school counsellor what happened at home but I feel
it’s safe talking about it here…now I can tell mum when I am upset if something happens
at school or with dad.”
In addition, participants highlighted the importance of facilitating difficult
conversations between family members which contributed to the participants feeling safe to
discuss sensitive topics. Parent participants described feeling helpless prior to these sessions,
as difficult conversations often led to arguments at home. All participants suggested that the
therapists were able to “contain” difficult conversations by accurately identifying and
reflecting feelings and content of the conversation, as well as setting appropriate boundaries.
Parent participants reported that their communication skills improved by observing how the
therapists facilitated sessions, and that these skills have been generalised among other family
members.
Parent participant: “It’s funny that we could not hear ourselves and each other. We
constantly argued every day. I felt like you’ve [therapist] validated each of us and we
are slowly able to think about one another differently.”
Child participant: “I could speak up here because you gave each of us a turn to speak.
We heard each other then. Now it’s better at home...they listen.”
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Challenges and Program Development
The main challenge reported by parent participants was exploring their childhood and
discussing their family of origin in session one during the PRI. The majority of parent
participants found it challenging having to think about their upbringing and experiences of
being parented, and relating their past experiences with the way they parent. Despite that,
participants commented that this experience allowed them to become more aware of, and
understand their behaviours and reactions as a consequence of their internal experiences.
Parent participant: “It was difficult when we talked about my family and when I was
younger. It affected me for some time just thinking back about how it was with her
[parent’s mother] growing up. Now, I can see why that was important and it helped me
make sense of my relationship with him [child].”
Participants also found it difficult to implement strategies that were discussed and
explored in sessions. The majority of participants acknowledged that they tended to fall back
into old patterns of communication and behaviours which deterred their initial intention to
make positive changes at home. However, most participants reflected that it was helpful to
revisit these strategies at the beginning of each session as that provided an opportunity to
discuss challenges faced and problem solve ways in making it work for their family.
Parent participant: “What was difficult was actually trying these out at home. It took
time as we tend to go back to old habits. It helped by just talking about it at the
beginning of every session and coming up with a plan.”
Despite several challenges, participants acknowledged that they considerably
benefitted from the program and had a positive experience participating in the program as a
family. All participants felt that the program was better than they expected and would
recommend BEST-F to others.
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Parent participant: “We were so excited but nervous because we didn’t know what to
expect. At other places, it would be just me or the kids, never together. It was better
than expected and I never thought we would be heavy-hearted…definitely we would
recommend it to others as we’ve learned so much.”
Recommendations
All participants’ recommendations were condensed as follows:
(1) Participants indicated that additional time should be allocated at the beginning and end
of each session when the whole family is together.
(2) Participants suggested including extended family members who play an important role
in the child’s care (e.g., grandparents, uncles, and aunts). The participants who
suggested this were single parents or whose partner had a Fly-in-fly-out (FIFO) job.
(3) Participants recommended personalising the program to suit families with different
challenges and needs, including primary concerns of externalising difficulties.
Discussion
This paper presents qualitative outcomes of the pilot study conducted to evaluate the
feasibility and acceptability of BEST-F. The exploratory aims of this study include examining
how participants might have benefitted from the program and the perceived mechanisms that
participants identified as helpful, what participants found unhelpful or difficult in the program,
as well as participants’ recommendations for future improvement of the program. The feedback
provided by the participants was mostly positive and highlighted the feasibility of BEST-F as
a promising and acceptable treatment model for families with children aged between 3 and 11
years presenting with symptoms of depression and anxiety disorders. Results revealed four
major themes that consistently emerged from these follow-up interviews including helpful
tools, supportive therapeutic climate, challenges and program development, and
recommendations.
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First, parent participants noted that implementing ‘Special Time’ daily facilitated
positive changes in their relationship with their child. These improvements were ostensible on
a dyadic level which translated to the systemic level when siblings were encouraged to
participate in Special Time. Parent participants noticed that spending quality time with their
children facilitated improvements in the way they interacted, decreased conflict, and provided
consistency in both parenting behaviours and the child’s routine. In BEST-F, Special Time is
a homework activity introduced in the first stage of treatment that focused on strengthening the
dyadic relationship between the primary caregiver and child (Benstead & Lewis, 2016). The
purpose of this activity was to encourage the dyad to spend quality and uninterrupted one-onone time while having fun together (Howard, 2002). Furthermore, this allowed children to
experience a consistent experience of positive interactions with their attachment figure,
facilitating changes in their IWM of self and parent, therefore promoting more adaptive
attachment relationships (Sroufe et al., 1999). Additionally, the focus on positive interactions
through consistent praising and following the child’s lead for a fixed duration of time daily is
feasible to implement at home (Benstead & Lewis, 2016). Through play, parents can also model
important social rules including taking turns, cooperating, being flexible, fair play, problemsolving skills, as well as behaviours around winning and losing that are important in children’s
social development (Broadhead, 2004; Lancy & Grove, 2011). As such, the benefits of Special
Time go beyond fostering healthy communication patterns and interaction between the dyad.
Nonetheless, there are limited intervention programs utilising this strategy, possibly due to the
lack of current research in this area. Therefore, findings of the present study add to the limited
body of research evidence.
In addition, parent participants found video-feedback useful in helping them become
more aware of their child’s cues and responding more sensitively to their children. Videofeedback is a powerful tool in attachment-based interventions that has consistently proven
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effective in promoting positive changes in the dyadic relationship in a short time frame (Høivik,
2015; Juffer et al., 2017a; Steele & Steele, 2008). Furthermore, the use of video-feedback helps
foster PRF in the presence of a trained therapist who actively assists parents with the
development of this capacity in relation to their child (Luyten et al., 2017; Tucker, 2006). Past
meta-analyses have supported the use of this technique in increasing parenting sensitivity with
small effect size reported, d = .33 to .37; improving positive parenting behaviours with
intermediate effect size demonstrated, d = .47; promoting secure attachment with small effect
size reported, d = .20; and reducing internalising difficulties with small effect size
demonstrated, d = .33 (Bakermans-Kranenburg et al., 2003; Fukkink, 2008). Video-feedback
is specific in its focus of actual parent-child dyadic behaviours, such that trained therapists
point out these behaviours to the parent who then takes on a third-person perspective in
objectively observing their behaviours and child’s responses (Meade et al., 2014). In BEST-F,
a 10 minutes video of play between the parent and child was recorded and reviewed with the
parent and children aged between 8 and 11 years in the following session. During this session,
the therapist would replay selected sections of the video to highlight specific parent behaviours
and consequent child’s reactions (Benstead & Lewis, 2016). Through video-feedback, parents
observed themselves from the outside and obtained a more adaptive perspective on their dyadic
relationship by watching specific parts of the video (Leyton et al., 2019). Consequently, parent
participants found this technique beneficial in cultivating their parent-child relationship
through perceived improvements in their RF capacity and sensitive parenting.
Another technique used in BEST-F that aimed to improve PRF was the PRI conducted
in session one. Despite expressing challenges in completing the PRI due to the resurfacing of
emotions connected to their experiences of being parented, parents reported perceived
improvements in their RF capacity as described by increased awareness and understanding of
their own and their child’s behaviours and reactions. Results of a recent single-blind RCT that
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evaluated the PRI found that participants who were administered the PRI showed significant
increase in general RF with large effect size (d = .77) recorded, while the control group that
was administered the Mini International Neuropsychiatric Interview for Children and
Adolescents – Parents Version (MINI-KID-P), a diagnostic interview, showed a decline in
general RF (Low, 2018). The researcher explained that this positive result provides support for
the use of Slade’s (2007) proposed therapeutic techniques for developing RF as embedded in
the PRI, including the facilitation of “wondering” through therapy and focusing more on
intentions and internal states underlying behaviour, rather than the behaviour itself. Therefore,
this supports the capacity of the PRI in generating acts of mentalising in parents who attended
the BEST program. Consequently, parents are more attuned to their child’s attachment needs
and are more able to assist their child with the development of the child’s RF capacity and
emotion regulation skills (Fonagy et al., 2018; Rosso & Airaldi, 2016).
In this study, participants commented that the key attribute that influenced positive
changes reportedly lies in the role of the therapist. Therapists in BEST-F act as important
facilitators among the family members and convey key concepts and program content to the
participants (Benstead & Lewis, 2016). Participants described the provision of a ‘safe space’,
containment, and empathy, in addition to the modelling of problem-solving, effective
communication, and reflective skills were important features and skills to possess as a therapist
facilitating this program. In attachment-based interventions, the role of the therapist is pivotal
as they play an imperative role in modelling healthy and positive interactions (Degnan et al.,
2016). Besides that, therapeutic relationships can act as an attachment relationship with the
potential to correct insecure IWM through the provision of a sense of security in which clients
can explore, and acts as a safe haven by providing appropriate comforting when clients are
distressed (Bowlby, 1988). For example, in the video-feedback activity, watching the prerecorded video is an emotional experience for most parents. This would likely activate the
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attachment system calling for emotion regulation skills that can be achieved with the support
of a trained therapist (Mikulincer & Shaver, 2016). Thus, the therapist’s role in providing
therapeutic support and highlighting the strengths of the parent and child using a nonjudgemental approach appraises the parent’s and child’s co-regulation skills, and the child’s
capacity to explore their environment (Downing et al., 2014; Leyton et al., 2019). Moreover,
modelling the role of a co-regulator to parents, and providing a secure and supportive
therapeutic environment that allows self-reflection and co-reflection in the dyadic relationship,
assist clients in facilitating important shifts in their attachment security and adding useful skills
in their toolbox (Cassidy, 1994; Huber et al., 2016). Consequently, this underscores the
importance of effective training in the BEST model and regular supervision for BEST
therapists to effectively transmit the program logic to BEST-F participants.
Overall, findings suggest that participants received various key features of the
intervention as reflected in the BEST training materials and BEST-F manual. Participants’
feedback concurrently suggest that the intervention delivered remained faithful to the treatment
manual and that they have benefitted considerably from the program. Additionally, all families
provided overwhelmingly positive feedback and enjoyed participating in the program, which
can be reflected by the program’s low attrition rate as reported in Chapter 7. Similar to the
findings from previous BEST trials, participants appreciated a family-inclusive approach
which appeared to have added benefits in cultivating family protective factors including
improved communication, cohesion, and family functioning that have been well-researched to
predispose, maintain, and exacerbate childhood depression and anxiety disorders (Blyth et al.,
2000; Lewis et al., 2012; Poole et al., 2018). A major outcome of this study was the formation
of a new research study arm known as the Family Foundations program (Serfaty et al., 2021)
that was derived from BEST-F. This new program is interested in tailoring BEST-F, a
manualised intervention, to suit the various challenges and needs of families. At present, this
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research study is still in the planning phase and recruitment at Murdoch Psychology Clinic is
underway.
Limitations and Conclusions
The major limitation of the current study was the small sample size. However, as this
is a phenomenological study, our current sample size was sufficient according to Morse (1994)
and Creswell (1998) who recommended at least six participants to obtain sufficient data to
describe the phenomenon of interest. This study was also constrained by limitations of semistructured interviews including interviewer bias (Adams, 2015). Furthermore, this study did
not explore the therapists’ perspective in facilitating BEST-F, thus possibly missing an
alternate perspective that may be useful in the continuous development and transmission of the
program into the clinical service delivery context.
Findings of this study suggest that participants derived considerable benefits from
attending BEST-F that was evident in both dyadic and systemic levels. Additionally, findings
of this study enhanced the results of quantitative outcomes found in the current sample by
providing in-depth meaning to the positive outcomes presented in the previous chapter. Results
of this study also add to implications for successful translation of the BEST intervention model
to clinical practice and service delivery by highlighting the importance of conducting operative
training programs and supervision to transmit the BEST program logic to various mental health
clinicians, and utilising qualitative feedback to evaluate real-word effectiveness of the target
intervention. This pilot study demonstrated that BEST-F is feasible and acceptable as a
manualised, attachment-based family intervention for children aged between 3 and 11 years
and their family, and that conducting routine evaluations of the program will enable continuous
development of the program, thereby facilitating the translation of the program to clinical
practice.
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Chapter 9: Translational Study Four
Dissemination of BEST Intervention Model: Evaluation of a BEST Training Program
Preface
This dissertation examined the feasibility of a novel attachment-based family
intervention, Behaviour Exchange Systems Therapy-Foundations (BEST-F) in treating
symptoms of depression and anxiety disorders in children aged between 3 and 11 years. A pilot
study was conducted using a mixed methods evaluation, and findings suggested that BEST-F
showed promising results in reducing symptoms of internalising symptoms, externalising
behaviours, and other problems in children; reducing parental mental health symptoms and
dysregulated caregiving behaviours; and improving family functioning characterised by
decreased conflict, and improved communication and collaboration among family members.
These promising findings were similarly found in previous BEST trials (Benstead et al., 2019;
Bertino et al., 2013; Blyth et al., 2000; Poole et al., 2018; Toumborou & Bamberg, 2008;
Toumborou et al., 2001). Taken together, targeting modifiable family factors and lending from
attachment and family systems concepts show promise in treating diagnosable mental health
disorders in children and adolescents.
Despite that, it is equally important to consider the translation of BEST to improve
community-based mental health care and outcomes in the targeted population (Garland et al.,
2012). Therefore, the next step was to consider issues around the dissemination and
implementation of the BEST intervention model to clinical practice by training current and
future clinical practitioners. This chapter reviews current practice guidelines, outlines the
consultation and partnership process with mental health service providers in a coeducational
public college, and evaluates a BEST training that was attended by school psychologists and
clinical psychologist trainees. As described in Chapter 4, BEST MOOD is a manualised, multifamily group intervention that was designed to treat adolescent depression.
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Introduction
Translation in Child and Adolescent Mental Health Care
There has been a significant increase in the implementation of evidence-based practices
in child and adolescent mental health driven by service leaders and government policy makers
to improve health outcomes (Barwick et al., 2012). Due to this, the application of interventions
in child and adolescent mental health services is largely based on therapies that have been
evaluated with varying degrees of rigor (Hoagwood et al., 2001). This longstanding method
has progressively created a knowledge base on effective treatments, otherwise known as
evidence-based interventions for specific mental health difficulties among children and
adolescents. Despite that, the majority of evidence-based interventions are challenging to
implement in “real-world” contexts due to reasons including the lack of implementation
support and expertise, and insufficient guidelines to adapt the intervention to different
populations (Bach-Mortensen et al., 2018; Farley, 2009).
Translational research is defined as the integration and application of empirical research
findings to improve public health (Rubio et al., 2010; Werner-Seidler et al., 2016). Essentially,
translational research aims to ensure novel clinical interventions and practices that are based
on robust empirical evidence can be feasibly applied and clinically utilised within the public
health system to achieve positive health outcomes (Barwick et al., 2012; Woolf, 2008).
However, this notion commonly overlooks the fact that novel evidence-based interventions are
incorporated into routine clinical practice nearly two decades later, and that little attention is
placed towards the transferring of research outcomes into practice and policy, underscoring
dissemination issues (Westfall et al., 2007). Researchers have argued that by applying highly
controlled methodologies and subjecting the intervention to multiple clinical trials, these have
neglected important considerations of ways to translate the success of these interventions into
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community-level practice (Graham et al., 2006; Green, 2008). Consequently, the shift to
developing knowledge within the context of its intended use through collaboration would lend
to greater ecological validity and foster the integration of new knowledge into clinical practice
(Gibbons, 2000).
Training as an Important Translational Step
Although the idea of translation sounds simplistic, the methods and steps of translating
novel ideas and evidence to clinical practice is challenging. Often, ineffective dissemination of
research to practice contributes to the translation gap (Brownson et al., 2018). This is largely
due to the lack of stakeholder engagement in the evaluation process and poor training processes
which are crucial in disseminating research on novel intervention to practitioners (Gill et al.,
2015; Keown et al., 2008). Training acts as the initial bridge between empirical research and
practice (Hobin et al., 2012). Essentially, the theories, evidence, and models of intervention are
disseminated to current and future practitioners through training, which enables successful
implementation of the novel intervention. Consequently, it is important to consider aspects of
efficient and effective training in addition to university curriculum and practicum, as early
training can facilitate the integration of science and practice (Hershenberg et al., 2012).
McHugh and Barlow (2012) suggested that effective training of novel interventions
include didactic training aimed to increase trainees’ knowledge about the intervention, and
competency training aimed to increase trainees’ skills in applying the intervention. In fact, the
most widely-used method of training current and future practitioners is single-exposure which
consists of providing information using a manual and didactic teaching with the use of
interactive strategies (Florescu et al., 2015). This method is effective in disseminating
information and has shown to increase knowledge translation (Fixsen et al., 2005). It is
common for didactic training to consist of written manuals and live workshops aimed to
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transmit knowledge of the intervention model and procedures to attendees. However, training
should continue through active teaching methods and ongoing supervision to necessitate these
changes to practice (Beidas & Kendall, 2010; Herschell et al., 2010; Lyon et al., 2011). This
form of competency training is crucial for skill acquisition and adds to effective training models
to ensure the dissemination of novel intervention models to current and future practitioners
(McHugh & Barlow, 2012). Therefore, well-conceived training models are a pertinent first step
in transmitting evidence-based knowledge to changes in clinical practice and effective care to
improve health outcomes.
Service Framework and Consultation: Coodanup College
Coondaup College is a coeducational public college in Mandurah attended by
adolescents from Years 7 to 12. The college places strong emphasis on the importance of socioemotional development of students due to broader systemic issues (Coodanup College, 2020).
For students with higher risk of disengagement, individual case management is employed by
the Students at Educational Risk (SAER) multidisciplinary team consisting of education
personnel, chaplain, counsellors, and psychologists (school and clinical psychologist trainees).
The college’s service framework enables students who are struggling with mental health
challenges to be referred to psychologists within the school grounds. Through multiple openended interviews with the psychologists and SAER team, as well as reviewing Coodanup
College’s service policy (College, 2020b), it was understood that the college’s mental health
service framework and current challenges were as follows:
Current Mental Health Service Delivery:
(1) Individual-based treatment (i.e., elements of Cognitive-behavioural Therapy (CBT),
Behavioural Therapy, and Mindfulness) provided
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(2) Referral to Drumbeat, a group program conducted weekly by psychologists and
counsellors.
(3) For severe cases, referral is made to outside agencies including Peel Child and
Adolescent Mental Health Services and individual case management to cease.
Current Challenges:
1) Significant increase in rates of depression, suicidal thoughts and behaviours, as well as
self-harming behaviours in the past two years among students.
2) Increased rate of non-attendance and disengagement due to these mental health
difficulties.
3) Limited engagement from the adolescent and their family, and low rates of success in
adolescent-focused interventions.
Problem Statement and Response to Challenges
Adolescent Depression. Through multiple consultations, staff members and
psychologists working at Coodanup College identified issues around supporting adolescents
with emotional difficulties and engaging their families as areas needing further support and
knowledge development. This has resulted in implementation of assessments, management
plans, and intervention processes that may not be effective for the targeted problems.
Depression is a growing community concern as it is a leading cause of disability among
adolescents worldwide. In Australia, the prevalence of MDD for adolescents aged between 11
and 17 was approximately 12.4% (AIHW, 2015). Adolescent depression is a major risk factor
for suicidal ideation and attempts, the second leading cause of death among Australian
adolescents (Hawton & van Heeringen, 2009). Moreover, 11% of Australian adolescents
engaged in past or current self-harming behaviours, 16.6% of Australian adolescents had past
or current suicidal ideation, and 7.6% of Australian adolescents had at least one past suicide
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attempt in the 12 months, related with the incidence of MDD (AIHW, 2015). In addition,
adolescent depression contributes to severe social, physical, and academic impairments
(Jaycox et al., 2009); and increased comorbidity with other mental health concerns including
anxiety disorders (Essau, 2003; Melton et al., 2016), as well as alcohol and drug abuse
(McKenzie et al., 2010; Pedrelli et al., 2016).
Clinical Guidelines: Evidence-based Interventions. At present, the national clinical
practice guidelines for the treatment of adolescent depression is currently under development
(National Health and Medical Research Council, 2020). As such, the clinical practice guide
published by Orygen (2017), the National Centre for Excellence in Youth Mental Health, and
a guideline specific to the management of depression within a school context published by the
Black Dog Institute (BDI) were reviewed. Based on the reported challenges, the review focused
on identifying treatment practices in treating adolescent depression. The Orygen (2017) clinical
practice guide outlines the best practice assessment and management of adolescent depression
with reference to the guidelines published by the National Institute for Health and Care
Excellence. Based on this guideline, a stepped care approach was recommended such that
specific treatments for varying severity of adolescent depressive symptoms were provided. The
recommended psychological interventions from both guidelines based on the levels of severity
were summarised (Black Dog Institute [BDI], 2017; Orygen, 2017):
•

