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ABSTRACT

The present study assesses the effects of a semi-structured intervention held exclusively with
mothers and its effects on internalizing problems, social skills of children, and positive and negative
parenting practices. The single subject experimental design with three participants was adopted.
The three mothers had, in baseline, children diagnosed with internalizing and externalizing
problems. The instruments used were CBCL, RE-HSE-P, QRSH-Pais and PHQ-9, they were
performed in baseline, pre-test, post-test, and follow-up assessments. The intervention held is
characterized as semi-structured for it promotes the development of parental practices that are
considered positive by the literature on behavior problems, however, contingently to the difficulties
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and demands of each case. The number of sessions performed for each case was 14, 15 and 17,
which lasted about two hours each. The data were analyzed according to the instruments' norms
and under the perspective of each singular case. The results found include remission of
internalizing problems, increase in frequency of the children's social skills, increase in frequency of
positive parental practices, and decrease in variability of negative parental practices. All the
improvements were maintained on the six months follow-up, with the exception of variability on the
negative parental practices of one client. Results are discussed in a context of mental health
promotion and indicate the need for strategies to prevent internalizing problems in children.

Keywords: Internalizing problems; parental practices; parent training; single case design.

1. INTRODUCTION

Problems related to anxiety and depression
remain unnoticed or minimized by parents and
teachers, even though they are among the most
common and frequent mental health problems in
childhood [1,2]. Symptoms of anxiety and
depression indicate exposure to different
biological and psychosocial risk factors which
compromise substantially the development of
children in medium-term or long-term, in the
sense it predisposes self esteem problems,
difficulties at school and in the peer relationship,
in addition to being relevant risk factors for
several mental health problems [2,3]. In this
sense, it is accentuated the importance of
prevention on its different perspectives [4].

Anxiety and depression may be conceptually
understood as part of a greater construct named
internalization [5]. In addition, it is known that
anxiety and depression usually happen as
comorbidity, either because their etiologic
mechanisms and risk factors usually override
each other, relate or interact with each other, in a
reciprocate, dynamic, and complex manner

[3,4]. In this perspective, a consistent
identification of risk factors that are common to
internalizing problems facilitate the
implementation of extensive intervention

problems, hence supposedly more effective.

Literature has pointed out a set of risk factors for
internalizing problems, among which are found:
(a) parental psychopathology, mainly anxiety and
depression; (b) negative parental practices; (c)
stressful life events; (d) child temperament and
cognitive processes; and (e) difficulties in the
peer relationship [3,4,6,7]. Therefore some risk
factors are directly related to parental issues:
negative parental practices and
psychopathology.

Negative parental practices are indicated as
important focus of prevention and treatment

interventions, chiefly for the fact that the family is
an environment capable of selecting and
maintaining interacting and confronting repertoire
of children [6]. Parental psychopathology
problems, in special anxiety and depression, are
also important risk factors due to its mediator
effect between negative parental practices and
internalizing problems of children [8,9,10]. The
hypothesis is that anxious or depressing parents
interact with the children by stating rules, models,
and differentially  reinforcing internalizing
behaviors. Depressing and anxious mothers
have parental practices that are considered little
supportive or welcoming, negative, in addition to

over controlling, over monitoring, and over
criticizing [11]. Besides, anxious mothers
demonstrate little optimism, catastrophic thinking,
and flaws in teaching autonomy, while

depressive mothers demonstrate inconsistence
and little sensitivity to emotions [11].

Preventive interventions emphasize the reduction
of risk factors related to the emergence or
complication of problems [12]. For the anxiety
prevention it is recommended that parents learn
how to (a) promote secure attachment
relationship with their children; (b) manage and
cope with their own anxiety; (c) provide support
for the children, promoting confrontation of
situations instead of avoiding them [1,13]; (d)
give emphasis to the children's developmental
needs; (e) use competent parental practices; (f)
decrease parental stress; and (g) promote
support network for the parents [14].

To prevent depression the recommendations
include (a) early identification of vulnerability to
socioeconomic and psychopathology risks; (b)
teaching parents about parental role; (c)
promotion of support network for family
relationship; (d) developing positive parental
practices, and establishing safe attachment
relationship with children [15]; also developing
parental abilities such as (e) confrontation and
problem solving skills; (f) cognitive restructuring
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of negative beliefs; (g) social skills; and (e)
strategies for coping with family stress [16,17].

Most  correlation  studies  prioritize  the
identification of negative parenting practices
related to the internalization, to the detriment of
positive parenting practices possibly related to
prevention of this mental health problem. But the
few interventions for internalizing problems that
included parents confirm the importance of
developing positive parental practices, such as
communication strategies, solving problems and
family conflicts skills, and managing their own
and their children's emotions [18,19,20].
However, there is no conceptual model which
determines the impact and prominence of family
variables and parent-child relationship when
referring to internalizing problems. In this context,
it seems relevant every effort to describe more
precisely the effects of parental practices on the
maintenance or prevent of internalizing problems
in children.

Another important gap regarding treatments for
internalizing  problems with a parental
intervention consists in the absence of measures
of family variables, especially including parental
practices. It is more common that the children's
repertoire are assessed before and after the
parent intervention, however, parental practices
rarely are monitored and measured even when
this variables are part of the intervention target.
Improving how to measure changes in the
parents’ repertoire may contribute to specify the
change mechanism in the parent-child
interaction, which may be related to the decrease
of internalizing problems [18,19,20].

Even though it is a common ground that the
combination of interventions (child, parents, and
teachers) brings out the best results [19], there
are few investigations on the potential of
interventions held exclusively with parents for the
prevention and/or treatment of internalizing
problems, which seems relevant due to the
importance of parental practices described in
explanatory theories [4]. Interventions conducted
exclusively with parents, with an emphasis on the
development of positive parental practices, have
been connected to the reduction of mixed
problems (internalizing and externalizing) in
children [21,22,23,24,25,26]; however, only one
study found described the effects of an
intervention on anxiety problems which dealt
exclusively with parents [14]. This is a gap this
study intends to help decreasing. In addition, the
possibility of reducing or preventing internalizing
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problems through parent intervention only would
be advisable to mental health public services
regarding social and economic reasons.

