
Regulation Focused Psychotherapy for Children (RFP-C) with Externalizing Behaviors:          

        Comparing the Successful Case of “Jack,” and the Unsuccessful Case of “Oliver”                         

C. Brooks, T. Kufferath-Lin, T.A. Prout, M. Di Giuseppe, J. Bate, K. Aafjes-van Doorn,  

         L. Hoffman, & T. Rice  

Pragmatic Case Studies in Psychotherapy, http://pcsp.nationalregister.org/ 

Volume 21, Module 1, Article 1, pp.1-68, 01-26-25 [copyright by authors]     

 
  

1 

Editor’s Note: For the interested reader, an outline of the structure of the case study of “Jack” 

and of “Oliver” is shown in Appendix 1.    
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ABSTRACT 

Regulation Focused Psychotherapy for Children (RFP-C) is a manualized, time-limited, 

psychodynamic approach for children who experience challenges with emotion regulation and 

demonstrate externalizing behavior problems (Hoffman et al., 2016). In research settings, it takes 

place over ten weeks and includes 16 sessions with the child and four with the child’s parents. 

This protocol can be extended or modified in regular clinical practice.  

The current study utilized a dual case study method to analyze pretreatment and post-

treatment measures and compare psychotherapy outcomes and process in RFP-C between a 

successful and an unsuccessful case. Data examined included (a) quantitative outcome 

measures; (b) case conceptualizations and clinical vignettes drawn from review of session 

videos; (c) post-treatment interviews with parent, child, and therapist; and (d) psychotherapy 

process codings of child and parent sessions. These data were employed to (a) identify 
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differential psychotherapy processes; (b) assess parental defense mechanisms; (c) assess parental 

attachment classifications; and (d) evaluate therapist countertransference ratings. 

  Results indicated that many variables contributed to successful versus unsuccessful 

treatment outcomes, including but not limited to (a) the child’s spontaneity; (b) the child’s active 

participation and emotional expression throughout treatment; (c) themes of child play; (d) the 

therapist’s countertransference; (e) the child and parental defense mechanisms; and (f) the 

parental attachment styles. Taken together, findings from this study contribute to the literature on 

therapeutic outcomes for children and families and highlight some of the essential 

characteristics of successful psychotherapy process. Limitations of the study and directions for 

future research are also discussed.   

Keywords: oppositional defiant disorder; Regulation-Focused Psychotherapy for Children (RFP-C); 

externalizing disorders; psychotherapy outcome; emotion regulation; case study; clinical case study 

 

1. CASE CONTEXT AND METHOD 

Throughout our time as child psychotherapists, parents have visited our offices with a 

similar refrain: “I love my child, but right now, I don’t really like him/her/them.” Often, these 

weary and worried parents are raising children whom researchers and clinicians term “irritable” 

children. Such children have strong negative emotions, are easily hurt or reactive, and frequently 

engage in disruptive or externalizing behaviors such as arguing, fighting, and breaking rules 

(Brotman et al., 2017). It is one of the most common reasons for referral for psychiatric 

evaluation and care (Peterson et al., 1996). Many “irritable” children are diagnosed with 

oppositional defiant disorder, attention deficit hyperactivity disorder (ADHD), or disruptive 

mood dysregulation disorder (DMDD; Leibenluft, 2011). They are often labeled as “difficult” 

kids and teachers and other professionals may feel intimidated, frightened, or overwhelmed by 

their needs (Mishne, 1996; Shachner & Farber, 1997).  

When children are referred to a psychotherapist for concerns related to disruptive 

behavior, treatment typically focuses on behavioral interventions, such as parent-child interaction 

training (PCIT; Brinkmeyer & Eyberg, 2003) or parent management training (PMT; Forgatch & 

Patterson, 2010). While these interventions are effective for some families, research indicates 

that a diversity of approaches is needed. Some studies have found high attrition rates for certain 

populations who are enrolled in behavioral treatments due to high family stress, high symptom 

severity, limited resources, and differential attributions about where the “problem” resides – 

whether in parenting methods or within the child (Baden & Howe, 1992; Bickett et al., 1996; 

Lanier et al., 2011; Granero et al., 2015; Prout et al., 2015).  
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Regulation-Focused Psychotherapy for Children (Hoffman et al., 2016), or RFP-C, is a 

manualized, short-term, psychodynamic psychotherapy (STPP) for children with emotion 

dysregulation and externalizing behaviors. The guiding principles in RFP-C are that it is easier 

to get mad than to feel sad and all behavior has meaning. In other words, children display 

externalizing behaviors as a defense against vulnerable feelings. In RFP-C, the clinician utilizes 

play within the therapeutic relationship to address the child’s implicit emotion regulation 

strategies (e.g., defenses) by highlighting the connection between the child’s vulnerable feelings 

and their avoidant, disruptive behaviors. By repeatedly addressing defenses within the context of 

a warm and empathic therapeutic relationship, the clinician helps the child increase their ability 

to tolerate painful feelings, thus lessening the child’s need to resort to disruptive behaviors to 

regulate painful feelings (Hoffman, 2007; 2015; Prout et al., 2019a).  

Outcomes in RFP-C have been tested in three studies. A small pilot study demonstrated 

significant reductions in externalizing symptoms with continued gains at three-month follow up 

(Prout et al., 2019b). Additionally, this study demonstrated the cost effectiveness of the treatment 

with training costing $3,333 per clinician as compared with behavioral parent training 

interventions which average $73,000 in training costs per clinician (Blueprints for Healthy 

Development, 2024). This was followed by a randomized controlled trial (RCT) demonstrating 

the effectiveness of RFP-C in treating children diagnosed with oppositional defiant disorder 

(Prout, Rice et al., 2022). In the RCT, there was evidence of high treatment attendance (98.5% of 

sessions attended) and completion (91.8%) rates (Prout, Rice et al., 2022). This is compared with 

child/adolescent cognitive behavioral therapy where the rates of pre-treatment discontinuation 

and premature termination during treatment are 18.5% and 28.8%, respectively (Fernandez et al., 

2015), including among children and adolescents with externalizing behaviors (Chacko et al., 

2016). Finally, a fully online delivery of RFP-C during the COVID-19 pandemic demonstrated 

significant decreases in parent-reported symptoms of ODD (d = 2.05) (Storey et al., 2023). 

The following paper is a dual case-study describing the treatment of two children who 

received a course of RFP-C as part of their participation in the initial RCT of RFP-C. One child 

(Jack) experienced a significant reduction in symptoms, while the other child (Oliver) remained 

unchanged. Our aim is to highlight some of the child, parent, therapist, and treatment factors that 

may contribute to success with this modality, and in the treatment of externalizing behaviors 

more broadly. The children and parents described in this paper gave their informed assent and 

consent for their stories and data to be utilized for research and training in a de-identified 

manner. Efforts have been taken to preserve the clinical dynamics of these cases, while altering 

or disguising details that may identify the families being discussed.  

Both therapists were woman-identified trainees in a clinical psychology doctoral 

program. They participated in eight hours of RFP-C training provided by the authors of the RFP-
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C manual (Hoffman et al., 2016), which included theoretical background and clinical application 

of RFP-C. While treating their clients, the therapists attended weekly group supervision where 

they showed recorded videos of therapy sessions to facilitate case review and feedback. The 

supervisor was an experienced psychodynamic therapist and developer of the treatment 

approach. Both children and their parents gave their assent and informed consent for sessions to 

be recorded for training and research.  

2. THE CLIENTS 

The participants, Jack (age 8)1 and Oliver (age 9), were referred to the RFP-C RCT due to 

concerns about oppositional and aggressive behavior. Both families were from a middle 

socioeconomic status composed of married, highly educated, professional, biological parents.  

3. GUIDING CONCEPTION WITH RESEARCH SUPPORT 

The RFP-C Model of Therapy 

The aim of Regulation-Focused Psychotherapy for Children (RFP-C) is to decrease 

irritable, oppositional, and aggressive behavior by helping the child to develop a greater 

tolerance for difficult feelings. There is significant evidence that children with disruptive 

behavior disorders have underdeveloped capacities for emotion regulation (Cavanagh et al., 

2017; Drabick & Gadow, 2012). Children with externalizing disorders including those with ODD 

and DMDD frequently display chronic irritability that are associated with mood and anxiety 

symptoms in later childhood and adolescence (Stringaris & Goodman, 2009; Gadow & Drabick, 

2012; Vidal-Ribas & Stringaris, 2021). Increasing emotion regulation and affect tolerance should 

therefore be a central goal in treating children with irritable presentations.    

Explicit emotion regulation is defined by processes that require conscious effort for 

initiation and require some level of monitoring during implementation (Gyurak et al., 2012; 

Braunstein et al., 2017). Furthermore, explicit emotion regulation is purposeful and effortful, and 

is associated with some level of insight and awareness. It is not realistic for an individual to be 

able to engage in explicit regulation at all times; therefore, the use of efficient implicit emotion 

regulation processes is critical for well-being. Unlike explicit emotion regulation, implicit 

emotion regulation occurs automatically, and sometimes spontaneously, without prompting, 

insight or awareness (Gyurak et al., 2012, Braunstein et al., 2017). Many children with 

externalizing behaviors struggle with problematic implicit (e.g., maladaptive defense 

mechanisms, such as denial or projection) and/or explicit emotion regulation (e.g., consciously 

                                                 
1 To protect patient confidentiality, pseudonyms are used in this manuscript and details of case material have been 

changed or omitted to ensure anonymity.  
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employed coping strategies, such as deliberate verbal or even physical attacks against rule-

makers such as parents and teachers).  

Commonly utilized treatments for chronically irritable and oppositional children focus on 

modifying behavior directly (Brotman et al., 2017). While increasing emotion regulation is a 

central goal in both psychodynamic and cognitive behavioral treatments, many cognitive 

behavioral approaches emphasize strategies that employ the explicit emotion regulation system, 

such as distraction or reappraisal (Palmieri et al., 2022; Braunstein et al., 2017). Many irritable 

and oppositional children with underdeveloped emotion regulation capacities, may begin 

treatment unable to engage in this kind of effortful, controlled emotion regulation strategy (e.g., 

such as being instructed to, “think what would happen if you cursed at or try to attack your 

teacher”). There is therefore a distinct need to incorporate a focus on affect into treatments for 

irritable and oppositional children and to help strengthen the child’s implicit emotion regulation 

capacities. A greater capacity for implicit emotion regulation forms the foundation for the 

development of more controlled emotion regulation techniques (Silvers, 2020).  

The psychodynamic concept of defense mechanisms represents an observable and 

measurable manifestation of implicit emotion regulation. Defense mechanisms are described as 

automatic psychological processes that protect an individual from experiencing anxiety, danger, 

or stressors (Rice & Hoffman, 2014). Defense mechanisms and implicit emotion regulation have 

several similarities: both are processes that are intended to protect against anxiety and other 

unpleasant emotions, both operate on a largely unconscious level, both mechanisms originate in 

infancy and are developed across the lifespan and, when used successfully, both mechanisms 

require cognitive flexibility and the capacity for affect tolerance (Rice & Hoffman, 2014). Taken 

together, implicit regulation processes are similar to the psychodynamic concept of defense 

mechanisms against unpleasant emotions. The parallels between implicit emotion regulation and 

defenses mechanisms are especially salient when working with children who are chronically 

irritable and oppositional. Rather than confronting and experiencing unpleasant emotions, it is 

common for children with irritable and oppositional symptoms to defend against unpleasant 

emotions, resulting in severe emotion dysregulation (Hoffman & Rice, 2014; Hoffman et al., 

2016; Prout et al., 2018; Prout et al., 2019a).  

Addressing children’s maladaptive defense mechanisms in psychotherapy can help foster 

more adaptive implicit emotion regulation. By examining defense mechanisms and supporting 

children’s ability to manage environmental and interpersonal stressors, children can improve 

their capacity for self-regulation and increase adaptive implicit emotion regulation (Prout et al., 

2019a). It is particularly important to address implicit emotion regulation for irritable and 

oppositional children, as increased affect tolerance and adaptive skills can increase resilience and 
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decrease aggressive or out-of-control responses to stressful events (Di Giuseppe et al., 2021; 

Prout et al., 2019a).  

In RFP-C, the clinician works with the child and parents to understand together how the 

child’s externalizing behaviors are used to defend against, or cope with, unpleasant emotions 

(Hoffman et al., 2016). Addressing defenses is seen as “a form of joining with the child and 

empathically noticing the ways the child is trying to take care of himself or herself and his or her 

feelings, even if those methods are not adaptive in the long run” (Prout et al., 2020, p. 50). Play 

and interactions between the therapist and child provide the primary means of observing and 

addressing defenses in the session (Hoffman et al., 2016; Hoffman et al., 2023).  

 RFP-C also emphasizes parental support, given that there is significant evidence that a 

parent’s own difficulties with emotion regulation can exacerbate behavioral symptoms (Morelen 

et al., 2016; Crespo et al., 2017). Parent sessions in RFP-C focus on creating a supportive and 

reflective environment in which the therapist guides the parent toward greater understanding of 

the meaning behind the child’s behavior. In particular, the clinician utilizes illustrations from the 

family’s life and material from the child’s individual sessions to empathically join with the 

parent, highlight the emotional experience that might underlie the child’s disruptive behavior, 

and consider ways of responding to the child that will better meet the child’s emotional needs 

(Hoffman & Prout, 2020; Kufferath-Lin et al., 2021). For more information about this, the 

Center for Regulation Focused Psychotherapy offers an instructional video for parents. 

The Duration and Three Phases of RFP-C 

RFP-C takes place over 8 weeks and involves a total of 16 child sessions and 4 parent 

sessions. These take place over three phases, as described below.  

Phase One. The first phase of RFP-C consists of an introductory meeting with parents, 

two initial sessions with the child, and a parent “feedback” meeting to present an initial 

formulation of the child’s difficulties from an RFP-C framework. The primary tool used for 

conceptualization is the “Triangle of Conflict.” Inspired by the work of Leigh McCullough and 

David Malan (Malan, 1979; McCullough et al., 2003), the Triangle of Conflict illustrates the 

hidden feelings that underlie a child’s disruptive or oppositional behavior (see Figure 1).  