Prevention: First-line prevention programs are CBT-based including aspects of
mindfulness-based cognitive therapy, wellbeing therapy and psychoeducation and
Interpersonal Therapy (IPT) (Hetrick, Cox, & Merry, 2015; Werner-Seidler, Perry,
Calear, Newby, & Christensen, 2017).

•

Mild depression: Psychoeducation, supportive counselling, guided self-help, and group
CBT.
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Moderate to severe depression: First-line psychological therapy includes CBT and IPT,
parental psychological support, and possible short-term family therapy.

•

Depression unresponsive: Alternative first-line psychological therapy as above;
systemic family therapy; and individual child psychotherapy.
With reference to the reviewed clinical practice guidelines and current evidence, a

number of psychological therapies have been supported for use with adolescent depression.
These first-line interventions include CBT, IPT, and mindfulness-based therapy. Nonetheless,
the efficacy of these approaches on adolescent depression, either singularly or combined, is
inconclusive (Ames et al., 2014; Biegel et al., 2009; Carter et al., 2017; Das et al., 2016;
Dubicka et al., 2010). According to results of a recent meta-analysis, this may be due to the
high attrition rate of individual-based therapies, where a drop-out rate of approximately 15.9%
at pre-treatment and 26.2% during treatment was found (Fernandez et al., 2015). Similarly,
various studies suggested that client readiness or resistance, and low in-session involvement
can affect the effectiveness of individual-based treatments for adolescent depression (Jungbluth
& Shirk, 2009; Rohden et al., 2017). Therefore, as elements of individual-based therapy are
typically applied as first-line treatment by psychologists in the school sector, this may explain
why the rates of intervention success and engagement were reportedly unfavourable.
Although systemic family therapy is not considered a first-line therapy, this
intervention approach has been applied in other settings to treat adolescent depression due to
its benefits for not only the targeted adolescent, but for the other family members involved
(Crane et al., 2013). This is especially true when working with adolescents as family-based
protective and risk factors influence adolescent behaviours and their capacity in managing
difficult emotions (Dooley et al., 2015; Larner, 2009). For example, poor parent-child
relationships, detachment from family activities, poor family emotional climate, and high interfamily conflict were suggested to be major risk factors of adolescent depression (Bohman et
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al., 2017; Sander & McCarty, 2005; Shaffer et al., 2002). Additionally, adolescents with
depression who have conflicting parent-child relationships are less responsive to individual
therapy (Feeny et al., 2009). Therefore, family-based interventions provide an avenue for
adolescents who are reluctant to attend therapy to gradually engage through other motivated
family members (Lewis et al., 2013). More importantly, the application of a systemic family
approach in treating adolescent depression within schools was established, with treatment
engagement rates of approximately 88.9%, and intermediate to large effect size, d = .56 to 1.35
reported for adolescent depressive symptoms at post-treatment (Connell & Dishion, 2008).
Hence, a family systems approach in treating adolescent depression may be useful in Coodanup
College’s context given the reported challenges in limited engagement from the adolescent and
their family, as well as low treatment success rates.
The Need for Training. Through these consultations, a translational gap emerged
highlighting the need for further training to improve the school psychologists’ and clinical
psychology trainees’ understanding of engaging with the adolescent’s family systems in
managing adolescent depression. The report from BDI (2017) also concurred that the lack of
support and training among school administrators and health service providers, and parents
pose additional challenges in the prevention and management of adolescent depression within
the school context. As such, a presentation about BEST MOOD, a multi-family-based group
intervention for adolescent depression was delivered in October 2017 at Coodanup College.
Attendees included members of the SAER team and psychologists working at the school.
Following that, an invitation to a BEST training session was extended (Appendix 2).
BEST Training Program. The vital feature of conducting a BEST intervention is to
foster a positive and productive experience for both parents and adolescents/children. BEST
therapists are required to maintain a balance between appropriate acknowledgement of
challenges or difficult situations, and key messages to be delivered weekly. This is important
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in generating a sense of optimism about making changes at home and family unity, in addition
to improving parental confidence (Poole et al., 2016). Furthermore, therapists are required to
manage group dynamics to ensure sessions are contained and that all BEST participants are
able to get equal opportunities to participate. As such, healthy boundaries are enforced by
therapists where possible role-modelling of following through boundaries can co-occur. Other
roles of therapists include assessing, monitoring, and managing risks due to the high risk of
suicidal ideation and self-harm among adolescents with depression (Hawton & van Heeringen,
2009).
BEST incorporates a multi-faceted competency model for the purpose of preserving
fidelity, which is in line with McHugh’s and Barlow’s (2012) model for effective training
programs. All BEST therapists are required to attend training that represents the didactic
component, while demonstration of fidelity to the treatment approach by co-facilitating at least
one BEST program with a trained and experienced BEST therapist and access to regular
supervision represents the competency component of the training model. The idea is that these
combined components of the training program facilitate the dissemination of the intervention
model to current and future clinicians. The BEST training is available for registered health
professionals and students with qualifications in psychology, psychiatry or medicine, mental
health nursing, family therapy, social work, and youth work. Throughout this process, all
trainees are supervised by registered clinical psychologists/BEST program developers.
In particular, the BEST MOOD training aimed to improve facilitators’ knowledge in
understanding and treating adolescent depression, as well as build on skills in the management
of group dynamics, risk assessment and management, and BEST key themes and contents. This
training program was conducted by the BEST program developers to ensure that all facilitators
were equipped with adequate skills and knowledge, as well as confidence in facilitating the
program in various settings. Based on the needs of the school service providers and
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postgraduate clinical psychology students’ level of training, the didactic component of this
BEST training was adapted to consist of four main components: (1) introduction of the BEST
model and theoretical underpinnings, (2) theories of adolescent depression and family-based
treatment of adolescent depression, (3) therapists’ roles in the program including working with
adolescents, risk assessment and management, understanding group processes, and managing
group dynamics, and (4) BEST session contents and procedures. Session content was presented
via presentation slides, discussion of recent empirical studies, in-vivo demonstration, role-play,
and a series of whiteboard activities by BEST program developers.
Present Study: Aims and Hypotheses
This translational research study documented the collaborative process between the
researcher and psychologists at Coodanup College that highlighted the need for further training
in family systems approach in treating emotional disorders among adolescents. Specifically,
this study evaluated the didactic component of the BEST training program that was attended
by school psychologists and clinical psychologist trainees. Results of this evaluation implicates
the framework of current management and intervention of adolescent depression in the school
context, as well as the dissemination and implementation of the BEST model to clinical
practice. As such, this study aimed to evaluate the quality of the training program including
program content and materials utilised in the BEST training program, as well as to examine
skill and knowledge development of the trainees. It was predicted that trainees’ level of
confidence in supporting adolescents with mental health difficulties, supporting parents and
families with vulnerable adolescents, and in therapeutic work with family groups; attitudes
toward depression; and depression literacy will improve significantly at post-training. It was
further predicted that trainees would be well-versed in BEST content and program logic, and
that they would be satisfied with the quality of the training program. Furthermore, it was
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predicted that there will be no significant differences in post-training scores between school
psychologists and clinical psychologist trainees.
Methods
Participants
Twenty trainees attended the two-day training program at Murdoch University. The
trainees include individuals interested in gaining knowledge about the BEST intervention
program; working with adolescents, families, and in a group setting; and meeting requirements
to become facilitators of the program. Table 9 illustrates the demographic characteristics and
frequencies of trainees who attended the BEST training program. The sample comprised of
90% females and 10% males with ages ranging between 21 and 50 years old. Most trainees had
a minimum qualification of a Bachelor’s (95%) degree and had under three years of clinical
experience (55%). These trainees comprised of clinical psychologist trainees (60%) and school
psychologists (40%).
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Table 9
Demographic Characteristics and Frequencies of BEST Trainees
Characteristics

N

Percentage (%)

Male

2

10

Female

18

90

21-25

4

20

26-30

9

45

31-40

5

25

41-50

2

10

Diploma

1

5

Bachelor's Degree

9

45

Master's Degree

9

45

Doctorate

1

5

Clinical Psychologist Trainee

12

60

School Psychologist

8

40

Under 3

11

55

3-5

4

20

5-10

4

20

11-20

1

5

Gender

Age Group

Highest Level of Training/Qualification

Current Profession

Years of Clinical Experience

Design and Measures
The evaluation utilised a pre-post mixed methods design, including both quantitative
and qualitative data collected over two days. All trainees were provided two separate sets of
questionnaires before the training (pre-) and after the training (post-). Although the pre(Appendix 3) and post-training (Appendix 4) questionnaires differed slightly, both
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questionnaires measured pre-post: trainee-rated confidence levels in supporting adolescents
with mental health difficulties, supporting parents and families with vulnerable adolescents,
and in therapeutic work with family groups; attitudes toward depression using the Revised
Depression Attitude Questionnaire; and depression literacy using the Depression Literacy
Questionnaire. The pre-training questionnaire consisted of additional demographic questions,
while the post-training questionnaire consisted of open-ended questions regarding important
elements trainees learned and would do differently in their practice as a result of attending the
training, as well as supplementary questions to assess trainees’ knowledge about the BEST
program. Additionally, trainees’ experience in attending the training program was evaluated
using an adapted version of the Course Experience Questionnaire.
Revised Depression Attitude Questionnaire (R-DAQ). The R-DAQ is a self-report
questionnaire that comprises of 22 attitude-based statements that measure clinicians’ attitudes
toward depression. All responses reflect level of agreement scored using a 5-point Likert scale,
ranging from “Strongly Disagree” to “Strongly Agree”. There are three subscales including:
(1) professional confidence in depression care which consisted of seven items measuring the
practitioner’s confidence and comfort in providing care to depressed clients; (2) therapeutic
optimism about depression that composed of 10 items about depression and treatment of
depression; and (3) generalist perspective about depression occurrence, recognition, and
management which comprised of five items that measured general knowledge about depression
recognition, occurrence, and management (Haddad et al., 2015). Scores ranged from 22 to 110
with higher scores reflecting a more positive and optimistic view of depression and its
management (Haddad et al., 2017). The R-DAQ has demonstrated high internal consistency of
α = .84, with α = .73 demonstrated for the professional subscale, α = .64 for the therapeutic
optimism/pessimism subscale, and α = .77 for the generalist perspective subscale (Haddad et
al., 2015; Haddad et al., 2017). This scale has been validated in Australia (Richards et al.,
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2004), and among health professionals (Haddad et al., 2010; James et al., 2012; Scheerde et
al., 2009).