In this context, the current study aims at
describing the effects of an intervention
exclusively  with  non-depressed  mothers
concerning internalizing problems, children social
skills, positive and negative parental practices, in
a context of indicative prevention. In addition, it is

also an objective to describe and raise
hypothetical mechanisms of clinical change
through modifications in measured variables.

2. METHODS

2.1 Participants

The sample has homogeneous baseline
characteristics: diagnose of exclusive

internalizing problems of one child according to
the mother's report; absence of behavior
problems at school, or any kind of academic
problems according to the teachers; mothers had
no history of mental health problems and
demonstrated no symptoms of depression during
de assessment procedures. None of the
participants or their children had any previous
psychological or pharmacological intervention.
Maternal depression was assessed to ensure the
absence of such psychopathology in the sample,
to avoid the influence of this variable in parenting
and consequently the child's mental health.

The mothers that took part in the present study
didn't voluntarily seek treatment; they were
invited due to the results considered at clinical
level found in a characterization study on
behavior problems and parental practices with
students from elementary school. This previous
study investigated 200 children from teachers
and mothers report. The data obtained from this
previous study were used as baseline. The initial
sample of this study consisted of 24 mothers who
characterized their child by the limitrophe or clinic
level by the CBCL exclusively for internalizing
problems. Because of this criteria obtained in the
previous study, these 24 mothers were invited to
participate of a preventive intervention
concerning parental practices. After the
invitation, 18 out of the 24 mothers from the
sample declined to participate. Only six mothers
accepted at first, and then they took part of a
new pre-intervention assessment. At the end of
this second assessment (pre-test), three mothers
affirmed they didn't need or weren't interested in
the intervention on parental practices and didn't



adhere to the intervention. The three participants
that committed to individual intervention agreed
in voluntarily taking part of the research and
signed the consent form with clarification of the
research. The mothers who took part in the
intervention are identified as P1, P2, and P3 in
order to keep confidentiality. The socioeconomic
variables are described in Table 1.

2.2 Design

The present study consists in the presentation of
three clinical cases [27] conducted and assessed
by single case experimental design [28]. This
single case design was adopted for being the
best option taking into consideration the reduced
sample of three participants, due to non
adherence of most mothers in the sample. The
literature [29-31] has documented difficulties
related to parents adherence to interventions,
which was also observed in this study. Behavior
problems, social skills of children, maternal
depression, and parental educative practices
were measured in different moments: baseline
(from a previous categorization study), pre-test,
post-test, and follow-up. One exception occurred
with P2 which had no baseline for this participant
was not part of the previous study.

The commitment of the three mothers which
accepted to begin the intervention was
guaranteed, for there was no abandonment of
the treatment. In this context, some strategies for
facilitating the commitment must be highlighted.
Bearing in mind that studies have found that
parents adherence is difficult to achieve
[29,30,31] in the present study, each intervention
was held in different conditions of clinical
treatment (P1 had home care, P2 was treated in
the school environment, and P3 had intervention
in the school-clinic). This flexibility regarding the
therapeutic setting was to facilitate the mothers’
adherence, according to literature recommenda-
tion [31].

2.3 Instruments and Assessment
Strategies

Children were studied through their mothers’
report. All measures and data were collected
from parent report instruments, CBCL, RE-HSE-
P and QRSH. These instruments provide
information about children (i.e. behaviour
problems and social skills) and also about
parental practices (in case of RE-HSE-P).
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a) Child Behavior Check List - CBCL: it was
chosen for the assessment of behavior
problems because it is considered gold
standard in the area. It consists on an
instrument that investigate the frequency of
behavior  problems, suggesting the
diagnostic classification of normal, clinical,
and limitrophe for externalizing and
internalizing problems, in addition to its
respective subtypes [32]. T scores are
presented with a 0-100 variation; for
behavior problems T scores between 60
and 70 indicate clinical level impairment,
while T levels above 70 indicates severe
impairment. It is not validated to the
Brazilian population but preliminary results
were compared to other psychiatric
assessment and showed high level of
correlation and internal validity [33].

b) Roteiro de Entrevista de Habilidades
Sociais Educativas Parentais - RE-HSE-P
(Parenting Social Skills Interview Guide):
consists of a semi-structured interview
guide through which are described
behaviors, antecedents, and
consequences of the interactions
established between parents and children
[34]. RE-HSE-P presents the classification
in clinical, non clinical, and limitrophe,
negative educational practices, children
behavior problem and context variable.
The reliability of RE-HSE-P [35] was
certified by the Spearman correlation test,
in which the instrument attained significant
correlations for mothers (correlation equal
to 0.76, significant at 5%) and for fathers
(correlation equal to 0.89, significant at
1%) [36]. The instrument presented an
alpha of 0.846 of internal consistency.

c) Questionario de Respostas Socialmente
Habilidosas — QRSH- Pais (Social Socially
Savvy Answers Questionnaire Version for
Parents): it's an instrument where parents
inform about the responses of their
children in 18 social skills investigated
[37]. The internal consistency was
measured for the total score, with alpha at
0.82. By the total score of social skills of
children it is possible to distinguish groups
with indexes of behavior problems
(average lower then 25.22).

d) Patient Health Questionnaire - PHQ-9: it's
a well known module of a psychopathology
diagnostic instrument composed by nine
items directly based on the diagnostic
criteria of Major Depressive Disorder in
DSM-1V [38].



e) JT method: This nonparametric method
aims to determine the clinical significance
of interventions results (related to external
validity of the intervention), in other words,
check that the intervention produced a
change in clinical status of the client, as
well as a reliable change index (related to
validity inner intervention) that checks
whether an improvement or worsening of
the client and this could be attributed to the
intervention [39].

f) Semi Structured Clinical Interview Guide:
it's a qualitative instrument, and it was
used with the aim of welcoming the
participant, informing about the treatment,
collecting data about the complaint and
related variables, and identifying additional
demands of mothers regarding the
intervention [40].