The clinician works with the parents to understand that, although the child’s disruptive 

behaviors seem unexpected and unreasonable, they are a self-protective response to manage the 

anxiety created by strong feelings that are unbearable or shameful for the child. Parents are 

presented with the idea that “disruptive behavior has meaning” – it is a way of managing anxiety 

by pushing painful feelings out of awareness. The clinician encourages the parent to understand 

and reflect on the child’s emotional experience, rather than simply seek to control or modify the 

child’s behavior (Hoffman & Prout, 2020; Kufferath-Lin et al., 2021). The goals of this first 
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phase of treatment are to formulate an initial understanding of the child and develop a strong 

alliance with both the child and their caregivers (Hoffman et al., 2016).  

Phase 2. In the second phase of RFP-C, the clinician meets with the child two times per 

week over the course of five weeks. The sessions are child-led where the child is encouraged to 

play, talk, and interact with the materials in the room as they feel comfortable while helping the 

child to maintain limits for safety. The primary intervention in this stage is to repetitively address 

and pay close attention to the child’s defenses against painful feelings (Hoffman et al., 2016). 

These defenses may manifest as disruptive behavior similar to that for which the child was 

referred, as well as more subtle manifestations of avoidance, such as changes in subject or tone 

of voice, shifts or incongruence in affect, abrupt changes in play, or distorted and unrealistic 

thoughts (Perry & Henry, 2004). Through observing these defenses, the clinician communicates 

understanding of the painful feelings that the child is avoiding and why these feelings cannot be 

tolerated (Hoffman et al., 2016). The clinician closely monitors the therapy process. Comments 

and interventions are meant to be “experience-near”, reflecting only what the clinician is 

observing in the moment (e.g., “You lost the game, and now you decided you want to play 

something different. I wonder if there was something difficult about losing.” “I said there were 

five more minutes left, and then you threw the ball at me. Maybe you’re telling me how bad it 

feels to say goodbye.”) The child is encouraged to join the clinician in noticing these defensive 

strategies in order to decrease avoidance and increase tolerance of painful feelings. By 

addressing the child’s defenses, the clinician provides consistent and gradual exposure to the 

child’s painful, but hidden feelings, strengthening the child’s capacities for emotion regulation 

(Prout et al., 2015).  

An empathic and attuned therapeutic relationship is central to this process, and the 

clinician’s attention to transference and countertransference provides depth to the work 

(Hoffman et al., 2016). By addressing repetitive patterns of affect avoidance between the 

clinician and the child, the clinician uses the transference to increase generalization of emotional 

learning to other contexts, such as at school and home (Hoffman et al., 2023; Hoffman et al., 

2016). The clinician’s attention to the countertransference during this phase allows for deeper 

empathy for both the child and parents, as countertransference feelings lend understanding of the 

emotional experience of parents and teachers when working with the child and additionally 

provide insight into negative feelings toward the self that the child is placing on the clinician 

(Hayes et al., 2018; Winnicott, 1949). Parent sessions during this phase focus on continuing to 

provide support, deepening understanding of the child’s painful, but hidden feelings, and 

encouraging parents to communicate their understanding to the child by moving away from 

punitive practices and toward relationally attuned limit-setting (Hoffman & Prout, 2020; 
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Kufferath-Lin et al 2021). Care is taken to regulate the parents’ own unbearable feelings that 

arise in response to the child’s challenging behavior (Hoffman et al., 2016).  

Phase 3. In the final phase of RFP-C focuses on termination. This occurs over two weeks 

of twice-weekly sessions with the child. The goal is to use the painful feelings that inevitably 

arise with this stage of treatment as an opportunity to develop more effective ways of coping 

with difficult emotions. This is achieved through a continued empathic address of the child’s 

mechanisms of avoidance. Parents in a final parent session are encouraged to implement new 

ways of responding to their child with the understanding that “disruptive behavior has meaning” 

and the clinician provides support in thinking about how to handle future instances of disruptive 

behavior (Hoffman et al., 2016).  

An overview of the treatment protocol is presented in Figure 2. 

Variations in Outcome 

Although RFP-C was found to be effective overall in the studies described above, it was 

not effective for every child. As with all child psychotherapies, RFP-C has variable outcomes. 

Research has highlighted the quality of the therapeutic relationship, therapist behaviors, and 

parent involvement as each having a significant effect on the outcome of a child’s treatment 

(Katzmann et al., 2019; Karver et al., 2006; Karver et al., 2005). Evaluating a treatment through 

the use of systematic case studies can highlight context-specific factors that contribute to the 

effectiveness of a treatment and can assist in closing the gap between research and practice 

(Datillio et al., 2010; Fishman, et al., 2017). In addition, case studies provide the opportunity to 

utilize multiple methods (qualitative and quantitative) to provide more specific data beyond the 

whole-group outcome data emphasized in clinical trials (Fishman, 2023).  

The present study compares a “successful” case (Jack) in which there was significant 

symptomatic improvement, to an “unsuccessful case” (Oliver) in which the client remained 

unchanged symptomatically. A dual-case study method can thus highlight the various factors that 

may contribute to the effectiveness of RFP-C, and child psychotherapy more generally, in 

addressing chronic irritability and disruptive behavior in children.  

4. ASSESSMENT OF THE CHILD’S  

PRESENTING PROBLEMS & HISTORY 

Jack 

Jack could become verbally and physically aggressive when frustrated, although his 

parents reported that this happened primarily at home. Jack also presented as sad and “low 

energy” and had made remarks about wanting to hurt himself and others. Jack’s mother reported 

that he followed her around the home wherever she went, became very upset when she needed to 
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leave the house, and checked in frequently when they were apart. She reported that Jack worried 

about perceived threats, particularly the potential for a violent military attack, which he spoke 

about often at home.  

His presenting problems dated back to when he was in preschool, when his teacher 

noticed that he was demonstrating aggressive behavior and was biting other children. In addition 

to his aggressive behavior, was sensitive to smell and tactile sensations. He had received 

occupational therapy and speech therapy in preschool and was diagnosed with sensory 

processing disorder. Jack and his family had completed several courses of cognitive behavioral 

therapy, within minimal results, prior to enrolling in the RCT. He was not taking any 

psychotropic medication at the time of this therapy and did not report any history of psychiatric 

medication use. Jack’s parents reported a family history of anxiety and depression.  

Oliver 

At the initial interview, Oliver’s parents reported that he had been “acting out” and 

demonstrating disruptive and aggressive behavior at home and at school. Oliver’s teachers 

reported that he frequently shouted out “rude comments” to other students and authority figures, 

refused to comply with rules, and provoked his peers when he became angry. Oliver’s mother 

reported that Oliver was very emotional and sensitive, and “would get set off quickly” if he did 

not get his way, especially at home with his sibling. Oliver’s father reported that there had been 

numerous incidents in school where Oliver was verbally and physically aggressive toward peers 

and authority figures.   

Oliver’s presenting problems dated back to age two. Two emotionally significant events 

occurred during this time—the birth of a sibling and the sudden death of a pet. Oliver’s problems 

in school began in the second grade after several close extended family members moved out of 

state. He had been to therapy “on and off” throughout the years without significant success. 

There was no reported history of psychiatric medication for Oliver in the past or during this 

course of psychotherapy. Oliver’s parents reported that his difficult behavior had made it 

challenging to find a consistent childcare provider. Oliver’s parents denied any family mental 

health history.  

Quantitative Assessment 

As mentioned above, Jack and Oliver were subjects drawn from a randomized control 

study (Prout, Rice, Chung, et al., 2022). In that study, a variety of relevant, standardized 

quantitative measures were administered to assess initial status and change over the course of 

therapy to all the study subjects, including Jack and Oliver. These measures are described below, 

and the results on these measures are provided in Table 1. Note that six of the seven measures 
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are based on parent self-report. The seventh measure, the Emotion Regulation Questionnaire for 

Children and Adolescents (ERQ-CA), is based on the child’s self-report.  

The Oppositional Defiant Disorder Rating Scale (ODD-RS; O’Laughlin et al., 2010)  

The ODD-RS is a standard eight-item questionnaire that is used to screen for ODD. 

Caregivers are asked to rate each ODD symptom on a 4-point scale, ranging from 0 (not at all) to 

3 (very much), yielding an overall total score for symptom severity. The ODD-RS has 

demonstrated high internal consistency (α = .92) and interrater reliability between caregivers (r 

=.70; Hommerson et al., 2006).  

Each family participating in the RCT completed this questionnaire on a weekly basis. On 

the ODD-RS, Jack’s mother marked “very much” for every item, resulting in the highest possible 

score (Score = 24). Oliver’s mother reported a high score at intake, and endorsed that Oliver 

often lost his temper, argued with adults, defied rules, and was touchy or easily annoyed by 

others (Score = 17). Both children scored well-above the clinical cutoff of eight, indicating 

clinically significant ODD symptoms. 

The Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2001)  

The CBCL is a caregiver questionnaire for measuring emotional and behavioral 

problems. Caregivers are asked to think of their child’s behavior in the past six months and rate 

whether items are 0 (Not True), 1 (Somewhat True) or 2 (Very True).  

The CBCL is one of the most widely used measures for assessing emotional and 

maladaptive behaviors including internalizing behavior (such as depression and anxiety) and 

externalizing behaviors (such as aggression and  disruptive behaviors) (Halfon et al., 2017). 

Reliability and validity among diverse populations has been established (Rescorla et al., 2007). 

The CBCL has demonstrated internal consistency for the Externalizing Problems subscale (α = 

.94), the Oppositional Defiant subscale (α =.86), and the Aggressive Behavior subscale (α =.94) 

(Achenbach & Rescorla, 2001).  

On the CBCL, both Jack (T-Score=78) and Oliver’s (T-Score = 75) overall externalizing 

problems were in the clinical range, with clinically elevated oppositional defiant problems and 

conduct problems. Jack’s mother also reported clinically elevated affective problems and anxiety 

problems on the CBCL. 

The Eyberg Child Behavior Inventory (ECBI; Rich & Eyberg, 2001)  

The ECBI is a widely used caregiver report instrument used to assess problem behavior 

among children 2-16 years old with disruptive behavior disorders (Rich & Eyberg, 2001). The 

ECBI contains 36 items that are rated on an Intensity Scale and a Problem Scale. On the Intensity 

Scale, caregivers use a scale ranging from 1 (Never) to 7 (Always), to assess the frequency and 
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severity of a child’s disruptive behavior. On the Problem Scale, caregivers circle yes or no to 

indicate whether they consider the behaviors to be problematic for themselves. A caregiver 

report of more than 15 problematic behaviors (T = 60) indicates clinically significant disruptive 

behavior.  

The ECBI has shown internal consistency and stability across scales (α =.98), as well as 

convergent and discriminant validity with psychopathology rating scales and behavioral 

observation measures (Robinson et al., 1980; Rich & Eyberg, 2001).  

At initial assessment, each child’s mother reported clinically elevated behavioral 

concerns on the ECBI (Jack T-Score = 65; Oliver T-Score = 67), which caused clinically 

significant problems in the home and/or at school (Jack T-Score = 71; Oliver T-Score = 71).  

The Emotion Regulation Checklist (ERC; Reis et al., 2016)  

The ERC is a 24-item caregiver report questionnaire that examines the emotion 

regulation of children by means of two scales: Emotion Regulation and Emotional 

Lability/Negativity. The Emotion Regulation subscale assesses the child’s expression of 

emotions, empathy, and emotional self-awareness, and is related to social skills. The Emotional 

Lability/Negativity subscale assesses lack of flexibility, anger dysregulation, and mood lability, 

and is related to behavioral problems (Reis et al., 2016). The items on the ERC are rated on a 5-

point scale, from 1 (Never) to 5 (Always). Higher scores on the Emotion Regulation subscale 

and lower scores on the Lability/Negativity subscale indicate greater ability to modulate 

emotions. The ERC has demonstrated strong internal consistency for the Emotion Regulation 

subscale (α =.83) and the Lability/Negativity subscale (α =.96) (Shields & Cicchetti, 1997).  

On the ERC, both mothers reported that their children always tantrum easily, exhibit a 

wide range of mood swings, and respond angrily to limit-setting by adults. Oliver and Jack’s 

emotion regulation scores were comparable (Jack = 23; Oliver = 21). However, Jack scored 

higher than Oliver on emotional lability and negativity (Oliver = 39, Jack = 47).  

The Emotion Regulation Questionnaire for Children and Adolescents (ERQ-CA; Gullone & 

Taffe, 2011)  

The ERQ-CA is a 10-item self-report measure that assesses two emotion regulation 

strategies: Cognitive Reappraisal and Expressive Suppression. Items are rated on a 7-point scale, 

ranging from 1 (Strongly Disagree) to 7 (Strongly Agree) (Gullone & Taffe, 2011). Cognitive 

reappraisal is considered an adaptive emotional response, while expressive suppression is 

considered a maladaptive emotional response. Higher scores on the cognitive reappraisal 

subscale and lower scores on the expressive suppression subscale indicate greater ability to 

manage and respond to emotional experiences. The ERQ has demonstrated high internal 
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consistency for both the 6-item cognitive reappraisal scale (α =.79) and the 4-item expressive 

suppression scale (α =.73) (Gross & John, 2003).  

On the ERQ-CA, both Jack and Oliver reported similar maladaptive Expression 

Suppression strategies (Jack = 9; Oliver = 12). Jack reported significantly lower adaptive 

Cognitive Reappraisal strategies as compared to Oliver’s self-report (Jack = 6; Oliver = 37). 

The Inventory of Callous-Unemotional Traits Parent (ICU; Ezpeleta et al., 2013)  

The ICU is a caregiver measure that includes 24 items coded on a 4-point scale, ranging 

from 0 (Not At All True) to 3 (Definitely True). The items are divided into three categories: 

Callousness, Uncaring, and Unemotional. The ICU is a pertinent measure for this study, as 

Callous-Unemotional traits have been found to contribute distinctly and significantly to 

disruptive behavior (Ezpeleta et al., 2013).  

On the ICU, Jack and Oliver’s uncaring (Jack = 15; Oliver = 16) and callousness (Jack = 

11; Oliver = 9) scores were comparable and demonstrated that their parents perceived them as 

lacking empathy and having shallow emotions.  

The Parenting Stress Index – Fourth Edition – Short Form (PSI-4-SF; Abidin, 2012)  

The PSI-4-SF is a 36-item form that measures parents’ levels of distress in the parent-

child relationship. Caregivers are required to read statements and rate their responses on a 5-

point scale ranging from Strongly Agree to Strongly Disagree. Responses to questions on the 

PSI-4-SF are classified into 3 domains: Parental Distress (PD), Parent-Child Dysfunctional 

Interaction (P-CDI), and Difficult Child (DC), which combine to form a Total Stress scale. The 

PSI-4-SF has demonstrated excellent internal consistency for the PD (α =.90) and Total Stress 

(.95) domains, and good internal consistency for the P-DCI (α =.89) and DC (α =.88) domains 

(Abidin, 2012).  