Depression Literacy Questionnaire (D-Lit). The D-Lit is a self-report measure that
evaluates mental health literacy specific to depression including symptoms, management,
treatment, and differentiation between depression and other mental health illnesses (Griffiths
et al., 2018). The questionnaire included 22 items that assessed responses comprising of three
options, namely” True”, “False”, and “Don’t know” which is classified as a false response.
Each correct response was assigned 1 point whereas all false responses were assigned, 0 point,
where higher scores indicate higher depression health literacy among trainees. The D-Lit
demonstrated acceptable internal consistency, α = .71 and test-retest reliability of r = .71
(Gulliver et al., 2012), and has been well-validated among adolescents and university students
(Darraj et al., 2016; Yasir Arafat et al., 2019).
BEST Quiz. This section consisted of five multiple-choice questions and four openended questions that evaluate the trainee’s understanding and knowledge of BEST. Each
correct answer was awarded 1 mark with a maximum total score of 9, where a higher score
reflects greater understanding of the BEST program. A benchmark score of above 70% was
established to reflect a pass grade.
Course Experience Questionnaire. The original CEQ is a survey instrument of 25items that aims to establish university graduates’ perception of the quality and experience of
the courses they completed (Lyon & Hendry, 2002). The first 24 items measure agreement or
disagreement using a 5-point Likert scale, ranging from a score of 1 (strongly disagree) to 5
(strongly agree) to statements reflecting five domains including quality of teaching, clarity of
goals and standards, nature of assessment, level of workload, and development of generic skills.
The CEQ also consisted of a single item addressing overall satisfaction with the quality of the
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course (Eley, 2001). In an Australian national trial, the CEQ demonstrated satisfactory
reliability levels, α = .71 to .87 across each subscale (Ramsden, 1991). The CEQ also
demonstrated satisfactory construct validity (Hanbury, 2007; Richardson, 2005), criterion
validity (Byrne & Flood, 2003), discriminant validity (Richardson, 2005), and has been
validated among Australian students (Grace et al., 2012).
In this study, the adapted CEQ comprised of seven relevant questions from the original
25-item CEQ. Additional questions about specific skill acquisition, learning materials, and
overall satisfaction that were not part of the original CEQ were included as these were main
features of the training program. For example, items that referred to learning materials such as
“The training materials used were relevant and up-to-date”, and overall satisfaction namely
“Overall, my training program experience was worthwhile” were included to the 15-item
adapted CEQ. These new items were numbered between 7 to 14 and were not pilot-tested.
Procedure
All trainees were invited to attend the two-day training program conducted on 9th
November and 10th November 2017 at Murdoch University by developers of BEST including
Professor Andrew Lewis and Reima Pyror. All trainees were provided with the pre-training
questionnaire that was completed prior to the start of the training program. Following the end
of the training, all trainees were provided with the post-training questionnaire that was
completed and returned to the researcher. All completed questionnaires were de-identified and
stored in a locked cabinet in accordance to ethical requirements (Appendix 5).
Data Analysis
Paired samples t-tests were utilised to analyse the changes of pre-and post- training
scores in terms of the differences in trainees’ level of confidence, attitudes toward depression,
and depression literacy. Furthermore, data was analysed using descriptive statistics, where
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overall rating of the training program and knowledge of BEST at post-training was presented.
Moreover, independent samples t-tests were conducted to examine differences in post-training
scores between the two groups (i.e., school psychologists and clinical psychologist trainees).
In addition, thematic analysis was conducted to explore the trainees’ experience of the training
program by identifying common themes regarding what trainees have learned and would do
differently in their practice as a result of attending the training program. The process of
thematic analysis applied include the following phases (Braun & Clarke, 2006): (1) gained
familiarity with data obtained, (2) generated initial labels, (3) searched for themes, (4) reviewed
themes, and (5) defined themes.
Results
Table 10 portrays the means, standard deviations, and results of paired samples t-test
of trainees’ pre-post confidence level, attitude towards depression, and depression literacy.
Table 10
Pre-Post Means, Standard Deviations, and t-test Results of Trainees' Confidence Level,
Attitude towards Depression and Literacy
Measures

Pre

Post

t (19)

p

M

SD

M

SD

Supporting Young People

2.90

.72

3.55

.60

-5.94

<.001

Supporting Parents and Families

2.70

.66

3.65

.59

-10.78

<.001

Family Groups

2.60

.75

3.40

.75

-6.84

<.001

92.75

7.16

98.70

3.69

-4.57

<.001

Professional Confidence

28.35

2.83

30.95

1.43

-4.16

.001

Therapeutic Optimism

42.50

4.12

45.80

2.07

-4.48

<.001

Generalist Perspective

21.90

2.31

31.50

1.76

-13.27

<.001

16.55

1.10

19.70

1.03

-11.49

<.001

Confidence Level

R-DAQ (Total)

Depression Literacy
D-Lit Total Score
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Confidence Levels
To examine pre-post differences in confidence levels of trainees, paired samples t-tests
were conducted. Results revealed that the confidence level of trainees in: supporting young
people with mental health difficulties was significantly higher at post-training (M = 3.55, SD
= .60) than at pre-training (M = 2.90, SD = .72), t (19) = -5.94, p < .001; supporting parents
and families with vulnerable adolescents was significantly higher at post-training (M = 3.65,
SD = .59) than at pre-training (M = 2.70, SD = .66), t (19) = -10.78, p < .001; and in therapeutic
work with family groups was significantly higher at post-training (M = 3.40, SD = .75) than at
pre-training (M = 2.60, SD = .75), t (19) = -6.84, p < .001. Thus, results suggest that trainees’
level of confidence was significantly higher in the three assessed domains at post-training as
compared to pre-training.
Attitudes toward Depression
To assess pre-post differences in trainees’ attitudes toward depression using the RDAQ, paired samples t-tests were conducted. Results suggested that trainees’ R-DAQ scores
in the: professional confidence subscale was significantly higher at post-training (M = 30.95,
SD = 1.43) as compared to pre-training (M = 28.35, SD = 2.83), t (19) = -4.16, p ≤ .001;
therapeutic optimism about depression subscale was significantly higher at post-training (M =
45.80, SD = 2.07) as compared to pre-training (M = 42.50, SD = 4.12), t (19) = -4.48, p < .001;
generalist perspective about depression was significantly higher at post-training (M = 31.50,
SD = 1.76) as compared to pre-training (M = 21.90, SD = 2.31), t (19) = -13.27, p < .001, and
total score was significantly higher at post-training (M = 98.70, SD = 3.69) as compared to
pre-training (M = 92.75, SD = 7.16), t (19) = -4.57, p < .001. Table 11 portrays the means,
standard deviations, and results of independent samples t-tests of trainees’ post-training scores
pertaining to their attitudes toward depression, depression literacy, and BEST knowledge.
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Between-groups comparison demonstrated that there were no significant differences in posttraining attitudes toward depression between school psychologists (M = 7.50, SD = 4.17) and
clinical psychologist trainees (M = 4.92, SD = 6.68), t (18) = .97, p = .35. Therefore, results
suggest that trainees’ overall attitudes toward depression significantly improved at posttraining as compared to pre-training, and that there were no differences between the two
groups.
Table 11
Means, Standard Deviations, and t-test Results Comparing School Psychologists’ and Clinical
Psychologist Trainees’ Attitude towards Depression, Depression Literacy, and BEST Knowledge at
Post-Training
School

Clinical Psychologist

Psychologist

Trainee

t (18)

p

M

SD

M

SD

Attitude toward Depression (R-DAQ)

7.50

4.17

4.92

6.68

.97

.35

Depression Literacy (D-Lit)

2.63

1.30

3.50

1.09

-1.63

.12

BEST Knowledge (BEST Quiz)

7.88

.83

8.42

.67

-1.61

.13

Depression and BEST Program Literacy
Trainees’ pre-post-depression literacy was assessed using the D-Lit and analysed using
paired samples t-tests. Results of the analysis revealed that trainees’ total D-Lit scores were
significantly higher at post-training (M = 19.70, SD = 1.03) as compared to pre-training (M =
16.55, SD = 1.10), t (19) = -11.49 < .001. Results of between-groups comparison showed no
significant differences in post-training depression literacy between school psychologists (M =
2.63, SD = 1.30) and clinical psychologist trainees (M = 3.50, SD = 1.09), t (18) = -1.63, p =
.12. These results suggest that trainees’ depression literacy significantly improved at posttraining as compared to pre-training, and that there was no difference in scores between the
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two groups at post-training. Table 12 presents trainees’ results of the BEST Quiz based on the
benchmark of scores above 70% as a pass grade. The results revealed that all trainees scored
above 70% in the quiz suggesting that all trainees passed the BEST Quiz. Moreover, half of
the number of trainees scored above 90% in the quiz. Further results of between-groups
comparison revealed no significant differences in knowledge of BEST between school
psychologists (M = 7.88, SD = .83) and clinical psychologist trainees (M = 8.42, SD = .67), t
(18) = -1.61, p = .13, indicating that both groups scored similarly.
Table 12
Percentage Results of BEST Quiz
BEST Quiz

N

Percentage (%)

90% to 100%

10

50

80% to 100%

8

40

70% to 80%

2

10

Under 70%

0

0

Percentage Score

Course Experience
Table 13 illustrates the percentage results of trainees’ satisfaction as measured by the
CEQ. Results of the CEQ revealed that all trainees were very satisfied with the training program
in terms of the quality of teaching (75%), development of skills (90%) and materials used and
provided (90%). Trainees were also satisfied with the workload (75%) and clarity of goals and
standards (70%). Therefore, feedback received from trainees was largely positive. In addition,
thematic analyses revealed three overarching themes describing what trainees have learned and
will do differently in their practice as a result of attending the training program. These themes
include family systems approach, risk assessment and management, and facilitating groups.
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Table 13
Percentage Results of Trainees' Satisfaction of the BEST Training Program
Strongly
Course Experience Questionnaire

Strongly Agree

Agree

Percentage

Disagree/Disagree

Percentage

Percentage

N

(%)

N

(%)

N

(%)