2.4 Formulation of Clinical Cases
The formulation of the clinical cases was made

possible due to the semi-structured clinical
interview and the results of the instruments in

pre-test. The similarites and differences
regarding behavior problems and respective
variables linked to the acquisition and

maintenance of such problems are summarized
at Table 2.

It is important to state that even though
externalizing problems happened in non
significant frequencies for the diagnostic patters
of CBCL, the mothers were frequently bothered
with those behaviors and reported them to the
therapist due to great difficulties in interacting
with the children. In this sense, the existence of
externalizing problems was described by
mothers as a variable directly responsible for the
adherence to the intervention, regardless of the
frequency in which they were presented.

It was established as a hypothesis that the
internalizing problems of children would happen
in a family context in which there were previous
experiences with deprivation of affection
summed with the likelihood of feeling inadequate
or inferior to the parental expectations modulated
the reinforcing value of parental practices of
demonstrating approval and acceptance, as well
as the aversive effect of feeling criticized or
punished for the way they behave. Hence, when
facing daily situations of tasks, routine and
conflicts, to which are presented rules, strict and
demanding performance expectations, the
children have greater possibilities of emitting
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internalizing behaviors, for they produce
consequences reinforced by mothers.

Therefore, it was verified a continuous process of
shaping internalizing patterns in the parent-child
interaction, to which are added collateral effects
as feelings of anxiety, sadness, and
helplessness sensation. At the same time, social
skills of confrontation and externalizing behaviors
of children that put at risk the parental authority
or don't correspond to parental expectations and
rules, are punished by negative practices of
invalidation, broad criticism, punishment,
comparisons, demonstration of rejection or
disappointment, on the other hand time they
occasionally produce some reinforcements such
as the relief of negative feelings, and receive
more attention from parents, even though it is
followed by punishments as intensification of
critics and demands.

2.5 Intervention

The given procedure [41] was selected due to
the emphasis in promoting social competence of
parents for more positive interactions with their
children [22]. Moreover, the chosen procedure
produced favorable results regarding the
indicated prevention and treatment of
externalizing or mixed behavior problems with
group or individual treatment of mothers of pre-
scholars, scholars, and adolescents [21,22,23,
25].

Procedure and application recommendations are
described [41] and predicts about 14 sessions
based in thematic contents on positive parental
practices. Table 3 shows themes in parental
practices which are better described in an
Informative Booklet [42], elaborated as an extra
material for fathers and mothers that participated
in interventions during and after the sessions.

The therapeutic process was based on the
Analytical Behavioral Therapy and the main
techniques used were functional analysis, role
playing, modeling, differential reinforcement of
target behaviors in the reports, at the home
assignments, and in therapist-client interactions
[41]. The analytical-behavioral therapist manages
behaviors of showing empathy, asking questions
about factors and feelings, requesting reflections,
establishing explanatory relationship, providing

information, recommendation, agreeing or
disagreeing, and approving or disapproving
[25,43].
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The meetings took place weekly and lasted from
90 to 120 minutes. Each session was organized
in different moments and with different aims,
which included the discussion and functional
analysis of the reports on the home assignments
proposed in the previous session, the
presentation of one or more themes on predicted
positive parental practices, the presentation of
the next homework and the evaluation of the
session. In each session the themes on parental
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according to the difficulties and problems
presented by mothers. The home assignments
were proposed to promote the application of
parental practices that were discussed in family
environment to favor the generalization of
positive practices with their children and
relatives. Concomitantly, reporting about the
homework always facilitated for the therapist to
obtain specific and more realistic reports about
difficulties and potentialities of mothers in the

practices were presented and developed interactions with the children.
Table 1. Socioeconomic description of the participants
Participant Age Marital Number of children Level of Job Position
Status and age education
P1 33 Married 8-year-old* and 5- Attending Assistant teacher in a
year-old girls college special education institute
P2 39 Divorced 21-year old woman Secondary Housekeeper and elderly
and 8 year-old boy* school caretaker.
P3 30 Married 10-year-old girl*and  High school = Manicure and craftswoman.

a 6-year-old boy

Legend: (*) Child with internalizing problems according to CBCL at baseline and pre-test

Table 2. Similarities among the mothers report about their children and their practices

Complaints of internalizing problems

At least three of the following internalizing symptoms:
Excess

of preoccupation, sadness, self negative

comparison, difficulty in deny peer requests, fear of growing

and

aging,

fear of hurting others, dependency,

perfectionism, rules strictness, strictness on the evaluation
of others, nail biting, difficulty in expressing feelings, feeling

rejected.

Complaints of externalizing problems

Question rules, stubbornness, disobey, reject caress, refuse

request, verbal aggressiveness and fights with the sibling,

irritability.

Other characteristics of the children

(a) Justify the emergence of externalizing problems for

feeling extremely wronged at their own emotions;

(b)Protect or save the siblings to please parents and to
decrease their own guilt;

(c) Make comparisons establishing relationships in which are
inferior; self esteem problems;

(d) avoidance of confrontations in social occasions;
(e)helpful, collaborative, good academic performance;

(f) very observational sensitive to critics, disapproval and

approval.

Parental practices

(a) High expectation and demands: serving as role model or

taking care of siblings, be an excellent student, always obey
and be responsible, don't show any difficulties.

(b) Strictness of rules and practices,

inflexibility: little

variability, resistance to change; verbal punishment.

(c) Little sensitivity to negative emotions of the children, lack
of empathy and lack of recognition to the children's rights.

(d) Frequent use of self diminishing comparison to describe

children;

(f) Rare use of compliments or positive feedback, when they
happen are contingent to school performance, obedience,
and following of rules and maternal expectations.