On the PSI, Jack and Oliver’s parent scores were comparable: Parent Total Stress (Jack = 

82; Oliver = 80); Parent-Child Dysfunctional Interaction (Jack = 80; Oliver = 78); Difficult Child 

(Jack = 98; Oliver = 99). However, Jack’s mother endorsed higher Parental Distress when 

compared to Oliver’s mother (Jack = 76; Oliver = 46).  

 5. CASE FORMULATION AND TREATMENT PLAN 

Within the framework of RFP-C, Jack and Oliver’s aggressive and irritable behaviors 

were conceptualized as being the result of underdeveloped emotion regulation capacities. 

Disruptive behaviors were understood as maladaptive strategies for pushing vulnerable feelings 

out of awareness. Clinicians using an RFP-C framework can utilize the Triangle of Conflict to 

develop an initial formulation of the child’s difficulties.  
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Jack 

An initial case formulation for Jack using the Triangle of Conflict is presented in Figure 

3. Jack’s presenting problems included verbal and physical aggression. In addition, Jack’s 

worries about military attacks seemed to be a displaced way of symbolizing his feelings of 

victimization and threat from others. Jack’s history of sensory processing disorder and mood 

lability likely also made the world an overwhelming and overstimulating place at times, 

heightening a sense of danger and threat. The therapist’s initial formulation was that Jack’s 

aggressive and disruptive behaviors were a means of avoiding feelings of vulnerability, sensory 

overwhelm, and anxiety.   

Given Jack’s presentation, his therapist planned to closely monitor his behavior and 

affect in session, looking for signs that Jack was defending against painful feelings. In a similar 

fashion to his presentation at home, Jack might become overwhelmed and make aggressive 

statements toward himself or others. He might also talk about military forces and his fears of 

attack. The therapist anticipated that the therapist and the therapy room (with its many toys) 

would be likely to overstimulate or overwhelm Jack at certain points, and that he might become 

dysregulated or disruptive in response. These potential in-session defenses were marked as 

opportunities for intervention.   

Oliver 

Figure 4 provides a graphic depiction of Oliver’s case conceptualization. Based on 

Oliver’s parents’ description of his presenting problems—including rude comments to peers and 

authority figures, bullying other children, and arguing when denied his own way—Oliver utilized 

defenses that are characteristic of many children with challenging behavior, including denial, 

acting out, and identification with the aggressor (Di Giuseppe et al., 2021). The clinician 

understands and conceptualizes this behavior as a means of avoiding painful feelings that are too 

anxiety-provoking to tolerate or express.  

Events in Oliver’s developmental history that preceded the onset and contributed to the 

maintenance of disruptive behavior provide some indication as to what these painful feelings 

might be. Given the numerous losses and transitions that preceded the onset of Oliver’s 

disruptive behavior, his study therapist hypothesized that feelings such as loss, jealousy, or 

uncertainty might be difficult for him. Inadvertently, Oliver’s disruptive behavior seemed to 

continue to provoke further experiences of loss and uncertainty, as he endured the continuous 

comings and goings of therapists and nannies who had difficulty managing his behavior.  

Having this formulation in mind, Oliver’s therapist planned to look for in-session 

indicators that he was experiencing these difficult feelings and mark these as opportunities for 

intervention. These could include behaviors similar to those observed in school and at home—for 
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example, making rude comments, becoming aggressive, or arguing with the therapist. However, 

these behaviors could also be more subtle: comments about or responses to other children in the 

waiting room, difficulty with the end of session, or defensive attempts to hold the therapist at a 

distance (e.g., silence in the room, not involving the therapist in the play).  

Parent Work 

Pre-treatment measures revealed that both Jack and Oliver’s parents perceived them as 

lacking empathy and having shallow emotions. In addition, both mothers indicated that they 

found their child difficult to parent and were under a significant amount of stress more generally. 

In both cases, the therapist suspected that parents were attempting to manage their own 

unbearable feelings, and thus had less resources available for understanding or reflecting on their 

children’s feelings.  

A goal of parent work within both treatments was therefore to provide emotional support 

for parents in order to create a therapeutic environment where Jack and Oliver’s emotions could 

be reflected upon. In addition, clinicians would provide psychoeducation using the Triangle of 

Conflict to highlight the link between disruptive behaviors and difficult feelings, with the goal of 

helping parents to view their children and their behavior differently and thus respond in a more 

empathic and emotionally-attuned way.  

6. COURSE OF TREATMENT 

The Case of Jack 

During initial sessions, Jack had trouble entering the therapy room and engaging with the 

therapist. More specifically, Jack spent time in the hallway before reluctantly entering the 

therapy room. As expected, given the reports of Jack’s sensory sensitivities, the therapist and 

therapy room were initially quite overstimulating for Jack. The therapist remained patient and 

calm, conveying her understanding that Jack’s avoidance of the therapy room might be an 

expression of fear by remaining patient and warm. 

At the beginning of treatment, Jack decided that he wanted to play with Legos; however, 

he expressed that he wanted the therapist to open the Lego box and appeared afraid of what 

might be inside. Again, Jack seemed to be holding the therapist at a distance, communicating his 

avoidance of nuclear bomb “inside.” Throughout treatment, Jack played with Legos and created 

intricate war scenes where he pretended to fire missiles, plant bombs, and shoot the therapist. 

Each time Jack heard something outside (i.e., airplane, sirens from car), he ran to the window to 

see what it was. During the second session the therapist and Jack looked out the window and 

engaged in conversation about the sirens and airplane outside. Jack appeared to be very fixated 

on noises from outside and expressed that these noises were planes that might be heading toward 

New York City from a foreign military. It was apparent that Jack was experiencing severe 
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anxiety related to anticipated terrorist attacks. Jack was interested in talking about bombs and 

missiles and was responsive to the therapist’s questions and comments about this topic.  

Jack: Another airplane [points to the window]. 

Therapist: What? 

Jack: Another airplane. 

Therapist: Another one? Woah. We must be close to an airport or something. What do you 

think? 

Jack: [No response - points to the airplane silently.] 

Therapist: Oh, woah.  

Jack: That was the one that was back there.  

Therapist: Yeah. So, we can watch them get closer. 

Jack: And there’s another one over there [points to the window]. 

Therapist: Yeah, there is.  

Jack: And it’s getting bigger so it’s coming towards us.  

Therapist: Yeah. 

Jack:  And if it has no wings that means it’s a missile coming towards us from North Korea. 

Therapist: It does? Oh, that’s kind of a scary thought. 

Jack: I bet almost every kid in our class knows about it. 

Therapist: Every kid in your class knows about it? 

Jack: Almost. 

Therapist: Oh. Are they thinking about it a lot? 

Jack: I think about it a lot.  

Therapist: You do?  

Jack: And me and my friend Joe made a joke. Technically we’re just waiting to be…have a 

nuclear bomb bomb us.  

Jack’s active and imaginative play made it possible for the therapist to comment on 

behavior and highlight potential defenses throughout treatment. At times, as in the dialogue 

above, the therapist was able to join with Jack in communicating about frightening feelings 

directly. In RFP-C, the therapist’s ability to address difficult feelings and support the client 

through them conveys to the child that the difficult feelings do not have to be avoided through 

disruptive behavior.  
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At other times, Jack responded to the therapist in a manner similar to how he responded 

outside of treatment. During Session 6 the therapist attempted to clarify or restate Jack’s 

communication; however, her comments and questions were met with hostility and aggression – 

a pervasive communication pattern throughout Jack’s sessions that mirrored the aggressive 

statements and behaviors he made toward adults and peers.   

Therapist: When you hear noises do you usually think that it might be something 

dangerous? 

Jack: Yes. 

Therapist: Yea? What does that feel like? That must feel scary.  

Jack: It’s very scary.  

Therapist: It is scary? 

Jack: It isn’t very scary.  

Therapist: Oh, it isn’t very scary. 

Jack: I’m gonna tase you for that [pretends to use Taser gun leg]. 

Therapist: Ouch. When we do tasing we’re just gonna pretend to touch the other person, 

ok, like this [demonstrates tasing without touching child’s body]. Ok? 

Jack: [No response - silently points gun at therapist head.] 

Therapist: The gun is pointing at me (pause) I don’t know what’s gonna happen. I have so 

many thoughts in my head. Am I gonna be okay? 

Jack: [No response - silently makes gun bigger.] 

Therapist: I wonder if I’m… 

Jack: Pew [shoots therapist]. 

Therapist: [falls to the ground] You got me. And now I’m dead. What happens now?  

Jack: Pew, pew, pew, pew , pew [shoots therapist]. 

Therapist: Oh, every time I get up I get shot again. 

Jack: Mmm-hm.  

Therapist: I can’t feel safe at all.  

Jack: Mmm-hm [pause] I’m making a gun…steering wheel…  

Therapist: You’re making a second gun. 

Jack: I’m making another gun. 

Therapist: Ok… 
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Jack: And it’s gonna be used to shoot you.  

Therapist: And it’s gonna be used for shooting me?  

Jack: Mmm-hm. 

Therapist: Oh boy. 

Jack: Cause I like shooting you. 

Therapist: You like shooting me? 

Jack: Mmm-hm. Cause you’re an easy target.  

In this dialogue, Jack’s attempts to “shoot” the therapist are understood as a self-

protective response to her mention of dangerous and scary feelings. Jack identifies with the 

aggressor and attempts to be powerful in the face of his anxieties. In response, the therapist takes 

on Jack’s disavowed feelings of vulnerability by becoming the “easy target” that “can’t feel safe 

at all.”  

Play sequences where Jack assigned the therapist as a target and pretended to harm her 

were common throughout treatment. During Session 12 Jack was quick to include the therapist in 

his make-believe play, however he demonstrated aggression toward the therapist through verbal 

communication and play and created numerous battle sequences where he lived, and the therapist 

died. These play sequences allowed for the therapist to comment on and to convey an 

understanding of Jack’s need to protect himself, his use of aggression, and the general feelings of 

chaos and overwhelm in his environment.  

Jack: Your side is trying to stop my side from launching this missile [pretends to launch 

missile]. 

Therapist: Your guys are gonna launch the missile?  

Jack: Mmm-hm and it’s going straight towards where all of your guys live [pretends to land 

missile]. 

Therapist: Oh.  

Jack: If they have another missile, they send it [pretends to destroy therapist’s village]. 

Therapist: That was a lot of missiles hitting. Were there any civilians there? 

Jack: Many! 

Therapist: Many? 

Jack: And thousands of soldiers. The missiles killed a lot of you guys.  

Therapist: They killed a lot of my guys and a lot of civilians? 

Jack: Mmm-hm. 
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Therapist: Wow, that must be so sad. 

Jack: P.S. you’re all dead. 

Therapist: Wow. Today’s battle is really destructive. 

Jack’s conflicted feelings about the therapy space extended throughout treatment. While 

his play clearly revealed that he utilized the space as a place to process his feelings and 

communicate his inner world, he also showed strong impulses to avoid treatment by frequently 

stating that he did not like coming to therapy and that he wanted to leave. These statements 

increased in frequency in response to termination and were understood as a further expression of 

Jack’s desire to protect himself when facing the loss of the therapist.  

During the last session, Jack reported that he was sick and did not want to enter the 

therapy room. After negotiating with his father, Jack decided that he would stay for the session 

provided he could sit outside of the therapy room. During this session, Jack explicitly stated his 

anxieties and aspects of his life that were difficult for him for the first time since beginning 

treatment. Jack shared that he had challenges with interacting with peers in school, difficulty 

separating from his mother, and an intense fear of going to the hospital. This session provided 

insight into Jack’s life and underscored to the therapist that in earlier sessions he had been 

playing out his fears, rather than speaking about them. These late-in-treatment disclosures 

represented a newfound comfort with these thoughts and feelings.  

Therapist: So, it sounds like you have a lot to worry about. There are a lot of things that 

worry you. 

Jack: Yeah. 

Therapist: A lot of things that worry you. 

Jack: Mmm-hm. How many more minutes? 

Therapist: Six. How do you think we can help you with that? 

Jack: Eh, I always worry. 

Therapist: Does that feel good? 

Jack: No. [pause] That’s why once I figure out how to make gunpowder. I’m gonna make a 

handgun and then make a little [inaudible] so I’ll be safe. And then I’m gonna make bullets 

and I know how they’re made, they have gunpowder at the end of them. 

Therapist: So you can use it on anyone if they try to hurt you? 

Jack: Mmm-hm. [pause] Also that’s[pause] why my cousins…that’s why I’m a general of an 

army and my cousin is in charge of me and he’s in charge of the army and the people. 

Therapist: So that you can learn how to protect yourself? 
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Jack: I know how to protect myself. I just don’t do it in school. 

Therapist: It sounds like… 

Jack: Cause if I go to school - if I act that way in school, I go to the hospital. 

Therapist: Yeah. Yeah. 

Jack: The hospital for mentally ill people. 

Therapist:  Yeah. That’s right.  

Jack: And I don’t want to go there. And I once almost went there. 

Therapist: You almost once went there?  

Jack: Mhm. 

Therapist: What happened that time? 

Jack: I was at camp. I got mad at somebody. And I threatened to kill myself. I was choking 

myself. There you go. How many more minutes?  

Work with Jack’s father, who primarily attended the parent sessions, took place in four 

sessions over the course of the treatment. Jack’s father began his meetings with the therapist by 

describing intense scenes of behavioral dysregulation that often ended with Jack’s father 

physically restraining him until he was able to calm down. Jack’s parents attempted to manage 

this behavior by developing a point system which provided very clear rules for earning certain 

rewards (e.g., screen time) in exchange for good behavior. There was clear and present anxiety 

about the possibility of Jack needing to be hospitalized at some point in the future because of the 

intensity of his behavior.  

Jack’s therapist shared with the father instances of Jack’s play each session which 

highlighted the anxiety and sensory challenges that often seemed to underlie his son’s 

aggression. As a result, Jack’s father began to reflect on ways that he and his wife might change 

the home environment to reduce anxiety and overstimulation more generally (e.g., not watching 

the news in front of Jack). Nevertheless, Jack’s father continued to identify the cause of Jack’s 

behavior as “not getting what he wants” and continued to deal with misbehavior at home using 

behavioral methods, such as drawing up a contract for the child to sign that said he would not hit 

others.  