Overall

20

100

0

0

0

0

Appropriate Workload

5

25

15

75

0

0

Quality of Teaching

15

75

5

25

0

0

Development of Skills

18

90

2

10

0

0

Clarity of Goals and Standards

6

30

14

70

0

0

Materials

18

90

2

10

0

0

Family Systems Approach. The majority of trainees reported learning the importance
of applying a family systems approach in formulating treatment plans for adolescent clients.
More specifically, all trainees suggested that a more holistic understanding of the adolescent’s
presenting problems can be developed by including the adolescent’s family in therapy. In
addition, the trainees concurrently reported future consideration of the client’s family system
in therapy to ensure a wider range of risk and protective factors are considered.
Risk Assessment and Management. Most trainees reported upskilling in risk
assessment and management from attending the training program. This included learning: the
importance of ongoing risk assessment and management when risks are identified;
comprehensive questions to assess level of risk; creating a standardised risk management
protocol which includes safety planning; and the importance of supervision. These trainees
described being more confident in assessing risks and managing high risk clients in the future.
Facilitating Groups. All trainees revealed learning different approaches in facilitating
groups including: fostering a positive and productive experience for parents and adolescents;
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modelling and guiding appropriate group structure including taking turns and a supportive
group environment; managing group dynamics; and reinforcing boundaries to ensure the group
stays on task. Furthermore, trainees reported learning the importance of working
collaboratively with a co-facilitator by regularly meeting with the co-facilitator before each
session for planning, and after each session for debrief. These learned skills and understanding
of group therapy were described to have contributed to the trainees’ level of confidence and
openness to facilitate groups.
Discussion
This paper aimed to evaluate the quality of the BEST training program in terms of
improving trainees’ level of confidence in supporting adolescents with mental health
difficulties, supporting parents and families with vulnerable adolescents, and in working
therapeutically with family groups; shifting trainees’ attitudes toward depression; improving
trainees’ depression literacy; learning BEST content and program logic; trainees’ overall
satisfaction with the quality and experience attending the training; and exploring if both school
psychologists and clinical psychologist trainees benefitted equally from attending this training.
Overall, results revealed that trainees were largely satisfied and have gained considerable
benefits from attending the BEST training. Results further suggested that both school
psychologists and clinical psychologist trainees benefitted equally from attending this training.
Following multiple consultations with Coodanup College staff members and
psychologists, the issues around supporting adolescents with emotional difficulties and
engaging their family were areas area needing further support and knowledge development.
However, it is important to effectively manage adolescent depression due to its association
with considerable present and future morbidity, as well as increased risk of suicidality (Thapar
et al., 2012). Therefore, the translational gap emerged such that upskilling in these areas, in
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addition to sharing of research about the BEST intervention model may provide a vital step in
managing the continuous rise in adolescent depression cases within the school, engaging the
adolescent’s family, and disseminating the BEST intervention model. Consequently, the idea
is that by attending the training program, current and future clinical psychologist trainees and
school psychologists will be able to facilitate the BEST program, improve risk assessment and
management protocol, and incorporate elements of family systems approaches in treating
adolescent mental health difficulties.
Findings demonstrated that trainees’ level of confidence in supporting adolescents with
mental health difficulties, supporting parents and families with vulnerable adolescents, and in
working therapeutically with family groups improved significantly at post-training. Confidence
is a crucial attribute to possess by therapists in building successful therapeutic alliance with
clients. In a review conducted by Ackerman and Hilsenroth (2003), therapists’ confidence was
found to be essential in therapeutic success and building a positive alliance with clients.
Likewise, results of other studies suggested that confident therapists predicted greater treatment
effectiveness and session quality as rated by clients (McGuff et al., 1996; Saunders, 1999).
Therefore, the training has improved trainees’ level of confidence which is predicted to
promote positive outcomes in their therapeutic work with adolescent clients and their family.
Aside from that, trainees’ attitudes toward depression significantly shifted to become
more positive and optimistic after attending the training program. Although adolescent
depression is becoming progressively prevalent, the recognition and management of depression
can be hindered by various factors including comorbid presentations, the organisation’s (e.g.,
school) resources, client apprehension about disclosing mental health history and concerns, as
well as the knowledge and attitudes of clinicians (Mitchell et al., 2009). Past research found
that clinicians’ attitudes influence the client’s disclosure of mental health concerns, as well as
impact the initial recognition and accurate identification of depression, subsequent treatment
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decisions, and willingness to adopt new intervention approaches in treating depression
(Dowrick et al., 2000; Dumesnil et al., 2012; Menchetti et al., 2009). As such, based on the
findings of this study, clinicians who attended this training have more positive and optimistic
attitudes toward depression, and are more well-versed in recognising and managing depression,
thus contributing to more accurate identification, assessment, and management of adolescent
depression.
In addition, trainees’ depression literacy increased significantly at post-training, and
their knowledge of the BEST program was sufficiently established, such that all trainees scored
above 70%, with half the number of trainees scoring above 90% in the BEST quiz. This reflects
that all trainees were more literate in identifying, differentiating, managing, and treating
symptoms of depression using BEST approaches after attending the training. It was also
observed that trainees scored an average of 75.2% as measured by the D-Lit at pre-training,
which improved to 89.5% at post-training. This suggests that trainees had a high level of
depression literacy prior to attending the training program, which is unsurprising given that
trainees have either completed, or are in the midst of completing their postgraduate degree in
psychology (Jarrad et al., 2019). Nonetheless, the results demonstrated that by attending the
BEST training, trainees learned more about depression than what they have learned in their
postgraduate studies. This is a significant finding supporting the quality of the contents and
teaching in this training.
In general, all trainees benefitted equally from attending the BEST training. This
suggests that the BEST training was well-received by clinicians in the areas of school
psychology and those who are currently in postgraduate clinical psychology programs,
reflecting the applicability of this training. Furthermore, all trainees were satisfied with the
training and reported benefiting from the high-quality teaching and training materials which
positively impacted on the development of additional clinical skills. Specifically, trainees
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revealed that they learned three main skills including family systems approach, risk assessment
and management, and facilitating groups. These are important skills to possess when working
with adolescents and their family, and facilitating the BEST program.
Systemic family therapy has been well-established over time in effectively treating
adolescent depression (Cottrell, 2003; Curry, 2001; Diamond & Josephson, 2005; Kaslow &
Racusin, 1994; Kaslow et al., 2012; Larner, 2009). This is largely due to the effectiveness of
family-based interventions in enhancing adolescent engagement, as well as harnessing family
protective factors and reducing risk factors by building on a healthy and protective family
environment, targeting interactions and manners of communication among family members,
and increasing family cohesion and functioning (Feeny et al., 2009; Lewis et al., 2013; Sander
& McCarty, 2005). Therefore, applying a family system approach in managing adolescent
depression has manifold benefits in not only increasing adolescent engagement in therapy, but
in assisting the shift from dependence to interdependence in their relationships with parents
which results in reciprocally supportive and connected networks (Daniel et al., 1999).
Furthermore, with the high risk of suicidality and self-harm among adolescents with
depression, effective assessment and management of risks is exceptionally vital (Apter & King,
2006; Lewandowski et al., 2013). Past studies have suggested that approximately 23% to 50%
of individuals contemplated suicide while they were receiving treatment (Chemtob et al., 1988;
Fawcett, 1999; McAdams III & Foster, 2000). This astounding figure reflects the challenges in
responding to such risks within a clinical environment and emphasises the imminent need for
clinicians to be competent in risk assessment and management, as targeted in the BEST
training. Additionally, trainees reported learning different techniques in managing group
dynamics and working together with a co-facilitator. These learned skills are important in
creating a supportive therapeutic environment that positively influences treatment outcomes
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and client engagement, as well as fostering social support among families (Lewis et al., 2012;
Poole et al., 2018).
Summary of Recommendations to Service Provider
Results of this study determined important implications for Coodanup College’s
mental health service delivery framework and the inclusion of the adolescent’s family in the
management of adolescent psychosocial difficulties within the school context. Several
recommendations can be proposed to Coodanup College including the possible introduction of
the BEST MOOD program at Coodanup College as an alternative treatment option for
adolescents experiencing depression and their family, and incorporating family systems
approaches in other aspects of managing and treating adolescent depression including
individual-based treatment plans. The first step in working towards the inclusion of BEST
MOOD as an alternative treatment option in Coodanup College is to introduce the program to
staff members, as well as students-at-risk and their family members. This is particularly
important as successful implementation is dependent on the acceptability of the intervention
model to both the deliverers (e.g., trained BEST therapists) and recipients (e.g., adolescents
and their family) (Diepeveen et al., 2013; Stok et al., 2016). Specifically, the intervention
recipients are likely to engage in the intervention and adhere to treatment recommendations to
benefit from improved clinical outcomes if the intervention is perceived as acceptable (Sekhon
et al., 2017). Therefore, educating Coodanup College’s staff members on the availability of
BEST MOOD as an alternative treatment option, as well as adolescents and their family
members of the BEST MOOD content, context, and quality of care, may have implications for
the acceptability of the treatment model at Coodanup College. This can be achieved via seminar
series or presentations as previously conducted at Coodanup College. Following that, careful
consideration of trained therapists who are competent in facilitating the BEST program to be
offered placement opportunity at Coodanup College during the initial implementation stages
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could be helpful. As BEST MOOD is a multi-family group program, this would allow up to 10
adolescents and their families to attend the program at one time. Therefore, approximately two
group sessions could be conducted per school term subject to the availability of BEST
therapists and number of adolescents and their family who have consented to attend the group
program.
Moreover, psychologists working or completing their placement in Coodanup College
are recommended to consider incorporating various elements of family systems approach in
their formulation and treatment plans for adolescent psychopathology. In fact, family systems
theory as described in Chapter 3 conceptualises psychopathology as a failure of adaptation by
the family system, such that it stems from larger relationship difficulties occurring within the
system rather than within the individual (Kerr & Bowen, 1988). Additionally, the clinical
implication of this theory is that individuals do not live in isolation, such that the relationship
between members of the family system have mutual influence upon each other (Bateson &
Donaldson, 1991). Furthermore, therapeutic alliance with both adolescents and parents was
asserted to be vital to treatment success due to enhanced collaboration within the family
(Haine-Schlagel & Walsh, 2015). Therefore, the addition of the adolescent’s family in
treatment may facilitate important changes within the family, thus improving adolescent mental
health outcomes.
Translation of the BEST Model, Limitations, and Future Directions
These results have various implications on the translational efforts in disseminating the
BEST model to clinical practice. First, the intervention model was clear and manualised to
ensure intervention fidelity which is a crucial aspect in the dissemination and translation of
novel interventions to professionals (McHugh et al., 2009). Second, the training program was
developed and delivered in a coherent, time-efficient manner with specific designation of the
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targeted audience (Glasgow et al., 2003). Here, the BEST training was available to recognised
health professionals (school psychologists) and postgraduate psychology students (clinical
psychologist trainees) who have sufficient background in clinical training and skills.
Furthermore, findings of this study suggested that trainees do not need to be a skilled family
therapist to learn the BEST intervention model which reflects its applicability, and that the
training program can be integrated into postgraduate training. This acts as an important bridge
between empirical understanding of the BEST model and clinical practice as disseminated to
current and future practitioners through training (Hobin et al., 2012). Lastly, the BEST training
model which consists of both didactic and competency training encourages an active teaching
approach of the BEST model for the purpose of maintaining treatment fidelity and to
necessitate the transmission of BEST to clinical practice (Beidas & Kendall, 2010; Lyon et al.,
2011). As these key criteria have been accomplished, this promotes the effectiveness of
disseminating knowledge of the BEST intervention model to clinical practice.
Results of this study demonstrated improvements in the trainees’ confidence and
knowledge of adolescent depression and the BEST intervention model, however, these results
do not suggest that the intervention model can be translated solely through training. Therefore,
the implementation of this treatment model in the trainees’ place of clinical practice should be
further explored. Specifically, the trainees’ capacity to facilitate a BEST intervention model
under supervision as part of completing the BEST training should be carefully evaluated
according to measures of fidelity. Hence, a fidelity instrument is necessary to ensure that
trainees are faithful in delivering the intervention as intended (Breitenstein et al., 2010). Further
evaluation of sustainability in implementing the BEST intervention model across various
treatment settings is also indicated. This is in line with testing the generalisation and
applicability of the BEST intervention model by applying this model to different samples and
treatment settings (Kazdin, 1997). Additionally, this study was limited by the lack of a follow-
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up assessment. Therefore, future studies should consider including at least one follow-up
assessment to measure if benefits gained from the training were sustained.
Conclusion
In conclusion, the didactic component of the BEST training program was delivered to
meet professional and current service needs within a school setting. Overall, the BEST training
was well-received and trainees benefitted equally and considerably from attending this training.
Additionally, developing operative training programs is imperative as training provides an
avenue for disseminating research of novel intervention models to current and future clinicians.
However, further consideration of issues around implementation of this intervention model in
various community-based treatment settings is indicated.
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Chapter 10: Overall Discussion of the Key Dissertation Findings
Preface
The overarching aim of this dissertation was to conduct a mixed methods evaluation of
BEST-Foundations (BEST-F). This treatment program is a novel attachment-based family
intervention that was designed to target modifiable family factors with the intention to
effectively treat symptoms of depression and anxiety disorders (internalising disorders) in
children aged between 3 and 11 years. The dissertation aimed to not only conduct quantitative
and qualitive evaluations of this intervention but to also situate its program logic, techniques
and underlying conceptual foundations in relation to other interventions identifying as
‘attachment-based’. Overall, the dissertation used four distinct but integrated methodologies:
the aim regarding conceptual clarity was achieved via a systematic review methodology, then
the feasibility of BEST-F was evaluated using a mixed methods approach that included the
combination of both quantitative analysis of primary and secondary outcome measures, and
qualitative findings derived from follow-up interviews. In addition, translational methods were
employed to examine aspects of dissemination, fidelity, and future sustainability of the
intervention. These translational aims of the Murdoch University Doctor of Clinical
Psychology program and dissertation requirements were demonstrated via a translational
research study to examine aspects of how this intervention approach can be used to train
clinicians in the model.
To recap, this dissertation systematically reviewed studies presenting mental health
outcomes of current attachment-based interventions (ABI), evaluated the outcomes of the
BEST-F pilot study using a mixed methods evaluation, and collaborated with a communitybased college to disseminate the BEST intervention model through training. In this discussion
chapter, an overall summary as well as discussion of main findings and translational
considerations will be presented. This is followed by the discussion of BEST-F secondary
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outcomes and implications for understanding BEST-F mechanisms of change. Then, the
chapter moves on to the overall strengths and limitations of the dissertation, as well as practice
recommendations and future directions, before a brief comment about overall conclusions.
Primary Aims of the Dissertation
The Characteristics of an Attachment-Based Intervention
Study one presented in Chapter 6 consisted of a systematic review of studies to
summarise core features of existing psychological interventions identifying as ‘attachmentbased’. This systematic review differs from previous reviews in highlighting elements and
techniques used in attachment-based therapy models, and summarising the evidence for each
approach. This study aimed to provide conceptual clarity to the term ‘attachment-based
interventions’, and mainly focused on studies that reported child and adolescent mental health
outcomes to establish if attachment approaches did indeed improve mental health outcomes in
children and adolescents. Results showed that of the nine existing ABIs, only two interventions
were developed specifically to treat child and adolescent mental health outcomes and presented
data supporting these achieved outcomes (Benstead et al., 2019; Poole et al., 2018).
Furthermore, the majority of these ABIs included parent-child dyads in treatment.
Additionally, most studies noted that attachment concepts including parental sensitivity and
reflective functioning were the main change mechanisms, with the most commonly used
technique being video-feedback. In addition, reviewed ABIs demonstrated positive results in
improving child and adolescent mental health outcomes, however, mixed results were
demonstrated when these interventions were compared to an active control group. Overall, the
outcomes of this review suggested that the term ‘attachment-based intervention’ has yet to
establish wide currency, and there is not a clear sense of what this means in practice beyond
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loosely referring to a range of techniques derived from attachment concepts such as parental
sensitivity and reflective functioning.
Specific to the dissertation’s focus on child mental health, results of this study found
limited ABIs that were primarily developed to reduce symptoms of child psychopathology.
Instead, the majority of ABIs for children primarily aimed to promote secure attachment
between primary caregiver and child, or improve attachment-related attributes including
parental sensitivity and responsiveness, with the exception of the initial pilot study of BEST-F
(Benstead et al., 2019). These interventions for children included Attachment and