(9) Anxious: before family conflicts, marital problems, critics
or demands, frustrations, divergences.
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Table 3. Description of themes about positive parental practices held in the semi-structured

procedure
Session Themes
1 Presentation. Initiate and keep conversation
2 Ask and answer questions
3 Express positive feelings, pay compliment, say thanks, provide positive feedback
4 Human rights in interpersonal relationship
5 Express and listen to opinions of agreement and disagreement
6 Differences between assertiveness, passiveness, aggressiveness
7 Express negative feelings, provide negative feedback
8 Make, receive, and refuse request
9 Make and receive critics, admit mistakes, apologize
10 Parents consistency about rules and limits
11 Parents attitudes that make difficult to establish limits
12 Ignore problem-behavior and reinforce differentially socially skillful behaviors
13 Establishing and giving consequences to rules, negotiating
14 Free theme: marital relationship, grandparents, work problems

An important characteristic of implementing this
intervention procedure is its semi-structured
character, so that the themes, contents, and
strategies for the sessions are based on the
recommendations of the literature while some
malleability is preserved in relation to the
individuals. Thus, it is possible  the
personalization of the number of sessions,
sequence and repetition of themes in parental
practices or in other family relations. The
malleability of the intervention processes for the
treatment of externalizing and internalizing
problems have been recommended [44] in the
sense they produce the necessary adjustments
for the behavior resources, cultural issues, and
parents motivational aspects, as well as the
severity of the children's behavior problems. In
agreement to demands and case analysis, the
intervention with P1 lasted 14 sessions while P2
and P3 had 15 and 17 sessions respectively.

The intervention procedure focuses on the
interaction established between mother and
child, even that only the mother participates in
the intervention [41]. The intervention predicts a
relationship between mothers and the therapist
based on the collaborative model of intervention
[45] through which it is recommended the
valorization of alternatives suggested by the
parents for diminishing their own difficulties,
which characterizes parents as co-therapist for
establishing favorable conditions for changes in
the family environment. The content is developed
according to the constructional model of
intervention [46], which presupposes the
strengthening of existing behavioral resources
and the amplification of repertoires that are
functionally equivalent to the problems and
difficulties.

The three cases had the same therapist and
clinical supervisor, both with analytical-behavioral
background and had experience in applying the
adopted procedure.

3 RESULTS AND DISCUSSION

3.1 Effectiveness and Efficacy of the
Intervention

The intervention efficacy can be assessed by
comparing the results of each participant with
itself through different instruments and at
different points of time during the assessment.
None of the participants showed at any time
depressive symptoms at moderate or intense
level, considering the amount and severity of the
difficulties, according to the norms of correction
of PHQ-9 for the Brazilian population [38].

Table 4 presents the CBCL results concerning
the children’s behavior problems (internalizing,
externalizing, and subtypes). The data show that
in baseline (or pre-test for P2) the children
presented exclusively internalizing problems. The
scores ranked as limitrophes (L) and clinical (C)
were considered diagnostic for internalizing
problems in the present study. Baseline and pre-
test results showed stability or aggravation of
internalizing problems along the time for all the
children. Still according to Table 4, it is possible
to observe that in post-test, the three mothers
reported a decrease of internalizing problems of
the children, reaching non-clinical levels. In this
sense, the procedure adopted might be effective
to reduce internalizing problems in this sample.
Additionally, it was observed the maintenance of
non-clinical scores on the follow-up assessment,
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which  suggests some stability of the

improvements in the mothers' repertoire.

Table 4 also shows the results of QRSH for
children’s social skills reported by the mothers. It
was observed that the non-clinical scores were
maintained or increased after the intervention. In
this sense, it seems possible that the intervention
procedure might have contributed for the
increase in the frequency of social skills of these
children, even though the pre-test data show that
the children already presented a good social
skills repertoire before the intervention, along
with internalizing problems at clinical level at that
time.

Table 5 presents the results of the RE-HSE-P
analysis categories about positive and negative
parental practices, family context, children’s
social skills and children’s behavior problems.
There were found some similarities in these
results among the three participants. The
comparison of the results from baseline, pre-test,
post-test, and follow-up demonstrated that the
intervention lead to changes in the mothers’
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interaction practices and in the children’s

repertoire.

It was observed that since baseline and pre-test
there was adequate variability of positive
parental practices (POS PR) (non-clinical
scores). However, the mothers showed low
frequency of POS PR before the intervention
(clinical scores). In post-test and follow-up there
were found improvements in the frequency of
POS PR (non-clinical or limitrophe scores). The
same happened to the social skills of children,
which were varied since baseline and pre-test,
however they had low frequency (clinical scores)
before the intervention. Also, regarding the
frequency of SS it was noted an improvement in
the post-test and follow-up (non-clinical or
limitrophe scores).

Regarding negative parental practice (NEG PR)
it can be observed that even thought the
frequency since baseline and pre-test was low
(non-clinical scores), there were inadequate
variability before the intervention (clinical scores).

Table 4. Results of CBCL (T scores) for children internalizing problems and of QRSH-Pais
(sum) for children social skills

CBCL P1 P2 P3
Internalizing BL PRE POST FOL PRE POST FOL BL PRE POST FOL
Problems

L63 C68 N52 N48 C65 N45 N41 C64 C75 N43 N50
- Affective N50 N60 N50 N50 N56  N52 N50 N60 L66 N52 N56
- Anxiety L67 C70 N59 N54 C73 N60 N51 N64 N63 N51 N62
- Somatization N50 N50 N50 N50 N50 N50 N50 L65 C73 N50 N50
QRSH N31 N27 N34 N34 N36 N36 N36 N26 N31 N36 N34

BL- Baseline; ; PRE — pre-test; POST — post-test; FOL — follow-up; N — non-clinical classification; L —limitrophe. C —
Clinical; Results in bold: T scores ranked as limitrophe or clinical by CBCL