During the last parent session, Jack’s father and the therapist reviewed the course of the 

treatment. They reflected together on a session where Jack hesitated to enter the therapy room 

and where Jack’s father and the therapist had used different approaches. Jack’s father had 

threatened to take away Jack’s “points” if he didn’t go into the therapy room, which in turn made 

Jack more resistant. Jack’s therapist had said to Jack, “It’s hard to go in the therapy room and 
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talk about difficult things.” In response, Jack began to speak about difficult topics that he had not 

yet disclosed. Jack’s father reflected that sometimes the point systems and other methods he had 

been using had felt “shaming and attacking” for Jack, and that perhaps using a different approach 

of addressing feelings could be a tool and skill to continue to develop and help instill in Jack.  

The Case of Oliver 

From the beginning of treatment Oliver’s play lacked spontaneity and excitement, and he 

presented with a flat affect. Oliver engaged in socially appropriate play and repeatedly chose to 

play board games (i.e., Sorry and Checkers) throughout treatment, making it challenging to 

create opportunity for rich and imaginative play. Oliver’s lack of verbal engagement, particularly 

at the beginning of treatment, made it difficult for the therapist to facilitate conversation and 

engage in meaningful play sequences. During Session 2 the therapist attempted to engage Oliver 

in conversation while he was building a Lego motorcycle, and he was not responsive. 

Therapist: It’s going to be a colorful motorcycle. 

Oliver: [No response – continues building.]  

Therapist: Oh wow. You’re stacking those pieces on there. 

Oliver: [No response - continues building.] 

Therapist: Oh, that’s a new piece. 

Oliver: [No response - continues building.] 

Therapist: What part of the motorcycle is that? 

Oliver: Steering wheel. 

Therapist: Oh, the steering wheel. So it has a steering wheel, and some wheels, what 

else? 

Oliver:[ No response - continues building.] 

Therapist: Adding more parts to the motorcycle. More parts? 

Oliver: [No response - continues building.] 

Therapist: What part of the motorcycle are you putting on now? 

Oliver: The seat. 

Therapist: The seat? 

Oliver: Mhm. 

Therapist: Ok. So you’ve got the steering wheel and the seat. 

Oliver: No response- continues building. 
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Therapist: Wow, maybe he’s ready to go. 

Oliver: [No response - pushes motorcycle to move.] 

Therapist: He’s moving, but he fell down! 

Oliver: [No response - pushes motorcycle to move.]  

Interactions similar to this one were present throughout treatment. Reflecting on the 

therapist’s initial formulation, Oliver’s awareness of the short-term nature of the treatment may 

have evoked pre-emptive feelings of loss, resulting in his need to push the therapist away. 

However, it seemed difficult for the therapist to be aware of this dynamic in the room. Instead, 

the therapist seems to be “holding” anxiety for both herself and Oliver, responding to his silence 

by continually attempting to find a way to connect. It is easy to imagine that this anxiety and 

uncertainty also pervaded the responses of other adults interacting with Oliver. 

Nevertheless, it appeared that Oliver began to warm up to the therapist and became 

increasingly comfortable communicating with her over time. Toward the middle of treatment, 

during Session 6, Oliver was kneeling on the ground to open the toy cabinet and he saw the 

camera in the corner of the room, which was used to record sessions as part of the research trial. 

After seeing the camera, Oliver remained crouched on the ground with his body hidden behind 

the toy cabinet door. The therapist tried to interpret Oliver’s body language and behavior and 

elicit his feelings about the camera.   

Therapist: I wonder why you’re sitting all the way over there behind the door? 

Oliver: [No response - silently points to the camera.] 

Therapist: Oh, the camera?  

Oliver: [No response – silently nods.] 

Therapist: Hmm. What’s with the camera. Remember I told you that the camera is just on 

 so that I can remember everything that we do in here.  

Oliver: Mhm. 

Therapist: Seems like you still want to sit away from the ca…sit behind the door.  

Oliver: [No response – continues playing checkers.] 

Therapist: What do you think the camera is for? 

Oliver: [No response – continues playing checkers.] 

[no talking for 1 minute– continues playing checkers] 

Therapist: Hmm I wonder if that’s a checkmate. Not sure.  

[no talking for 1 minute – continues playing checkers] 
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Therapist: You’re really thinking about which one you should move. 

Therapist: Hm. I wonder if it’s easier to play checkers than to talk when the camera is  

there.  

Oliver: [No response - continues playing checkers.] 

In this interaction, Oliver was reluctant to respond to the therapist’s inquiries about the 

camera. Throughout the next few sessions, the therapist made many attempts to help Oliver 

understand his feelings about the camera. Oliver appeared inhibited throughout the next few 

sessions and remained silent or said “I don’t know” when asked questions related to the camera. 

During Session 7, when the therapist commented, “Seems like maybe it [the camera] bothers you 

a little bit,” Oliver replied, “No,” immediately. It is unclear why Oliver was so disturbed by the 

camera; however, one can imagine that the camera might evoke feelings of being in trouble, or 

being watched, monitored, or “spied upon.” The presence of a camera can also heighten feelings 

of insecurity. As the therapy has progressed, the therapist began to understand Oliver’s silence as 

a self-protective mechanism. However, she had difficulty knowing what to do with Oliver’s 

silence and stonewalling of her interpretations. Oliver seemed unable to approach even subtle 

hints at the difficult emotions being evoked by the camera (e.g., that the camera “bothered” him).  

Understanding this, the therapist then took an indirect approach to communicating her 

understanding of Oliver’s anxiety. During Session 10 the therapist selected a new game to play 

and laid it out for Oliver to see upon entering the room. When Oliver arrived, he was eager to 

play a new game and appeared more behaviorally engaged than in previous sessions. Through 

this action, the therapist communicated to Oliver that she understood it was too difficult for him 

to talk about things, and he responded by becoming more engaged.  

After this session, Oliver was able to choose and participate in a more diverse array of 

activities within the session; however, the therapist continued to struggle to engage in rich and 

meaningful conversation with Oliver as treatment progressed. During Session 12 Oliver selected 

an arts and crafts game that he seemed eager to complete. The therapist tried to ask Oliver 

questions about the game and Oliver continued to respond in very few words. 

Therapist: Which one are you thinking?  

Oliver: I’ll finish this one. 

Therapist: You want to finish that one? 

Oliver: [No response - continues opening box.] 

Therapist: Do you remember which one you had? 

Oliver: Yeah. This one. 
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Therapist: I don’t remember the one I was doing.  

Oliver: You were doing that one (points).  

Therapist: Oh, that one. How did your weekend go? 

Oliver: Good. 

Therapist: Did your [sibling] have [their] birthday party? 

Oliver: Yeah. 

Therapist: How was that? 

Oliver: What? 

Therapist: How was it? 

Oliver: Good. 

Therapist: Oh and it was Father’s Day too, right?  

Oliver: [No response – continues playing.] 

Therapist: How was that? 

Oliver: Good.  

[Continue to sit silently for several minutes.] 

It appears that Oliver’s minimal conversational engagement evoked anxiety in the 

therapist. As a result, the therapist continuously felt pressure to try to bring in “outside” material 

and had difficulty remaining experience near. While she expressed curiosity about Oliver’s 

experience, Oliver’s self-protective distancing made it difficult for her to remain centered on the 

case formulation and the use of RFP-C interventions. Rather than being a meaningful expression 

of his difficulty opening himself to a person who would soon leave his life, Oliver’s silence was 

experienced as a behavior that needed to be modified.   

During the last few sessions, Oliver began doing magic tricks for the therapist which 

created a shared experience between the patient and therapist and made for a more collaborative 

therapeutic relationship. During Session 16, the therapist let Oliver know that there were only a 

few minutes left of the session. Oliver ignored the therapists’ comment and continued showing 

his magic trick. Similar to Oliver’s behavior throughout treatment, he did not express emotions 

related to ending treatment and presented with a flat affect when told that there were only a few 

minutes left of the last session.  Again, Oliver’s silence and distancing can be understood as a 

self-protective response – one that Oliver needed to tightly hold onto within this short-term 

treatment.  

Oliver: And now for, for the paperclip one.  
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Therapist: So, we have about five more minutes. 

Oliver: This one’s also very similar. It doesn’t have, it doesn’t have any secret. It’s just  

really about how you fold them.  

Therapist: Ok. 

Oliver: You go like...you fold it like in eight, like this – like you make sure that this paper  

clip goes here and that this paper clip holds this together. 

Therapist: Seems like it’s a bit hard to hear that we have five more minutes left. 

Oliver: [continues to show the trick] Now that we pull. Oh.. 

Therapist: Instead it’s easier to keep showing me the trick.  

Oliver: [continues to show the trick] Now when we pull, like this, they join together. 

Therapist: Oh, does that one have a mathematical explanation too? 

Oliver: No, it’s not from the same book. 

Therapist: Oh, ok. 

[Oliver continues to show another magic trick.] 

Work with Oliver’s parents, which took place over four sessions throughout the 

treatment, centered on highlighting the meaning behind Oliver’s disruptive behavior and 

supporting difficult parental feelings. From the beginning, Oliver’s parents had many painful and 

difficult stories to share about Oliver’s misbehavior. In particular, Oliver’s mother shared her 

“heartbreak” that Oliver and his sibling did not get along. She also shared concerns over his 

tendency to hit children and adults alike and to call them names. The therapist introduced the 

Triangle of Conflict to the parents, who were readily able to identify possible feelings of 

insecurity, fear, and loss that might contribute to Oliver’s behaviors. However, Oliver’s parents 

described a general focus on behavior modification in response to tantrums and aggression, 

noting that, as a consequence for misbehavior, they often made Oliver recite reasons why he 

should not have done what he did.  

In subsequent sessions, Oliver’s mother continued to share instances of disruptive 

behavior, which were met with the same consequence – reciting reasons why the behavior was 

wrong. In response to these stories, the therapist continued to use the Triangle of Conflict to help 

Oliver’s parents identify the feelings underlying Oliver’s behavior. The therapist also explored 

other factors that might be contributing to Oliver’s behavior, including a sensitive temperament 

and sensory sensitivities. Although they recognized the many contributors to Oliver’s behavior, 

his parents continued to share concern, exhaustion, and disappointment about their family 

situation. The therapist responded empathically to these feelings; however, for the most part, the 
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ways in which Oliver’s parents’ own feelings might have contributed to their continued focus on 

behavior modification and logical reasoning was left unexplored.  Ultimately, by the end of 

treatment, Oliver’s parents reported having a broadened understanding of and ability to reflect on 

the “why” behind Oliver’s behavior; however, they continued to be concerned about discipline 

and Oliver’s ability to “adapt” to his environment.  

7. THERAPY MONITORING AND USE OF FEEDBACK 

Both Jack and Oliver’s parents filled out the Oppositional Defiant Disorder Rating Scale 

(ODD-RS; Hommersen et al., 2006) on a weekly basis throughout treatment. This allowed the 

clinician to see how symptoms progressed throughout treatment and allowed for a weekly point 

of feedback between clinicians and parents about Jack and Oliver’s and functioning at home. 

Overall, Jack’s score on this measure decreased significantly from the highest possible score to 

below the clinical threshold for ODD; in contrast, Oliver’s score at pre and post-treatment 

remained the same. 

The therapists also participated in a weekly small group supervision meeting that was 90 

minutes in length. During this weekly supervision meeting, the therapists played video clips of 

their sessions for the week and received feedback from an experienced psychodynamic therapist 

and one of the developers of the treatment approach. This allowed for the therapists to receive 

guidance, to have a further opportunity to reflect on and examine in-session defenses, and 

process countertransference feelings.  

8. CONCLUDING EVALUATION OF THE  

THERAPY’S PROCESS AND OUTCOME 

The current study compares two RFP-C cases, one successful (Jack) and another 

unsuccessful (Oliver), with the aim of identifying possible client, parent, therapist, and therapy 

process variables that might explain differential treatment outcomes for children with irritability 

and disruptive behavior.  

Child Factors 

As shown in Table 1, Jack’s scores on standardized measures significantly decreased on 

the ODD-RS, CBCL, ERC Lability Scale, ERQ-CA Reappraisal Scale, and ICU Parent-Report 

Callousness Scale from pretreatment to post-treatment. These significant improvement in scores 

indicate a successful treatment course, with both Jack and his father perceiving significant gains 

as a result of participating in RFP-C. As also shown in Table 1, in terms of the quantitative data, 

many of Oliver’s scores were comparable from pretreatment to post-treatment, and no significant 

changes were noted. Thus, Oliver and his caregivers did not experience notable improvements in 
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problem behaviors after participating in RFP-C, and the course of treatment was considered 

unsuccessful.  

Most child psychotherapy research relies primarily on quantitative outcomes such as 

these, provided by self or parent report. However, qualitative data as well as data on 

psychotherapy process helps to illuminate key factors that contributed to the variable outcomes 

of these two cases, selected from a larger randomized controlled trial of RFP-C.  

The Child Psychotherapy Q-Set (CPQ; Schneider & Jones, 2009) was used to describe 

the psychotherapy process in the larger RCT sample overall, and for each participant 

individually. The CPQ is a 100-item child psychotherapy process measure adapted from the 

Psychotherapy Process Q-Set (PQS; Jones, 1985, 2000). The CPQ is a systematic quantitative 

coding system that assesses the processes of therapeutic change within a video-recorded child 

psychotherapy session (Schneider, 2004; Schneider & Jones, 2004). Independent raters watch a 

videotaped psychotherapy session and sort 100 statements into nine categories, ranging from 

least characteristic (Pile 1) to most characteristic (Pile 9) of the observed child psychotherapy 

session.  

The CPQ statements fall into one of three categories:  

1) description of the child’s attitudes, emotions, behaviors or experiences, e.g., Child expresses 

negative feelings (criticism, hostility) toward therapist (vs. expresses approval or 

admiration); 

2) description of the therapist’s behaviors and attitudes, e.g., Therapist points out child’s use of 

defenses; and  

3) description of the style of the dyad’s interaction or the atmosphere of the session, e.g., 

Therapist tolerates child’s strong affect or impulses (Schneider, 2004).  

