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ABSTRACT

This study aims to examine the status of children who do not show symptomatic
improvement (non-responders) in a multidimensional manner during the Mentalization-
Based Child Therapy (MBT-C) process. MBT-C is a psychodynamic-based therapy
model aimed at increasing the capacity of children and their parents to understand their
own and others' mental states (mentalization) and to develop emotional regulation and
interpersonal functioning (Midgley, 2017). The data obtained from this clinical study
belonging to 86 children between the ages of 5-12 were analyzed._Within the scope of
the quantitative analysis, the relationship between whether or not they respond to
therapy and some child and parent characteristics was tested with logistic regression
analyses. The number of traumatic experiences experienced by children, emotional
regulation capacity, adaptive play capacity, and mentalization capacity and emotional
regulation skills of parents were examined as independent variables. As a result of the
analysis, it was found that children with high trauma history and low emotional
regulation capacity were significantly more likely to not respond to therapy. In the
qualitative analysis section, semi-structured interviews with parents of children who did
not benefit from the therapy process were examined using thematic analysis method.
Three main themes emerged: (1) Negative Feelings and Thoughts About Therapy, (2)
Unmet Needs and Expectations, (3) Parental Gains. These themes revealed that some
children needed longer, more structured, or more explicit therapeutic processes. This
study emphasizes the importance of making adaptations appropriate to each child's
individual needs in order to increase the effectiveness of MBT-C. Although it is not
possible to make a clear conclusion about the benefits of therapy for children with
emotional regulation difficulties and high trauma history, it is necessary to investigate
these children in more detail. In addition, this study is one of the first to systematically
address the concept of non-response in MBT-C, filling a unique gap in the literature

Keywords: Non-response in Child Therapy; Mentalization Based Therapy for Children;

Baseline Characteristics; Therapy Experiences; Treatment Barriers
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0z

Bu calisma, semptomatik iyilesme gostermeyen c¢ocuklarin (yanit vermeyenler)
Mentalizasyon Tabanli Cocuk Terapisi (MBT-C) siirecindeki durumlarini ¢ok boyutlu
olarak incelemeyi amaclamaktadir. MBT-C, cocuklarin ve ebeveynlerinin kendi ve
baskalarinin zihinsel durumlarini anlama (mentalizasyon) ve duygusal diizenleme ve
kisileraras1 islevsellik gelistirme kapasitelerini artirmayr amaclayan psikodinamik
tabanli bir terapi modelidir (Midgley, 2017). 5-12 yas araligindaki 86 cocuga ait bu
klinik ¢aligmadan elde edilen veriler analiz edilmistir. Kantitatif analiz kapsaminda,
terapiye yanit verip vermemeleri ile bazi ¢ocuk ve ebeveyn 6zellikleri arasindaki iligki
lojistik regresyon analizleri ile test edilmistir. Cocuklarin deneyimledigi travmatik
deneyim sayisi, duygusal diizenleme kapasitesi, adaptif oyun kapasitesi ve ebeveynlerin
mentalizasyon kapasitesi ve duygusal diizenleme becerileri bagimsiz degiskenler olarak
incelenmistir. Analiz sonucunda, yiiksek travma gecmisi ve diisiik duygusal diizenleme
kapasitesi olan ¢ocuklarin terapiye yanit vermeme olasiliginin anlamli derecede daha
yiiksek oldugu bulunmustur. Nitel analiz bdliimiinde, terapi siirecinden fayda gérmeyen
cocuklarin ebeveynleri ile yapilan yari yapilandirilmig goriismeler tematik analiz
yontemi kullanilarak incelenmistir. Ug ana tema ortaya ¢ikmustir: (1) Terapi Hakkinda
Olumsuz Duygular ve Diisiinceler, (2) Karsilanmayan Ihtiyaclar ve Beklentiler, (3)
Ebeveyn Kazanimlari. Bu temalar, baz1 ¢ocuklarin daha uzun, daha yapilandirilmis veya
daha acik terapotik siireclere ihtiya¢ duydugunu ortaya koymustur. Bu ¢alisma, MBT-
C'nin etkinligini artirmak i¢in her ¢ocugun bireysel ihtiyaglarina uygun uyarlamalar
yapmanin 6nemini vurgulamaktadir. Duygusal diizenleme giicliigii ve yiiksek travma
Oykiisii olan ¢ocuklar icin terapinin faydalar1 hakkinda net bir sonuca varmak miimkiin
olmasa da, bu ¢ocuklarin daha detayli aragtirilmasi gerekmektedir. Ayrica, bu ¢alisma
MBT-C'de yanitsizlik kavramini sistematik olarak ele alan ilk ¢alismalardan biri olup,

literatiirdeki benzersiz bir boglugu doldurmustur.

Anahtar Kelimeler: Cocuk Terapisinde Yanitsizlik; Cocuklar I¢in Mentalizasyon

Temelli Terapi; Baslangig Olgiimleri; Terapi Deneyimleri; Tedavi Engelleri
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INTRODUCTION

Mentalization-Based Therapy for Children (MBT-C) is a psychodynamically based and
structured therapy model that aims to develop children's capacity to make sense of their
own and others' mental states (Midgley, 2017). This model has been shown to be
effective in many studies on children's emotional, behavioral and interpersonal
problems (Halfon et al., 2024). However, not every child benefits equally from this
therapeutic approach; some children do not show clinical improvement despite
completing the process. This situation is defined as "non-response" and indicates the
need for research to understand why some children do not benefit from this process as

well as the effectiveness of the therapeutic process.

The main purpose of this thesis is to examine the individual and contextual
characteristics of children who do not respond to therapeutic treatment (non-responders)
and their parents in the MBT-C application and to understand how they experience the
therapeutic process. The study includes both quantitative and qualitative data collection.
In the quantitative part, early indicators predicting therapeutic non-response were tested;
in the qualitative part, the experiences of the process were examined in depth through
semi-structured interviews with children who experienced non-response and their
parents. The main questions of the research focus on which individual and
environmental factors are related to this non-response of children who did not respond
during the MBT-C process and how children and parents experienced this process. The
interviews also aimed to reveal parent and child perspectives on the effects of therapy,

the difficulties encountered and how the process could be improved.

The hypotheses developed in the quantitative part of the research are based on previous
theoretical and empirical studies. In this context, it was predicted that children who
showed unresponsiveness to MBT-C would have lower adaptive play capacity (Cole et
al., 2004), poorer emotional regulation skills (Gross, 2002), a higher number of
traumatic life experiences (Felitti et al., 1998; Dube et al., 2003), and higher

prementalizing tendencies of their parents (Slade, 2005) before treatment. The



hypotheses are as follows: (1) The child's adaptive play capacity before treatment
predicts non-response, (2) The child's emotional regulation capacity predicts non-
response, (3) The number of traumatic life experiences predicts non-response, (4) The
child's age predicts non-response, (5) The number of sessions attended predicts non-
response, (6) The parent's emotional regulation capacity predicts non-response, (7) The

parent's prementalizing level predicts non-response.

The theoretical framework of the study combines mentalization theory with the
developmental psychopathology perspective; it evaluates multi-layered factors such as
children's developmental history, parental functionality and the therapeutic relationship
together. The qualitative analysis aims to reveal the subjective experiences of parents
and children regarding the process under three main themes, going beyond the change in
symptom level: "Negative Feelings and Thoughts Towards Therapy", "Unmet
Expectations and Needs" and "Parenting Gains". In this respect, the study is one of the
pioneering studies that addresses the concept of non-response in the context of MBT-C
both structurally and experientially. Thesis provides a framework for understanding not
only therapeutic effectiveness but also the reasons for ineffectiveness; it draws attention
to the necessity of therapy practices that are sensitive to individual differences, flexible
and open to development. It is expected that the findings will contribute both
theoretically and methodologically to the diversification and adaptation of MBT-C

practices.



LITERATURE REVIEW

2.1. The Term Non-response

Psychotherapy is a scientific and effective intervention that aims to increase the
psychological well-being of individuals. There are several methods and pathways for
psychotherapy work. Although psychotherapies are often evaluated with subjective or
relative criteria, psychotherapy research can measure the effectiveness of therapy
interventions, areas where they are beneficial, and situations where they are not
beneficial. These measures contribute to the literature about the effectiveness of the
therapy. Researchers expect therapies to be significantly effective for clients.
Psychotherapy research in the literature is mostly focused on effectiveness.
Measurements are made on effectiveness and what is effective is investigated. However,
what is not effective and what prevents the effect is also an area that needs to be
investigated in detail. Clients who do not end up with the expected effects after the
therapy process are defined as 'mon-responders', and this area is relatively less
investigated in psychotherapy research (Lambert, 2013). It can also be defined as
individuals who do not show a significant improvement at the clinical level or whose
symptoms do not decrease at the end of therapy and afterwards. Understanding why
some clients do not get expected outcomes from psychotherapy is crucial to explore
what affects the effectiveness.

Research shows that approximately one third of adult psychotherapy studies have
shown no benefit (Hansen et al., 2002). However, a clear prevalence rate of non-
response in child therapies does not appear to be consistently reported in the existing
literature. Non-response has been seen as a treatment failure (Lambert, 2010). Failure of
the targeted effect to decrease clinical symptom severity to the expected level can be
considered as failure in the therapy process. Failures in the therapy process cause
problems for clients, therapists, the health system and the economic system (Reuter, L.
et al., 2015). Clients' hopelessness about their recovery may cause therapists to question

their professional competence, and the burden of recurring symptoms on the health



system and the economy can be quite high. However, it is a question mark that needs to
be investigated why the symptoms of the clients who have participated in the therapy
process, followed its requirements but whose symptom severity continues to be at the
clinical level do not decrease. In this sense, which factors are underlying to be related to

non-response and what can affect responsiveness needs to be investigated in depth.

Looking at the literature, some studies aimed to understand the effect of therapy by
measuring it with self-report surveys (Krause et al., 2019, 2020), but there is not much
research exploring the experiences of clients. Quantitative methods predict what may
affect the outcomes by using standardized measures. While quantitative measures are
useful in identifying general trends, they cannot fully explain the complex and
multidimensional experiences that individuals go through. Even though these methods
are faster and more convenient, they lack depth. In this context, the importance of
qualitative research is increasing. Qualitative research can examine the therapy process
from individuals' own perspectives and by focusing on their "lived experiences", thus
illuminating elements of treatment that may be overlooked by other methods (Fiorini et

al., 2024).

Although some researchers have adopted a mixed-methods approach to benefit from the
strengths of both paradigms, others have conducted separate qualitative and quantitative
studies. For example, Fiorini et al. (2024) conducted two distinct studies—one
qualitative and one quantitative—to capture both broad patterns and rich individual
perspectives. In their work, the quantitative study helped identify general trends, while
the qualitative interviews provided an in-depth understanding of individuals’ therapeutic
experiences. This approach emphasizes that while survey data can give insight into
broad associations, they may fall short in capturing nuanced personal experiences,

including external factors and the therapeutic relationship.

One of the few studies using a purely qualitative approach, Mehta et al. (2023),
analyzed interviews with five young people who were treated for depression using the
IMPACT trial. This study provided important information about the outcomes that

clients expected from therapy and the negative experiences they had. The adolescents



who did not respond to therapy stated that they believed their depression was “too
severe to be cured” with therapy. They also described feeling worse as a result of
therapy, such as feeling like a burden or experiencing a negative therapeutic relationship.
However, some minor improvements were also noted, such as gaining greater self-

awareness or feeling able to share their thoughts and feelings (Mehta et al., 2023).

These findings highlight the importance of qualitative methods in providing a deeper
understanding of why therapy may not always be effective. In particular, understanding
the experiences and perceptions of non-responders can inform the development of more
tailored and responsive therapeutic approaches. Additionally, the results underline the
need to consider individual differences and initial characteristics (e.g., symptom
severity, attachment style, parental support) before initiating treatment. Such studies
offer a critical framework not only for understanding successful outcomes but also for

exploring unexpected or limited therapeutic effects—and the reasons behind them.

2.2. Factors Related to Non-response

There are several studies examining the factors that affect the outcomes of therapy.
Research on non-responders indicates that the treatment process should be personalized
and flexible (Carrington et. al., 2024). Developing methods that are sensitive to
individual differences and addressing clients with their individual differences will affect
the benefit they will receive from therapy. This is a strong emphasis on the fact that
each individual has unique treatment needs and that different therapy methods may be
more effective for different individuals (Fiorini et al., 2013; Barlow, 2010). It has also
been suggested that the therapy process should be shaped based on the emotional state
of the individuals, their relationship with the therapist, and their environmental
conditions (Fiorini et al., 2013). In addition to individual differences, these conditions

are also important factors affecting the therapy process and the effectiveness of therapy.