Biobehavioural Catch-up (ABC) (Dozier et al., 2006), Circle of Security (COS) (Huber et al.,
2015a), Circle of Security-Parenting (COS-P) (Cassidy et al., 2017), Video-feedback
Intervention to Promote Positive Parenting–Sensitive Discipline (VIPP-SD) (van Zeijl et al.,
2007), Emotional Attachment and Emotional Availability (EA2) (Baker et al., 2015), and Basic
Trust (BT) (Colonnesi et al., 2013). Amongst these treatment models, ABC, COS, and COS-P
were the only three interventions that examined changes in internalising symptoms among
children although the reduction of symptoms was not the explicit intention of these intervention
program. In addition, findings revealed that among ABIs for children, EA2 was the only
intervention that applied the combination of attachment and family systems theories and was
in that way similar to BEST-F. Despite that, these two interventions are substantially different
in terms of the medium and focus of intervention. EA2 was developed as a tele-group
intervention that aimed to improve parental sensitivity (Baker et al., 2015), whereas BEST-F
was developed as a face-to-face family intervention that focused on reducing internalising
symptoms including depression and anxiety among children. Altogether, these results
demonstrated that there were limited ABIs for children under 12-years-old with the explicit
aim to reduce internalising symptoms including depression and anxiety, rather than to promote
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positive attachment outcomes; and few applied the combination of attachment and family
systems theories in treating these childhood psychopathologies.
Close examination of the existing published literature suggests that BEST-F is quite a
unique intervention both in terms of being distinct from the dominant cognitive behavioural
models used to treat child anxiety and depression, but also in terms of combining aspects of
both family systems and attachment theories. The theoretical basis used to develop this
integrative model for BEST-F has recently been discussed in greater detail in Lewis (2020).
Additionally, findings of this study suggested that current interventions tend to use the term
‘attachment-based’ when the aim was to improve attachment as an outcome, or when the
intervention itself was primarily driven by attachment principles and techniques. Therefore, it
makes sense for BEST-F to identify as an ABI due to the strong influence of attachment-based
principles and techniques driving this intervention.
Evaluating the Ability of an Attachment-Based Intervention in Reducing Child Internalising
Symptoms
The overarching objective of this dissertation was to conduct a pilot trial and examine
the feasibility of a novel attachment-based family intervention, BEST-F. This intervention was
designed to target modifiable family factors to treat symptoms depression and anxiety disorders
in children aged between 3 and 11 years. The process of developing BEST-F as a novel
intervention remained faithful to Kazdin’s (1997) model for treatment development as
discussed in Chapter 5, to ensure that this novel intervention can be used effectively by
clinicians. Having established the novelty of BEST-F as an attachment-based family
intervention for children aged between 3 and 11 years with the intention to treat internalising
symptoms, the program is still in the developmental stage. As such, based on Kazdin’s model,
the next logical step was to evaluate the current version of BEST-F through a pilot trial.
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At this initial evaluation phase, pilot studies are informative and necessary with the
intention to design larger confirmatory studies that aim to provide definitive evidence of novel
interventions (Duan, 2013). Essentially, pilot studies act as an important step to examine the
feasibility of the intervention approach which produces useful information that informs further
program development ( Leon et al., 2011). Furthermore, utilising a mixed methods evaluation
at this juncture is crucial in allowing program developers to not only predict intervention
outcomes, degrees, and timing of experimental changes, but to also obtain valuable insights
based on feedback by end users to assist in program refinement especially in areas of
implementation, process issues, quality of materials, and consumer acceptability (Kazdin &
Nock, 2003). The initial pilot study of BEST-F conducted in Deakin University in 2016
recruited only eight families. Results of this evaluation were favourable as reflected by the
significant reductions in child internalising (d = .60) and externalising symptoms (d = .30), and
total problems (d = .40) scales measured by the CBCL (Benstead et al., 2019). However, the
small sample size was a notable limitation of that study.
Empirical studies two and three presented outcomes of a mixed methods evaluation that
was conducted in Murdoch Psychology Clinic with approximately twice the number of
participants. To briefly recap, study two in Chapter 7 presented results of the quantitative
evaluation of BEST-F based on parent-report measures completed at 4-timepoints (baseline,
pre-, post-intervention, and follow-up) to examine whether the intervention reduced symptoms
of internalising disorders (depression and anxiety) as measured by the CBCL in children aged
between 3 and 11 years. Findings of this study revealed a significant reduction in symptoms of
internalising disorders including depression and anxiety at post-intervention, and that these
symptoms continued to reduce at 8-week follow-up. More importantly, the significant clinical
changes as shown by the reduction of between 1 to 1.2 standard deviations, moved children
from a borderline clinical range during the control period to a normal range at post-intervention.
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Moreover, results of this study revealed that children who participated in BEST-F demonstrated
significant reductions in externalising symptoms and total problems at post-intervention, and
that these symptoms continued to reduce at the 8-week follow-up. The results further revealed
that parents who participated in BEST-F demonstrated significant reductions in symptoms of
anxiety and depression, and disorganised caregiving behaviours at post-intervention, and that
these results reduced further at the 8-week follow up. The significant findings of secondary
outcomes will be discussed in detail later.
In fact, findings of child mental health outcomes in this pilot trial outperformed the
results presented in the initial trial with larger effect sizes observed in the child internalising (d
= 1.85), externalising (d = .96) symptoms, and total problems (d = .81) composite scales. More
importantly, the additional reductions observed at the 8-week follow-up signifies that treatment
effect increased after treatment has concluded, thus suggesting that families were able to
continue implementing important systemic changes even after treatment has ceased (Poole et
al., 2018). Notably, the majority of therapeutic changes were expected to happen outside of
therapy while BEST-F families interact and engage with one another and implement continued
changes in their family system (Kerr & Bowen, 1988; Nichols, 1987). Taken together, results
of the two BEST-F pilot studies support for a larger confirmatory study of efficacy. Figure 6
portrays a forest plot of effect sizes on child internalising symptoms of the initial pilot study,
the current study, and a small-scale RCT that initiated in mid-2019 (Family Foundations Study)
(Serfaty et al., 2021). This figure illustrates the increment in effect sizes across each trial
indicating that each version appears to be gradually better. Therefore, the stepped process as
guided by Kazdin allowed improvements in each version of BEST-F that may have positively
affected the intended child mental health outcomes.
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Figure 6
Forest Plot of Child Internalising Symptoms Effect Sizes of the Three BEST-Foundations
Programs
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In addition, when compared to pre-post CBCL internalising symptoms of ABC (d =
1.11) (Sprang, 2008), COS (d = .55) (Huber et al., 2015b) and COS-P (d = .11) (Cassidy et al.,
2017), BEST-F (d = .85) demonstrated comparatively more promising results which justifies
future larger scale confirmatory studies. Nonetheless, these comparisons are limited by the
power and methodological differences of these studies. Further comparisons to results of a
family-based cognitive behavioural therapy program, Building Confidence (d = .47) (Chiu et
al., 2013) as reviewed in Chapter 4, demonstrated that the outcomes of this pilot study showed
more promise in reducing internalising symptoms in children. Although the treatment models
of this intervention were substantially different from a CBT model such that BEST-F promoted
healthier relations between the parent-child dyad and other family members rather than skills
building, this comparison illustrates the potential of BEST-F in treating child psychopathology,
again justifying future larger scale clinical trials and direct ‘head-to-head’ comparison studies.
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The Experience of Families Undertaking an Attachment-Based Intervention
Consideration of qualitative research is also crucial in providing an understanding of
individuals’ experiences of the intervention process and effects which reflects genuine changes,
in addition to bridging the research-practice gap (Kazdin, 2008). Essentially, qualitative
methods provide a divergent form of understanding that assists the interpretation of quantitative
outcomes (Palinkas, 2014). The results of these types of studies can be used to understand how
participants responded to program content, which aspects had an impact, and areas where the
program content and logic could be improved (Lewis et al., 2012).
Study three in Chapter 8 presented results of the qualitative evaluation of BEST-F based
on feedback received from participants through the use of a semi-structured interview in the
follow-up session conducted eight weeks after completion of the program. The exploratory aim
of this study was to evaluate the feasibility and acceptability of the BEST-F pilot program
through analysing participants’ responses and personal experiences of the intervention
including how participants might have benefitted from this program, perceived mechanisms
that participants identified as helpful, what participants found unhelpful or difficult, and the
participants’ recommendations with the intention to improve the quality of BEST-F. Thematic
analyses revealed four core themes including helpful tools, supportive therapeutic climate,
challenges and program development, and direct recommendations.
The feedback received from participants was largely positive and results of the thematic
analyses supported the feasibility of BEST-F as a promising and acceptable treatment model
for families with children aged between 3 and 11 years presenting with symptoms of depression
and anxiety disorders. Moreover, qualitative reports suggested that participants derived
considerable benefits from attending the program at both dyadic and systemic levels. These
results further revealed major BEST-F elements that participants found helpful in this change
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process including ‘Special Time’, video-feedback, Parental Reflective Interview (PRI), and a
supportive therapeutic climate. Altogether, these results suggested that children within the
subclinical and clinical range of disorders as measured by the CBCL and their family responded
well to this treatment.
Translation of Attachment-Based Intervention into Practice: Evaluation of a Training
Program
Following the evaluation of BEST-F, this dissertation shifted focus to the translation of
the BEST intervention model to routine clinical practice. According to Kazdin (1997), the
importance of evaluating the boundary limits of the intervention model in multiple contexts
should not be discounted. Therefore, consultations with service providers were conducted in
order to understand what the service delivery context would be for an intervention like BESTF and to understand some of the barriers to successful implementation of such an approach in
the future if stronger evidence is obtained of its efficacy.
This translational study documented the consultation and partnership process between
the researcher and Coodanup College, a coeducational public college that identified the need
for an effective training program focused on the family systems approach in treating emotional
disorders among adolescents, and reviewed relevant service policies. Additionally, this study
was interested to examine the dissemination of the BEST intervention model to clinical practice
through training current and future practitioners. Specifically, this study evaluated one of the
BEST training programs by assessing knowledge development of the trainees including school
psychologists from Coodanup College and clinical psychologist trainees as part of facilitating
the translation of the BEST model to clinical practice.
Mixed methods evaluation revealed that trainees who attended the BEST training
demonstrated significant improvements in their: level of confidence in supporting adolescents
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with mental health difficulties, supporting parents and families with vulnerable adolescents,
and in working therapeutically with family groups; attitudes toward depression; depression
literacy; and knowledge of the BEST intervention model. Moreover, there were no differences
in post-training scores between school psychologists and clinical psychologist trainees,
suggesting that the trainees benefitted equally from the training. Results further revealed that
the training program was well-received and trainees reported further development in clinical
skills pertaining to the areas of family systems approach, risk assessment and management,
facilitation skills, as well as in BEST content and program logic. Overall, results revealed that
trainees were largely satisfied and have gained considerable benefits from attending the
training.
The collaboration with Coodanup College in which school psychologists attended the
BEST training program, in addition to postgraduate clinical psychology students, allowed for
a more comprehensive evaluation of the training program that allowed for the transmission of
the BEST intervention model. In turn, trainees who have attended the training program will be
able to disseminate the BEST intervention model at their respective places of practice including
community-based mental health care and school contexts. Results of the evaluation
demonstrated that all trainees derived multiple benefits from attending the training program.
This positive finding suggested that knowledge of the BEST intervention model can be
transmitted through the use of a manual and an effective training program. Moreover, these
results implicate the next steps in the continuous development of the BEST intervention model
such that successful translation of this model is conceived.
The optimal approach to training for interventions such as BEST-F requires careful
consideration in order for the intervention to maintain its integrity, and to ensure that the
efficacy established under trial conditions is maintained during routine practice. At the same
time, training needs to be efficient and effective. The BEST intervention model utilises a dual
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training model including both didactic and competency training (McHugh & Barlow, 2012).
The purpose of the didactic BEST training component is to disseminate knowledge and
processes of the intervention model to current and future clinicians. Results of this study
supported the didactic component of this training model where trainees reported deriving
multiple benefits that have inspired their current and future practice as a clinician with
consideration of the client’s family system. Therefore, didactic training in the form of a live
workshop is appropriate as a medium of knowledge translation (Barwick et al., 2012).
Results of this study further suggested that both school psychologists and clinical
psychologist trainees benefitted equally from attending this training which reflects the
applicability of the training that is in line with the intention of the BEST intervention model.
The idea that the BEST intervention model is made available to service providers of various
disciplines in mental health, nursing, and youth/social work in the field of child and adolescent
mental health, allows for this intervention to be more readily available to the vast public.
Moreover, these findings implicate the consideration of including the BEST training as part of
postgraduate training to provide an initial avenue for the integration of science and practice
(Straus et al., 2011). Specifically, encouraging trained postgraduate clinical psychology
students to facilitate BEST within the Murdoch Psychology Clinic or school setting in
Coodanup College allows them to experience the translation and integration of a novel
intervention model. This experience is likely to promote the students’ use of evidence-based
practice in external treatment settings which shapes their subsequent stages of professional
development (Hershenberg et al., 2012).
In addition, the competency training framework of BEST requires all trained therapists
to co-facilitate at least one BEST intervention with an experienced BEST therapist, and attend
regular supervision with Clinical Psychologists who are also BEST program developers. This
framework is imperative to ensure effective transmission of knowledge, confidence, and skills
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acquisition as part of disseminating the novel intervention model. As such, continuity of
training through active teaching methods and ongoing supervision necessitates effective
application of the novel intervention model to practice (Beidas & Kendall, 2010; Lyon et al.,
2011). Likewise, this training component allows BEST therapists to demonstrate fidelity in
conducting the BEST intervention, which is critical in translating research to practice
(Breitenstein et al., 2012). In fact, fidelity is one of the most imperative factors when
implementing evidence-based interventions to various service settings and populations as it
affects treatment success in real-world settings (Breitenstein et al., 2010). This is especially
important in translating novel interventions, thus requiring careful attention in measuring and
monitoring implementation fidelity (Bellg et al., 2004). In the case of BEST, implementation
fidelity was assessed based on therapists’ competence and adherence to the treatment model.
Through the competency training component, supervisors and senior therapists collected
fidelity data through observations (in-vivo and video recording) which is considered more
accurate than self-report measures (Dusenbury et al., 2003). Henceforth, aside from being an
assessment of fidelity, the competency training component allows newly trained therapists to
receive ongoing coaching and supervision which ultimately improves their competency in
conducting the treatment model. Nonetheless, the lack of a coding system to complement this
fidelity measure limits the generalisability of this measure. Moreover, as the BEST intervention
model is now progressing to the stage of implementation within the wider community-based
service providers, a fidelity measure is required to ensure practitioners are faithful to delivering
the intervention as intended (Breitenstein et al., 2010). Henceforth, developing a fidelity
instrument that capture behaviours and processes congruent to the BEST intervention model
with respect to both adherence and competence of the BEST core components is indicated.
Apart from maintaining fidelity to the intervention, the need for adaptation is equally
imperative to meet the specific needs of different populations of service settings. Often,
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adaptation of novel interventions during the implementation process allow interventions to be
more culturally and contextually relevant (Breitenstein et al., 2012). For example, within a
school setting such as Coodanup College, delivery of BEST may differ from how it was
conducted in community-based clinics including the Murdoch Psychology Clinic due to the
differences in service setting, referral pattern, and target population. Therefore, the inclusion
of key figures within the service provider is necessary when discerning possible changes that
are required to meet the needs of the setting without compromising core components of the
BEST intervention model. Here, acceptable adaptations can include general modification of
cultural references and vocabulary, but should not comprise major alterations of session
contents and theoretical approaches (Haynes et al., 2016). Additionally, adaptation of the BEST
training model may be necessary depending on the level of training and experience of the target
audience. In this study, the BEST training program was mostly attended by trainees who had
under three years of clinical experience. Therefore, the didactic BEST training component has
not been evaluated among registered health professionals with more field experience in other
settings including inpatient, outpatient, hospitals, and community-based settings. Therefore,
adaptations pertaining to the style, content, and focus of the BEST training program should be
considered depending on the target audience. In essence, potential adaptations resonate the
importance of creating a comprehensive fidelity plan as part of the implementation and
dissemination of the BEST intervention model to clinical practice within various settings and
populations.
Secondary Evaluation Outcomes
Child Externalising Symptoms and Other Problems
Another important aspect of evaluation is to determine other problems areas which
might be improved by the intervention and to consider any detrimental effects of the
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intervention. For example, one could not recommend an intervention that was able to reduce
internalising scores but results in an increase in problems among other areas of functioning.