To increase reliability, the CPQ includes a coding manual that provides clear definitions 

and examples of each item and instructions for how to classify each statement (Schneider & 

Jones, 2004). Interrater reliability among trained coders has consistently reached .70 or higher 

(Ramires et al., 2017) and its discriminant validity has also been demonstrated (Goodman et al., 

2016; Schneider et al., 2009). Furthermore, a recent study examined 60 child sessions that were 

coded by a team of 10 raters using the CPQ. Process ratings for each of the 100 items on the 

CPQ were averaged by two raters across five different teams. Interrater reliability across teams 

reached .76 (Prout, Goodman et al., 2022).  

Table 2 lists the ten most and least characteristic items in Jack and Oliver’s therapy 

sessions. Both Jack and Oliver’s sessions were notable for avoidance of feelings. One of Jack’s 
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most characteristic items was “58. Child is distant from his or her feelings”; and one of Oliver’s 

most characteristic items was 40. “Child communicates without affect.”   

Oliver and Jack both frequently made attempts to push their therapists away. However, 

Jack was able to express negative feelings, such as hostility and aggression, toward his therapist 

(see item 1 for Jack in Table 2). Thus, Jack’s communication, while overtly negative at times, 

provided opportunities for the therapist to clarify his communications and speak about 

affectively laden events such as the end of the session or termination of the treatment. In 

contrast, Oliver did not express many feelings toward the therapist at all (see item 40 for Oliver 

in Table 2.  Thus, Jack’s communication, while overtly negative at times, provided opportunities 

for the therapist to clarify his communications and speak about affectively laden events such as 

the end of the session or termination of the treatment.  

Another major difference between Jack and Oliver’s process is in the description of their 

play. One of Jack’s most characteristic process items is “71. Child engages in make-believe 

play,” which allowed him to convey his feelings indirectly. In contrast, one of Oliver’s most 

characteristic items is “95. Child’s play lacks spontaneity,” reflecting that he was afraid or 

unable to express his feelings indirectly.  

As a result, while both Jack and Oliver’s therapists were described as developmentally 

attuned, Oliver’s therapist felt pressure to encourage Oliver to speak and engage more in the 

treatment, reflected in item “3. Therapist’s remarks are aimed at encouraging child’s speech.”  

A study conducted by Prout, Goodman, and colleagues (2022) examined aspects of 

psychotherapy processes that were most characteristic of child sessions in RFP-C. The study 

highlighted the importance of both therapist and child contributions to psychotherapy process. 

Specifically, the study found that therapist attunement, responsiveness, and nonjudgmental 

stance helped children feel understood and safe, which yielded more favorable treatment 

outcomes (Prout, Rice et al., 2022). Furthermore, the study highlighted the child’s level of 

engagement and participation in therapy as an important factor that contributes to successful 

treatment outcome (Prout, Rice et al., 2022). 

The findings of the current comparative case study reveal that Jack and Oliver’s varying 

abilities to engage in play and express feelings toward the therapist directly impacted their 

experiences in RFP-C. Furthermore, Jack and Oliver’s differing levels of comfort with the 

camera in the room, used to record the psychotherapy session, likely influenced their therapy 

experiences. Although the use of recordings in therapy sessions is widespread, there is little 

research regarding patient’s reactions toward the use of audio or video recording in 

psychotherapy sessions. According to Alpert (1996), many individuals presume that recording 

therapy sessions results in increased anxiety for both therapists and patients. A university-based 
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study examining patient’s comfort with recording psychotherapy sessions found that individuals 

with interpersonal sensitivity and paranoid ideation were less comfortable with audio or video 

recording (Briggie et al., 2016).  

After seeing the camera in session, Oliver told his mother that he was not going to speak. 

Evidently, Oliver experienced anxiety related to the camera which impacted his willingness to 

communicate with the therapist and fully engage in treatment. Furthermore, at intake Oliver’s 

parents endorsed that Oliver has consistently experienced interpersonal challenges throughout his 

life. In line with the findings of Briggie and colleagues (2016), it is likely that Oliver’s 

interpersonal sensitivity and paranoid ideation caused him to have an aversive reaction to the 

camera in the room and negatively impacted treatment outcomes. Though Oliver became more 

comfortable and conversational over time, there were many sessions when Oliver said few words 

and engaged solely in structured play, making it challenging for the therapist to highlight his 

emotions and defense mechanisms to help him understand his inner experience. Tying Oliver’s 

behavior back to the therapist’s initial formulation, Oliver’s silence in the presence of the camera 

can be seen as a defense in itself; a way of protecting himself against feelings of vulnerability. 

However, since this reaction to the camera was situated within the larger context of Oliver 

remaining largely unresponsive to the therapist during treatment, the therapist seemed to have 

trouble responding to Oliver’s avoidance of the camera effectively.  

Unlike Oliver, Jack did not experience anxiety related to the camera in the room and was 

verbally and behaviorally engaged throughout treatment. During Jack’s post-treatment interview, 

he reported that he became “less shy” and better able to speak to his therapist as a result of 

therapy. Jack’s anxiety and feelings of anger and frustration manifested in playing out war 

scenes during therapy. Jack’s action-packed play made it possible for the therapist to make 

meaningful comments and therapeutic interpretations to help Jack gain better insight into 

challenging emotions, including anxiety and anger. 

There is ample adult psychotherapy research highlighting that the client’s active 

involvement in the therapeutic process is a crucial factor for successful psychotherapy outcome 

(Bohart & Tallman, 2010). This finding carries over into psychotherapy with youth; parental and 

child willingness to participate in treatment both have a significant effect on psychotherapy 

outcomes (Karver et al., 2006). Children and parents who willingly participate and collaborate 

with the therapist are more likely to achieve successful treatment outcomes when compared to 

clients who are less participatory and/or defensive throughout the course of treatment. 

Jack’s ability to engage in imaginative play, and willingness to let the therapist be part of 

his play, helped the therapist better understand him and feel more connected to him, thereby 

helping him achieve positive therapeutic outcomes. Overall, when compared to Oliver’s 
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experience as a more inhibited client, Jack’s high level of activity, creativity, and willingness to 

engage in the therapeutic process despite at times negative feelings yielded more successful 

treatment outcomes.  

Post-treatment interviews provide further insight into Jack and Oliver’s experiences of 

RFP-C treatment. When asked why he was attending therapy, Jack replied, “Because I have 

sensory processing disorder, I think. Because I am different. Because I am an outcast.” When 

asked the same question, Oliver demonstrated less insight into his challenges and explained that 

he did not know and was only attending because his mother told him to. During the post-

treatment child interview, both Jack and Oliver were asked to share about a conversation they 

remembered from therapy. Jack recalled many details and expressed anxiety related to this 

moment in therapy. Jack stated, “I remember one about (long pause) something that will get me 

arrested.” Jack said he told the therapist about an army that he was part of. Jack explained that 

the government would not like the army because they would be scared that it would become “too 

powerful and overwhelm them.” While recalling this conversation, Jack said, “If you want to 

know about it, to make sure it's not a bad thing, you could ask [therapist’s name].” He continued 

to assure the interviewer that “it wasn’t a bad thing” and said “so don’t tell the police, because I 

will get arrested and sent to the hospital. I will probably be killed by a shot. A shot will go in 

with poison and murder me.” In contrast, Oliver shared that his therapist explained to him that 

everyone has feelings, which had a positive impact on him and made him feel good to know that 

he is not alone.  

When asked about their feelings when first attending therapy, Jack reported that he was 

“shy” and Oliver reported that he was “scared.” Oliver began to warm up initially; however, after 

seeing the camera in session he told his mother “I’m just not gonna say anything. I’m not gonna 

talk at all because of the camera.”  

During the post-treatment child interview, Jack described therapy saying, “One word to 

describe it is hell. The other is the worst thing on earth. The other is for disorganized kids who 

are an outcast and who are different.” When asked what he liked about therapy, Jack reported 

that it was “kinda fun,” but he was glad when it ended because it “took up too much time.” Jack 

also reported that his patience improved as a result of participating in therapy.  

Oliver reported, “I had the opportunity to speak to my therapist about incidents, but I 

didn’t want to because I wanted to keep them to myself.” While Oliver was reluctant to share 

personal information, especially after seeing the camera in the room, he reported that he liked 

playing games during therapy and thought it was “fun.”  When asked how he would describe 

therapy to a friend, Oliver said “I would say that therapy is when a psychologist [I don’t know 

what to say…] talks about your feelings with you.” 
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Interestingly, although Jack engaged in the therapy process more than Oliver, and had 

more successful treatment outcomes, he did not appear to enjoy the experience as much as 

Oliver.  

A study conducted by Carlberg and colleagues (2009) revealed that a child’s ability to 

articulate important personal experiences and problem areas, and demonstrate positive 

expectations of the therapy process prior to treatment, resulted in positive overall post-treatment 

experiences. Thus, it is likely that Jack’s awareness of why he was in therapy and willingness to 

discuss his problematic behaviors and feelings (despite some anxiety about doing so) allowed 

him to benefit more from therapy when compared to Oliver, who demonstrated less insight into 

the reasons for his participation.   

Parent Factors 

In addition to considering child factors that impacted treatment outcomes (i.e., differing 

levels of anxiety, and capacity and willingness to engage in symbolic play), it is also important to 

consider parent factors that impacted treatment outcomes. Shirk and Karver (2003) emphasize 

that parent willingness to participate in treatment is moderately related to treatment outcomes. If 

parents are actively engaged in treatment, it is likely that they will gain a better understanding of 

their child’s behavior and acquire skills to help increase desired behaviors and decrease 

undesired behaviors. This, in turn, creates an environment that is well suited to support positive 

therapeutic outcomes (Karver et al., 2006).  

In post-treatment interviews, both parents reported a change in the way they perceived 

and now understood their children’s externalizing behaviors. Jack’s father was able to articulate 

that RFP-C had a direct impact on his understanding of his son. Jack’s father reported that the 

therapist’s insight offered him “another perspective on what he [Jack] might be going through or 

how to approach him.” Similarly, Jack’s father reported that he gained a “steady progression of 

further understanding” and feels “more connected with the child’s feelings” after participating in 

RFP-C. During the post-treatment parent interview, the therapist recalled that she told Jack’s 

father that psychodynamic therapy was less skills-based than CBT, and Jack’s father replied, “If 

you can learn to see the behaviors differently, then that’s a skill in and of itself.” 

Oliver’s mother reported that she learned that Oliver’s defiant behavior is often a result of 

anxiety and nervousness. Oliver’s mother reported that Oliver appears “calmer at home”; 

however, she explained “I don’t know if it’s the result of therapy.” When discussing the benefits 

of the treatment, Oliver’s mother replied, “I can’t pinpoint what exactly it was, but it does seem 

to have had a positive effect.”  When asked how helpful therapy was to their child on a scale of 

1-10, Jack’s father reported 7 and Oliver’s mother reported 8, indicating that both parents felt 

RFP-C was beneficial to their children overall.  
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The above-mentioned Psychotherapy Process Q-Set  (POS; Jones, 1985, 2000) was used 

to examine the therapeutic process within parent sessions of RFP-C. As mentioned, the PQS is a 

pan-theoretical instrument used to identify how specific components of the psychotherapy 

process impact therapeutic change. In RFP-C, the PQS is utilized to examine the psychotherapy 

processes within four video-recorded psychoeducational parent sessions. Independent raters 

watch a videotaped psychoeducational parent session and sort 100 statements into nine 

categories, ranging from least characteristic (Pile 1) to most characteristic (Pile 9). The 

instructions facilitate a forced normal distribution by specifying the number of items required in 

each of the nine categories. The statements describe the therapist behaviors, patient behaviors, 

and therapist-patient interactions. Each statement is worded in neutral and descriptive language 

in order to decrease the amount of inference required by the rater. The PQS has demonstrated 

high reliability and validity across a variety of treatment samples and therapeutic modalities, 

with inter-rater reliability ranging from .83 to .89 per rater pair, and single-item reliability 

ranging between .50 and .95 across samples (Ablon, Levy, & Smith-Hansen, 2011). The most 

and least characteristic items from Jack and Oliver’s parent sessions are presented below in 

Table 3. 

A study conducted by Kufferath-Lin and colleagues (2021) examined psychotherapy 

processes of the parent component of RFP-C and closely examined the most and least 

characteristic aspects of psychotherapy process in RFP-C parent sessions. Process ratings for all 

items on the PQS were average across five raters. This PQS demonstrated high reliability, and 

interrater reliability across all sessions was .93 (Kufferath-Lin et al., 2021). Kufferath-Lin and 

colleagues (2021) found that discussion of the parent’s current life situation and interpersonal 

relationships were two of the most characteristic items of RFP-C process in parent sessions.  

Similarly, two of the most characteristic items of Jack and Oliver’s RFP-C parent 

sessions were discussion of the parent’s current life situation and interpersonal relationships 

(items 63 and 69). These two main foci highlight parents’ emphasis on discussing their child and 

current challenges related to their child’s behavior. Both Jack’s and Oliver’s parents brought up 

significant issues and material in session, demonstrating their engagement in the process. These 

findings support the notion that RFP-C parent sessions are characterized by collaboration 

between the therapist and parents, with the goal of helping parents better understand the meaning 

behind their child’s challenging behaviors. By helping parents recognize that disruptive behavior 

is meaningful and stems from avoidance of difficult feelings, parents are able to approach 

children in a sensitive manner, help them better understand their own emotions, and create an 

environment that enhances emotional self-regulatory capacities (Kufferath-Lin et al., 2021).  

One salient quality of Jack’s father’s parent sessions was that the therapist frequently 

asked for more information and offered suggestions and interpretations for the meaning of 
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others’ behavior. The therapist explained Jack’s oppositional and defiant behavior as a 

manifestation of anxiety about being bombed, which achieved a main goal of RFP-C parent 

sessions by helping Jack’s father understand that disruptive behavior has meaning (Hoffman et 

al., 2016). More specifically, Jack’s father reported that the therapist’s insight helped him 

understand Jack’s experience from a different perspective, helped him feel more connected to 

Jack, and resulted in improved parent-child communication.  

Interestingly, although Oliver’s treatment outcome was unsuccessful, his mother’s 

commitment to the work of therapy and explicit discussion of goals for treatment were two of her 

most characteristic PQS items (items 73 and 4, respectively). In terms of the therapist-focused 

items, it was highly uncharacteristic for either therapist to be condescending, tactless, or aloof, 

which created a supportive and non-competitive therapeutic environment (see, for example, item 

45 for Jack’s parent and item 6 for Oliver’s parent). Of particular note, the therapist working 

with Oliver’s mother was empathic and attuned to her feelings. In both cases, the therapist 

explained the rationale behind RFP-C and communicated with the parent in a clear and coherent 

style, which represents the therapist’s attempt to build a strong therapeutic alliance and 

contributes to a positive parent-therapist interaction (Price & Jones, 1998). 