Procedural difficulties experienced during the therapy process, environmental
conditions, and the relationship established with the therapist may be important to

consider in the therapy process. For instance, Werbart et al. (2024), in their study



comparing successful and less successful psychotherapy processes, emphasized that the
therapeutic alliance and therapists' early adaptation to the needs of their clients were
factors in treatment outcomes. In successful cases, therapists strengthened the alliance
by deeply understanding their patients' problems and repaired crises. In less successful
cases, therapists had difficulty managing countertransference feelings and were unable
to fully encompass the needs of their clients. These findings reveal the importance of

considering individual differences in order to increase the effectiveness of therapy.

Carrington et al. (2024) emphasize that the lack of positive effects observed in
therapeutic processes is closely related to individual and environmental factors. In
particular, higher symptom levels, other comorbid psychological difficulties, and low
alliance with the therapist have been identified as predictors of non-response. De Smet
et al. (2019) suggest that the non-response state in psychotherapy for depressed clients
can be understood as a psychological impasse in which individuals gain awareness and
personal power but feel powerless to make practical changes. Although there was no
significant reduction in symptoms, patients reported improvements in mental balance
and personal power. It was observed that the clients were actually able to gain deep
insight and awareness about themselves. However, they mentioned the difficulty of
making changes in their lives. This study also shows that effectiveness can be measured
from the individual experiences of the clients in non-response studies, and that the
response may not be just symptom reduction. It may show that therapy can be effective
for the client even if it is not effective in reducing symptoms. The study highlights the
importance of using mixed-method research to gain a deeper understanding of treatment

outcomes.

Individuals who do not respond to psychotherapy sometimes do not experience
symptom reduction due to internal psychological barriers. As De Smet et al. (2019)
stated, a ‘psychological impasse’ may occur; in this case, individuals may feel
powerless to make changes while recognizing the difficulties they are experiencing.
This situation may also be reinforced by ‘cognitive biases’; for example,
‘catastrophizing’ and seeing difficulties as insurmountable obstacles, or ‘attachment

styles’ may negatively affect the therapeutic relationship. For instance, individuals with



an insecure attachment style may have difficulty establishing a secure relationship with
their therapist, which may reduce the effectiveness of therapy (Carrington et al., 2024;
Werbart et al., 2024). In addition, ‘resistance’ is an important component of therapy.
Individuals with lower resistance may have difficulty coping with the emotional
demands of therapy, which may lead to withdrawal or emotional avoidance from
therapy (Werbart et al., 2024). These psychological and relational factors may
negatively affect treatment processes. Therefore, it is emphasized that therapies for
unresponsive individuals should be arranged in a personalized and flexible manner

(Carrington et al., 2024).

2.3. Baseline Characteristics and Non-response

2.3.1. Adverse Childhood Experiences of Children and Non-response

In child psychotherapy, the child’s individual characteristics also play an important role
in the non-response. Childhood trauma is known to have negative effects on
psychological health, studies by Felitti et al. (1998) and Dube et al. (2003) have shown
that children who have experienced high levels of trauma are at higher risk of
experiencing psychological problems. Trauma can disrupt emotional regulation
processes and make it difficult to process therapeutic content. There is ongoing
discussion in the literature that adolescents exposed to prolonged and intense
interpersonal trauma may require interventions beyond traditional trauma-focused
treatments to effectively manage their symptoms (Cloitre et al., 2011). It has been
suggested that this group has persistent difficulties in the areas of emotional and
interpersonal regulation, which may negatively impact participation in therapy and the
development of the therapeutic alliance, leading to poor treatment response (Stein et al.,

2012).

In trauma-focused therapies for children, exposure to multiple traumatic experiences is
significantly associated with poor response to treatment and early withdrawal from the

process. In a meta-analysis conducted by Skar et al. (2022) with 1240 children, children



who had experienced three or more different traumas were more likely to drop out of
therapy or not show significant improvement. These findings emphasize the importance
of in-depth assessment of trauma history before treatment. At the same time, the initial
level of post-traumatic stress symptoms stands out as a factor that significantly affects
therapy outcomes. It has been revealed that children with high PTSS levels are more
likely to be in the non-responder group at the end of therapy. This situation shows how
important it is to conduct a risk analysis at the beginning of the intervention for
individuals with a heavy symptom burden. In a master's thesis written from the RCT
study (Halfon, 2024), which is the data of the current study (Kog, 2024), a case study
was conducted on two children with ACE scores of 4 and above, but who received two
different responses to treatment. One of the children was non-responder, while the other
was a responder. When the child who received a response despite the high ACE score
and the non-responder child were examined, it was seen that nonverbal communication
and mental state talk were the determining factors between ACE and outcome. This

showed that there may be other factors effective between ACE and outcome.

2.3.2.  Children’s Emotion Regulation Capacity

Emotion regulation capacity of children is an important factor that affects the
effectiveness of therapy. Studies by Cole et al. (2004) and Gross (2002) show that
children who have difficulty regulating emotions have more behavioral problems. In the
RCT study, a significant increase in emotion regulation skills was observed in children
who participated in the MBT-C process at the end of therapy and this gain was
maintained during the follow-up period (Halfon et al., 2024). This finding is supported
by previous research showing that emotion regulation difficulties are one of the main
determinants of internalizing and externalizing symptoms observed in childhood

(Halfon & Bulut, 2019; Aldao et al., 2016).

The study by Fernandes et al. (2023) shows the importance that children's pre-
intervention executive function levels and emotional regulation strategies may be
important characteristics associated with emotional and behavioral symptoms during the

intervention process. In particular, dysfunctional emotion regulation strategies such as
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catastrophizing and blaming others were found to be significantly associated with
emotional and behavioral symptoms. The decrease in the use of such strategies after the
intervention indicates that developing emotional regulation skills contributes to the
effectiveness of the intervention. These findings suggest that pre-intervention
assessment of emotional regulation and executive function capacity may provide

important contributions in predicting the benefits of intervention.

Another study conducted by Suveg et al. (2018), cognitive behavioral therapy (ECBT)
focused on emotional regulation was compared with traditional cognitive behavioral
therapy (CBT) and children aged 7-12 years who were diagnosed with separation
anxiety disorder, generalized anxiety disorder or social phobia were included as a
sample. The researchers tested whether pretreatment emotional dysregulation levels in
particular played a determining role in which treatment would respond better. It has
been suggested that ECBT may be particularly beneficial for children with high levels
of emotional dysregulation because it provides children with practice regulating
different emotions. However, contrary to expectations, pretreatment emotional
dysregulation levels measured based on both child and caregiver reports did not
significantly affect treatment outcomes. Moderator analyses revealed similar levels of
improvement in the ECBT and CBT groups and no significant differences in diagnostic,
severity and general developmental measures. These findings suggest that the presence
of emotional regulation difficulties alone is not sufficient to predict which therapeutic
approach will be more effective. Therefore, further studies are needed that examine the
relationship between emotional regulation and treatment outcomes in anxious children

1n more detail.

2.3.3. Adaptive Play Capacity and Non-response

Play capacity is also an important characteristic of children for their development. Russ
(2003) states that what really helps kids change in therapy is not just showing feelings,
but also how they use play to mix feelings and imagination in a good way. Adaptive
play is closely related to cognitive and emotional development. Chazan (2000) stated

that children with low adaptive play capacity have difficulty processing trauma and
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emotional processes. Children who participate in adaptive play appear to have more
developed emotional regulation skills (Galyer & Evans, 2001). Such games serve as a
means of expression through which children can express their internal conflicts (Halfon

& Bulut, 2019).

Halfon and Bulut (2019) conducted a study examining the development of adherence
and symbolic play capacity in psychodynamic therapy. In this study, when treatment
adherence was high, symbolic play capacity increased at the beginning of treatment. Its
development slowed down later in the treatment. These findings showed that symbolic
play capacity can develop in psychodynamic therapy. In this study, symbolic play
capacity was measured by sections taken from the sessions and coding the game. This

allowed the measurement of play capacity in spontaneous sessions.

2.3.4. Children’s Age

In addition to these, when the literature is examined, it has been seen that there are
different factors that predict non-response. For example, it has been thought that one of
the factors affecting the therapy process may be age. In childhood, each age can pass
through many developmental stages and major changes. Midgeley and Kennedy (2011),
and Midgely et al. (2017) stated in their studies that younger children benefit more from
psychodynamic therapy. In trauma therapy, child age is a significant factor in response
to treatment. A large-scale meta-analysis conducted by Skar et al. (2022) showed that
older children were less responsive to treatment. This suggests that developmental
differences may be related to emotional processing styles and coping strategies.

Therefore, age should be taken into account when planning trauma interventions.

2.3.5. Total Sessions and Non-response

Also, a number of sessions could be effective in outcome. Some studies have questioned
the assumption that more sessions lead to better outcomes in child therapy. For example,

research has shown that children who received a high number of therapy sessions did
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not have significantly better mental health outcomes compared to those who received
very few (Andrade et. al., 2000). These findings challenge the idea of a clear and
consistent dose—response effect, suggesting that session quantity alone may not be a
reliable predictor of therapeutic success, and caution should be taken when using

session count to guide clinical or policy decisions.

2.3.6. Parental Characteristics and Non-response

In child therapies, not only the child's process is evaluated, but often parents are also a
part of the process. Evaluations and therapeutic interventions are intensively applied to
both children and parents, especially in the MBT-C model. Therefore, in addition to
child variables, parental characteristics and involvement are also important in terms of
effectiveness. According to the meta-analytic review by Kathy A. Dowell and Benjamin
M. Ogle,(2010) treatments that include parent and child involvement produce better
effects than outcomes where only children are treated. In other words, therapies where
the family also participates are more effective than therapies where only the child
participates. This situation also emphasizes the importance of including parents and

children in the process with parallel sessions in the MBT-C model.

2.3.6.1.  Parental Emotion Regulation Capacity

Parents' emotion regulation skills play a critical role in the children's well-being.. A
study states that parents who have higher levels of parental emotion regulation
capacity are usually better at handling their child’s distress (Rutherford et al., 2013).
Jones and O'Leary (2008) stated that parents' difficulty in regulating their emotions
cannot provide the necessary support for the children's therapeutic process. In an
outcome prediction study for youth therapy, they found that parental social role
performance and interpersonal relationships significantly predicted youth treatment
outcome (Packard et al., 2020), illustrating the effects of parental characteristics in work

with youth (Halfon & Besiroglu, 2020).
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In the study conducted by Zimmer-Gembeck et al. (2019) on the application of Parent-
Child Interaction Therapy PCIT, improvements observed in parents’ emotion regulation
and reflective function skills were among the important outcomes of the intervention. In
particular, the increase in cognitive reappraisal skills and the decrease in
prementalization levels contributed to the improvements observed in children’s
behavioral and emotional symptoms. These findings may help explain why some
children benefit from therapy while others remain unresponsive. It is observed that
children respond more positively to therapy when therapy improves not only parenting
behaviors but also the psychological capacity of the parent (e.g. emotion regulation and
mentalization). In this context, the fact that such processes are not sufficiently

developed at the parental level may be effective in cases of non-response.

Recent research has shown that MBT-C provides significant and sustained
improvements in mothers’ emotion regulation skills at the end of therapy (Halfon et al.,
2024). This development is particularly significant when one considers that parental
emotional regulation deficiencies are a risk factor closely related to internalizing and
externalizing problems observed in children (Halfon & Bulut, 2019; Aldao et al., 2016).
Therefore, supporting parents' emotional regulation capacity may pave the way for
children to achieve more positive therapeutic gains; however, the mediating

mechanisms of this process need to be further investigated.

2.3.6.2. Parental Reflective Functioning

Fonagy et al. (1998) and Slade (2005) emphasized that parental reflective functions are
important in the development of children's emotion regulation and mentalization
capacities. Higher levels of parental reflective functioning was correlated with their
children’s development of better emotion regulation, self-regulation capacities, and
attachment security (Luyten et al., 2017). Thus, it helps to improve parent and child
relationship when parental reflective functioning is improved by understanding
children's feelings and thoughts better (Slade, 2005). Parents tend to talk with their
children more effectively and use more positive parenting approaches when the

reflective functioning is high (Rostad & Whitaker, 2016). Parental reflective functioning
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(PRF) has been identified as a protective factor against both internalizing and
externalizing problems in school-aged children (Taubner & Curth, 2013; Ensink et al.,
2016; Benbassat & Priel, 2012). Low mentalizing capacity in parents has been reported
to predict problem behaviors such as anxiety (Esbjern et al., 2013) and conduct or
oppositional defiant disorder in children (Centifanti et al., 2016). Furthermore, Sharp et
al. (2006) found an inverse relationship between parents’ ability to accurately predict

their children’s reactions and levels of psychopathology in children.