Even though BEST-F was not designed to treat child externalising symptoms and other
problems as measured by the CBCL in children aged between 3 and 11 years, results of this
pilot study demonstrated remarkable reductions in these composite scales with large effect
sizes observed. However, this was not true for both rule-breaking behaviours and attention
problems subscales, with reported scores in these subscales remaining within the normal range
across the 4-timepoints. This suggests that parent participants did not report clinically
significant symptoms as assessed in these subscales during the control and intervention period.
Furthermore, when comparing the results of externalising symptoms as measured by the CBCL
found in this pilot study to results of child ABIs reviewed in Chapter 6, results of this study
outperformed COS (d = .49) (Huber et al., 2015b), COS-P (d = .08) (Cassidy et al., 2017), and
VIPP-SD (d = .35), demonstrating stronger support for BEST-F.
A recognised distinction of child psychopathological difficulties consist of internalising
versus externalising disorders (Achenbach & Edelbrock, 1978). This distinction categorises
symptoms into either behaviours that are displayed outwardly (externalising) or internallyfocused symptoms (internalising) (Willner et al., 2016). Despite distinctively isolating these
symptoms, many past studies have contended the common co-occurrence of both internalising
and externalising symptoms, further complicating the delineation of these domains (Basten et
al., 2013; Bird et al., 1993; Caron & Rutter, 1991). Specifically, in children, psychopathology
is less differentiated such that children may exhibit symptoms of both domains with varying
intensities, and that co-existing disorders may influence the presentation and course of the other
(Chase & Eyberg, 2008; Willner et al., 2016). Additionally, the common co-occurrence of
symptoms in children is believed to be more prominent in early developmental stages due to
the overlapping or shared risk factors and multiform expressions of the disorders (Klein et al.,
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1993). Henceforth, development of interventions for children should consider such
comorbidities, the overlap of symptoms, and the bidirectional nature of these domains. BESTF in this aspect has shown promise in reducing co-occurring symptoms in the child sample.
Parental Mental Health and Caregiving Behaviours
As presented in Chapter 7, secondary outcomes including symptoms of parental
depression (d = 1.12) and anxiety disorders (d = .70 to 1.06) significantly reduced from a
clinical range to a normal range at post-intervention, with further symptom reduction at followup. These findings were similarly found in previous BEST trials suggesting that the
intervention model facilitates positive improvements in parental mental health symptoms
including stress, depression, and anxiety (Bertino et al., 2013; Poole et al., 2018; Toumborou
et al., 2001). Nonetheless, these results contrasted with results of the initial BEST-F pilot study
that revealed no significant improvements in parental mental health (Benstead et al., 2019),
suggesting that results of the current pilot study outperformed the initial pilot. In fact,
improvements in parental mental health outcomes were predicted given the significant
improvements in child mental health outcomes observed due to the bidirectional relationship
between parental and child mental health (Weijers et al., 2018). As discussed in the earlier
chapters, parental mental health is a pertinent risk factor in the development, maintenance, and
exacerbation of poorer child mental health outcomes and family functioning (Bögels &
Brechman-Toussaint, 2006; Papp et al., 2004; Reupert et al., 2013). Aside from genetic
vulnerability, parental mental illness was found to significantly influence the parent’s ability
to provide optimal caregiving to the child (Rice et al., 2002a; Rutter, 2009). In fact, the child’s
experience of early caregiving and family environment may modify the specific expression of
this genetic vulnerability as discovered in twin and adoption studies, highlighting the
importance of providing quality caregiving by parents (Boomsma et al., 2005; Eley et al.,
1998). Additionally, applying family systems theory present assumptions whereby changes in
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any part of the system, whether in the parent, child, sibling, or communication patterns, will
correspondingly impact other parts of the family system due to the interconnection of its
members (Bowen, 1976). Therefore, by targeting relationships within the family rather than
the individual child or parent, positive changes in the family’s functioning and environment
are expected to reduce mental health symptoms present in the system (Kerr & Bowen, 1988).
BEST-F program acknowledges that parental mental health is strongly intertwined with
other family factors and has a bidirectional relationship with childhood depression and anxiety,
thus the incorporation of the child’s family in therapy is imperative. As Study 1 excluded
parental mental health outcomes in the review, results of the present BEST pilot study were
compared to findings from a recent systematic review. Results of the review revealed that under
30% of services offering child psychological support provided a service to the parents for their
own emotional health, which commonly included CBT, psychoeducation, and enhanced
parenting skills (Acri & Hoagwood, 2015). However, parental mental health outcomes of these
interventions were mixed with moderate to large effect sizes demonstrated, d = .51 to .78 for
interventions that showed improvements in parental depression (Bywater et al., 2009;
Hutchings et al., 2007; Lieberman et al., 2006; Patterson et al., 2002). Direct comparisons with
these results demonstrated that results of parental mental health outcomes in this pilot study
were superior. Notably, attending to the emotional health of parents within the child’s system
is vital, thus distinguishing BEST-F to the other intervention approaches reviewed.
Results of this pilot study also demonstrated promise in the reduction of disorganised
caregiving behaviours at post-intervention, with additional reduction at follow-up and large
effect size observed (d = .80). Again, these results outperformed results of the initial pilot study
conducted in Deakin University that found no significant improvements in disorganised
caregiving behaviours (Benstead et al., 2019). Upon closer investigation, parent participants
reported feeling less frightened or frightening to their child after the intervention. George and
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Solomon (2008) posited that helpless caregivers often experience feelings of fear and reduced
competence in their ability to provide security to their children. The pronounced feelings of
fear and helplessness risk the caregiver’s capacity to provide protection. Therefore, restoring
the protective function of the caregiving system is crucial given that caregivers may
experiences a breakdown in their sense of self when experiencing difficult parent-child
interactions (Solomon & George, 2011). This may be achieved by targeting dysregulated
caregiving behaviours which was proposed to be a result of an unsuccessful integration
between attachment and caregiving, hence preventing the abdication of care by the caregiver
(George & Solomon, 2011).
Although reducing disorganised caregiving behaviours was not the primary focus of
BEST-F, the heavy reliance on attachment concepts and techniques, as well as the intention to
promote healthier caregiving behaviours and family environment for all family members may
have contributed to this positive result. Another important consideration is the positive
association of parental mental health and disorganised caregiving behaviours that has been
well-established by a myriad of past studies (Bureau et al., 2017; Dubois-Comtois et al., 2013;
Gross & Marcussen, 2016; Huth-Bocks et al., 2016). Therefore, the possibility of
improvements between both parental mental health and disorganised caregiving behaviours
may be related in this study. As this study did not evaluate the associations and relationships
between these parental constructs, future studies should analyse these parental constructs in
more detail to further comprehend the positive results found in this study.
Considerations of Mechanisms of Change in BEST-Foundations
Having considered the outcomes of the empirical studies in this dissertation, this
discussion shifts to further theoretical consideration of BEST-F in light of these findings. As
noted in Chapter 4, BEST-F integrated attachment and family systems concepts, and
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considered modifiable family factors that act as pertinent risk factors of childhood depression
and anxiety disorders. These factors were targeted through combined attachment and family
systems techniques to enhance the protectiveness of the family system throughout the three
stages of treatment.
Parental Reflective Functioning
BEST-F drew heavily on the concept of reflective functioning (RF) to promote positive
parent-child interactions by encouraging increased parental reflection on their relationship with
their child and family of origin. As introduced in Chapter 4, parental RF (PRF) refers to the
caregiver’s capacity in holding their child in mind and reflect upon the mental states underlying
their child’s emotions and actions (Fonagy et al., 1991). PRF contributes to the child’s
developing ability in self-regulation, control, and capacity to comprehend relationships and
early interactions in terms of mental states; as well as facilitates secure attachment processes
(Fonagy et al., 2002). Therefore, when parents are unable to model healthy RF, children may
lack the opportunity to develop their own RF which adversely impacts their ability to adapt to
difficult situations, and their development of resilience, emotional maturity, and prosocial skills
(Fonagy et al., 1995). Past studies have also demonstrated the links between PRF and the
quality of parent-child relationship, emotion regulation abilities, and the development of the
child’s RF capacity, such that that low PRF is a potential risk factor in these facets (De Rosnay
& Harris, 2002; Ensink et al., 2016; Esbjørn et al., 2013; Rosso & Airaldi, 2016). Consequently,
the focus of BEST-F in improving PRF is believed to have contributed to the promising child
and parental mental health outcomes and caregiving behaviours.
BEST-F employed two main techniques that aimed to promote the development of PRF
including the use of the PRI and video-feedback. Notably, the PRI is unique to BEST-F and
has only be trialled in one past BEST-F study (Low, 2018). This study included the enhanced
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version of the PRI as developed by Low (2018), whereby results from Low’s study provided
support for the use of the PRI in promoting RF. The idea of the PRI manifested from Slade’s
(2006) approach to promoting PRF. According to Slade (2006), the process of conducting the
PRI is important in promoting PRF as it facilitates: the parent’s capacity in understanding their
child’s mental states, specifically the parent’s increased reflection on internal states and
intentions of their child’s behaviours rather than the behaviour itself; “wondering” which may
promote the parent’s curiosity about their child’s mental state and distinguishing their own
experiences from their child’s; and emotion regulation in therapy with the assistance of the
therapist when strong emotions are evoked. Consequently, with the PRI acting as the vessel,
therapists assist parents in understanding that their mental states and processes are different
from those of their child’s (Slade, 2005). The nurturing interaction with the caregiver, in view
of the self-other differentiation, helps the child in regulating his/her own affect responses in a
manageable manner, thus allowing the child to anticipate future affect experiences without fear
of becoming overwhelmed. As such, the self-other differentiation is vital in promoting the
capacity to mentalise which, in turn, permits the child and parent to reflect on his/her own affect
and that of others in a way that they can understand the mental state behind the action and
communicate affect effectually, rather than act impulsively (Slade, 2006).
In addition to the PRI, BEST-F utilised video-feedback technique where the primary
caregiver viewed segments of recoded play in collaboration with the therapist. The intention
was that the video acts as a mirror for parents to focus on specific behaviours and the
corresponding behaviours of their child (Steele & Steele, 2008). This allowed parents to
understand the roots of their child’s behaviours, thus permitting new ways of comprehending
their child’s behaviours and employing more flexible parenting approaches. The use of videofeedback has demonstrated to be an operative attachment-based tool in promoting PRF in
various attachment-based and psychoanalytically informed therapies (Beebe, 2003; Erickson
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& Egeland, 2004; Slade et al., 2005; Suchman et al., 2010; Zelenko & Benham, 2000).
Essentially, the video acts as a medium to trigger the parent’s capacity to RF such that it provide
parents the opportunity to explore more profound emotions and meanings underlying the
behaviours of themselves and their child (Steele et al., 2014). In BEST-F, therapists guide
parents in observing behaviours which are more implicitly linked to their reflective capacity
and ask questions to provoke PRF with the use of the video footage. Similar to the use of the
PRI, video-feedback can activate strong affect based on the parent’s early attachment
representations, which provides an opportunity for therapists to facilitate the awareness of
thoughts and feelings underlying their parenting behaviours. Consequently, this encourages
new ways of interacting with their children (Steele et al., 2014). Altogether, BEST-F highlights
the importance of PRF in promoting positive mental health outcomes and functioning among
families through the use of two main techniques including PRI and video-feedback.
Secure Family Base
BEST-F considered the child’s family as a secure base, allowing each family member
to feel secure enough to explore. As elaborated in Chapter 4, children require a sense of strong
collaboration among parents or adult members of the family system to ensure care is available
at all times (Byng-Hall, 1995). To achieve this, the program fostered family connectedness,
collaboration, and healthy patterns of interaction through conflict resolution and exploration,
as well as promoting self-care. Here, the idea is that conflict acts as a threat to the child’s
emotional security, thus facilitating conflict resolution with all family members present is vital
(Davies & Cummings, 1994). Several activities were utilised to facilitate the building of a
secure family base including therapeutic discussions around the parent’s own attachment
histories and position of parenthood; exploring past losses and significant life events; and selfcare.
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According to Byng-Hall (1995), facilitating the exploration of difficult life events and
how these events might influence present actions and communication patterns is important in
facilitating a secure family base. In BEST-F, a drawing activity known as ‘Bumps in the Road’
was utilised to facilitate these difficult conversations around major challenges that families
encountered (Poole et al., 2016). Through this activity, therapists facilitated conversations with
focus on encouraging communication of significant life events including traumatic
experiences, family losses, and setbacks, allowing family members to collectively work
through these experiences (Lewis, 2020). Byng-Hall (2008) posited that this collaboration
ensures each family member is kept in mind and that the idea of ‘family’ can provide them
with a sense of security. Furthermore, this exploration provided an opportunity for family
members to integrate their narrative of loss and create a coherent story to make of the
experience together as a family, thus improving collaboration within the family (Byng-Hall,
1995). This activity also considered the progressive promotion of RF as crucial to create
interactional awareness among family members (Byng-Hall, 2008). Henceforth, the facilitation
of conversations and understanding of how each family member might have experienced
significant life events differently allowed the family to update their collective view of their
experiences while encouraging greater sensitivity to each other’s challenges. This would also
inform the ways in which families manage difficult life events in the future.
In addition, to rebuild the family as a secure base for children, the program focused on
encouraging parents to engage in positive coping strategies to manage their own distress, as
well as supporting one another (Poole et al., 2016). These strategies allowed parents to harness
support from one another when seeking a secure base, which enhances collaboration to present
a united front, serving as a secure base for their child (Bowlby, 1988). Here, self-care and
couple-care were encouraged through the use of the ‘Oxygen Mask’ metaphor to stimulate the
employment of positive coping strategies in containing their distress and set examples of
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healthy coping to their children (Lewis, 2020). Therefore, the self-care components allowed
parents to build their own capacity to support themselves, each other, and their child.
Additionally, by practising self-care, parents were encouraged to check in with themselves and
understand their own needs, thus practicing self-awareness and acknowledging that their needs
are separate from those of their children’s. This is especially important in increasing their
ability to self-differentiate, thus improving the parent’s capacity to act as a co-regulator (Kerr
& Bowen, 1988). Moreover, the self-care components introduced in BEST-F were expected to
reduce parental psychological distress due to their enhanced sense of coping. Generally, selfcare strategies are similar to behavioural activation techniques whereby the resumption of
pleasurable activities is promoted in addition to reducing avoidance (Poole et al., 2018).
Accordingly, these strategies and activities utilised in the program were likely to have
influenced the reduction of parental mental health symptoms as reflected by the positive
findings in this study. With that, these families are predicted to serve as a secure base to the
children whereby all members of the family system are able to feel secure to explore.
To further achieve improved family connectedness, this program introduced ‘Special
Time’ as the only homework component that encouraged the parent-child dyad to consistently
spend more one-on-one time through play (Benstead & Lewis, 2016). Results of this study
supported the use of Special Time as an opportunity to strengthen the dyadic relationship with
focus on positive interactions, shared emotions, and the development of trust. Specifically,
when the attachment figure provides a secure base for their child, this allowed children to have
fun, relax, and feel able to explore (Bowlby, 1988). Schaefer (1993) posited that the therapeutic
power of play is in forming attachment, whereby secure attachment can be facilitated by the
replication of positive parent-child relationships. The consistent experience of positive
interactions with their attachment figure can assist the child to experience restructured
interactions which contributes to changes in their IWM of the self and parents, thus promoting
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more adaptive attachment relationships (Sroufe et al., 1999). Taking advantage of this, parents
who attended the program were initially encouraged to play with their child daily, and
progressively spent Special Time with each child individually. Following that, ‘Family Time’
was introduced in addition to Special Time (Benstead & Lewis, 2016). The idea is that the
network of attachment relationships that were targeted separately are converged, allowing to
rebuild the family as a secure base steadily throughout the course of therapy.
The importance of spending time together as a family was further affirmed through the
establishment of family rituals in the last stage of treatment (Benstead & Lewis, 2016). In these
sessions, the integration of family rituals aimed to promote a sense of felt security and
belongingness among family members by building shared meanings (Fiese, 2006). Besides
that, family rituals are a way for the family to maintain predictability in their interactions,
thereby providing a sense of stability (Crespo, 2012). Consequently, positive set expectations
of family members lend itself to the perception of a secure family base that is reliable and stable
(Byng-Hall, 2008). Additionally, through family rituals, the positive orientation formed
towards family-involved activities and expectations of family events can influence a positive
mental representation of the self, partner, and family relationships (Mikulincer et al., 2002).
Therefore, the consistent, predictable, and healthy interactions among family members is not
only crucial in encouraging family functioning and communication patterns, but in promoting
the family as a secure base for all members of the family system (Crespo, 2012).
Role of the Therapist
Therapists play a pertinent role in conveying key concepts and program content
effectually. In the BEST-F program, therapists acted as facilitators among family members and
provided a secure therapeutic base (Benstead & Lewis, 2016). Interestingly, results of this
study supported the importance of the therapists’ roles in providing a safe space, modelling of
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skills (i.e., problem-solving, effective communication, and reflection), and co-regulation. The
provision of a secure therapeutic base accentuates the pertinent role of therapists to act as an
attachment figure by offering a secure base enabling clients to explore their attachment-related
experiences, while providing an alternative and positive emotional experience to disconfirm