During the post-treatment parent interview, the therapist recalled a salient moment where 

Jack’s father verbalized the purpose of RFP-C in a clear and concise manner, which 

demonstrated his understanding of this intervention. It is likely that the therapist’s supportive 

stance, curiosity, and tendency to ask for more information to better understand Jack’s father 

served as a helpful model for how Jack’s father can interact with Jack. Parent sessions can be 

utilized to model reflective functioning, and help parents increase their ability to adopt a curious 

and non-defensive approach to understanding the meaning of their child’s behavior (Hoffman et 

al, 2016). It is apparent that Jack’s father increased his reflective functioning capacities 

throughout treatment, thereby allowing him to interpret Jack’s behaviors as products of internal 

emotional states (Fonagy et al., 1991), likely contributing to the successful treatment outcome.  

During the post-treatment parent interview with Oliver’s mother, she articulated that 

Oliver appeared calmer. However, she was not able to identify the impact of RFP-C on Oliver’s 

current behavior, and she stated that she was not sure if his change in behavior was a result of 

engaging in therapy. When compared to Jack’s father’s ability to identify specific skills he 

learned, and ways that therapy directly benefited Jack and the parent-child relationship, it 

appeared that Oliver’s mother may not have understood the treatment approach and intended 

purposes of RFP-C as well as Jack’s father.  
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Parental Defenses 

Parental defense mechanisms are also important to examine when considering factors that 

contribute to different treatment outcomes. A parent’s characteristic defense mechanisms can 

influence the way they cope with their child’s distress (Cramer & Kelly, 2010; Senberg et al., 

2023); children often internalize these characteristic ways of handling emotions, whether 

adaptive or maladaptive. A study of parental defense mechanisms using data from parents in the 

RFP-C randomized controlled trial found that parents in the study used affiliation, humor, 

suppression, and devaluation of others’ image more frequently than community controls (Di 

Giuseppe et al., 2020). Moreover, a parent’s characteristic defenses can influence their ability to 

utilize treatment strategies outside parent sessions. For example, a parent who uses affiliation 

may be more likely to adopt the therapist’s reflective stance, whereas a parent who typically uses 

denial or devaluation may be less likely to do so (Di Giuseppe et al., 2020).  

Parental defense mechanisms in the current study were coded with the Defense 

Mechanism Rating Scale Q-Sort (DMRS-Q; Di Giuseppe et al., 2014) using videos of parent 

sessions from the treatment phase. The DMRS-Q is an observer-rated, computerized, method for 

assessing defense mechanisms (Di Giuseppe & Perry, 2021). The DMRS-Q is a modification of 

the original Defense Mechanism Rating Scale (DMRS; Perry, 1990), which is the closest method 

to a criterion for identifying defenses. The DMRS-Q assesses 30 individual defenses based on 

the seven hierarchical levels of defenses, ranging from immature defenses to mature defenses: 

action, major image-distortion/borderline, disavowal, minor image-distortion/narcissistic, 

neurotic, obsessional, and high adaptive defenses (Di Giuseppe & Perry, 2021). The DMRS-Q is 

comprised of 150 statements and takes 30 minutes to complete.  

The computerized DMRS-Q was created to address the limitations of the DMRS, which 

relied on transcripts of sessions, and provides clinicians and researchers with a reliable and valid 

measure for detecting defense mechanisms. Raters are provided with a DMRS-Q tutorial, where 

rating processes are explained in greater detail. Once ratings are complete, the software 

automatically provides the Defensive Profile Narrative (DPN), which is a qualitative description 

of the participant’s defensive profile. The software also provides quantitative scores of 30 

individual defenses, 7 defense levels, and Overall Defensive Functioning (ODF) (Di Giuseppe & 

Perry, 2021).  

A case study comparing results from the DMRS and the DMRS-Q reveals that the two 

scales similarly measure defense mechanisms, indicating well-established validity and reliability 

of the DMRS-Q (Di Giuseppe et al., 2014). These results have been confirmed in a recent 

validation study (Békés et al., 2021), which also demonstrated that both trained and untrained 

raters were able to assess defenses with moderate to excellent reliability on the DMRS-Q, 
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although untrained coders showed slightly lover reliability than rater who have receive the 

DMRS-Q training. 

Tables 4 and 5 represent the most characteristic defenses present in Jack and Oliver’s 

parent sessions. Jack’s father and Oliver’s mother both utilized humor, which allows for the 

expression of unpleasant feelings in an adaptive way. Humor is not a one-dimensional construct; 

Martin and colleagues (2003) highlighted different types of humor—self-enhancing and self-

defeating—and their variable outcomes. The DMRS-Q humor construct focuses on the self-

enhancing type which tends to relieve the tension in a way that allows everyone to share in it, 

rather than being at one person's expense, as in derisive or cutting remarks (e.g., self-defeating 

humor, which would likely be coded as devaluation in the DMRS-Q).  

Jack’s father also utilized several higher-order defenses, including self-assertion, and 

affiliation. High-adaptive defenses are advantageous when navigating adverse experiences, while 

lower-adaptive defenses may be problematic and lead to avoidance of important thoughts and 

feelings (Békés et al., 2023; Fiorentino et al., 2024; Porcerelli et al., 2016). Notably, use of 

humor and affiliation have been shown to be common among parents of children with 

oppositional defiant disorder (Di Giuseppe et al., 2020). Furthermore, it is likely that parents who 

are able to rely on more adaptive defenses may be better able to help their children understand, 

and cope with, their own painful emotions (Porcerelli et al., 2016). 

Results of the DMRS-Q indicate that Jack’s father had an ODF of 5.76 (possible range 1-

7), which was in the non-clinical/adaptive range. In addition to higher level, adaptive defenses, 

Jack’s father also demonstrated use of neurotic defense mechanisms, such as repression. 

Repression involves excluding disturbing mental content from awareness (Prunas et al., 2019). 

Jack’s father demonstrated repression by offering vague and non-descriptive explanations for 

topics that might have been unpleasant or emotionally loaded. Research demonstrates that 

repression is linked to an avoidant attachment style (Prunas et al., 2019). Jack’s father’s use of 

the minor image-distortion defense of devaluation of self-image may have, in some ways, served 

his child and provided an entry point for the therapist. When parents volunteer comments about 

their own shortcomings as parents it communicates an openness to identifying ways they might 

adapt or modify their responses to a disruptive child. 

In her meeting with the therapist, Oliver’s mother demonstrated the use of many high-

adaptative defense mechanisms, including humor, affiliation, self-observation, and self-assertion. 

Oliver’s mother’s Overall Defensive Functioning (6.12, possible range 1-7) was in the non-

clinical/adaptive range and was slightly higher than Jack’s father’s ODF.  

Oliver’s mother’s most salient defense mechanisms were self-observation and humor, 

higher-level defenses which have been shown to be prevalent in adulthood (Diehl et al., 2014). 
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Self-observation serves an important function in allowing parents to adapt to the demands of an 

external reality (in this case, parenting a child with disruptive behaviors) while also maintaining 

an accurate view of themselves as parents. This defense is a precursor to seeking growth and 

adaptation in the face of stress. Parent work in RFP-C, in fact, relies on parents’ ability to 

activate this defense in order to conceptualize the child’s distress and their own responses, using 

the Triangle of Conflict. Although it did not lead to a favorable treatment outcome, it is likely 

that these abilities assisted Oliver’s mother in developing a more nuanced perspective on 

Oliver’s emotional and behavioral needs.  

Parental Attachment Style 

Parental attachment style has been linked to numerous outcomes with children including 

maltreatment and failure to thrive (Jones & Cassidy, 2014; Lo et al., 2019). The Patient 

Attachment Coding System (PACS; Talia et al., 2014; 2017) was used to classify Jack’s father’s 

Oliver’s mother’s attachment styles. The PACS classifies an individuals’ attachment style based 

on in-session verbalizations (Talia et al., 2017). To determine attachment patterns, therapy 

sessions were recorded, transcribed, and then coded line by line. Coders used 27 specific 

attachment markers that are each correlated with one of three main attachment scales: Proximity 

Seeking, which measures the patient’s ability to seek emotional closeness; Exploring, which 

measures the patient’s capacity to demonstrate reflective functioning; and Resistance, which 

measures the patient’s tendency to distance themselves from others. The coder counted the 

number of times each attachment marker appeared in the session transcript and then classified 

the patient in one of three attachment categories: Balance (secure), Avoidant (dismissing), and 

Resistant (preoccupied) (Talia et al., 2014; 2017). 

Jack’s father exhibited an avoidant attachment style. It is common for avoidantly attached 

individuals to deactivate emotion regulation strategies, downplay emotional experiences, deny 

attachment-related needs, and avoid support from others (Mikulincer & Shaver, 2003). 

Therefore, it is possible that Jack’s father downplayed Jack’s emotional and behavioral 

challenges throughout his life, and especially at the end of treatment, which could have 

contributed to more successful treatment outcomes for Jack. Since the behavior of caregivers is 

often a child’s first example of social interaction and norms, it is likely that Jack’s father’s 

avoidant attachment style informed the way Jack learned to communicate interpersonally. It is 

possible that Jack therefore had more to gain from a therapeutic space where feelings could be 

expressed openly, as opposed to Oliver, whose parent was perhaps more capable of providing 

this kind of space.  

Unlike Jack’s father, Oliver’s mother demonstrated a secure attachment style. A secure 

attachment is characterized by consistency, comfort, safety, and understanding. A secure 
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attachment is linked to a caregiver’s ability to meet the physical and emotional needs of their 

child, which allows the child to develop reliable expectations, a sense of security, and a 

willingness to explore the world more comfortably, knowing that their caregiver will be present 

and responsive during a time of need (Bowlby, 1977,1988).  

Therapist Factors 

It is also critical to consider the influence of therapist factors in treatment. Post-treatment 

interviews provided information about both therapists’ feelings toward Jack, Oliver, and the 

therapy. Jack’s therapist reported that Jack had a “very active imagination” and that “his play led 

the sessions.” The therapist commented that she felt bored in sessions occasionally and viewed 

herself as a “secondary in the room.” The therapist reported that she realized that Jack’s routine 

and rigid play of creating war scenes was actually a strength of his, as he was playing out his 

internal fears rather than having to speak about them.  

Oliver’s therapist reported that the beginning of treatment was “very slow”, and although 

Oliver became more comfortable, talkative, and engaged over the time, he never got to the point 

where he felt completely comfortable in session. The therapist highlighted that his quiet 

disposition made her feel anxious and uncertain about how to approach treatment. Furthermore, 

Oliver’s therapist reported feeling like she was “interchangeable” and like any therapist could 

take her place. Both therapists reported that they could have benefitted from working with Jack 

and Oliver for a longer period of time, as they believed both patients’ underlying anxiety could 

have been addressed more directly if time allowed.  

Therapist Countertransference 

The Therapist Response Form (TRF; Zittel et al., 2005) was used as a measure of 

therapist countertransference. The TRF is a 79-item, self-report questionnaire that measures a 

wide range of the participating clinician’s thoughts, feelings, and behaviors toward their patients. 

The statements are written in simple language so that clinicians can use the tool without bias. 

Therapists rate each item on a five-point Likert scale, ranging from 1 (Not True) to 5 (Very 

True).  

The TRF measures countertransference along eight dimensions derived by factor 

analysis: (1) overwhelmed/disorganized, e.g., “I feel resentful working with him/her”; (2) 

helpless/inadequate, e.g., “I feel I am failing to help him/her”; (3) positive e.g. “I look forward to 

sessions with him/her”; (4) special/overinvolved, e.g., “I disclose my feelings with him/her more 

than with other patients”; (5) sexualized, e.g., “I find myself being flirtatious with him/her”; (6) 

disengaged, e.g., “I feel bored in sessions with him/her”; (7) parental/protective, e.g., “I feel like 

I want to protect him/her”; and (8) criticized/mistreated, e.g., “I feel unappreciated by him/her”. 

The TRF has demonstrated good internal consistency (Betan et al., 2005). The following 
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Cronbach’s alpha values were obtained for the eight factors: overwhelmed/disorganized (.79), 

helpless/inadequate (.87), positive (.84), special/overinvolved (.75), sexualized (.80), disengaged 

(.78), parental/protective (.80), and criticized/mistreated (.84). 

The means, standard deviation, range, and alphas for each of the eight 

countertransference dimensions are presented in Table 6. As shown, Jack’s therapist endorsed 

high scores on the Positive/Satisfying domain of countertransference. These endorsements on the 

TRF align with the therapist’s comments in the post-treatment therapist interview data. In 

contrast, Oliver’s therapist endorsed high scores on Helpless/Inadequate, Disengaged, and 

Criticized/Mistreated domains of countertransference.   

Jack’s Therapist 

Jack’s therapist ‘s high scores on the Positive/Satisfying domain of countertransference 

indicate experiencing a positive working alliance and close connection with the patient (Betan & 

Westen, 2009). While Jack’s therapist felt sad and overwhelmed by Jack’s needs and 

experienced occasional boredom and annoyance with him throughout treatment, she felt very 

nurturant toward him in general. Jack’s therapist reported that she found it exciting to work with 

Jack, liked him very much, and looked forward to their sessions together. Jack’s therapist did not 

feel confused or disengaged in sessions at all during treatment and endorsed that she felt like she 

understood Jack and his inner world well. As indicated by the TRF, Jack’s therapist felt like she 

had a strong therapeutic relationship with Jack and was able to help him throughout treatment. 

Thus, Jack’s therapist CT behavior likely had a positive impact on the therapeutic relationship 

and created a more enjoyable and successful therapeutic process. 

Oliver’s Therapist 

The TRF demonstrated that Oliver’s therapist experienced challenges when working with 

Oliver in RFP-C. When compared to the overall sample and Jack’s therapist’s report, Oliver’s 

therapist endorsed high scores on Helpless/Inadequate, Disengaged, and Criticized/Mistreated 

domains of countertransference. The Helpless/Inadequate subscale depicts feeling overwhelmed, 

anxious, and worrying about not being good enough; the Disengaged subscale represents feeling 

bored, disengaged, and irritated; and the Criticized/Mistreated subscale represents feeling 

underappreciated, dismissed, or experiencing an urge to “walk on eggshells” around the patient 

(Betan & Westen, 2009).  