Reflective function has been studied mostly in therapies with adults in terms of
outcome prediction. The predictive role of mentalization in psychoanalytic therapies
with adults has been investigated, usually using the Adult Reflective Function Scale
(ARFS; Fonagy et al., 1998) consisting of findings that are inconsistent. Some studies
have shown that high mentalizing capacity at baseline positively affects therapy
outcome (Ekeblad et al., 2016). Other studies have failed to support this relationship
(Rudden et al., 2006; Taubner et al., 2011). However, Taubner et al. (2011) found that
reflective function can predict reductions in general distress and improvements in the
quality of the therapeutic relationship. Existing studies show that the effect of baseline
reflective function (RF) in predicting therapy outcome does not vary according to the
type of therapy applied (Ekeblad et al., 2016; Katznelson et al., 2019). However, it was
found that the increase in RF was more pronounced in psychodynamic therapy and this
increase affected therapy outcome only in this type of therapy (Katznelson et al., 2019).
According to Gullestad et al.’s (2013) study, individuals with low reflective functioning
levels benefited more from psychodynamic therapy compared to outpatient aftercare,
especially between 8 and 36 months, while those with medium and high RF levels

benefited similarly from both types of treatment, especially in the first § months.

Halfon and Besiroglu (2021) conducted a study examining the effect of both parent and
child mentalization in predicting therapy outcome in psychodynamic child
psychotherapy. The findings showed that mothers' reflective functioning (child-focused
PRF), in particular, was associated with a decrease in problem behaviors. These results
suggest that parents' mentalization capacity toward their children may be an important

variable in predicting treatment response in psychodynamic child therapies. In this study,
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the reflective function of the parent was coded through the parent development
interview (PDI). It was examined how the mentalization capacity of parents was
reflected when answering questions about their children. Halfon and colleagues
conducted a Randomized Controlled Trial for Mentalization Based Treatment in
Children revealed some findings (Halfon et. al., 2024). In this study, the improvement
level and difference between the MBT-C group and the Parenting and Social Skills
Group (PSSG) were examined. In the analyses conducted for the MBT-C group, it was
found that the parental mentalization capacity did not change after therapy. In a thesis
based on the same study, Ozsoy (2024) found that the mentalization skills of parents in
the MBT-C group did not predict child behavioral outcomes.

It should be noted that these factors can often interact in complex ways. For example,
children who have experienced high levels of trauma may also have difficulties with
emotion regulation and adaptive play capacities. In addition, reflective functions of the
parent may reduce or exacerbate these difficulties (Slade, 2005; Halfon, 2017).
Unresponsive children could have more than one of these factors, which can complicate
their therapeutic progress. Since these factors are inherently interrelated, the
contribution of the therapy process may contribute to the development of all factors

over time or may be insufficient to resolve a complex difficulty.

2.4. Non-response in Mentalization Based Treatment

Mentalization is a capacity to understand one's own and other's mental states and
underlying causes (Fonagy & Target, 1996). This capacity helps to reflect on the wishes
and desires of one's own or others' and understand the meaning of actions and emotions.
The capacity for mentalization varies for each individual, and may vary depending on
emotional experiences, difficult situations, traumas, the type of parenting received, and
genetic factors (Fonagy et al., 2002). The capacity for mentalization is not constant; it is
possible for it to decrease or to be interrupted from time to time in emotionally

challenging experiences (Luyten et al., 2012).
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Mentalization capacity for children helps them to regulate their emotions and reduce
behavioral problems (Fonagy et al., 2002). Emotion regulation is a crucial aspect of
mentalization. The basis of the reaction to a situation or the symptoms that emerge are
difficulties in regulating emotions and, consequently, difficulties in mentalizing (Sharp
& Venta, 2012). When children's mentalization capacity is developed, they get better at
managing interpersonal problems, which is associated with reduced symptoms such as

anxiety and aggression (Midgley et al., 2017).

Bateman and Fonagy (2016) developed a psychodynamic therapy approach called
Mentalization-Based Treatment (MBT) to enhance the mentalization capacity of adults
with severe personality disorders, especially in the treatment of borderline personality
disorders. This therapy method aims to understand mentalization deficits and develop
capacity. Midgley and colleagues (2017) developed a manualized and time-limited
psychotherapy model for children as mentalization-based treatment (MBT-C). MBT-C
is a treatment approach aimed at improving their emotional and social adaptation by
improving their mentalization and emotion regulation skills (Midgley et al., 2017). In
this approach, therapy is conducted separately with children and parents. The process is
carried out by two therapists. It consists of 15 sessions and is based on 3 mentalizing
interventions: attention control, emotion regulation and explicit mentalization (Midgley
et al., 2017). Attention control includes mirroring of the body language and joint
attention of the therapist and the client. Emotion regulation also aims to increase
emotional awareness and ensure understanding of emotions. Explicit mentalization aims
to create awareness and develop the capacity to mentalize by combining the regulated

emotion with situations and events.

Studies have shown that MBT-C provides improvements in children's emotional
regulation, empathy development, and ability to control challenging behaviors. For
example, Fonagy and colleagues (2016) stated that MBT-C provides long-term positive
effects by helping children understand their internal experiences and develop sensitivity
to the emotional states of others. In addition, it has been emphasized that MBT-C has
positive effects on the child's general well-being, especially when combined with family

therapies (Midgley & Vrouva, 2012). According to a study, mentalization-based

15



treatment can reduce internalization and externalization symptoms in children (Oehlman
Forbes et al., 2021). In this way, it has been revealed that it can support the reduction of
behavioral problems in children. Some studies conducted by Halfon and colleagues
(Halfon and Bulut, 2019; Halfon et al., 2019; Halfon et al., 2020, Goodman and Halfon,
2021) investigated the relationship between treatment compliance and emotion
regulation, general functioning and problem behavior in children with internalizing and
externalizing problems. The results showed that when therapist adherence (adherence
with mentalization principles) was high, children's emotion regulation capacity
improved throughout the treatment process; when compliance was low, emotion

regulation remained the same.

It has also been observed that MBT-C may not be equally effective in all children.
Studies on non-responsive children show the importance of interviewing some children
and families for whom therapy is not effective in reducing clinical symptoms. Such
situations highlight the importance of understanding the reasons why children do not
benefit from the therapeutic process and for developing innovative approaches to
treatment (Carrington et al., 2024). The development of mentalization skills in children
and their parents is an important factor that increases the effectiveness of MBT-C.
However, the ineffectiveness of therapeutic intervention for some children indicates that
research in this area needs to be conducted in more depth and the characteristics of non-
responders need to be better understood. Although the study by Carrington et al. (2024)
provided information on children who did not respond to therapy, there is still a need for
current studies. For example, studies examining the mechanisms of change in MBT-C
may be useful in understanding why these mechanisms do not help reduce symptoms to
some children and families. Further studies may provide more in-depth information on

this topic and help optimize treatment processes.

2.4.1. Randomized Controlled Trial (RCT)

The randomized controlled trial conducted in Turkey on the effectiveness of the
Mentalization-Based Therapy (MBT-C) model applied to children was conducted by
Halfon (2024). In this study, the MBT-C model was evaluated comparatively with
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PSSG (Parenting and Social Skills Group), a group-based psychoeducational
intervention. The interventions were structured to consist of 15 sessions; evaluations
were made at the beginning, mid-treatment, end, 12th week, and 36th week follow-up
points. There were no statistically significant differences between MBT-C and PSSG in
reducing children’s total, internalizing, or externalizing problems at 12 weeks; however,
MBT-C was superior at 36 weeks on total problems with a small effect (Halfon et. al.,
2024). Both mothers and children showed a significant increase in emotion regulation
skills at the end of the MBT-C intervention, and this development was maintained in

follow-up measurements.

The first of the theses that followed this study, Ozsoy (2024), analyzed the change in
parental reflective functioning using the same RCT dataset. In the study, which included
59 mother-child dyads in the MBT-C group and 58 mother-child dyads in the PSSG
group, five-minute video clips taken from the first and last sessions of therapy were
evaluated with the Reflective Functioning Scale (RF Scale). The findings revealed that
there was an increase in the child-focused mentalization of the parents in the MBT-C
group, but there was no statistically significant difference between the two groups. In
addition, no significant relationship was found between parental mentalization levels

and therapy outcomes.

Another study examining the relationship between model adherence and outcomes for
MBT-C and PSSG interventions was conducted by Tiilii (2024). In this study conducted
with 189 children, 457 therapy sessions were coded with the MBT-C Adherence Scale
and PSSG Adherence Scale, and children's emotion regulation skills were monitored
with the Emotion Regulation Checklist based on parent reports. According to multilevel
modeling analyses, overall adherence did not significantly predict emotion regulation
skills. However, visual examinations revealed that children with externalizing problems
showed better emotion regulation as adherence to MBT-C increased, while this group
experienced a decrease in emotion regulation in PSSG. In children with internalized and
comorbid problems, it was observed that emotion regulation weakened in both

interventions in the case of high adherence.
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Another study conducted by Ozalp (2024) examined the relationship between the
therapist's use of mental state talk (MST) and nonverbal coordination during the MBT-
C process and children's behavioral problems. A total of 254 sessions were coded with
CS-MST and a system measuring therapists' nonverbal coordination. The findings
showed that therapists' use of MST significantly negatively predicted children's problem
behaviors, that is, as MST increased, behavioral problems decreased. However,
nonverbal coordination variables were not a significant predictor. This suggests that the
therapeutic effect may depend on the meaningful verbal content established with the

child and that bodily processes may have more indirect effects.

Another study examining the effect of therapists' body movement coordination on
children's play and emotion regulation in the MBT-C process was conducted by Soziier
(2024). In the study involving 95 children and 16 therapists, 245 sessions were coded
with CPTI (Children's Play Therapy Instrument) and the nonverbal coordination system.
The findings revealed that the therapist's body movement coordination significantly
positively predicted both the child's emotional regulation and harmonious play capacity.
This result shows that establishing a bodily harmonious and sensitive relationship with

the child can contribute to the achievement of therapeutic goals.

Finally, the case study conducted by Kog¢ (2024) examined the relationship between
nonverbal coordination and children's mental state language capacity in the MBT-C
process through time-spanning patterns. In this study conducted with two children with
a history of ACE (Adverse Childhood Experiences), cross-relationships between the
therapist's bodily coordination and the child's MST use were evaluated using time series
analyses. The findings revealed that bodily coordination was related to MST capacity in
the case showing therapeutic improvement; however, this relationship could not be
established in the case not showing improvement. This suggests that body language may

theoretically play an important role in the development of mentalization.
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2.5. Current Study

This thesis aims to examine the factors associated with treatment non-response in
Mentalization-Based Therapy for Children (MBT-C) and to explore how these factors
are observed in the therapy processes and outcomes of children and their families who
do not respond to treatment. It is important to understand why children and families
who did not observe the expected effect, namely a decrease in clinical level symptoms,
did not benefit despite participating in the majority of therapy sessions and subsequent
measurements within the scope of the MBT-C research conducted. Are these factors
influenced by personal or environmental differences, or are the presence of different
unknown factors effective? In order to understand this, the factors during and after the

therapy process were examined in detail using both qualitative and quantitative methods.

The subject of this study is understanding the baseline predictors of non-response
in Mentalization-Based Therapy (MBT-C) and exploring non-responder children's and
their parents’ experiences who participated in the therapy process but did not show
improvement in their clinical symptoms. Based on the studies in the literature, the
responder children are expected to have higher baseline adaptive play capacity and
baseline emotion regulation skills (Cole et al., 2004; Gross, 2002), and baseline parental
emotion regulation (Jones et al., 2008) compared to the non-responder group, while the
number of traumatic experiences of children (Felitti et al., 1998; Dube et al., 2003) and
the prementalizing scores of the parents (Slade, 2005; Halfon, 2017) are expected to be
lower. Besides, the qualitative analysis method aims to provide a deeper understanding

of the effective factors in cases where participants do not respond to treatment.

Some hypotheses developed in this study are considered as tentative assumptions
because they are based on existing literature and theoretical foundations but have not
yet been tested. Since the research is exploratory in nature, especially in terms of
examining possible relationships between early developmental indicators and socio-
cognitive outcomes at later ages, these hypotheses aim to reveal certain trends and

patterns. In this context, the findings of the study will not only evaluate the validity of
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these pre-hypotheses but also have the potential to provide theoretical and
methodological contributions to future research.

Hypotheses for quantitative analyses are listed below:

Hypothesis 1: Baseline child adaptive play capacity will predict non-response.

Hypothesis 2: Baseline emotion regulation capacity of children will predict non-
response.

Hypothesis 3: Baseline adverse childhood experiences of children will predict non-
response.

Hypothesis 4: Children’s age will predict non-response.
Hypothesis 5: Baseline parental emotion regulation will predict non-response.

Hypothesis 6: Baseline parental prementalizing will predict non-response.

2.5.1. Qualitative Research Question

In the qualitative part of this study, interviews will be conducted only with children and
their parents who do not respond to therapy. The aim of the study is to deeply
understand the factors that lead to unsuccessful results in the therapeutic process and to
develop suggestions for improving these processes. The research will focus on the

following basic questions:

1. How did children and parents experience the therapy process and what difficulties did

they encounter during this process?