Table 5. Variability and frequency results from RE-HSE-P

RE-HSE-P  P1 P2 P3

Content BL PRE POST FOL PRE POST FOL BL PRE POST FOL
POS PR 1INC 15NC 18NC 11NC 12NC 18NC 14NC 10NC 12NC 13NC 15NC
SS 17NC 16NC 23NC 17NC 13NC 23NC 16NC 12NC 12NC 12NC 20NC
CONT 14NC 9L 14NC 12NC 15NC 24NC 20NC 16NC 17NC 11NC 26NC
NEG PR 7C 10C 3NC ONC 7C 4NC 3NC 12C 10C 6L 11C
PROBL 10C  5NC  4NC INC  3NC 3NC INC  10C 10C  2NC  7NC
Frequency BL PRE POST FOL PRE POST FOL BL PRE POST FOL
POS PR 8C oC 11L 12L 10C 14NC 11L 10C 8C 15NC 1L
SS 7C 9C 11L 12L 10C 16NC 13NC 7C 8C 11L 11L
CONT oC 2C 2C oC 1C 2C 2C 1C 2C 1C 2C
NEG PR INC 6NC 2NC ONC 4NC INC ONC 12C 9-NC 1NC 4NC
PROBL ONC ONC ONC INC ONC 1INC ONC ONC O0-NC 1NC ONC

Label: BL - Baseline; PRE — pre-test; POST — post-test; FOL — follow-up; NC — non-clinical classification; L —limitrophe.
C — Clinical; POS PR — positive parental practices; SS- social skills of children; CONT- interaction contexts; NEG PR-
negative parental practices; PROBL- children behavior p
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This means that mothers presented several
negative practices in the interaction with the
children, though such practices could not be
ranked as clinical for its frequency. After the
intervention and during the follow-up, it was seen
a reduction in the variability of negative practices
by mothers P1 and P2 (non-clinical scores);
while for P3 the improvement in the post-test was
more subtle (limitrophe score). Moreover, it was
possible to observe in the follow-up a new
increase in the variability of negative practices for
P3 (clinical score). In regards to the behavior
problems of the children, the RE-HSE-P enabled
to identify that even though they occurred with
low frequency (non-clinical scores) since
baseline and pre-tests, their variability was
considered critical for P1 and P3 (clinical scores),
which presented improvements, decreasing the
variability of behavior problems (non-clinical
scores). It was noticed, in addition, that with the
exception of P1 in pre-tests, the contexts of
interaction (CONT) between mothers and
children were varied even before the intervention
(non-clinical scores); however the frequency of
interaction in different context was low (clinical
scores) which suffered alterations after the
intervention.

By JT method [39] reliable clinical changes were
identified in comparisons between pre and post
test, and post test and follow-up. Two of the
three participants (P1, P2) had reliable
improvement in positive total (sum of children
social skills, positive parental practices and
context), even though they were already in the
non-clinical population, even before the
intervention. As for the negative total (sum of
children problem behavior and negative parental
practices), by the cut-off points of the instrument
the participants left the clinical condition, but by
JT analysis there were no reliable changes, even
that since the pre test the scores were according
to the average population. On the comparison
measures between post test and follow-up, in
total of positive factors two participants had
reliable worsening (P1, P2) and P3 had reliable
improvement, but all remained in the non-clinical
population level.

3.2 Discussion

This study aimed to assess the effects of a semi-
structured intervention procedure with mothers of
children that had exclusively internalizing
problems. The main results include the reduction
of internalizing problems to non-clinical level after
the intervention and at the six-month-follow-up,
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as well as an increase in the frequency of
positive parental practices and a decrease in the
variability of negative parental practices of the
participant mothers. Such results obtained in the
present study are consistent with the empiric
literature about internalizing problems in several
aspects.

The small number of participants in this sample
disables conclusions about the effectiveness of
the intervention, which means that the referred
results cannot be predictable. Unfortunately,
membership adherence problems remain huge
problems in treatments for children's problems,
as other studies have demonstrated [29,30,31].

The results demonstrate an initial efficacy and
feasibility of a parent intervention to reduce
internalizing problems. In this sense, the present
study contemplates an important gap related to
the lack of studies that include or give emphasis
to the importance of the parents participation in
the treatment of internalizing problems [47]. The
focus of this intervention is the parents, their
parental practices, and eventual difficulties
regarding the family relationship that influence
and are influenced by the parental relationship
[41]. In this sense, the intervention model applied
seems to attribute to parents the role of
mediators of the development of their children,
whose behaviors are managed through parental
practices developed during the intervention
[7,19,20]. A possible explanation for the results
obtained by this type of intervention is supported
by the constructional model of clinical therapy
[46] and by the collaborative model of parenting
intervention [45]. Furthermore, parents are
approached as clients [7,18], so that different
demands and difficulties related to the family
relationship were attended while there were no
direct interactions with the children.

By two different methods (the subject as its own
control using the criteria of clinical and non
clinical, from the cut-off points of the RE-HSE-P
and CBCL instruments, and by JT method of
non-parametric statistics) results were identified
that indicate acquisition of positive parenting
practices and children's social skills, besides the
reduction of negative parenting practices and
child behavior problems.

One of the highlights of this study refers to the
promotion of positive parental practices with
emphasis to prevention and treatment [21,22,
48], covering the variables described in the
categorization literature as protective factor for
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internalization; for instance, establishing positive
communication (which includes the interest and
needs of the child), demonstration of affection
and rules that allows the child to feel safe and
confident, increase the mothers’ responsiveness
to their children’ emotion, demonstration of
support and welcoming, as well as effective
management of problems [4,8,49]. Negative
parental practices as overprotection [50]; little
welcoming, lack of support, little care, or
negligence [50]; negative affection or negativity
[49]; punishment or negligence to negative
emotion of the children [49]; practices
characterized as demanding, strict, severe, or
excessively critical [51]; parental distress,
parental inconsistence, and number of conflicts
in the family [52] were minimized at the rate they
were replaced by more effective parental
practices, either for the quality of the relationship
or for the reduction of problems and conflicts.
Both, the protection factors that are broadened,
and the risk factor that are minimized, regarding
the parental practices, are in agreement with the
behavior categories measured by RE-HSE-P in
the categories of positive and negative parental
practices.