clients’ insecure IWMs (Bowlby, 1988). According to Byng-Hall (2008), the perceived role of
the therapist as being able to provide solutions increase the probability of establishing a
temporary attachment relationship with the therapist. He further asserted that this should be
reciprocated by the therapist as it allows the family to perceive that the therapist is able to “hold
the whole family in mind” through initiating interactive awareness. Furthermore, creating a
secure therapeutic base allows for self-reflection and co-reflection of both the dyadic and
network of family relationships (Huber et al., 2016). As discussed earlier, the key techniques
utilised in BEST-F were likely to stimulate intense affect, thus activating the parent’s
attachment system to regulate these emotions. With the help of skilled therapists, the provision
of therapeutic guidance by assisting parents in managing and processing their experienced
distress, as well as co-regulating these states can increase the parent’s awareness and
understanding of their attachment emotions and corresponding behaviours to re-establish the
dyadic experience (Farber et al., 1995; Hughes, 2004).
Within a family systems context, the therapist’s assistance with co-regulation of the
parent-child dyad and other family members while modelling the role of a co-regulator to
parents is essential (Cassidy, 1994). The idea is that parents are able to experience co-regulation
while learning how they can serve as a co-regulator to their child. Similarly, there are various
moments throughout BEST-F that prompted therapists to take a reflective stance when
exploring difficult life events with the family, which may lead to mutual exploration of
distinctive family moments (Byng-Hall, 2008). This provides an opportunity for the therapist
to obtain better understanding of the family’s situation as well as model RF, problem-solving,
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and effective communication skills. Specifically, BEST-F therapists noticed and named
apparent interactions among family members, and examined the validity of these observations
through mutual exploration. The repeated cycle of noticing and being reflective can assist
family members to understand common triggers for negative interactions and consider
alternative approaches in communicating with one another (Keaveny et al., 2012). Through
this repeated process, family members can progressively revise their IWMs, thus encouraging
more open communication. Therefore, the multirole of a BEST-F therapist as a secure base,
role model, and coach highlights the importance of well-supervised and trained therapists.
Dissertation Strengths
At the current developmental stage of BEST-F, conducting a pilot trial is an appropriate
study design used in this dissertation. As BEST-F is a novel intervention, the pilot study
provides program developers with the opportunity to enhance the integrity and develop
consistent practices, reflecting an act of good clinical practice (Leon et al., 2011). Notably, the
initial test of feasibility offers crucial information that is necessary to remedy problems with
the intervention design and components for future confirmatory studies as development of the
intervention progresses (Duan, 2013). In addition, the use of a mixed methods analysis
contributes to the strength of this study. The combination of both quantitative and qualitative
outcomes give meaning to these findings which enables program developers and researchers
to capture the intricacy of phenomenon of interest (Palinkas et al., 2011). Moreover, the
inclusion of direct feedback from participants who have completed BEST-F allowed the
evaluation of real-world effectiveness and provided further insights into the participants’
perceived barriers in participation and change, mechanisms of change, and suggestions for
further improvements of the program (Rodgers & Elliott, 2015). This assists with increasing
the likelihood of effectively translating the BEST intervention model by considering and
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responding to the interests and needs of involved stakeholders (Doyle et al., 2009; Garland et
al., 2012).
In addition, the use of well-validated and reliable outcome measures represents a
strength of this study. The utilisation of outcome instruments that indeed measured what they
intended to with limited error is especially pertinent in this pilot phase of BEST-F (John &
Soto, 2007). In fact, choosing the most appropriate measures is crucial in establishing clinical
significance in relation to the goals of the intervention (Kazdin, 1999). Lastly, efforts in
preserving the fidelity of BEST-F through manualising the intervention, providing training,
and ongoing supervision presents as another strength of this study. Past research has also
suggested that the provision of a manual and appropriate training can produce technical
adherence which supports treatment fidelity (Miller & Binder, 2002). Altogether, the processes
of involving stakeholders and conserving the fidelity of BEST-F have considered the
appropriate steps in not only designing a larger confirmatory study, but in translating the
intervention to clinical practice.
Dissertation Limitations
Research Design
This study was constrained by the nature of pilot studies which does not represent a
confirmatory study. As this study acted as a preliminary step, causation and generalisation of
the results to the population is unviable. Specifically, pilot studies do not constitute a
hypothesis testing study, thus efficacy and limits of the intervention were not examined
(Dworschak & Campbell, 2015). Additionally, the feasibility results obtained cannot be
generalised beyond the exclusion and inclusion criteria that were determined for this study.
This is mainly due to the small sample size which may increase the likelihood of false positive
or false negative results (Leon et al., 2011). Moreover, the small sample size may have notably
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influenced the power of the statistical analyses conducted (Columb & Atkinson, 2015).
Furthermore, the absence of randomisation to an active control group limits this study as nonrandomisation does not account for systemic differences between groups, thus possibly
affecting the interpretation of these findings (Sibbald & Roland, 1998). Also, this study
incorporated only one follow-up session at 8-week post-intervention. Therefore, this limits the
capacity of the current study in evaluating notable longer-term outcomes of the intervention
that may be evident due to continued systemic changes (Fitzpatrick et al., 2018). Similarly,
incorporating follow-up assessments in Translational Study 4 is necessary in future studies to
measure if benefits gained from attending the BEST training were sustained.
Although the use of a mixed methods approach has extensive strengths, this method
can present several challenges especially when including qualitative data. First, qualitative
findings were not tested to discover statistical significance, rather it provided detailed
descriptions which limits the demonstration and maintenance of rigor (Anderson, 2010;
Ochieng, 2009). Second, ambiguities pertaining to the complexities of language, cultural
contexts, and interpretation may pose as a considerable threat to qualitative findings
(Poindexter, 2003). Third, respondents may provide socially desirable responses in face-toface interview contexts leading to social desirability bias that can result in overestimation of
positive responses (Bergen & Labonté, 2020). Finally, the quality of this research is highly
dependent on the interviewer’s skills, and that the use of a semi-structured interview approach
limits these findings due to possible interviewer and response biases (Adams, 2015; Presser &
Stinson, 1998). Despite considerable efforts, these biases are unavoidable but may only be
reduced by including two interviewers to take the right measures by clarifying participant
responses, which was the case in BEST-F.
In this study, the exclusive use of parent-report measures also limits the understanding
of these findings. The need for multiple informants including teacher report could provide
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helpful insights into the child mental health outcomes in several contexts (Achenbach, 1985).
Specifically, this study did not include the use of the Teachers’ Report Form of the CBCL. In
fact, completion of this form by the children’s teachers can provide a more comprehensive
reflection of child outcomes and changes across different settings. Nonetheless, the CBCL in
general is not a diagnostic measure as it only intends to assess competencies and problem
behaviours in children, thus acting as a diagnostic screening tool (Rishel et al., 2005). Perhaps
the incorporation of structured clinical diagnostic interview schedules should be considered in
addition to the CBCL. Examples of reliable and well-validated diagnostic tools include the
Mini International Neuropsychiatric Interview for Children and Adolescents (Sheehan et al.,
2010), Kiddie Schedule for Affective Disorders and Schizophrenia for School-aged Children
(Kaufman et al., 1997), Child and Adolescent Psychiatric Assessment (Angold & Costello,
2000), Diagnostic Interview for Children and Adolescents (Reich, 2000), and Structured
Clinical Interview for DSM-V (Shankman et al., 2017). However, it is important to consider
the shortcomings of utilising these measures including the length of administration which is
approximately between 1.5 to 3 hours, complicated scoring systems, and training requirements
(Leffler et al., 2014; Sheehan et al., 2010). Furthermore, the therapists’ perspectives were not
considered in both evaluation of treatment effects and processes. Consequently, future studies
should also consider the therapist as an informant of child outcomes, and explore the therapists’
experiences facilitating BEST-F for the purpose of continuous program development and
effective transmission of the intervention program to clinical practice.
In addition, this study did not examine possible predictors, moderators, and mediators
that may influence treatment outcomes obtained. It is imperative to examine these constructs
as it provides a test of the theoretical mechanisms that underlie the intervention effects, thus
aiding in program refinement (Kazdin & Nock, 2003). Despite incorporating attachment
concepts in BEST-F, promoting positive shifts in attachment patterns was not the primary aim
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of this intervention. Therefore, pre-post attachment shifts were not measured in this pilot study.
In fact, the Child Attachment Interview was utilised in the initial assessment session for
children aged between 8 and 11 years whereas the M-CAST was utilised for children aged
between 3 and 7 years. These assessment tools aimed to assess attachment patterns in children
(Goldwyn et al., 2000; Shmueli-Goetz et al., 2008), and was primarily used to inform the
therapists’ formulation of the child’s difficulties and family environment which is pertinent in
BEST-F. Moreover, this study did not measure changes in PRF at the 4-timepoints. In line with
participants’ feedback, PRF is an essential feature of this intervention, thus measuring PRF
may contribute to further understanding of intervention mechanisms. An example of a selfreport measure measuring PRF is the Parent Reflective Functioning Questionnaire which
demonstrated good internal consistency, test-retest reliability, and factor structure (Luyten et
al., 2017). Nonetheless, the use of a self-report questionnaire has limited ecological validity
when compared to using transcript-based measures that views PRF as a phenomenon rather
than an isolated capacity that emerges within unfolding dialogs (Shaw et al., 2020). Therefore,
the use of a transcript-based measure such as the Adult Attachment Interview (AAI) (George
et al., 1996) is preferable. Providentially, the AAI was incorporated into the PRI that was
conducted in Session 1 of BEST-F. Although PRF could be measured using the PRI at preintervention per se, an aggregate score was not produced to provide an overall rating of the
parent’s RF capacity. Henceforth, considering the inclusion of pre-post PRF measurements
may provide further explanation as to how PRF may play a role in improving child and parental
mental health outcomes as well as caregiving behaviours.
Practice Recommendations and Directions for Future Research
This pilot study of BEST-F was designed to exclusively offer an initial test of feasibility
guided by Kazdin’s (1997) model for developing novel interventions. As BEST-F is currently
between the steps of “specification of treatment” and “test of treatment outcome”, the initial
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evaluation of treatment outcomes was indicated. The development of BEST-F continues to
progress, necessitating further planning based on the current position of the intervention and
future steps as guided by Kazdin’s model. First, taking a step back to re-explore other possible
mechanisms of treatment to further improve program logic and content is recommended. Here,
predictors of outcomes in the study should be examined to understand possible moderators and
mediators influencing treatment outcomes (Kraemer et al., 2002). Likewise, the understanding
of other attachment constructs that were not evaluated in this pilot study may assist in
enhancing treatment processes to improve treatment outcomes.
In BEST-F, the PRI provides an opportunity for further exploration of other systemic
level attachment constructs based on the discursive-relational model. Specifically, the PRI
allows for identification of specific discursive language used based on the parent’s recall of
early life experiences including attachment memories, separation, and loss (Lewis, 2020).
However, a coding procedure is required to rate patterns of conversational styles that emerged
across the interview to produce an overall coherence of discourse. Here, a dismantled study of
BEST-F was developed to address this gap by generating a coding procedure. Following the
footsteps of its predecessors, BEST-F moves toward targeting representational models and
interactional patterns underlying attachment vulnerabilities as means of treating early
symptoms of childhood depression, anxiety, and other forms of psychopathology (Lewis,
2020). As discussed earlier, future studies should also consider the inclusion of postintervention attachment and PRF measurements to further our understanding of the limitations
and aptitudes of this intervention in treating child psychopathology. These are important steps
to take in working towards larger confirmatory studies examining the efficacy of BEST-F.
Clearly, the goal of initial feasibility testing of BEST-F act to enhance the probability
of success in subsequent larger studies including a RCT (Leon et al., 2011). Therefore, future
confirmatory studies should consider incorporating a larger sample size, randomisation of
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groups, an active control group, multiple follow-up measurements, multiple informants
including teacher report, and structured clinical diagnostic tools in addition to the CBCL to
allow for a more comprehensive understanding of treatment effects and its sustainability within
this population. As reviewed in Chapter 4, examples of possible interventions for the active
control group can include Being Brave (Hirshfeld-Becker et al., 2010) and Building Confidence
(Wood et al., 2006) that are F-CBT programs aimed to treat a range of symptoms of anxiety
disorders in children. However, these interventions are not transdiagnostic and should be
considered with care. To the best of our knowledge, the only transdiagnostic F-CBT program,
Emotion Detectives is a group-based program for children aged between 7 and 12 years that is
currently enrolled in an ongoing open trial (Ehrenreich-May & Bilek, 2012). Thus, this does
not make a fair comparison to BEST-F that was originally designed as an individual family
intervention. Notwithstanding, BEST-F may follow its predecessors and evolve into a multifamily group intervention in the future to improve time efficiency and allow for social support
among other participants in the group (Beck, 1996). In fact, based on consumer feedback of
BEST Plus, participants reported feeling less isolated and experienced reduced levels of selfblame and guilt as a result of being in a collegial atmosphere (Lewis et al., 2012).
In addition, further test of treatment fidelity is recommended where an audit of
therapists’ integrity in conducting BEST-F according to the manual should be reviewed
(Schoenwald et al., 2011). It will be interesting to categorise the differences and similarities of
the BEST therapists’ approaches despite following a manual, and investigate how these might
have impacted on treatment processes and outcomes. This evaluation can be achieved by
reviewing video recordings of BEST-F sessions conducted for the purpose of this pilot study.
In fact, this component adds to the current dual training model of BEST where therapist
competency and adherence are evaluated by experienced, senior therapists and BEST program
developers. Further evaluations of intervention competency and fidelity over a longer time
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period not only enhances treatment fidelity but informs the focus of future BEST training
programs (Roth & Donnan, 2019). Therefore, future studies should improve the competence
framework of BEST by considering additional assessment of fidelity using appropriate fidelity
instruments to ensure that the BEST intervention model can be translated to clinical practice
across various treatment settings (Yates et al., 2013).
Moving forward, Kazdin’s (1997) model suggests examining possible treatment
moderators, boundary limits, as well as generalisation and applicability of the intervention
model in various treatment settings. Here, participants’ feedback reported in Chapter 8
regarding broader contextual factors such as the type of family structures (e.g., nuclear, single
parent, or joint family) is considered. In essence, BEST-F was developed to fit all types of
family structures (Benstead & Lewis, 2016). However, participants who were single parents or
had a partner with a FIFO job recommended the inclusion of an extended family in the
intervention. Therefore, future studies should examine effects of treatment interactions with
contextual factors including type of family structure and other demographical variables to
assess the boundaries and limits of BEST-F that will further inform its applicability (Kazdin &
Nock, 2003). Additionally, the implementation of the BEST intervention model in other
contexts should be investigated. The present study was conducted within a university clinic
that received community-based referrals and produced promising results. As such, this
intervention should translate well in other community-based service providers with similar
referrals. Nonetheless, this conclusion cannot be made until further test of applicability is
conducted to examine if these promising changes can be obtained and sustained under different
circumstances (Kazdin, 2004).
Following the collaboration with Coodanup College, future studies should examine the
applicability of BEST within a school-based treatment context. The same can be conducted
within other contexts such as outpatient and inpatient facilities to test the generalisability of the
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BEST intervention model. In addition, implementation planning should highlight sustainment
strategies to improve the sustainability of BEST interventions in various treatment setting.
Sustainability of novel evidence-based interventions remains a challenge for community-based
institutions within the public health system (Aarons et al., 2011). Henceforth, sustainment
strategies including continued training, booster training sessions, provision of feedback, and
systemic adaptation of the intervention to increase its compatibility to specific treatment
settings should be considered at this time (Hailemariam et al., 2019). This is especially
important to ensure that the BEST intervention model can be feasibly applied and clinically
utilised within the public health system (Schmittdiel et al., 2010).
Conclusions
This dissertation aimed to evaluate the feasibility of BEST-F, a novel attachment-based
family intervention. Findings of this dissertation demonstrated that BEST-F showed promise
in reducing symptoms of child psychopathology, parental mental health symptoms, and
disorganised caregiving behaviours. More momentously, these improvements were better than
predicted such that further improvements were observed at the 8-week follow-up. Taken
together, BEST-F is a feasible and acceptable model of intervention for families with children
aged between 3 and 11 years presenting with symptoms of depression and anxiety disorders.
Additionally, this study demonstrated that applying a combination of attachment and family
systems concepts to target modifiable family factors produced promising results as reflected
by the reduction of child psychopathology symptoms, and that the benefits extended to their
primary caregivers. Moreover, findings of this study add to the limited body of literature on
attachment-based family interventions designed to treat childhood depression and anxiety
disorders. Other critical implications include addressing the need for early intervention prior to
the adolescence period, and the importance of transdiagnostic interventions especially when
high comorbidity and symptoms overlap are commonly present among children (Chase &
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Eyberg, 2008; Willner et al., 2016). This pilot study has also laid fundamental groundwork for
future confirmatory studies. Despite these promising results, additional effort is required to
further improve BEST-F with reference to Kazdin’s (1997) model for developing effective
novel interventions. These steps are essential in working towards successfully translating this
novel intervention model to clinical practice within the public health system.
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Appendix 3: BEST Training Pre-Training Questionnaire
Pre-Training Questionnaire
Trainee ID:
Date:

Venue:

o This questionnaire was designed to determine what you already know about the
training theme. We will ask you to complete the questionnaire again at the end of the
training program so that we can assess what you have learned and how the trainers
have done at conveying the main points.
o This is not a test and you will now be graded on your performance.
o The questionnaire has questions about a wide variety of topics that will be covered in
this training program. You should attempt all questions on your own and to the best
of your ability.
SECTION 1
1) What are your expectations of this training program? What do you hope to gain
by participating in it (e.g. new knowledge, attitudes, skills)?

2) What is the one thing that you would most like to learn during the training
program?

3) What kinds of experience(s) do you have in the area of youth mental health
(depression and anxiety), and substance use?
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4) What is your current level of confidence in supporting individual young people
with mental health and/or substance use issues?
(1 = not confident at all; 5 = very confident)

1

2

3

4

5

5) What is your current level of confidence in supporting parents and families with
vulnerable young people?
(1 = not confident at all; 5 = very confident)

1

2

3

4

5

6) What is your current level of confidence in therapeutic work with family groups?
(1 = not confident at all; 5 = very confident)

1

2

3

4

5
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SECTION 2
Please read the following statements and tick the box that relates best to your personal
opinion.
Neither
Strongly
Disagree

Disagree

Disagree
nor
Agree

1

I feel comfortable in dealing
with depressed clients/patients’
needs.

2

Depression is a disease like any
other (e.g. asthma, diabetes).

3

Psychological therapy tends to
be unsuccessful with people
who are depressed.

4

Antidepressant therapy tends to
be unsuccessful with people
who are depressed.

5

One of the main causes of
depression is a lack of selfdiscipline and will-power.

6

Depression treatments
medicalize unhappiness.

7

I feel confident in assessing
depression in patients/clients.

8

I am more comfortable working
with physical illness than with
mental illnesses like depression.

9

Becoming depressed is a natural
part of being old.

10 All health professionals should
have skills in recognising and
managing depression.

Agree

Strongly
Agree
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11 My profession is well placed to
assist patients/clients with
depression.
12 Becoming depressed is a way
that people with poor stamina
deal with life difficulties.
13 Once a person has made up
their mind about taking their
own life, no one can stop them.
14 People with depression have
care needs similar to other
medical conditions like
diabetes, chronic obstructive
pulmonary disease, and
arthritis.
15 My profession is well-trained to
assist patients/clients with
depression.
16 Recognising and managing
depression is often an important
part of managing other health
problems.
17 I feel confident in assessing
suicide risk in patients/clients
presenting with depression.
18 Depression reflects a response
which is not amenable to
change.
19 It is rewarding to spend time
looking after depressed
patients/clients.
20 Becoming depressed is a natural
part of adolescence.
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21 There is little to be offered to
depressed patients/clients who
do not respond to initial
treatments.
22 Anyone can suffer from
depression.

SECTION 3
Answer each item by ticking one of the three options – “True”, “False”, or “Don’t know”.
True

False

Don’t
know

1

People with depression often speak in a rambling and
disjointed way.

2

People with depression may feel guilty when they are
not at fault.

3

Reckless and foolhardy behaviour is a common sign of
depression.

4

Loss of confidence and poor self-esteem may be a
symptom of depression.

5

Not stepping on cracks in the footpath may be a sign of
depression.

6

People with depression often hear voices that are not
there.

7

Sleeping too much or too little may be a sign of
depression.

8

Eating too much of losing interest in food may be a sign
of depression.

9

Depression does not affect your memory and
concentration.

10 Having several distinct personalities may be a sign of
depression.
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11 People may move more slowly or become agitated as a
result of their depression.
12 Clinical psychologists can prescribe antidepressants.
13 Moderate depression disrupts a person’s life as much as
multiple sclerosis or deafness.
14 Most people with depression need to be hospitalised.
15 Many famous people have suffered from depression.
16 Many treatments for depression are more effective than
antidepressants.
17 Counselling is as effective as family-based therapy for
depression.
18 Family-based therapy is as effective as anti-depressants
for mild to moderate depression.
19 Of all the alternative and lifestyle treatments for
depression, vitamins are likely to be the most helpful.
20 People with depression should stop taking
antidepressants as soon as they feel better.
21 Antidepressants are addictive.
22 Antidepressant medications usually work straight away.
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SECTION 4
Please provide details about yourself by answering in the space provided and ticking the
appropriate boxes.
1) Gender:
Female

Male

Others

Less than 21

31 – 40

Over 61

21 – 25

41 – 50

26 – 30

51 – 60

2) Age group:

3) Highest level of training/ education/ qualification:
High School

Bachelor’s Degree

Pre-University

Master’s Degree

Diploma

Doctorate

Others, please specify: __________________________________________
4) Current profession:
Psychiatrist

Mental Health Nurse

Physician

Clinical Social Worker

Professional Counsellor

Student

Psychologist (provisional, general, school, others)
Others, please specify: ____________________________________________
5) Years of clinical experience working with younger people prior to attending this
program:
Under 3

5-10

21-30

3–5

11-20

Above 30
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Appendix 4: BEST Training Post-Training Questionnaire

Post-Training Questionnaire
Trainee ID:
Date:

Venue:

o This questionnaire was designed to determine what you have learned or gained from
the training program. This is not a test and you will now be graded on your
performance.
o The questionnaire has questions about a wide variety of topics that will be covered in
this training program. You should attempt all questions on your own and to the best
of your ability.
SECTION 1
1) Please list the three most important things that you learned as a result of the
training?
i.
ii.
iii.

2) Please list three things you will do differently in your practice as a result of the
training?
i.
ii.
iii.
3) What is your current level of confidence in supporting individual young people
with mental health and/or substance use issues?
(1 = not confident at all; 5 = very confident)

1

2

3

4

5
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4) What is your current level of confidence in supporting parents and families with
vulnerable young people?
(1 = not confident at all; 5 = very confident)

1

2

3

4

5

5) What is your current level of confidence in therapeutic work with family groups?
(1 = not confident at all; 5 = very confident)

1

2

3

4

5
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SECTION 2
Please read the following statements and tick the box that relates best to your personal
opinion.
Neither
Strongly
Disagree

Disagree

Disagree
nor
Agree

1

I feel comfortable in dealing
with depressed clients/patients’
needs.

2

Depression is a disease like any
other (e.g. asthma, diabetes).

3

Psychological therapy tends to
be unsuccessful with people
who are depressed.

4

Antidepressant therapy tends to
be unsuccessful with people
who are depressed.

5

One of the main causes of
depression is a lack of selfdiscipline and will-power.

6

Depression treatments
medicalize unhappiness.

7

I feel confident in assessing
depression in patients/clients.

8

I am more comfortable working
with physical illness than with
mental illnesses like depression.

9

Becoming depressed is a natural
part of being old.

Agree

Strongly
Agree
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10 All health professionals should
have skills in recognising and
managing depression.
11 My profession is well placed to
assist patients/clients with
depression.
12 Becoming depressed is a way
that people with poor stamina
deal with life difficulties.
13 Once a person has made up
their mind about taking their
own life, no one can stop them.
14 People with depression have
care needs similar to other
medical conditions like
diabetes, chronic obstructive
pulmonary disease, and
arthritis.
15 My profession is well-trained to
assist patients/clients with
depression.
16 Recognising and managing
depression is often an important
part of managing other health
problems.
17 I feel confident in assessing
suicide risk in patients/clients
presenting with depression.
18 Depression reflects a response
which is not amenable to
change.
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19 It is rewarding to spend time
looking after depressed
patients/clients.
20 Becoming depressed is a natural
part of adolescence.
21 There is little to be offered to
depressed patients/clients who
do not respond to initial
treatments.
22 Anyone can suffer from
depression.

SECTION 3
Answer each item by ticking one of the three options – “True”, “False”, or “Don’t know”.
True

False

Don’t
know

1

People with depression often speak in a rambling and
disjointed way.

2

People with depression may feel guilty when they are
not at fault.

3

Reckless and foolhardy behaviour is a common sign of
depression.

4

Loss of confidence and poor self-esteem may be a
symptom of depression.

5

Not stepping on cracks in the footpath may be a sign of
depression.

6

People with depression often hear voices that are not
there.

7

Sleeping too much or too little may be a sign of
depression.
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Eating too much of losing interest in food may be a sign
of depression.

9

Depression does not affect your memory and
concentration.

10 Having several distinct personalities may be a sign of
depression.
11 People may move more slowly or become agitated as a
result of their depression.
12 Clinical psychologists can prescribe antidepressants.
13 Moderate depression disrupts a person’s life as much as
multiple sclerosis or deafness.
14 Most people with depression need to be hospitalised.
15 Many famous people have suffered from depression.
16 Many treatments for depression are more effective than
antidepressants.
17 Counselling is as effective as family-based therapy for
depression.
18 Family-based therapy is as effective as anti-depressants
for mild to moderate depression.
19 Of all the alternative and lifestyle treatments for
depression, vitamins are likely to be the most helpful.
20 People with depression should stop taking
antidepressants as soon as they feel better.
21 Antidepressants are addictive.
22 Antidepressant medications usually work straight away.
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SECTION 4
Please read the following statements and tick the box that relates best to your personal
opinion.
Neither
Items

Strongly
Disagree

Disagree

Agree
nor
Disagree

1

The presenters were extremely
good at explaining things.

2

The presenters worked hard to
make the subjects interesting.

3

The training program developed
my problem-solving skills.

4

It was unclear what was
expected from me in this
training program.

5

I was generally given enough
time to understand the things I
had to learn from the training
program

6

The sheer volume of content to
be got through in the training
program meant it could not all
be thoroughly comprehended.

7

Overall, I found the training
program intellectually
stimulating.

8

Overall, I found the training
program motivating.

9

The training program developed
my confidence to investigate
new approaches.

Agree

Strongly
Agree
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10

The training program has
sharpened my clinical skills.

11

I have an improved
understanding of the role of a
professional in providing high
quality services.

12

The training materials used
were not clear and concise.

13

The training materials used
were relevant and up to date.

14

Overall, I was satisfied with the
quality of the training program.

15

Overall, my training program
experience was worthwhile.

SECTION 5
Complete the following questions by choosing the correct answer A, B, C, D, or E.
1) Which of the following is not the reason for integrating families into adolescent
mental health treatments?
A. Improve adolescent engagement
B. Improve treatment efficacy
C. Improve family social environment
D. Improve communication among family members
E. Time efficiency
2) What approach does BEST MOOD primarily adopt?
A. Family systems
B. Humanistic
C. Behavioural
D. Cognitive-behavioural
E. Psychodynamic
3) Which of the following is not a session theme adopted in BEST MOOD?
A. Family Unity
B. Navigating Our Futures
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C. Closing Conversations
D. Moving Forward
E. The Family Life Cycle
4) Which of the following is not the main focus of the BEST MOOD parent component?
A. Introduce various parenting skills and techniques for managing at-risk adolescents
B. Improve aspects of family functioning that are contributing to the family’s
problems
C. Provide education around stress and self-care strategies for stress reduction
D. Assist parents in managing sibling rivalry
E. Foster reflective functioning among parents
5) Which of the following is not the main focus of the BEST MOOD adolescent
component?
A. Gain social skills from participating in a group program
B. Address depressive symptoms and work on dyadic interactions among family
members
C. Improve the young person’s capacity and motivation for communication
D. Provide education around stress and self-care strategies for stress reduction
E. Gain understanding of depression and skills in managing its symptoms
6) From sessions 5 to 8, the identified young person who presents with depression (or
related issues) and their siblings are invited to join the group with their parents. The
group format requires the group to commence as one large group together, then split
into two groups – parents and young person in separate rooms – then at the end of the
session, parents and the young adult come back together. What is the therapeutic aim
of such arrangement?
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
__________________________________________________
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7) Describe the therapeutic purpose of the following BEST MOOD metaphors:
a. Bumps in the Road
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
____________________________________________________________
b. River of Life
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
____________________________________________________________
c. Oxygen Mask
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
____________________________________________________________
Thank you for your time!
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