2. How do children and parents define the main factors that affect their therapeutic

process?

3. How do children and parents perceive the effects of therapy on their lives and what

suggestions do they make to improve the process?

In line with these questions, semi-structured interviews will be conducted with children
and their parents who did not respond to therapy. The interviews will focus on

understanding the parents' expectations, experiences, difficulties they experienced
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during the therapy process, the effects on their children and the therapist-parent-child
relationships. The interviews with the children will provide information about what the
therapy process was like for them, the emotional difficulties they experienced, the role

of the therapist and how they felt affected by the process.

The questions asked to the children will aim to understand their experiences during the
therapy process. Children will be asked questions about how they experienced the
therapy process, whether their expectations about therapy were met, what they liked and
disliked the most about therapy, the difficulties they experienced during the therapy
process, and the relationship the therapist established with them. The aim is to
understand how therapy affected their lives from the children's own perspective and
whether these effects continue after therapy. Children's views will reveal more clearly
the benefits that therapy has provided them, as well as the difficulties and their

development during the therapy process.

The aim of interviews will be conducted with parents and children to obtain information
about important elements in the therapy process, how children benefit from therapy, the
difficulties they encounter, the relationship they establish with the therapist, and the
ongoing effects after therapy. In this way, the differences between children who respond
to therapy and those who do not can be revealed in order to make therapeutic processes
more effective. Factors such as the emotional difficulties experienced by children during
the therapeutic process, the relationship they establish with the therapist, and the effects
that remain after therapy can provide important information about the treatment
processes of individuals who do not respond to therapy. The perspective of the parents
will also provide valuable clues about the child's therapeutic experience and how they
can contribute to therapy. This information aims to develop an in-depth understanding
of how the therapy process can be improved and which factors prevent a response to
therapy. Ultimately, it will help develop strategies and interventions that will make the

therapy process more effective.
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METHOD

3.1. Randomized Controlled Trial (RCT)

This thesis aims to explore the factors that predict non-response in child
psychotherapies and the experiences of parents and children in child psychotherapies
that resulted in non-response outcomes. In this context, this thesis was conducted based
on the data of the Randomized Controlled Trial (RCT) study named “The Effectiveness
and Change Mechanisms of Mentalization Based Therapy for Children (MBT-C)”
received ethical approval (no: 2021-40024-48) conducted at Istanbul Bilgi University.
The randomized controlled trial measured the effectiveness of MBT-C by comparing it

with the Parenting and Child Social Skills Group Intervention (PSSG).

Mentalization Based Therapy for Children (MBT-C) is 15-weeks of treatment that is
designed for both parents and children. children and parents participate in parallel
sessions with two therapists who interact and cooperate with each other throughout the
sessions. MBT-C includes 12 individual 3 family sessions. At the end of the treatment,
parents were referred to long term therapy if it was necessary. During the therapy
process, various standardized measures were administered. Following the completion of
therapy, follow-up assessments were conducted, and progress reports were prepared for

the families, outlining the developmental changes observed over the course of treatment.

In this randomized control trial, MBT-C was conducted by 16 therapists who were
experienced for 1 - 5 years (M = 2.96), 90% of them were women, and their age varied
between 25 and 41 (M = 29). They completed a MBT-C training given by Anna Freud
Center and the instructors/ supervisors were Dr. Emma Morris and Dr. Holly Dwyer

Hall.

3.1.1. RCT Sample

The sample started to be collected as of March 2022. The announcements of the study
were made through the social media posts of Istanbul Bilgi University Psychotherapy
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Research Center. A total of 644 families participated in the initial screening and the

participants were selected according to the inclusion and exclusion criteria.

Children between the ages of 5 and 12 showing clinical-level problems based on the
Turkish version of Child Behavior Checklist (CBCL; Erol & Simsek 1995) were
included in this study. Children between the ages of 5-12 who demonstrated clinically
significant internalized, externalized, or total (both internalized and externalized)
problems were sufficient to meet the inclusion criteria. Those excluded from the study
included children with autism spectrum disorder, severe intellectual disability, psychotic
disorder, severe behavioral disorder, severe substance abuse, and those at risk of
harming themselves or others as screened by the Schedule for Affective Disorders and
Schizophrenia for School-Age Children (K-SADS; Gdokler et al., 2004), Kaufman Brief
Intelligence Test (KBIT-2; Kaufman and Kaufman, 1990). According to the KBIT
assessment results, the mothers' average Total Intelligence Score was 100.35 (SD =
11.70), while the fathers' average score was 101.99 (SD = 11.13). The children assessed
in the study had a higher mean Total Intelligence Score of 103.57 (SD = 17.24).

Additionally, children in crisis situations requiring immediate intervention were also
excluded. Exclusion criteria for parents included those at risk of psychosis, severe
intellectual disability, severe substance abuse, and those at risk of harming themselves
or others and determined by the Turkish versions of Brief Symptom Inventory (BSI;
Sahin and Durak, 1994) and BAPIRT Alcohol and Substance Scales (Ogel et al., 2017).
In addition, parents in need of immediate crisis intervention were also excluded from

the study.

A total of 222 clients met the eligibility criteria and were subsequently randomly
allocated to one of two groups, with stratification based on age, gender, and problem
type. Of these, 111 clients (50%) were assigned to receive the MBT-C intervention,
while the other 111 (50%) were placed in the PSSG active control condition. After
assignment, 11 participants (5 from the MBT-C group and 6 from the PSSG group)
chose not to initiate treatment. As a result, the final sample included 106 clients in the

MBT-C intervention group and 105 clients in the PSSG control group (Appendix B)
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3.1.2. RCT Data Collection

Before the treatment began, demographic information was collected from the clients.
Details regarding the child's age, gender, history of therapy, as well as the family's
socioeconomic background, marital status, and educational attainment of the family
members were gathered as part of the demographic data collection. Baseline measures
were collected before the initiation of therapy at Time Point 0, while outcome measures
were gathered at Time Point 2, corresponding to the end of the treatment. Throughout
the therapy process, all sessions were both visually and audibly recorded. Baseline
observational measures were extracted through coding of the session recordings by
trained research assistants. Sessions were excluded from the analysis if any data

regarding observational measures were missing at the start.

3.2. Participants of the Current Study

Following the Istanbul Bilgi University Ethics Committee’s approval, the primary
investigator (PI) used purposive sampling to reach potential participants. Participants
were selected from individuals who have undergone therapy as part of the
Mentalization-Based Interventions research conducted at Bilgi University. This study
included two steps, combining quantitative and qualitative methods respectively. Within
the scope of the research examining the effectiveness of the MBT-C therapy process,
the quantitative data already collected in the study was used as archive data. For the first
step of the current study, the archive data was analyzed. Among 106 participants, 86
participants completed the treatment phase and their questionnaires at the end of the
therapy. These participants divided into two groups by using CBCL scores at the end of
the treatment;: those who show nonclinical and borderline symptoms (internalizing,
externalizing and total) at post-treatment (classified as ‘responders’) (n= 55), and those
who show clinical level symptoms at post-treatment (classified as ‘non-responders’)
(n= 31). Participants were grouped based on the level of symptom reduction as
measured by the Child Behavior Checklist (CBCL). Given that families primarily

sought therapy due to behavioral problems, and that the study aimed to examine the
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effects of MBT-C on these behavioral difficulties, the use of the CBCL was considered

appropriate for evaluating treatment outcomes.

For the second step of the thesis, nonresponder group was those who completed the
therapy process, and participated in follow-up evaluations at the end of therapy, and
were willing to participate in interviews with those with clinical levels of internalizing,
externalizing or total symptoms at the end of therapy according to their CBCL scores
were selected. Children were ranked from oldest to youngest according to their age
groups, and 8 pairs of children and parents were invited for an interview. Participants
were contacted via phone by the researcher. Among the 20 families contacted, 8 agreed
to participate in the interviews, 7 did not respond to the calls, 3 declined due to
scheduling difficulties, and 2 explicitly stated they did not want to contribute because

they were highly dissatisfied with the treatment process.

3.3. Assessment and Outcome Measures

All quantitative measures were used previously in the main study. The archive data
were collected by using the measures below. Quantitative part of the study was analyzed

by using these measures.

3.3.1. Child Behavior Checklist (CBCL)

Behavioral and emotional difficulties in children were assessed using the Child
Behavior Checklist (CBCL), developed by Achenbach (1991). This tool is a validated
instrument available in two versions: one for ages 1.5-5 (99 items) (Appendix C ) and
another for ages 618 (112 items) (Appendix D ). Parents complete the checklist based
on their child's behaviors, covering externalizing problems (such as aggressive
behaviors), internalizing issues (such as anxiety), and total problem behaviors, scored
on a 3-point Likert scale (0 = not true, 1 = somewhat or sometimes true, 2 = very or
often true). The Turkish adaptation of the Child and Adolescent Behavior Checklist
(CBCL) for the age group of 6-18 was made by Erol and Simsek (2010). In this
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adaptation, the internal consistency coefficients of the scale (a = .87, .90 and .94,
respectively) and test-retest reliability (r = .93) were analyzed to be sufficient (Erol &
Simsek, 2010). The internal consistency coefficients of the CBCL 6-18 form used in
this study were found to be quite high. Cronbach's alpha value was calculated as .95 for
the total score of the scale, .87 for the internalizing subscale, and .92 for the
externalizing subscale. These findings show that the internal consistency of the scale in
our study was high. Therapy outcomes were determined as non-response and response
by using CBCL total problem scores. In this thesis, raw scores for total problems
subscale were converted to standardized T-scores (Achenbach, 1991) and children who
scored above 65 were classified as clinical level, 60 and 65 T-scores were classified as

borderline clinical level.

3.3.2. Adverse Childhood Experiences Inventory (ACE)

The number of adverse childhood experiences of the children was assessed by using a
parent-report, the Adverse Childhood Experiences Inventory (ACE) (Appendix E). This
scale is used to determine the number and type of early adverse childhood experiences
of individuals. Each "Yes" response is calculated as one point, and the total score ranges
from 0 to 10, with higher scores indicating more adverse childhood experiences. The
scale does not have a specific cut-off value. The scores varied between 0 and 10, with a
score of 10 indicating complete exposure. The previous findings showed good
consistency and reliability (Dube et al., 2003). The Turkish adaptation of the ACE Scale
was conducted by Giindiiz et al. (2018). The internal consistency of the Turkish version
was found to be a = .92, demonstrating adequate reliability. The Cronbach alpha
coefficient calculated for the Childhood Adverse Experiences Questionnaire (ACE)
used in this study was found to be .75.

3.3.3. Emotion Regulation Checklist (ERC)

Children's emotion regulation capacities were measured using the Emotion Regulation

Checklist (ERC) (Appendix F). This scale evaluates children's emotional awareness and
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self-regulation ability. The Emotion Regulation Checklist is a 24-item parent-report
measurement tool assesses children's emotional regulation skills through two subscales:
The Emotion Regulation Sub-scale measures characteristics such as situationally
appropriate emotional responses, empathy, and emotional self-awareness, while the
Lability/Negativity Subscale assesses characteristics such as difficulty regulating
negative emotions, mood swings, and lack of flexibility (Shields & Cicchetti, 1997).
The scale is rated by parents on a 4-point Likert format ranging from “1” (never) to “4”
(almost always). The internal consistency of the original scale is high for both subscales
(Cronbach's alpha ranges from .83 to .96, respectively). The Turkish adaptation of the
scale (Batum & Yagmurlu, 2007) also demonstrated adequate internal consistency, with
alpha values ranging from .73 to .75. When the internal consistency coefficients of the
scale used in this study were examined, the Cronbach alpha value for the total score was
found to be .63. Alpha was calculated as .64 for the emotion regulation subscale and .70

for the lability/negativity subscale.

3.3.4. Difficulties in Emotion Regulation Scale (DERS)

Parents' emotion regulation capacities were assessed using the Difficulties in Emotion
Regulation Scale (DERS; Gratz & Roemer, 2004)) (Appendix G). Difficulties in
Emotion Regulation Scale (DERS) is a scale developed by Gratz and Roemer (2004)
and used to assess the difficulties experienced by individuals in the emotion regulation
process. The scale consists of 6 sub-dimensions: Nonacceptance of emotional responses,
difficulty engaging in goal-directed behavior, impulse control difficulties, lack of
emotional awareness, limited access to emotion regulation strategies and, lack of
emotional clarity. This scale, consisting of a total of 36 items, is scored with a 5-point
Likert-type rating system (1= almost never, 5= almost always). High scores indicate
difficulty in emotion regulation. The short version of the Difficulty in Emotion
Regulation Scale (DERS-16) was developed by Bjureberg and colleagues (2016). The
‘Awareness’ sub-dimension in the original scale was removed and the number of items
was reduced from 36 to 16. DERS-16 has high internal consistency and good reliability
(a=.92, r=.93) (Bjureberg et al., 2016). The Turkish adaptation of the scale was made
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by Yigit and Guzey Yigit (2019). In this adaptation, the internal consistency of the scale
for the total score was found to be sufficient (a = .92) (Yigit & Guzey Yigit, 2019). In
the Turkish sample, sub-dimensions showed good internal consistency (o
= .84, .87, .87, .78), respectively. In this study, the total DERS score was calculated by
summing the sub-dimension scores. In this study, the internal consistency coefficients
of the subscales were found to be .70, .86, .89, .89 and .79, respectively. The Cronbach
alpha coefficient for the total score of the scale was .94. These results show that the
scale has sufficient internal consistency both at the general level and on the basis of

subdimensions.