With regards to the content of the intervention
procedure adopted it is understood that important
recommendations from the health promotion
area, prevention of anxiety problems and
depression in  childhood were covered,
predominantly about the emphasis on psycho-
education about the children's rights and
developmental needs [14,16,17]; the
development of effective positive parental
practices [1,13,14,15,16]; problem solving
strategies [16]; promotion of confrontation with
autonomy, instead of avoidance from the children
[1,13] and minimization of stress and family
conflicts [14,15,16].

Moreover, the discussion on the effectiveness of
the intervention is relative. The implementation
period can considered short [53], there was a
total of 14 to 17 sessions, 2-hours each (carried
out throughout 4 to 5 months), demonstrating
more effective results than the parental
interventions described by Herman and
colleagues [19], but less effective than others
parents intervention [18,20].

The improvement in social competence [54], that
was seen as an increase in the frequency of
positive parental practices seem to have an
inverse correlation to negative parental practices
that decreased, being less frequent. Likely, they
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were no longer necessary or sufficiently
functional in the interactions with the children, in
comparison to the learned social skilful
alternatives. These changes in the parental
repertoire of interaction might be related to the
overcoming of internalizing problems and the
increase in the frequency of children' social skills.

It is worth mentioning that the three children
showed good repertoire of social skills, at non
clinical level, since baseline. In agreement to
Leme and Bolsoni-Silva [55], it was possible to
observe during the interventions that the mothers
used to punish the social skillful behaviors of
expressing feelings and confronting in several
ways, what might have unintentionally shaped
internalizing problems. Additionally, due to the
over demanding practices and criticism, the three
mothers were always watchful and could be
disproportionately bothered with the occasional
emission of externalizing problems.

Taking into consideration P3's case, it is
discussed that the marital problems that lead to a
conflicting divorce by the end of the intervention
process may have contributed for the
maintenance of negative parental practices (at
limitrophe level in the post-test and clinical level
in the follow-up). The stress and conjugal
conflict, along with the parental psychopathology,
are among the main factors inversely related to
the therapeutic change [31]. Nonetheless, the
fact that P3's behavior problems were
established at non-clinical levels in post-test and
follow-up in CBCL and RE-HSE-P enables a
discussion about the relevance of positive
parental practices. When emerged in sufficient
variability and frequency, positive parental
practices might have influence on the mental
health of children, in addition to prevent
internalization, regardless of concomitant
negative parental practices [56].

4. CONCLUSION

The results obtained in this study point to an
initial feasibility of a parenting intervention
program to reduce internalizing problems by
promoting frequent positive parental practices
and reducing negative parental practices. It has
been discussed that even when parents are part
of intervention for children’s anxiety, treatment
effect is mainly measured by change in the
child's diagnostic status rather than changes in
parental or family functioning [57]. One positive
aspect of this study was to evaluate the
repertoires and social interactions between
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mothers and children from multiple instruments,
starting with baseline measures. The main
hypothesis is that when mothers amplified their
social competence (as the ability of
contextualizing and applying their positive
practices for increasing the quality of the
interaction and reducing conflicts), it was
followed by a decrease in the variability of the
mothers” negative practices and the children’s
internalizing  problems. Another important
advantage of this study was to control variables
for defining the sample. The intervention was
tested with non-depressed mothers of children
with only internalizing problems, without any
behavior problems at school. The major limitation
of this study is the reduced sample. The
production of more precise and stronger
evidences [53] for the prevention of internalizing
problems is advisable. So it is recommended that
future similar studies are carried out with larger
samples, with experimental designs which
compare independent groups to be part of the
intervention and a control group randomly
selected. The benefit of group intervention
instead of one to one attendance should be
investigated. Another limitation is the exclusive
use of report instruments, having mothers as the
only source of information. Future research
should consider the possibility of including
observation of parents-children interaction. It is
also recommended that future researches are
dedicated to assess other mental health
conditions of the family members that are
considered risk factors to internalizing problems,
as parental anxiety, substance abuse and marital
problems.

ACKNOWLEDGEMENTS

Fapesp and CAPES were the Brazilian funding
agencies that provided sources to this research.
These funding agencies have not played any role
in designing, collecting, analyzing, interpreting pr
writing information on the research.

COMPETING INTERESTS

Authors have declared that

interests exist.

no competing

REFERENCES

1. Hudson JL, Flannery-Schroeder E, Kendall
PC. Primary prevention of anxiety
disorders. In: Dozois DJA, Dobson KS,
editors. The Prevention of Anxiety and

Orti et al.; AIR, 4(5): 279-292, 2015; Article no.AIR.2015.083

Depression:  Theory, Research and
Practice. Washington DC: American
Psychology Association; 2004.

2. Tandon M, Cardeli E, Luby J. Internalizing
disorders in early childhood: A review of
depressive and anxiety disorders. Child
and Adolescent Psychiatric Clinics of North
America. 2009;18:593-610.

3. Epkins CC, Heckler DR. Integrating
etiological models of social anxiety and

depression in youth: Evidence for a
cumulative interpersonal risk
model. Clinical Child and Family

Psychology Review. 2011;14:329-376.

4. Dozois, DJA, Dobson, KS. The Prevention
of anxiety and depression: Theory,
research and practice. Washington DC:
American Psychology Association; 2004.

5. Achenbach TM. Manual for the Child
Behavior Checklist and 1991 Profile.
Burlington: University of Vermont; 1991.

6. Hughes EK, Gullone E. Internalizing
symptoms and disorders in families of
adolescents: A review of family systems
literature. Clinical Psychology Review.
2008;28:92-117.