A study by Dose and colleagues (2022) found that among children with a primary 

diagnosis of ODD or conduct disorder, the strength of the therapist-patient alliance at the 

beginning of treatment predicted symptomatic improvement by the end of therapy. This may be 

because of the ways in which a poor working alliance can impact the client and therapist’s 

feelings, and thus the therapeutic process. According to Hayes & Gelso (2001), the therapist’s 
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countertransference (CT) has the capacity to negatively influence the working alliance between 

the therapist and the client. Specifically, the therapist’s attitude toward a client can influence 

important process variables including the client’s willingness to engage in treatment and the 

depth of the therapeutic relationship (Colli & Ferri, 2015).   

Oliver’s therapist reported that she felt bored, confused, and frustrated in sessions with 

Oliver (i.e., Disengaged). Throughout treatment, the therapist tried to intervene by making 

various comments, interpretations, and asking questions. However, Oliver’s tendency to limit his 

verbalizations and play structured board games, rather than engage in make believe play, made it 

increasingly challenging for the therapist to adhere to the RFP-C protocol. As a result of sitting 

alongside Oliver and watching him play or being met with resistance when trying to narrate or 

join the play, the therapist did not feel fully engaged with Oliver and thought that Oliver might 

do better with another therapist or a different type of treatment (i.e., Criticized/Mistreated).  

Oliver’s rigid and routine play, and lack of spontaneity or imaginative play, resulted in 

the therapist feeling like she was “interchangeable” and did not matter so much in the therapy 

room. Due to challenges with communicating and engaging in play with Oliver throughout 

treatment, the therapist reported that she felt less successful helping Oliver than other patients 

and expressed worries about feeling like she was not helping him (i.e., Helpless/Inadequate).  

According to Hayes & Gelso (2001), therapists are more likely to act on negative CT if 

they have difficulty managing their own anxiety regarding the therapeutic relationship. Anxiety 

and negative countertransference are common experiences for therapists working with children 

with disruptive behavior problems (Hoffman, 2015). Acting on one’s own countertransference is 

less likely to occur when a therapist has strong conceptualization skills and can employ 

appropriate interventions to target the patient’s symptoms (Hayes & Gelso, 2001). Thus, it is 

likely that Oliver’s therapist’s confusion about how to successfully engage him in treatment, 

while following the RFP-C protocol, led to feelings of anxiety, thereby increasing CT behavior. 

According to Colli and Ferri (2015), CT can manifest in the therapist withdrawing from the 

client and creating a relationship that is characterized by under-involvement.  

Taken together, the therapist’s feelings toward Oliver likely impacted the working 

alliance and made for a challenging therapeutic environment. It is also possible that Oliver’s own 

sense of helplessness and disengagement led to a parallel process in which the therapist 

experienced similar feelings about the treatment, and this may have contributed, in part, to the 

unsuccessful treatment outcome.  

Implications of this Comparative Case Study 

In summary, a dual case study method was utilized in this project to compare the effects 

and process of two RFP-C cases, one (Jack) with a positive treatment outcome and one (Oliver) 
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where the child’s symptomatic functioning remained the same. A simplified summary of the 

quantitative and qualitative study results can be found in Table 7, including 11 items of data. 

Specifically, the project examined: 

• Quantitative outcome data (items 1-6 in Table 7).   

• Psychotherapy process coding, using the Child Psychotherapy Q-Set (CPQ) for 

child sessions and the Psychotherapy Process Q-Set (POS) for parent sessions 

(items 7 and 8); 

• Parental defense mechanism data from the Defense Mechanisms Rating Scale Q-

Sort (DMRS-Q; item 9 

• Countertransference measures from the Therapist Response Form (TRF, item 10) 

• Parent attachment style measures from the PACS = Patient Attachment Coding 

System (PACS, item 11); and  

• qualitative interviews with the child, parent, and therapist at the end of treatment.  

We believe the findings of this study yield important contributions to the literature on 

therapeutic outcomes for children and families by identifying some of the essential 

characteristics of successful psychotherapy process in these two contrasting-outcome cases who 

presented with the same problem and who received the same, manualized treatment. In 

particular, items 1-6 in Table 7 document Jack and Oliver’s contrasting response to treatment. 

Items 7 and 10 reflect that when a child is willing to engage and collaborate with the therapist, it 

helps the therapist understand the child and feel more connected to them, which contributes to a 

strong therapeutic alliance.  

Child Anxiety and Level of Awareness About Engaging in Therapy 

This case study comparison indicates the importance of considering how a child’s level 

of anxiety in the therapy room impacts treatment. As reflected in Oliver’s case, high levels of 

anxiety about participating in therapy (e.g., his great concern over the camera) can result in 

limited speech and highly structured play (see item 7 in Table 7). Lack of speech, spontaneity, 

and imaginative play directly impacts the therapist’s ability to intervene, and, in the case of RFP-

C, makes it challenging to highlight a patient’s emotions and defense mechanisms. Due to 

uncertainty about how to successfully intervene, highly anxious children might be less likely to 

understand their experience compared to their less anxious peers.  

In addition, based on Jack’s and Oliver’s post-treatment interviews, this study highlighted 

the relationship between a child’s level of awareness about engaging in therapy (high for Jack 

and low for Oliver) and successful therapeutic outcomes (positive for Jack and negative for 

Oliver).  
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Due to the time limited nature of the manualized RFP-C treatment, each patient’s course 

of treatment included only 16 child therapy sessions and four parent sessions. As evidenced by 

Jack and Oliver’s variable abilities to open up to the therapist and become increasingly 

comfortable over time, a longer course of treatment may have yielded a greater therapeutic 

outcome for Oliver. Given Jack’s enthusiasm for the work of therapy and his capacity for 

imaginative play, little was required to draw him into the therapeutic relationship. In contrast, 

Oliver was a reluctant participant, often silent and withdrawn, and this was paralleled in the 

therapist’s countertransference, with a sense of confusion and frustration as she tried to reach 

him.  

Early assessment of a child’s willingness or ability to engage in therapy may be helpful in 

adapting therapeutic interventions like RFP-C for children like Oliver  to foster greater 

participation in the therapeutic relationship. Most research in this area has focused on 

motivational interviewing (MI) techniques with parents seeking Parent-Child Interaction 

Training (PCIT; N’zi et al., 2017; Webb et al., 2017) and with adolescents receiving treatment 

for conduct problems (Clair-Michaud et al., 2016; Gallagher et al., 2010). Some researchers have 

cautioned against using MI with elementary aged children (Strait et al., 2012) because MI 

requires cognitive processes such as self-appraisal, planning, and theory of mind that are not 

well-developed at this stage of childhood. However, perhaps a helpful adjunctive technique with 

children like Oliver could be a modified version of MI, more in line with 

Collaborative/Therapeutic Assessment (Finn et al., 2012; Tharinger et al., 2009). In this 

approach to child assessment, clients are encouraged and invited as full partners in the 

assessment process itself to explore how their test scores and patterns reflect who they are in 

their daily lives and how they can learn to cope with the challenges in their lives. Thus, resistant 

clients like Oliver could be identified and actively engaged in the therapy process at the initial, 

assessment phase of therapy.   

Parent Engagement 

Parent engagement (item 8 in Table 7) in both cases was high relative to broadly 

documented challenges of engaging parents in treatment for disruptive behaviors (Martinez et al., 

2017). This participation level—with both children’s parents attending all required parent 

sessions—may be due to the framework of RFP-C which includes psychoeducation that begins 

in the first parent session; detailed discussion of the causes and meaning of disruptive behavior; 

and a collaborative approach to achieving the goals of therapy. Notably, these components have 

been shown to predict parental involvement in treatment for child disruptive behavior (Martinez 

et al., 2014). Moreover, Jack and Oliver’s parents were not distinctive for RFP-C clients. In the 

larger randomized controlled study involving RFP-C therapy, from which Jack and Oliver’s case 

studies are drawn, 91.8% of participants completed the treatment protocol. Additionally, as 
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mentioned above, the larger RCT sample demonstrated high compliance rates among treatment 

completers with 98.5% of scheduled sessions attended by children and/or their parents (Prout, 

Rice, et al., 2022).  

As also mentioned above, a distinctive strength of RFP-C is its high percentage rate of 

treatment engagement for both parents and children in the 90’s. This is as compared with high 

dropout rates in the most popular alternative to treating disruptive behaviors, that is, behavioral 

parent training (BPT) approaches which emphasize work with parents more so than with the 

child. Specifically, Chacko et al. (2016) found that "at least 25% of those identified as 

appropriate for BPT not enrolling in such programs. An additional 26% begin, but drop out 

before completing treatment, ... with a combined dropout rate of at least 51 %" (p. 204).      

Parent Defense Mechanisms and Attachment Style 

We collected standardized quantitative measures on Jack and Oliver’s caregivers – Jack’s 

father and Oliver’s mother. The results on these measures, together with the post-treatment 

interviewers with these caregivers, did not show any differences that could account for the 

differential outcome results in Jack’s and Oliver’s treatments.   

Limitations to This Case Study Comparison  

There are several limitations to this study. First, since this study largely utilized 

qualitative and observer-rated data, it is important to consider how researcher bias might impact 

the results (University of Southern California Guides, n.d.). In this regard, it should be noted that 

even though the researchers are developers and promoters of RFP-C, they did not have a bias 

towards positively seeing the impact of RFP-C since the case of Oliver was chosen specifically 

because of his failure to profit from RFP-C treatment. Also, the use of standardized, quantitative 

measures provided a less potentially biased balance to the use of the researchers’ observations 

per se. In addition, the results for Jack and Oliver are strengthened by their consistency with the 

results from the larger, randomized control study of RFP-C (Prout, Rice, et al., 2022).    

A second limitation was in the caregiver ratings of Jack. In the cases participating the 

RFP-C study, like Jack and Oliver, parents were required to complete measures at intake, before 

treatment began, and when treatment had ended. Oliver’s mother completed all measures at 

intake and outtake, which made it simple to compare his mother’s pretreatment and post-

treatment ratings on various measures.  

On the other hand, Jack’s mother completed all pretreatment measures and spoke with the 

therapist on the phone prior to beginning treatment. The therapist reported that she thought she 

would be meeting with Jack’s mother, as his mother had facilitated all previous communication; 

however, on the day of the first session Jack’s father showed up alone. Jack’s father consistently 
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attended treatment alone, as Jack’s mother was ill and remained at home. Due to the fact that 

Jack’s mother completed all pretreatment measures and Jack’s father completed all post-

treatment measures, it is unclear whether the change in ratings from pretreatment and post-

treatment is a valid representation of his improvement. Jack’s post-treatment measures had 

significantly decreased across the board, and it is possible that his mother and father perceived 

Jack’s behavior differently, with Jack’s mother indicating more severe behavior at baseline than 

Jack’s father, which could have drastically impacted treatment outcome measures. Thus, to 

eliminate confounding variables, it would have been helpful for the same parent to complete all 

pretreatment and post-treatment measures. However, despite this possible limitation, there is  

evidence that parent ratings tend to have moderate agreement and mother’s ratings tend to be 

consistently higher than father’s (Schroeder et al., 2010). Moreover, all the other data in the 

study—such as  Jack self-ratings and his post-treatment interview, the process of the therapy as 

reflected in the videotapes, Jack’s therapist’s reaction to Jack, and the qualitative content of 

Jack’s father’s post-treatment interview—confirm the results of Jack’s father’s post-treatment 

caregiver ratings. 

Future Research 

While this study examined parental defense mechanisms, it would be useful to study 

child defense mechanisms and their impact on the psychotherapy process in RFP-C. Given the 

growing evidence for the salience of defenses as a mechanism of change in psychotherapy with 

adults (Babl et al., 2019), there is a need for more research on the role of defenses in child 

therapy.   

More comparative RFP-C case studies like those of Jack and Oliver will help strengthen   

the knowledge we gained from comparing these two boys. In addition, we could expand our 

knowledge by including case studies where participation in psychotherapy exacerbated 

symptoms and resulted in harmful outcomes. 

The design of future RFP-C studies could be enhanced in a number of ways. First,  

formal measures of treatment fidelity could be included. Second, there could be a comparison of 

the RFP-C treatment group with an active treatment comparison group (unlike the waitlist 

control in the 2022 RCT by Prout, Rice, and colleagues from which the cases of Jack and Oliver 

were obtained). Third, independent-observer-coded measures of symptoms together with teacher 

measures of classroom behavior could be added, in addition to self-report measures from parents 

and child clients.  

Clearly, the comparison of any two contrasting-outcome cases is limited by the unique 

aspects of any particular case. However, the knowledge yield of the comparison of Jack’s and 

Oliver’s case studies argues for conducting many more such case comparisons to investigate how 
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this knowledge can be strengthened and expanded by such case comparisons drawn from group 

studies.   

Finally, comparisons of successful cases like Jack’s and unsuccessful cases like Oliver’s 

reveal variables and patterns that can be researched in group studies. One example that 

particularly stands out in Jack and Oliver’s cases is the role of client engagement, and how it 

seems central in the capacity of RPT-C as currently practiced to produce positive outcomes.     

For Further Reading 

For more information on Regulation Focused Psychotherapy for Children, resources such 

as an animated video and a booklet for parents, a provider directory, and other tools are available 

at www.centerforrfp.org.  
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Table 1. Outcomes and Reliable Change Indices 

 

 
 

 Jack  

 

Oliver 

Measure 
Clinical 

Cutoff 
Intake Termination RCI  Intake Termination RCI 

ODD-RS  8 24 6 -12.39*  19 17 -1.37 

CBCL         

ODD  65 77 62 -4.67*  80 77 -0.93 

Externalizing  64 78 65 -5.72  75 74 -0.44 

ECBI         

Intensity  60 65 61 -0.83  67 66 -0.20 

Problem  60 71 64 -1.34  71 73 0.38 

ERC          

Lability n/a 47 36 -7.46  39 39 0.00 

Regulation n/a 23 24 0.60  21 24 1.80 

ERQ-CA         

Reappraisal               n/a 6 20 2.33  37 30 -1.17 

Suppression n/a 9 12 0.63  12 18 1.27 

ICU parent         

Uncaring n/a 15 14 -0.44  16 13 -1.34 

Callousness n/a 11 6 -2.23  9 9 0.00 

Unemotional n/a 0 0 0.00  2 3 0.00 

Total  24 28 26 -0.90  32 32 0.00 

PSI         

PD  81 76 54 -1.51  46 72 1.79 

P_CDI  81 70 76 0.41  78 72 -0.41 

DC  81 98 94 -0.34  99 88 -0.93 

Total  81 82 74 -0.79  80 84 0.39 

Note 1. Bolded score = Reliable Change Index (RCI) indicates statistically significant change ( |1.96|) (Jacobson & Truax, 

1991).   