3.3.5. Parental Reflective Function Questionnaire (PRFQ)

Parents' prementalizing mode levels were assessed using one of the subscales of the
Parental Reflective Function Questionnaire (PRFQ) (Appendix H). The Parental
Reflective Functioning Questionnaire (PRFQ) was used to assess the reflective
functioning capacity of parents. This measurement tool, developed by Luyten et al.
(2017), was created to assess parents’ ability to understand and interpret their children’s
mental states, i.e., their reflective function levels. The scale, consisting of a total of 18
items, covers three main dimensions: prementalizing mode, the level of interest and
curiosity in the child’s mental processes, and the sense of certainty regarding these
processes. These subscales, each consisting of 6 items, are assessed on a 7-point Likert-
type scale based on the parents’ statements (1 = “completely disagree”, 7 = “completely
agree”). While high scores from the prementalizing mode dimension indicate that the
parent has a low level of mentalization capacity, high scores from the interest-curiosity
and certainty subscales indicate a stronger reflective function capacity. The reliability of
the scale is sufficient: Cronbach’s alpha value was found to be .70 for
prementalization, .74 for interest and curiosity, and .82 for certainty regarding mental
states.The Turkish version of the scale has been demonstrated to be both valid and
reliable for use with Turkish populations (Arikan et al., 2020). The internal consistency

coefficients of the subtests of the parent mentalizing scale used in this study were found
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to be .65 for prementalizing, .69 for certainty about mental states, and .68 for interest

and curiosity in mental states.

3.3.6. Children’s Play Therapy Instrument (CPTI)

Children's adaptive play capacities were measured through the analysis of video
recordings using the CPTI (Appendix I). CPTI is a play assessment tool used to code
children's adaptive play processes and imaginative play skills. Children's Play Therapy
Instrument (CPTI), introduced by Kernberg et al. (1998), segments children’s session
activities into categories such as interruption, longest play activity, pre-play and play.
The Turkish adaptation of the CPTI has shown high levels of internal consistency and
good inter-observer reliability for gaming profiles (Halfon, 2017). CPTI has
demonstrated good inter-rater reliability (Kernberg et al., 1998) and is considered
sensitive to changes during therapy (Chazan, 2000) with high convergent and predictive
validity in associating play characteristics with behavioral issues (Halfon, 2017) and
strong discriminant validity in identifying play associated with trauma (Cohen et al.,
2010). Each level consists of a variety of scales and items rated by reliable coders. The
rating is based on a 5-point Likert-type scale (5 = prominent features, 4 = considerable
evidence, 3 = moderate evidence, 2 = minimal evidence, 1 = no evidence). For each
play profile, a mean score is calculated by summing up specific items. The final level,
functional analysis, includes two scales: coping and defensive strategies and awareness
of the play activity. Based on the functional analysis, children's play behavior is divided
into four profiles: Adaptive, Inhibited, Impulsive, and Disorganized play profiles. The
Adaptive Play Profile refers to fluent, integrated, and progressive play activities in
which the child can symbolically represent disturbing experiences. The
Inhibited/Conflictive Play Profile is characterized by rigid, solitary, and quiet play
activities reflecting the child's internal conflicts. The Impulsive/Aggressive Play Profile
includes intermittent and aggressive play behaviors that are directed toward action in
order to cope with disturbing emotions but lack symbolic representation. The
Disorganized Play Profile describes disorganized, regressive, and traumatic play

activities that reflect fear of being overwhelmed by intense emotions. In this study,
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scores from the adaptive play profile were used to assess children's play capacity. High

scores in the adaptive play profile indicate good play capacity.

Seven research assistants, all of whom were master's-level clinical psychologists,
participated in a 7-hour training session conducted by Selin Kitis. Selin Kitis herself had
previously completed CPTI training under the supervision of Sibel Halfon, who was
trained by Saralea Chazan. Following the training, the research assistants worked in
pairs, reviewing training videos and coding play segments until they achieved an inter-
rater reliability (ICC) of at least 0.70. Once this threshold was reached, independent
coding of the child sessions was carried out in pairs. The inter-rater reliability during the

coding process ranged from .70 to 1.00 (M = .94)

3.4. Procedure

For the second step of the study, interviews were conducted with 12 participants who
voluntarily agreed to participate in 11 interviews (3 child interviews, 8 parent interviews
with 8 mothers and 1 father). Number of participants was decided according to a
qualitative research source written by Braun and Clarke (2013). Following 8- parent
interviews, it was determined that sufficient thematic saturation had been reached;

therefore, no further participants were contacted.

Participants were contacted via their contact information as they have previously
participated in the therapy sessions at Istanbul Bilgi University Psychological
Counseling Center and completed the process. Participants who agreed to participate
were given detailed information about the study. Parental consent was obtained for child
participants, along with the child's assent to participate. Consent forms were sent via
digital forms using Google Forms. Children’s assent were taken via phone call before
scheduling an interview and were repeated in interviews. Following verbal assent and
written consent, a suitable date for the interview were determined. Among 8 families,
four children showed an interest in the study, three children provided verbal assent and

participated in the interview; one child chose to withdraw their participation.
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An interview guide was followed through the interviews (Appendix J & K). The
interview guide has been developed based on studies (Carrington et. al., 2024; De Smet,
M. M., 2019) and evaluated by thesis advisors. Following ethical approval, a pilot
interview was conducted to test the appropriateness of the questions. The online
interviews were conducted in a secure environment. Participants were advised to join
the sessions from a private and distraction-free setting. The interviews conducted with
both children and their parents were recorded and analyzed after being transcribed. The
interviews took approximately 30- 40 minutes with parents and 10 - 20 minutes with

children.

During the parent interviews, a brief introduction was followed by questions intended to
help parents recall the therapeutic process (e.g., the therapist's name, year of
participation, the child’s age at the time). A set of 10 pre-prepared, semi-structured
interview questions was used, and follow-up prompts were introduced when necessary
to explore relevant areas in greater depth. The interviews focused on understanding the
parents' expectations, experiences, difficulties they experienced during the therapy
process, the effects on their children and the therapist-parent-child relationships. The
objective of the interviews with the children was to provide information about what the
therapy process was like for them, the emotional difficulties they experienced, the role
of the therapist and how they felt affected by the process. Parents were asked questions
about how therapy went, the impact of the process on their and their children's lives, the

difficulties they encountered during therapy, and the results they achieved after therapy.

The questions asked to the children aimed to understand their experiences during the
therapy process. Children were asked questions about how they experienced the therapy
process, whether their expectations about therapy were met, what they liked and
disliked the most about therapy, the difficulties they experienced during the therapy
process, and the relationship the therapist established with them. The aim is to
understand how therapy affected their lives from the children's own perspective and
whether these effects continue after therapy. Children's views will reveal more clearly
the benefits that therapy has provided them, as well as the difficulties and their

development during the therapy process.
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In the qualitative dimension of the study, it was planned to conduct individual
interviews with both parents and children. In this context, short, structured interviews
were also conducted with some of the children participating in the study (n=3).
However, most of the responses received from the children during the data collection
process remained very short, general and limited in content (for example: “we were
playing, it was nice”, “it happened a lot, I forgot™ etc.). This situation is thought to be
due to the children’s age and difficulty in remembering the therapeutic process as time

passed.

Therefore, the interview data obtained from the children were not included in the
qualitative analysis process and were only taken into account at the level of the
researcher’s observations. In order to obtain richer data from children in future studies,
it is anticipated that giving priority to age-appropriate projective techniques, play-based
interview methods or interviews conducted immediately after therapy will yield more

meaningful results.

3.5. Data Analyses

For the first step of the study, logistic regression analysis was used to analyze the
differences between nonresponder and responder groups according to various variables.
Since the children's therapy response (responder vs. nonresponder) was defined as a
binary variable, logistic regression analysis was preferred to analyze the effect of
independent variables on this result. Logistic regression is an appropriate method to
model the effects of independent variables on the probability of belonging to this
variable when the dependent variable is categorical. Considering the sample size and
variable characteristics of the study, logistic regression analysis was evaluated as an
appropriate method in terms of both statistics and application. The dependent variable
was defined as group (responder or nonresponder); while the independent variables
were adverse childhood experiences (ACE score), children's emotion regulation
capacity (ERC score), parents' emotion regulation capacity (DERS score), parents'
prementalizing mode (PRFQ sub-dimension), and children's adaptive play capacity

(CPTI subscale) and children’s age by controlling for total sessions attended by children.
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The analysis was performed using SPSS software and the significance level was

accepted as p <.05.

For the second step of the study, a thematic analysis method was used to examine the
data. Thematic analysis is a flexible and robust qualitative analysis method that allows
for the identification, analysis and interpretation of common themes and differences in
the experiences of participants (Braun & Clarke, 2006). The research was conducted
with a thematic analysis approach in order to examine the experiences of children and
their families whose symptoms continue at a clinical level after the end of the therapy.
This method aims to deeply understand the perceptions of the participants regarding the
therapy process and how they are affected by this process.

MAXQDA software was used for the organization and systematic analysis of the data.
The qualitative findings obtained from thematic analysis were integrated with the
quantitative results, thus providing a comprehensive understanding of the therapy
process and its effects. This approach will provide an important basis for better

understanding groups that do not respond to treatment and improving therapy processes.

The data were analyzed using the six-step reflexive thematic analysis framework
described by Braun and Clarke (2006). First, audio recordings of the interviews were
transcribed word by word. The transcripts were read multiple times to develop
familiarity with the material, during which early notes and reflections were written to

follow initial thoughts and emerging patterns.

In the second step, the principal investigator (PI) systematically coded the data using
line-by-line coding in MAXQDA. Each meaningful segment of text was coded with
caution for staying close to the participant's language. Codes such as “i needed a map,”
“what was the problem,” and “therapy not tailored to our needs” were among the

examples that emerged during this phase.

Once initial coding was completed, codes were put together based on conceptual
similarity and recurring content to generate early themes (Step 3). The PI reviewed
high-frequency codes and grouped them under broader conceptual categories. For

instance, codes such as feedback needed and not getting sufficient feedback were
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grouped under a theme reflecting need for feedback, while codes describing parental
development or learning about problems were explored under themes of parental
awareness. As analysis progressed, some candidate themes evolved, merged, or were

discarded to reflect a more accurate and coherent representation of the data.

In the fourth step, the thematic structure was reviewed and refined. Themes were
assessed in relation to the coded data and the entire dataset to ensure consistency and
internal coherence. During this process, certain initial themes were either divided into
sub themes or restructured under different overarching categories. For example, one
initial theme on “limited time” was later reframed into two sub themes such as starting

point and insufficient time.

In the fifth step, final themes and subthemes were clearly defined and named. Their
scope and conceptual boundaries were clarified, with representative quotes selected for
each to ground the findings in participants’ voices. The final step involved writing the
analytical narrative. The themes were organized into a storyline that corresponded to the
original research aims and offered a meaningful interpretation of the participants’
experiences with MBT-C. Throughout reporting, all participants were assigned

numerical identifiers to protect confidentiality and ensure anonymity.