7. Stallard P. Anxiety: Cognitive-behavioral
therapy for children and youth. Porto
Alegre: Artmed; 2010.

8. Brenning K, Soenens B, Braet C, Bal S.
The role of parenting and mother-
adolescent attachment in the
intergenerational similarity of internalizing
symptoms. Journal of Youth and
Adolescence. 2012;41:802-816.

9. Silk JS, Shaw DS, Prout JT, O'Rourke F,
Lane TJ, Kovacs M. Socialization of
emotion and offspring internalizing
symptoms in mothers with childhood-onset
depression. Journal of Applied Develop-
mental Psychology. 2011;32:127-136.

10. Watson KH, Potts J, Hardcastle E,
Forehand R, Compas BE. Internalizing and
externalizing symptoms in sons and
daughters of mothers with a history of
depression. Journal of Child and Family
Studies. 2012;21:657-666.

11. Dozois DJA, Dobson KS, Westra HA. The
comorbidity of anxiety and depression, and
the implications of comorbidity for
prevention. In: Dozois DJA, Dobson KS,
editors.The Prevention of Anxiety and
Depression:  Theory, Research and
Practice. Washington DC: American
Psychology Association; 2004.

12. Weisz JR, Sandler IN, Durlak JA, Anton
BS. Promoting and protecting youth mental

289



13.

14.

15.

16.

17.

18.

19.

20.

21.

health through evidence-based prevention
and treatment. American Psychologist.
2005;60:628—648.

Kendall PC, Kessler RC. The impact of
childhood psychopathology interventions
on subsequent  substance  abuse:
Comments and recommendations. Journal
of Consulting and Clinical Psychology.
2002;70:1303-1306.

LaFreniere PJ, Capuano F. Preventive
intervention as means of clarifying
direction of effects of socialization: anxious
withdrawn preschoolers case.
Development and Psychopatology. 1997;
9:551-564.

Essau CA. Primary prevention of
depression. In: Dozois DJA, Dobson KS,
editors. The Prevention of Anxiety and
Depression:  Theory, Research and
Practice. Washington DC: American
Psychology Association; 2004.

Schoechet |, Holland D, Whitefield K. The
Griffith early intervention depression
project: Group leader’s manual. Brisbane,
Australia: Griffith Early Intervention Project;
2001.

Beardslee WR, Salt P, Porterfield K,
Rothberg PC, Swatling S, Hoke L, et al.
Comparisons of preventive interventions
for families with parental affective disorder.
Journal of the American Academy of Child
and Adolescent Psychiatry. 1993;32:254-
263.

Gillham JE, Hamilton J, Freres DR, Patton
K, Gallop R. Preventing depression among
early adolescents in the primary care
setting: A randomized controlled study of
the Penn Resiliency Program. Journal of
Abnormal Child Psychology. 2006;34:195-
211.

Herman KC, Borden LA, Reinke WM,
Webster-Stratton C. The impact of the
Incredible Years parent, child, and teacher
training programs on children's co-
occurring internalizing symptoms. School
Psychology Quarterly. 2011;26:189.
Trudeau L, Spoth R, Randall GK, Mason
WA, Shin C. Internalizing symptoms:
Effects of a preventive intervention on
developmental pathways from early
adolescence to young adulthood. Journal
of Youth and Adolescence. 2012;41:788-
801.

Bolsoni-Silva AT, Silveira FF, Marturano
EM. Promoting parental educational social
skills in the prevention of behavioral
problems. Revista Brasileira de Terapia

Orti et al.; AIR, 4(5): 279-292, 2015; Article no.AIR.2015.083

22.

23.

24,

25.

26.

27.

28.

290.

30.

31.

290

Comportamental e
10:125-142.
Bolsoni-Silva AT, Silveira FF, Ribeiro DC.
Assessment of the effects of an
intervention with mothers / caregivers:
contributions of Social Skills Training.
Contextos Clinicos. 2008;1:19-27.
Kanamota PC. Effect of therapist’s
behaviors of recommendation and
empathy in client’s evaluation of the
therapeutic relationship and the success of
therapy [dissertation]. Bauru, SP:
Universidade Estadual Paulista, Faculdade
de Ciéncias; 2013.

Sanders MR, Markie-Dadds C, Tully LA,
Bor W. The Triple P-Positive Parenting
Program: A comparison of enhanced,
standard, and self-directed behavioral
family intervention for parents of children
with early onset conduct problems. Journal
of Consulting and Clinical Psychology.
2000;68:624-640.

Silveira FF, Bolsoni-Silva AT, Meyer SB.
Therapist’'s directive and nondirective
behavior: Analysis of their effects in a
parent training group. International Journal
of Behavioral Consultation and Therapy.
2010;6:124-133.

Webster-Stratton C, Hammond M. Treating
children with early-onset conduct
problems: A comparison of child and
parent training interventions. Journal of
Consulting and Clinical Psychology. 1997;
65:93-109.

Ortega JV, Rodriguez RM. Guidelines for
clinical case reports in behavioral clinical
Psychology. International Journal of
Clinical and Health Psychology. 2008;8:
765-777.

Cozby PC. Research methods in
behavioral sciences. S&o Paulo: Atlas;
2003.

Nock MK, Kazdin AE. Randomized
controlled trial of a brief intervention for

Cognitiva.  2008;

increasing participation in parent
management  training. Journal of
Consulting and Clinical Psychology. 2005;
73(5):872.

Peterson L, Tremblay G, Ewigman B,
Saldana L. Multilevel selected primary
prevention of child maltreatment. Journal
of Consulting and Clinical Psychology.
2003;71(3):601.

Snell-dJohns J, Mendez JL, Smith BH.
Evidence-sased solutions for overcoming
access barriers, decreasing attrition, and
promoting change with underserved



32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

families. Journal
2004;18:19-35.
Achenbach TM, Rescorla LA. Manual for
the ASEBA School-Age Forms and
Profiles. Burlington, VT: University of
Vermont; 2001.