Note 2. Bolded score plus asterisk = Clinically Meaningful Change (significant RCI and movement from above clinical 

cutoff to below clinical cutoff (Jacobson & Truax, 1991).    

Note 3. ODD-RS = Oppositional Defiant Disorder Rating Scale; CBCL = child Behavior Checklist, ECBI = Eyberg Child 

Behavior Inventory; ERC = Emotion Regulation Checklist; ERQ-CA = Emotion Regulation Questionnaire for Children and 

Adolescents; ICU = Inventory of Callous-Unemotional Traits – Parent Version; PSI = Parenting Stress Index – Fourth 

Edition – Short Form (PD = Parental Distress; P_CDI = Parent-Child Dysfunctional Interaction; DC = Difficult Child) 

Note 4. Clinical cutoffs are not available for the ERC, ERQ-CA or subscale scores of the ICU.  

Note 5. Determining a cutoff for the total ICU score is complex and varies widely for ages 7-12 , by client gender, and by 

reporter (e.g., mother or father). The cutoff score listed above is for all ages of boys as reported by mothers. Father-reported 

cutoff is 25. These cutoff scores are for identifying youth on trajectories of high stable co-occurring conduct problems and 

CU traits (Kimonis et al., 2014). 
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Table 2. Child Psychotherapy Process Q-Set for Child Sessions 

Jack Oliver 
Item 

# 

CPQ Item Mean 

pile # 

Item 

# 

CPQ Item Mean 

pile # 

Most Characteristic CPQ Items in RFP-C Sessions 

23 Therapy session has a specific focus 

or theme  

8.5 29 The quality of the child’s play is fluid, 

absorbed (vs. fragmented, sporadic) 

8.67 

1 Child expresses negative feelings 

(e.g., criticism, hostility) toward 

therapist (vs. expresses approval or 

admiration) 

8 95 Child’s play lacks spontaneity  8.17 

71 Child engages in make-believe play 7.67 86 Therapist is confident, self-assured 

(vs. uncertain or unsure) 

8.17 

58 Child appears unwilling to examine 

thoughts, reactions, or motivations 

related to problems  

7.67 40 Child communicates without affect  8.17 

65 Therapist clarifies, restates, or 

rephrases child’s communication  

7.5 23 Therapy session has a specific focus 

or theme  

8.17 

52 Therapist makes explicit statements 

about the end of the hour, upcoming 

weekend, or holiday  

7.5 93 Therapist is neutral  7.83 

77 Therapist’s interaction with child is 

sensitive to the child’s level of 

development  

7.33 42 Child ignores or rejects therapist’s 

comments and observations  

7.83 

75 Interruptions, breaks in the treatment, 

or termination of therapy are 

discussed  

7.33 6 Therapist is sensitive to the child’s 

feelings 

7.83 

56 Child is distant from his or her 

feelings  

7.17 3 Therapist’s remarks are aimed at 

encouraging child’s speech  

7.83 

42 Child ignores or rejects therapist’s 

comments and observations 

7.17 77 Therapist’s interaction with child is 

sensitive to the child’s level of 

development 

7.67 

Least Characteristic CPQ Items in RFP-C Sessions 

25 Child has difficulty leaving the 

session 

1.17 13 Child is animated or excited  1.67 

17 Therapist actively exerts control over 

the interaction (e.g., structuring, 

introducing new topics) 

1.5 17 Therapist actively exerts control over 

the interaction (e.g., structuring, 

introducing new topics) 

2 

18 Therapist is judgmental and conveys 

lack of acceptance  

1.83 49 Child conveys or expresses mixed or 

conflicted feelings about the therapist  

2.33 

9 Therapist is nonresponsive (vs. 

affectively engaged) 

2.17 5 Child has difficulty understanding the 

therapist’s comments  

2.5 

78 Child is compliant  2.33 78 Child is compliant  2.67 

32 Child achieves a new understanding 

or insight  

2.33 26 Child is socially misattuned or 

inappropriate  

2.67 

10 Child seeks greater intimacy with the 

therapist  

2.33 10 Child seeks greater intimacy with the 

therapist  

2.83 

85 Child’s aggression is directed toward 

self  

2.5 72 Child is active  2.5 

24 Therapist’s emotional conflicts 

intrude into the relationship  

2.5 32 Child achieves a new understanding 

or insight  

3.17 

61 

 

Child feels shy and embarrassed (vs. 

un-self-conscious and assured) 

2.83 30 Child’s aspirations or ambitions are 

themes  

3.17 
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Table 3. Psychotherapy Process  Q-Set for Parent Sessions 

Jack Oliver 
Item # PQS Item Mean 

pile # 

Item # PQS Item Mean pile 

# 

Most Characteristic PQS Items in RFP-C Sessions 

69 Parent’s current or recent life situation 

is emphasized in discussion 

8.87 69 Parent’s current or recent life situation 

is emphasized in discussion 

8.1 

63 Parent’s interpersonal relationships are 

a major theme 

8.53 57 Therapist explains rationale behind his 

or her technique or approach to 

treatment  

8.05 

88 Parent brings up significant issues and 

material 

8.27 37 Therapist behaves in a teacher-like 

(didactic) manner 

7.75 

43 Therapist suggests the meaning of 

others’ behavior  

8.07 63 Parent’s interpersonal relationships are 

a major theme 

7.5 

31 Therapist asks for more information or 

elaboration 

8.07 73 The parent is committed to the work of 

therapy  

7.5 

23 Dialogue has a specific focus 8.07 23 Dialogue has a specific focus 7.5 

45 Therapist adopts supportive stance 7.87 6 Therapist is sensitive to the parent’s  

feelings, attuned to the parent; empathic 

7.5 

46 Therapist communicates with parent in 

a clear, coherent style  

7.73 46 Therapist communicates with parent in 

a clear, coherent style 

7.4 

17 Therapist actively exerts control over 

the interaction (e.g., structuring, and/or 

introducing new topics  

7.73 88 Parent brings up significant issues and 

material  

7.35 

57 Therapist explains rationale behind his 

or her technique or approach to 

treatment 

7.6 4 The parent’s treatment goals are 

discussed  

7.3 

Least Characteristic PQS Items in RFP-C Sessions 

19 There is an erotic quality to the therapy 

relationship 

1 19 There is an erotic quality to the therapy 

relationship  

1 

11 Sexual feelings and experiences are 

discussed 

1.13 11 Sexual feelings and experiences are 

discussed  

1.55 

51 Therapist condescends to or patronizes 

the patient 

1.6 51 Therapist condescends to or patronizes 

the patient  

1.95 

9 Therapist is distant, aloof (vs. 

responsive and effectively involved) 

1.87 1 Parent verbalizes negative feelings 

(e.g., criticism, hostility) toward 

therapist (vs. makes approving or 

admiring remarks) 

2.05 

64 Love or romantic relationships are a 

topic of discussion 

2 9 Therapist is distant, aloof (vs. 

responsive and effectively involved) 

2.15 

24 Therapist’s own emotional conflicts 

intrude into relationship  

2.13 12 Silences occur during the hour  2.2 

1 Parent verbalizes negative feelings 

(e.g., criticism, hostility) toward 

therapist (vs. makes approving or 

admiring remarks) 

2.4 77 Therapist is tactless 2.35 

39 There is a competitive quality to the 

relationship 

2.4 64 Love or romantic relationships are a 

topic of discussion  

2.45 

77 Therapist is tactless 2.53 39 There is a competitive quality to the 

relationship  

2.55 

2 Therapist draws attention to patient’s 

nonverbal behavior, e.g., body posture, 

gestures  

2.6 15 Parent does not initiate topics; is 

passive  

2.9 
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Table 4. Most Characteristic Defense Mechanisms for Jack’s Father  

Defensive Profile Narratives 
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Table 4.  Most Characteristic Defense Mechanisms for Jack’s Father  

Defensive Profile Narratives, continued 
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Table 5. Most Characteristic Defense Mechanisms for Oliver’s Mother  

Defensive Profile Narrative 
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Table 5. Most Characteristic Defense Mechanisms for Oliver’s Mother  

Defensive Profile Narrative, continued 

 

Item # Defense Level Individual 

Defense 

Statement 

 

56 Level 4: Minor Image-

Distortion 
 The subject is preoccupied with real or 

exaggerated faults in him or herself, although 

he or she can acknowledge some realistic 

positive aspects, if these are pointed out. 

 

58 Level 7:  

High-Adaptive 
Self-Observation In interpersonal conflicts, the subject uses an 

understanding of his or her reactions to 

facilitate understanding others' points of view 

or subjective experiences. This may make the 

subject a better negotiator or collaborator. 

 

66  Level 7:  

High-Adaptive 
Affiliation When confronted with emotional conflict or 

stressful situations, the subject describes 

confiding in someone. Emotionally meaningful 

sharing led to enhancement of coping skills, or 

direct 

assistance beyond what the subject would have 

done alone. 

 

93 Level 7:  

High-Adaptive 
Affiliation When dealing with an emotionally difficult 

situation, the subject reports that talking to 

others helps the subject think through how best 

to handle the problem. 
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Table 6. Therapist Countertransference Self-Report   

  

   
 

Total Sample 

Factors 
# of 

Items 
Jack  Oliver M SD Range  

Parental/Protective 6 2.67 2.83 3.46 0.80 1.67 – 5.00 .86 

Positive/Satisfying 8 2.50 2.00 3.19 0.77 1.75 – 4.50 .86 

Helpless/Inadequate 9 1.22 3.11 2.28 .83 1.22 – 4.11 .90 

Overwhelmed/Disorganized 9 1.67 1.56 1.92 .62 1.11 –3.67 .73 

Special/Overinvolved 5 1.20 1.40 1.76 0.62 1.00 – 3.20 .67 

Disengaged 4 1.25 2.50 1.98 0.68 1.00 – 4.00 .77 

Criticized/Mistreated 18 1.28 1.61 1.69 .62 1.06 – 3.56 .93 

Sexualized 3 1.00 1.00 1.10 .22 1.00 – 2.00 .40 

Notes. Means, standard deviations, range, and alpha drawn from overall sample of 20 study therapists and 33 

children; data obtained from therapist-reported responses on the Therapist Response Form (TRF; Zittel et al., 

2005) 
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 Figure 1. RFP-C Triangle of Conflict 

 

 
A. What Painful (but hidden) Feelings might have been provoked by this situation?  

a. Grief, fear, longing, sadness, dependency 

b. The emotions are difficult to tolerate but also understandable in context 
 

B. What thoughts or experiences might have led to Inhibition around expressing these feelings?  

a. “I shouldn’t be feeling this.” 

b. There is an inner awareness that these painful emotions need to be vigorously avoided 
 

C. What Behaviors did you observe? 

a. The behaviors we see are a result of the child’s need to defensively ward off painful 

emotions 

b. There is meaning to this behavior.  
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Figure 3. RFP-C Triangle of Conflict for Jack 

 

Triangle of Conflict Worksheet 
Helping Parents & Teachers Understand Triggers for Specific Behaviors 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

  

B. Inhibition 

 

 

 

 

 

 

A. Painful (but hidden) Feelings 

 

 

 

 

 

C. Observed Behavior 

 

 

 

 

 

There is meaning 

behind these 

behaviors 

 

Verbal & physical 

aggression 

Vulnerability, fear of others’ 

attacks, sense of the world as 

unpredictable and chaotic 

“I can’t be seen as weak, 

weakness leaves you in 

danger” ; “The world is too 

overwhelming and scary 

for me” 
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Figure 4. RFP-C Triangle of Conflict for Oliver 

 

Triangle of Conflict Worksheet 
Helping Parents & Teachers Understand Triggers for Specific Behaviors 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

B. Inhibition 

 

 

 

 

 

 

B. Painful (but hidden) Feelings 

 

 

 

 

 

C. Observed Behavior 

 

 

 

 

 

There is meaning 

behind these 

behaviors 

Bullying others, arguing, 

making insensitive 

comments about others 

Fear of loss and/or rejection;   

jealousy of others 

”If others come too 

close, I will lose them”. ; 

“If someone looks too 

closely, I will get in 

trouble / be rejected” 
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APPENDIX 1. OUTLINE OF THE CASE STUDIES OF “JACK” AND “OLIVER”   

 
1. CASE CONTEXT AND METHOD 

  

2. THE CLIENTS 

  

3. GUIDING CONCEPTION WITH RESEARCH SUPPORT 

The RFP-C Model of Therapy 

The Duration and Three Phases of RFP-C 

Phase One.   

Phase 2.   

Phase 3.   

Variations in Outcome 

  

4. ASSESSMENT OF THE CHILD’S PRESENTING PROBLEMS & HISTORY 

Jack  

Oliver  

Quantitative Assessment 

The Oppositional Defiant Disorder Rating Scale (ODD-RS; O’Laughlin et al., 2010)  

The Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2001)   

The Eyberg Child Behavior Inventory (ECBI; Rich & Eyberg, 2001)   

The Emotion Regulation Checklist (ERC; Reis et al., 2016)    

The Emotion Regulation Questionnaire for Children and Adolescents (ERQ-CA;  

           Gullone & Taffe, 2011)  

The Inventory of Callous-Unemotional Traits Parent (ICU; Ezpeleta et al., 2013)   

The Parenting Stress Index – Fourth Edition – Short Form (PSI-4-SF; Abidin, 2012)  

  

 5. CASE FORMULATION AND TREATMENT PLAN  

Jack  

Oliver  

Parent Work 

  

6. COURSE OF TREATMENT 

The Case of Jack 

The Case of Oliver 

  

7. THERAPY MONITORING AND USE OF FEEDBACK 

  

8. CONCLUDING EVALUATION OF THE  

    THERAPY’S PROCESS AND OUTCOME 

  Child Factors  

Parent Factors   

Parental Defenses  

Parental Attachment Style  
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Therapist Factors  

Therapist Countertransference    

Jack’s Therapist  

Oliver’s Therapist 

  Implications of this Comparative Case Study   

Child Anxiety and Level of Awareness About Engaging in Therapy    

Parent Engagement     

Parent Defense Mechanisms and Attachment Style  

Limitations to This Case Study Comparison   

Future Research  

For Further Reading 
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