To ensure the trustworthiness of the analysis, it was reviewed in collaboration with the
thesis advisor. Throughout the research process, ongoing consultations with the advisor
took place, allowing for triangulation. Additionally, reflexivity was applied through
field notes and discussions with the advisor. The To ensure trustworthiness, member
checking was employed, where participants review and validate the findings. In this
way, the experiences of individuals who do not have symptom change for their child in
therapy were addressed better. This approach contributes to understanding the factors
affecting therapy outcomes and to clarifying why MBT-C is not effective for some

individuals.
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3.6. Researcher’s Position and Reflexivity

The researcher's perspective should be understood in the study and the data should be
interpreted accordingly. The researcher is a child and adolescent therapist and
occasionally uses the MBT-C model in her clinical studies. The lack of symptomatic
change in the sessions was also considered as unhelpful for the researcher. For this
reason, when starting the study, the expectation in the qualitative interviews was that the
majority of the participants would talk through their negative feelings about the process.
Realizing this before the process, she tried to control this limitation and make sense of
positive and negative experiences together. The researcher realized that she included too
much of her own clinical comments about the participants in the process and stepped
back and adopted the principle of interpreting only what the participants mentioned. The
researcher has no connection with her own life in this study, but this process helped the

researcher to learn that change cannot remain fixed with symptoms.
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RESULTS

4.1. Results of Quantitative Analysis

4.1.1. Descriptive Statistics

Descriptive statistics were calculated for all continuous variables and presented by
group. The mean age of the children in the responding group (n = 54) was 7.94 (SD =
1.83), while the mean age in the non-responding group (n = 31) was 8.16 (SD = 2.30).
The number of therapy sessions attended by the children was similar across groups, with
a mean of 13.26 (SD = 1.85) in the responding group and 13.35 (SD = 1.54) in the non-
responding group. ACE scores were lower in the responding group (M = 0.78, SD =
1.13) and higher in the non-responding group (M = 1.77, SD = 1.71). Adaptive play
capacity (CPTI) was found to be 3.71 (SD = 0.60) on average in the responder group (n
= 46) and 3.65 (SD = 0.84) in the non-responder group (n = 25). Difficulties in
emotional regulation (DERS) were lower in the responder group (M = 33.39, SD =
11.92) and higher in the non-responder group (M = 39.29, SD = 10.73). Child emotion
regulation scores (ERC) were found to be 64.98 (SD = 6.17) on average in the
responder group and 58.81 (SD = 5.88) in the non-responder group. Finally, parent pre-
mentalization scores (PRFQ) were measured as 15.63 (SD = 5.72) in the responder

group and 19.23 (SD = 6.91) in the non-responder group (Table 3.1.).
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Table 3.1. Descriptive Statistics for Variables by Response Group

Variable Response Non-response
n M SD n M SD
ACE Total 54 0.78 1.13 31 1.77 1.71
Total Sessions 54 13.26 1.85 31 13.35 1.54
Child’s Age 54 7.94 1.83 31 8.16 2.30
CPTI Adaptive 46 3.71 0.60 25 3.65 0.84
DERS Total 54 33.39 11.92 31 39.29 10.73
ERC Total 54 64.98 6.17 31 58.81 5.88
PRFQ Prementalizing 54 15.63 5.72 31 19.23 6.91

Note. M = mean; SD = standard deviation. Groups are defined by therapy response. ERC =
Emotion Regulation Checklist; PRFQ = Parental Reflective Functioning Questionnaire; DERS
= Difficulties in Emotion Regulation Scale; CPTI = Child Play Therapy Inventory.

4.1.2. Assumptions

To assess the assumption of multicollinearity among the independent variables, a linear
regression analysis was conducted with ACE scores as the dependent variable.

Tolerance and Variance Inflation Factor (VIF) values were examined for all predictors.

The results indicated that all VIF values were below the commonly used cut-off of 5
(range: 1.06 to 1.43), and all tolerance values were above .2, suggesting that

multicollinearity was not a concern in this model.

To assess the assumption of linearity between continuous predictors and the logit of the
dependent variable, log-transformed interaction terms (i.g., [V * In(IV) were included in
the logistic regression model. This included log-terms for age, PRFQ, ERC, DERS,
CPTI, ACE, and total sessions. Due to the 0 scores in the ACE scores, this variable was
calculated with the formula IV * In(IV+1).

Two of the log interaction terms, namely for DERS (p = .086) and ACE (p = .062),
approached statistical significance, suggesting potential non-linearity in their
relationship with the log odds of treatment response. Although these findings did not

reach conventional significance thresholds (p < .05), they indicate that the linearity of
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the logit may be violated, particularly for emotion regulation of parents and adverse
childhood experiences of children. All other log interaction terms, including those for
age, PRFQ, ERC, CPTI, and total sessions, were not statistically significant (p > .10),

indicating that the linearity assumption was likely met for those variables.

These results suggest that while the assumption of linearity generally holds, caution is
warranted when interpreting the effects of DERS and ACE scores due to potential
deviations from linearity. Interpretations involving these variables were made cautiously

in light of this finding.

For possible outliers, z-scores of independent variables were taken. According to the
results, a z-score above +3 was detected in the 'Total number of child sessions' variable
of one participant (total number of attended sessions: 8) , but it was not deemed
necessary to remove it due to its minimal impact on the overall results and it was

decided to keep it in the analysis.

4.1.3. Binary Logistic Regression Analysis

A binary logistic regression was conducted to examine whether adverse childhood
experience scores, total number of child sessions as a control variable, children’s age,
child adaptive play scores (CPTI), child emotion regulation score (ERC), parental
emotion regulation (DERS), and parental prementalizing mode (PRFQ) predicted

treatment non-response in children receiving mentalization-based therapy (MBT-C).

The overall model was statistically significant, ¥*(7) = 25.25, p < .001, indicating that
the set of predictors distinguished between non-response and response. The model
explained between 29.9% (Cox & Snell R?) and 41.2% (Nagelkerke R?) of the variance
in treatment response status. The Hosmer and Lemeshow goodness-of-fit test was non-
significant, y*(8) = 5.32, p = .723, suggesting an adequate model fit. According to the
classification table, the model identified 60.0% of non-response and 87.0% of response,

with an overall classification accuracy of 77.5%.
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Among the predictors, two variables came out as statistically significant: ACE scores
negatively predicted treatment response (B =—0.59, Wald = 4.85, p =.028, OR = 0.55),
indicating that children with higher levels of adverse childhood experiences were more
likely to have non-response in therapy. Emotion Regulation Capacity of Children
(ERC) was positively associated with treatment response (B = 0.15, Wald = 5.81, p
=.016, OR = 1.17), suggesting that higher levels of emotional regulation capacity of
children can predict response in therapy. All other predictors, including attended session
numbers, age, adaptive play capacity, DERS scores, and PRFQ scores, were not
significant (p > .05). These findings indicate that child- level factors contribute to the
likelihood of non-response from MBT-C. In particular, adverse childhood experiences
and low emotional regulation capacity of children appear to be key predictors of non-

response (Table 3.2).

Table 3.2 Results of Binary Logistic Regression Analysis

Predictor B SE Wald OR CI for OR
ACE Total -0.59 0.27 4.85 0.55* 33-.94
Total Sessions -0.04 0.18 0.06 0.96 68 -1.36
Child’s Age -0.14 0.22 0.39 0.87 56-1.34
CPTI Adaptive 0.28 0.45 0.39 1.33 54 -323
DERS Total -0.02 0.03 0.40 0.98 93-1.04
ERC Total 0.15 0.06 5.81 1.17% 1.03-1.32
PRFQ Prementalizing -0.06 0.06 0.86 0.95 84 -1.06
Constant -5.99 5.08 1.39 0.003

Note. b = unstandardized coefficient; SE = standard error; OR = odds ratio. CI = confidence
interval. 0 = Non-response, 1 = response. *p <.05.

4.2. Results of Qualitative Analysis

The qualitative data obtained in this study were analyzed using the thematic analysis
method developed by Braun and Clarke (2006). In the analysis process, data obtained
from eight interviews conducted with 9 parents, 8 mothers and 1 father, who
participated in child-focused therapy were evaluated. In the initial planning of the study,

it was planned to include the interviews conducted with the children in the qualitative

39



analysis. However, since the content of the data obtained from the children was limited
and not deep enough for analysis, these interviews were not included in the analysis part

of the study.

As a result of the analysis of the data obtained from the parent interviews, three main
themes and subthemes related to them were created. The main themes reflect the
experiences of the parents regarding the therapy process and the emotional, relational
and cognitive transformations they experienced during this process. The subthemes are
structures that represent different aspects of each main theme and are derived from
common meaning patterns. Detailed explanations of the themes are presented in the

following sections together with the relevant participant statements (Table 3.3).

Table 3.3 Themes, Sub-themes, and Illustrative Quotes from Parental Interviews

Themes and sub-themes Example quote

Negative Feelings and Thoughts About
Therapy

“But something like this happened, we could not
Therapy Brought Out Anger in the get any feedback from there and it ended

Parent abruptly. There is such a problem, I think the
main problem here is that having a project is
Abrupt Ending good, it can be, but I think the problem here is
that when the project is finished, its data is also
The Process Being a Research Project confidential, and it is cut off without giving

clear information to the other party.” (F)

Inadequate Changes in Symptoms
Unmet Needs and Expectations About

Therapy
“ Well, as I said, 1 felt like I was completing a
Inadequate Feedback pattern, I felt like I was wasting time. I felt like I
was not heard. I think I am clear but [ wasn't, 1
Limited Time mean what is the problem, why are we
complaining, I mean they say X can't stop, can't
Father Refusal X? That's it. They say he is very irritable, is he
irritable? Because we don't see it. Because it's
Individual Needs really not like that inside the house, the teacher
was describing it to us in a completely different
way.” (D)

Parental Gains
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“I mean, just because of your guidance, I got a

Parental Awareness little closer to the child. 1 got closer to his
feelings. How can [ say that? I understood him

Parent Develops Then Child Develops more. I got more positive, not with prejudice,
but more positive. Because they were telling me

Learning About the Child Psychology that, you know, empathize. They were
constantly telling me that, I empathize, I guess

Doing Something for the Problems that was the effect a little more.” (B)

Empathic Attitude

4.2.1. Theme 1: Negative Feelings and Thoughts About Therapy

A common theme in parents' thoughts about the therapy process was related to negative
feelings and thoughts. The issues that parents thought were negative according to their
experiences were combined into 4 subthemes. The subthemes were: therapy brought out
anger in the parent, abrupt ending, the process being a research project, and inadequate

changes in symptoms.

4.2.1.1. Therapy Brought Out Anger in The Parent

Three of the parents mentioned that parents sometimes became more angry during the
therapy process. Some parents stated that they became more and more angry as they felt
guilty while trying to understand themselves in this process, while others felt that they
were compromising themselves while trying to keep up while going and coming alone,
which caused them to become even angrier, and their anger increased as their children
behaved more daringly from time to time. One of the parents stated that it did not feel
good to see and express the mistakes that they made in the areas they tried to fix and
cared about during the therapy process, that this process was like a mosaic and that they
needed to see the good parts in it:

“We are already doing as much as we can. Sometimes we do it with good intentions and
we may do something wrong, but we are already doing something that will be a journey
and if we are trying to do it consciously, it is especially tiring. Apart from that, when
someone comes up to us and says that what we did was wrong, a huge anger is released.

In other words, the parent is like, no, even if what you did was wrong, there were many
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right pieces there. In other words, I worked very hard for that. There were things that 1
knew from the information given theoretically and there were things that you paid
attention to, but this is a very mosaic puzzle, it makes you do wrong in some places. It

seems very cruel to say that what you did was wrong. Because there is a lot of effort.”
(4)

“Zaten elimizden geldigince bir sey yapryoruz. Bazen iyi niyetle yapiyoruz ve yanlis bir
sey de yapabiliyor olabiliriz ama ¢ok fazla zaten yolcu olacak bir sey yapiyoruz ve bunu
bilingli sekilde yapmaya c¢alisiyorsak ozellikle bu ¢ok yorucu.Onun disinda birisi
karsimiza gelip de bu yaptigimiz yanls denildigi zaman c¢ok biiyiik bir ofke agiga
¢tkiyor.Yani .Ebeveynin sanki yaptiginiz yanls da ,hayir o yanls bile olsa orada ¢ok
dogru par¢a da vardi. Yani ben ora icin ¢ok ¢abaladim. Hani teorik olarak verilen o
bilgilerden bildigim seyler de vardi ve dikkat ettigin seyler de vardi ama ¢ok mozaikli
bir puzzle bu, bazi yerlerde yanliy yaptirtyor. hani yaptiginiz yanlis demek ¢ok

acimasizca gibi geliyor. Ciinkii ¢cok ugrag var yani.” (4)

One of the parents mentioned that the parent sessions left negative feelings on her
during the therapy process. She stated that as someone who often finds herself guilty,
looking back on her own childhood and seeing her own side only made her feel more
angry and guilty. She also said that she needed to focus on the future rather than looking
at the past, and that it was already difficult to continue doing this and that it was not

good to dig into it:

“She asks about your childhood and your mother, you have to talk about things that you
don't want to talk about, and when you talk, no matter what, I already know myself, 1
always tend to feel like blaming myself, when [ was with my mother, I used to say, 1
should be understanding towards my mother. So I find it in myself again. So this is a
constant conflict, for example, did I really need it,  was already trying to continue there.
Was this really necessary? There was also a place where I couldn't get any results, 1
mean, the diagnosis of this child is not there, we do not know what we are, I said to
myself at the end of the account, I went for so many months, I tortured myself so much, [
was always at fault, and that turned out to be a mess, there was no need for all this

torture, you know.” (D)
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“Hani ¢ocukluguna dair annene dair bir sey soruyor bahsetmek istemedigim konusman
istemedigin seyleri konusman gerekiyor ve konusurken de ne olursa olsun ben zaten
kendimi biliyorum siirekli kendimi su¢lamak hissi egilimindeyim annemleyken séyle
diyordum anneme karst anlayisli olmalyyim Yani yine kendimde buluyorum Yani stirekli
boyle bir ¢atisma yani ona mesela ihtiyacim var miydr gergekten hani ben zaten orayi
suirdiirmeye ¢alistyordum. Hani bu gergekten gerekli miydi kisminda orada bir de hani
benim verim alamadigim bir yer yani Bu ¢ocuklarin tanisi Ortada degil ne oldugumuzu
bilmiyoruz kendime hesabin sonunda sey dedim bunca ay gittim bunca kendimi eziyet

ettim Hep hatali Sendin o da fos ¢ikti Hi¢ geregi yokmus bu kadar iskencenin hani.” (D)