Bordin IAS, Mari JJ, Caeiro MF. Validation
of the Brazilian version of "Child Behavior
Checklist" (CBCL): preliminary data. ABP-
APAL. 1995; 17(2),55-66.

Bolsoni-Silva AT, Loureiro SR, Marturano,
EM. Interview script for parenting social
skills (RE-HSE-P)-2. Sao Paulo: Vetor;
2011.

Bolsoni-Silva AT, Loureiro SR. Validation
of the Interview script parenting social
skills (RE-HSE-P). Avaliagéo Psicoldgica.
2010;9:63-75.

Bolsoni-Silva AT, Loureiro SR, Marturano,
EM. Interview script parenting social skills
— Technical Manual (RE-HSE-P); 2014.
Bolsoni-Silva AT, Marturano EM, Loureiro
SR. Reliability and validity studies of the
Socially Savvy Answers Questionnaire
Version for Parents - QRSH-Parents.
Psicologia: Reflexdo e Critica. 2011;24:1-
19.

Osorio FL, Mendes AV, Crippa JAS,
Loureiro, SR. Study of the discriminative
validity of the PHQ-9 and PHQ-2 in a
sample of Brazilian women in the context
of primary health care. Perspectives in
Psychiatric Care. 2009;45:216-227.

of Family Psychology.

Jacobson NS, Truax P. Clinical
significance: A statistical approach to
defining meaningful change in
psychotherapy research. In: Kazdin AE
(editor), Methodological issues and

strategies in clinical research. Washington.
1992;521-538.

Bolsoni-Silva AT, Bitondi F, Marturano EM.
Group intervention for parents: the
importance  of individual behavioral
diagnosis. In: Cavalcante MR, editor.
Andlise do Comportamento: Avaliagdo e
Intervengéo. Sao Paulo: Roca; 2008.
Bolsoni-Silva AT. Group intervention for
parents: description of procedures. Temas
em Psicologia. 2007;15:217-235.
Bolsoni-Silva AT, Marturano EM, Silveira,
FF. Informative booklet: Guidance for
parents. 3" ed. Sao Carlos: Suprema;
2013.

Zamignani DR, Meyer SB. Verbal therapist
behaviors in the multidimensional system
for coding behaviors in the therapeutic

291

Orti et al.; AIR, 4(5): 279-292, 2015; Article no.AIR.2015.083

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

interaction (SIMCCIT). Revista
Perspectivas. 2011;2:25-45.

Bauermeister JJ, So CYC, Jensen PS,
Krispin O, Din, ASE. Development of
adaptable and flexible treatment manuals
for externalizing and internalizing disorders
in children and adolescents. Revista
Brasileira de Psiquiatria. 2006;28:67-71.
Webster-Stratton C, Herbert M. What
Really Happens in Parent Training?
Behavior Modification. 2003;17:407-456.
Goldiamond |. Toward a constructional
approach to social problems: Ethical and
constitutional issues raised by applied
behavioral analysis. Behavior and Social
Issues. (1974/2002);11:108-197.

Weisz JR, Hawley KM, Jensen Doss, A.
Empirically tested psychotherapies for
youth internalizing and externalizing
problems and disorders. Child and
Adolescent Psychiatric Clinics of North
America. 2004;13:729-815.

Alvarenga P. Parenting practices for
prevention of behavioral problems. In:
Guilhardi HJ, editor. Sobre comportamento
e cognigdo — 8. Santo André: ESETec;
2001.

Luebbe AM, Kiel EJ, Buss KA. Toddlers'
context-varying emotions, maternal
responses to emotions, and internalizing
behaviors. Emotion. 2011;11:697-703.
Meites TM, Ingram RE, Siegle GJ. Unique
and Shared Aspects of Affective
Symptomatology: The Role of Parental
Bonding in Depression and Anxiety
Symptom Profiles. Cognitive therapy and
research. 2012;36:173-181.

Taylor RD, Lopez El, Budescu M, McGill
RK. Parenting Practices and Adolescent
Internalizing and Externalizing Problems:
Moderating Effects of Socially Demanding
Kin Relations. Journal of Child and Family
Studies. 2012;21:474-485.

Beaudoin G, Hébert M, Bernier A.
Contribution of attachment security to the
prediction of internalizing and externalizing
behavior problems in preschoolers victims
of sexual abuse. European Review of
Applied Psychology. 2013;63:147-157.
Kratochwill TR, Stoiberm KC. Evidence-
based interventions in school psychology:
Conceptual foundations of the procedural
and coding manual of division 16 and the
society for the study of school psychology
task force. School Psychology Quarterly.
2002;17:341-389.



54.

55.

56.

Bolsoni-Silva AT. Social skills: Brief
analysis of theory and practice through
Behavior Analysis perspective. Interagao.
2002;6:233-242.

Leme VB, Bolsoni-Silva AT. Parenting
social skills and preschool behaviors.
Estudos de Psicologia. 2010;15:161-173.
Bolsoni-Silva AT, Paiva MM, Barbosa CG.
Child behavior problems of
children/adolescents and parents /

Orti et al.; AIR, 4(5): 279-292, 2015; Article no.AIR.2015.083

57.

caregivers  difficulties: A  study of
characterization. Psicologia Clinica. 2009;
21:169-184.

Breinholst S, Esbjgrn BH, Reinholdt-Dunne
ML, Stallard P. CBT for the treatment of
child anxiety disorders: A review of why
parental involvement has not enhanced
outcomes. Journal of Anxiety Disorders.
2012;26(3):416-424.

© 2015 Orti et al.; This is an Open Access article distributed under the terms of the Creative Commons Attribution License
(http://creativecommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work is properly cited.

Peer-review history:
The peer review history for this paper can be accessed here:
http://www.sciencedomain.org/review-history.php?iid=971&id=31&aid=8558

292