4.2.1.2.  Abrupt Ending

Four of the parents shared their feelings about the end of the therapy process. Some
parents thought that the therapy process went well but ended badly, that the effect wore
off when it ended, that they could not get help during the process, that they immediately
went back to their old ways when the therapy ended, that they could not get any results,
that nothing happened during the process. Some participants stated that the process was
left unfinished, that it ended suddenly, and that they were left unaware when it ended.
One participant described the abrupt end of the process, that they did not understand
anything, and that they were left unaware as follows:

“But something like this happened, we could not get any feedback from there and it
ended abruptly. There is such a problem, I think the main problem here is that having a
project is good, it can be, but I think the problem here is that when the project is
finished, its data is also confidential, and it is cut off without giving clear information to

the other party.” (F)

“Ama soyle bir sey oldu, yani biz oradan geri bildirim alamadik ve ¢at diye bitti. Boyle
bir sikinti var bence temel problem burada proje olmas: giizel, yani olabilir ama burada
bence sikinti proje bittigi anda simdi onun verileri de gizli oldugu icin karsi tarafa net

bir bilgilendirme yapmadan onun kesilmesi.” (F)
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The same participant detailed her experience in this way:
“Not met (Expectations). In other words, it seemed like it would be met, we were saying
it was going well because X also liked it, something had happened. In other words, it

created a relief in him, but as I said, it was like something was left there without

finishing.” (F)

“Karsilanmad: (Beklentiler) .Yani karsilanacak gibi geliyordu, giizel gidiyor sanki
diyorduk ¢iinkii X de seviyordu bir sey olmustu. Yani onda bir rahatlama yaratti ama

dedigim gibi yani bir seyin bitmeden orada kalmasi gibiydi.” (F)

One of the parents stated that her daughter was happy during the process and enjoyed
going, but other than that, nothing happened and when the process was over, everything
returned to normal and she did not observe any change:

“She probably liked it. That's why she was coming with love and running. I mean I think
she loved it. There is nothing else. Later in our lives, as I say, there was no result to this.
As long as we continued at that moment, it was good. After that moment, we returned to

our normal, same life after that environment.” (G)

“Hosuna gidiyordu muhtemelen. Ondan dolay: severek ve kosarak geliyordu. Yani hani
sevdigini diisiiniiyorum. Baska bir sey yok. Daha sonrasinda hayatimizda hani bir
diyorum ya buna bir sonug¢ olmadi. O an devam ettigimiz siirece iyiydi. O an o ortam

yaptiktan sonra siradaki hayatimiza normal, ayni seye dondiik.” (G)

4.2.1.3.  The Process Being A Research Project

Four of the parents shared their thoughts about this being a research project; the
recurring themes of the parents were that it was a project and therefore had a structure
that had to be adhered to; individual needs could not be adequately met; the data was
confidential because it was a project and therefore the process was suddenly cut short
and no guidance was given; the duration was limited. At the same time, since this is

research, it is tiring to fill out surveys and tests continuously. Afterwards, they thought
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that they would get feedback at any time on the given tests and that they were done, but
they could not get enough feedback during this process. One of the parents stated that
this was a project, and there were some parts that needed to be followed, so what she
said was not heard enough, it was not a scheme that met her needs, it was just done and
passed like a task:

“It is so obvious that I turned into a complete fool and I am in a cage, but everyone has
a goal in their mind that they want to reach. Everyone does not pay attention to what 1
say while going to that goal, it is not my need. This is a project, today these things need
to be done. We did it, we did it, that was the situation, I saw this, that's why these
projects seem a little funny to me. Because everyone is up to what needs to be done in

those templates there, not their needs.” (D)

“O kadar belli ki benim tam bir Aptala dondiigiim bir kafesin icinde oldugum fakat
herkesin kafasinda ulagmak istedigi bir hedef var Herkes o hedefe giderken benim ne
dedigimde dikkat etmiyor benim ihtiyacim degil Bu bir proje bugiin Bunlar yapilmasi
lazim Biz yaptik mi yaptik durum buydu ben bunu gérdiim yani bu projelerde bana o
yiizden birazcik Komik geliyor Ciinkii herkes oradaki o sablonlardaki yapiimasi
gerekenlere kalmig ihtiyaglar: degil.” (D)

One of the parents stated that it was nice to participate in projects or to carry out
projects and that this process was beneficial, but after the project was over, the
participants were left behind, the needs or the efforts made were not seen, and there was
no continuity at the center or in any other way, and that the support they could provide
as much as the project was not enough:

“It is nice to have a project, I mean it can be, but I think the problem here is that when
the project is finished, its data is also confidential, and it is cut off without giving clear
information to the other party. It could work like this, that is, the project information
may not be given, but even if the information is not the same people. It can be continued
by transferring it to another person with the data. Oh, this is over, what are we going to
do, there is a queue here too, there is no room, we will put you in the normal queue.

Whenever it comes in 1-2 years, it is not like this but we are left like this.” (F)
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“Proje olmasi giizel , yani olabilir ama burada bence sikinti proje bittigi anda simdi
onun verileri de gizli oldugu icin karsi tarafa net bir bilgilendirme yapmadan onun
kesilmesi. Soyle bir isleyis olabilir, yani projenin bilgisi verilmeyebilir ama yine bilgide
ayni kisiler olmasa bile. Verilerle birlikte baska bir kisiye devrederek devami
saglanabilir. Ha bu bitti, he napacagiz biz yani iste burada da sira var yer yok artik

sizin normal siraya sokacagiz. Ne zaman gelirse 1-2 sene sonra ya boyle degil de biz

boyle kaldik.” (F)

4.2.14. Inadequate Changes in Symptoms

Six of the parents stated that their symptoms did not completely go away during and
after the therapy process, some symptoms did not go away at all, some symptoms got
worse, and some symptoms got a little better. One of the common thoughts among the
parents was about the worsening of the symptoms. For some parents, some of the
symptoms eased during that period but then returned to normal. One of the parents
reported that they came to therapy during the summer and that she observed that she
was a little better in the next class. In fact, on the contrary, her behavior increased and
she became more talkative:

“So it was a little better in the 4th grade. We had come in the summer anyway. So it was
a little better but it was like that again, he was a little shy but nothing left in middle
school anyway. I don't know if he is interested in aging. We don't really have such a
problem right now. In fact, on the contrary, he tries to laugh with his friends, talk in

lessons, etc.” (B)

“Yani 4. sinifta bir tik daha iyiydi. Zaten yazin gelmistik. Yani bir tik daha iyiydi ama
gene boyle biraz seydi ¢ekingendi ama zaten ortaokulda hichir sey kalmadi. Onun
vaslama ilgisi var bilmiyorum. Pek su anda yasamiyoruz éyle bir sikinti. Hatta tam tersi

arkadaslariyla boyle giilmeye ¢alistyor, konusmaya ¢alistyor derslerde falan.” (B)
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Another parent stated that some symptoms had decreased and were getting better, but
some symptoms had not changed at all and were still the same, and had even started to
have a little more difficulty:

“He had an addiction to phone time. I can say that we solved it a little during X'’s
therapy this term. In other words, it has decreased a lot. It has decreased to the point of
almost nothing? Other than that, some of his behaviors can continue. He still has some
obsessions sometimes. He is a child who cries so irritably. They can continue. Other
than that, there were those times too. Problems with homework and studying etc. They

can still continue a little bit, his reluctance.” (H)

“Telefon siiresinde bagimliligi vardi Bu dénem ali'nin terapi siiresince onu birazcik
¢oziimledik diyebilirim. Yani o bayag bir azaldi. Yok denecek kadar baya azaldr yani?
Onun disinda yani bazi davranmislari devam edebiliyor. Hala biraz bazen takintilari.
Boyle hir¢in aglamakta bir ¢ocuk yani. Onlar devam edebiliyor. Onun disinda iste o
zaman da vardi. Odev ders yapma problemleri falan. Onlar da yine hala birazcik devam

edebiliyor, isteksizligi.” (H)

Another parent from the process at Istanbul Bilgi University stated that the symptoms
got worse after the process started and ended, and that the therapy process started to
trigger the child and the mother, and that the child's symptoms got worse with the
encouragement he received from the therapists:

“It turned our time at Bilgi University into a time when we were triggered. In other
words, our graph showed us, according to what we said, there was a graph, we started
here. It increased here. They gave us feedback in 3-month periods, we did something
again, we filled out the test, etc. After the therapy was over, we were still inside.” (4)
“We are back to where we started but during the therapy process we have risen higher,

in other words he has not fallen, he has risen higher against each other.” (4)

“Bizim Bilgi Universitesi'ndeki gecirdigimiz siireyi ¢ok fazla. Daha tetiklendigi imiz bir
zamana ¢evirdi. Yani bizim grafigin bizi bize gore yani soylediklerimize sey bir grafik
vardi, surada baslamisiz.Buraya yiikselmis. Hani 3 aylik dilimlerde geri bildirim
vaptilar iste tekrar sey yaptik, test doldurduk, vesaire terapi bittikten sonraki igeride biz
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gene basladigimiz yere donmiigiiz ama terapi siirecinde biz daha yiikselmisiz yani

birbirimize karsi o inmemis, daha yiikselmistir.” (4)

One of the parents who spoke positively about the therapy process stated that the change
in symptoms was not surprising and that symptoms may increase as difficult emotions
are worked on. The more they talk in the sessions, the more difficulty the child
experiences sometimes increases. Therefore, the sessions end with more intense
symptoms than when they started:

“As I said, the effects of therapy there, at first it was like this, let's say the obsession
level was 6 out of 10, with the start of therapy it went up to 7s or 8s, in the process it
went down to 7 while I was at Bilgi University, in other words we may have left it at a
higher level there, well, after that it continued at 7 or maybe 8 for a long time, it was

not this intense before it started, it became an obsession that gradually intensified.” (C)

“Dedigim gibi terapinin etkileri orada ilk basta X’in goyle oldu diyelim ki 10 itizerinden
6 takinti seviyesi terapinin baglamasiyla bir 7lere Slere ¢ikti devam eden siiregte bilgi
tiniversitesindeyken belki 7 ye diistii yani daha yiiksek seviyede birakmis olabiliriz
orada iste sonrasinda da 7de belki uzunca 8de devam etti baslamadan énce bu kadar

vogun degildi giderek yogunlasan bir takinti durumu oldu.” (C)

Another parent talked about the symptoms her child was experiencing and stated that
she had not observed any change in them and that her child was still experiencing the
same behaviors:

“So X normally withdraws into himself and does not show his feelings very much. He
does not talk in front of people outside. He was playing and talking to the people there.
But other than that, I could not make any progress, any development. Nothing happened.

In other words, there was no different situation.” (G)

“Yani X normalde hani boyle igine kapanip ¢ok duygularim belli edemedi. Disarida
insanlarin  yaminda konusmayan. Oradaki kisilerle hani o oyunda oynuyor ve
konusuyordu. Ama onun diginda hani bir ilerleme, bir gelisme kaydedemedim. Bir sey

olmadi. Yani sadece degisik bir durum olmadi.” (G)
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4.2.2. Theme 2: Unmet Needs and Expectations About Therapy

Another theme that emerged during the interviews with parents was unmet needs and
expectations about therapy. . Parents conveyed the issues they wanted to change or be
different during the therapy process in 4 sub-themes: inadequate feedback, limited time,

father refusal and individual needs.

4.2.2.1. Inadequate Feedback

A common theme regarding parents' experiences during the therapy process was
inadequate feedback. 5 out of 9 of the parents stated that the feedback they received
about their children during and after the process was inadequate, that they wanted to
understand what was wrong with their child but could not get clear feedback. Some
parents stated that therapists gave vague answers, did not clarify the problem, and a
parent said, “Tell me about the problem, why is my child constantly getting complaints
at school?” (D)

Some participants stated that they thought they were doing well during the therapy
process, but realized that feedback was insufficient after the therapy was over. Some
parents stated that they still thought they would receive more feedback at some point
during the process and during follow-ups. When the process was over, they stated why
they were not given enough information, that they filled out many tests and forms, and
that they gave a lot of data for their children, but the feedback was not enough:

“But something like this happened, we couldn't get feedback from there and it ended
abruptly. 1 think there is such a problem, the main problem here is that having a project
is good, it can happen, but I think the problem here is that when the project is finished,
its data is also confidential, so it is cut off without giving clear information to the other
party. It can work like this, that is, the project information may not be given, but again,
even if the people involved are not the same. It can be continued by transferring it to

another person with the data.” (F)
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“Ama goyle bir sey oldu, yani biz oradan geri bildirim alamadik ve ¢at diye bitti. Boyle
bir sikinti var bence temel problem burada proje olmasi giizel , yani olabilir ama
burada bence sikinti proje bittigi anda simdi onun verileri de gizli oldugu igin karsi
tarafa net bir bilgilendirme yapmadan onun kesilmesi. séyle bir isleyis olabilir, yani
projenin bilgisi verilmeyebilir ama yine bilgide aymi kisiler olmasa bile.Verilerle

birlikte baska bir kigiye devrederek devami saglanabilir.” (F)

A parent stated that the process was only good at that moment, that their child enjoyed
playing and going there, that it was like an activity. However, they could not understand
why they had these difficulties during and after this process, and that they could not
receive feedback, and that this part of the process was insufficient:

“She was playing and talking to the people there in that game. But other than that, 1
couldn’t make any progress or development. Nothing happened. I mean, there was no
different situation. But, for example, after this, at the end of this study, I wasn’t told that
this happened to me, because of this or that you have to act like this. Actually, no
conclusion was made clearly. Why? Was it his character or was he affected by
something? No such thing was said..... Of course, I would like to reach a conclusion. It

would make me happier to know how to act, what we have to do.” (G)

“ Oradaki kisilerle hani o oyunda oynuyor ve konusuyordu. Ama onun disinda hani bir
ilerleme, bir gelisme kaydedemedim. Bir sey olmadi. Yani sadece degisik bir durum
olmadi. Ama hani bunun, mesela sonrasinda bu ¢alismanin sonunda da hani bana soyle
oldu, bundan dolayr veya séyle davranmaniz gerekiyor diye bir sey de séylenmedi.
Sonug yapilmadi aslinda net olarak. Neden kaynaklhi? Karakteri mi yoksa bir seyden mi
etkilendi? Boyle bir sey soylenmedi...... Tabii ki ben bir sonu¢ almak isterdim. Nasil

davranacagimizi, ne yapmamiz gerektigini bilmek daha ¢ok mutlu ederdi.” (G)

One participant added the following to her thoughts about the inadequacy of feedback:

“I mean, there is something in you, there is something called making things felt. 1
learned that. I mean, the psychologist, you will understand it yourself, he will ask you,
vou will understand it yourself, but when a person is lost in something and especially
when you are in a panic of 'l am lost, I have to get out of here’, that meaning, it

suffocates the process even more.” (D)
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“Yani sizlerde sey var, sezdirme diye bir sey var. Ben onu ogrendim. Yani psikologun
hani sen kendin anlayacaksin o sana soracak sen kendin anlayacaksin ama insan bir
insani yani bir seyin iginde kaybolmugsken ve ozellikle de ben kaybim benim buradan

ctkmam lazim telasina yani o anlami siireci.Daha ¢ok boguyor.” (D)

This parent mentioned that the lack of clarity, uncertainty, and vague feedback from
therapists during the therapy process were not good for her as a parent. Besides, three
out of nine parents stated that the feedback during the process was sufficient, that they
were able to learn more about their children and get to know them better. One parent
stated that she also received feedback about herself and understood what she needed to

do accordingly.

4.2.2.2. Limited Time

The common opinion of 6 parents was that therapy processes were very long processes,
but the fact that MBT therapy consisted of 15 sessions was insufficient for the process
for some parents. Some saw it as a beginning, some saw it as a seed planted, but some
saw it as related to their needs not being met. There have been those who thought that
the therapy process would not be sufficient in 15 sessions. There have been parents who
thought that some issues could not be deepened in this process and could only be
touched upon the surface, but the problems were not on the surface.

One of the parents who expressed their satisfaction with the therapy process stated that
while they focused on the emotional aspects of the process, they were not able to touch
on the academic difficulties at all, that this process was very long and that they needed
continuity and even continued with therapy:

“Well, our initial focus was of course on the reason for these obsessive behaviors and
how to solve them. So the academic part was in the background, it didn't even get that
far. Anyway, it was a study with a certain time period and it wasn't very enough for
psychological support. It was actually a non-existent time, but it was still useful in terms
of creating awareness. So, the beginning was like this, those were the reasons in the

beginning.” (C)
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“Hani amacimiz baglangigta odagimiz tabii ki bu takintili davranmislarimin sebebi ve
nasil ¢oziilecegi ile ilgiliydi. Yani akademik kismi ikinci plandaydi oraya ¢ok sira
gelmedi bile. Zaten hani sey bir ¢calismaydi belli bir zaman araligi olan ve psikolojik
destek icin de ¢ok yeterli degil. Olmayan bir zaman aslinda ama yine de iste bir sekilde
bir farkindalik yaratmasi agisindan faydali oldu. Yani baslangi¢c bu sekilde sebepleri
buydu en basta.” (C)

One of the parents who stated that they did not get any benefit from the therapy process
stated that before starting therapy, everyone around them thought that the therapy would
be very long and that it would take a long time and that they should allocate resources
accordingly. However, according to the client, this period was defined as much longer
than she could imagine. She stated that they continued therapy after the therapy ended
and that she still continues with her child today and will continue to do so. This is
nothing and they have a long way to go:

“There is also something, my friends who had previously applied to a psychologist for
their children told me that the process was long. I had sat down and made money
calculations etc. I understood that the process was long anyway. Then when your
friends said that it could last until September or October, I said to myself yes, it was
long. But. Well, this period is actually very short. This is just the introduction. Actually,
I couldn't grasp anything. I couldn't grasp it.” (D)

“Bir de sey var, yani daha énceden ¢ocuguyla ilgili psikologa basvuran arkadaslar
bana siire¢ uzun demislerdi. Ben oturup para hesaplar: falan yapmistim. Siirecin uzun
oldugunu anladim zaten. Sonra sizin arkadaslariniz da bu eyliile ekime kadar siirebilir
dediginde de evet uzun oluyormus ya falan dedim kendi kendime ama.Hani.Bu siire
ashinda ¢ok kisa. Bu sadece giris.Ashinda bu hichir seyi idrak edemedim. idrak
edemedim.” (D)

One of the parents stated that she saw the therapy process as a companion and that she
would like to continue this every week if she had the opportunity, and that it would be

good for her child to be able to play and talk to someone every week:
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“If I had the means, I would take him somewhere like that for the rest of his life and let
him play with him, talk to him for an hour. I would want something like that. Maybe
everyone has a sense of trust in someone from the outside. They enjoyed it, played
games with him. We just went through such a process. It was short. It was a short time,

not a very long time.” (G)

“Hani imkanim olanlar olsa hani émriiniin sonuna kadar hep onu gétiiriip oyle bir
yerde o bir saatse bir saat onunla oynasin, konussun. Oyle bir sey isterdim yani. Belki
herkeste giiven duymak disaridan birine iste bir giiven olustu. Onunla bir keyif aldi,
oyun oynadi. Oyle bir siire¢ gecirdik sadece. Kisa oldu. Kisa bir siireydi yani ¢ok uzun

bir siire degil.” (G)

4.2.2.3. Father Refusal

Three of the parents mentioned the difficulty of attending therapy alone, that fathers
were resistant to therapy and did not want to attend, and that they were tired and angry
about going through the whole process alone. One of the parents stated that the father
did not want to participate, that the road was far and that it was difficult to come and go
alone, that she was angry to do everything alone:

“The father was not a participant and I would come there, taking on all the difficulties
and saying okay, I'll handle it etc. Throughout the whole therapy, I had the perception

that it was going to be me again, I mean I'm doing it again.” (4)

“Baba katilimct degildi ve biitiin zorlugu gogiisleyerek ya tamam, ben hallediyorum
falan diyerek ben oraya geliyordum.Biitiin terapi boyunca gene benden gidiyor algisi

olustu bende yani gene ben yapryorum.” (4)

One parent could not recall parenting sessions and stated that it would be good if
parents were involved, but also thought it would be helpful if the father could attend:
“Maybe they can call my husband too. It might be good to talk to the family. These
are.” (B)

53



“Belki esim de ¢agirabilirler. Aileyle de goriisiilmesi iyi olabilir. Bunlar yani.” (B)

4.2.2.4. Individual Needs

Three of the parents mentioned their individual needs that were different from the ones
mentioned above. For example, some parents stated that they needed clarity in the
processes, it is stated that they needed the process to be more clear and understandable.
At the same time, some parents stated that this was not their routine, that they continued
their normal lives outside of therapy and that therapy did not reflect the general situation
and therefore did not affect their lives. One of the parents stated that she did not receive
clear feedback about the process, but she thought that she had expressed herself clearly
and that this process was a project and did not address her individual needs:

“Yes, I have, I am more open and clear. I wish he had spoken. I mean. I said, but that
person constantly questions herself, my husband tells me that I am too insistent. Right
now, that is going on in my head, but I am saying, you are not clear. If you had spoken
more clearly. In this state, you would have been too insistent. (D) Well, as I said, I felt
like I was completing a pattern, 1 felt like [ was wasting time. I felt like I was not heard.
1 think I am clear but I wasn't, [ mean what is the problem, why are we complaining, |
mean they say X can't stop, can't X? That's it. They say he is very irritable, is he
irritable? Because we don't see it. Because it's really not like that inside the house, the

teacher was describing it to us in a completely different way.” (D)

“Evet var ben daha agik net.Konussaydi misim.Yani.Dedim ama ya o insan stirekli
kendini sorguluyor ya esim bana ¢ok israrcisin diyor. Su anda da beynimde o doniiyor
ama esrin diyorum. Daha net konugsaydin. Bu halde ¢ok israrci olacaktin. (D) Ya iste
sey dedigim gibi ben bir sablonu tamamliyor mugs gibi hissettim ben zaman kaybettigimi
hissettim. Duyulmadigint hissettim. Kendimi net zannediyorum ama degildim demek ki
yani sorun neymis, niye sikayet ediliyormusuz yani X duramiyor diyorlar duramiyor mu
X?iste.Cok hir¢in diyorlar hir¢in mi Ciinkii biz gormiiyoruz Ciinkii gergekten evin iginde
oyle degil 6gretmen bize bambagska tasvir ediyordu.” (D)
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The same parent stated that the therapy process was not a simple process for her. She
did not come there just to chat. She stated that she wanted to see some benefit and that it
was a cry for help. However, she felt that this was not heard and that her individual
needs were not put before the project:

“I mean, I am not coming here for pleasure. I did not come here randomly, saying, "Oh,

there is a study, let me join." I really came there because of a need.” (D)

“Yani buraya bir keyif icin gelmiyorum. A bir ¢alisma varmis, hadi katilayim. Deyip
rastgele gelmedim. Ben ger¢ekten ihtiyag i¢in geldim oraya.” (D)

Another one stated that the time the baby spent with his son there did not represent their
life in general, that it was different there, that the problems in their normal daily lives
continued in the same way and that he felt that she was not understood enough.

“We can spend time there. Yes, there are many places we spend time but it is not the
general part of our lives. I mean when you go on a holiday, we can have a very busy,
very good time for a week but when we go home, for the next year or two, we will live
normally again, oh what a great time we had. It is not like we are actually having a very

good time, you know.” (4)

“Hani orada vakit gecirebiliriz. Evet, vakit gecirdigimiz ¢ok yer var ama o bizim
hayatimizin geneli gene olmuyor. Yani bir tatile gittiginiz zaman da bir hafta boyunca
¢ok yogun, ¢ok giizel vakit gegirebiliriz ama evimize dondiigiimiiz zaman e oniimiizdeki
bir yul boyunca 2 yil boyunca biz artik gene normalimizde yasamaya ay ne giizel vakit

gecirmistik. Ya biz aslinda ¢ok giizel vakit geciriyoruz gibi olmuyor yani hani.” (4)

The same parent stated that she thought that the lack of depth in her own processes and
the lack of sufficient sessions did not benefit her child enough. She stated that she felt
individually that the problems were not too surface level and that there was a need for
depth. She stated that if she felt good, her child could feel good as well. For this reason,
she thought that maybe not every therapy would appeal to everyone:

“It is like we cannot understand him without understanding me. Naturally, this therapy
process is also on his mind. It probably does not appeal to everyone, it may appeal to

some people, but. It probably does not appeal to everyone, because of the result. It
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seems like it is not that superficial. I mean, we cannot say that this is it, okay, clean the
rocks at the end, this place will be cleaned, like cleaning rocks, but there are also things
deeper and actually the reasons are maybe those deep things, in other words, the main

reasons.” (A)

“Soyle yapmamak lazim. Iste illa yani beni anlamadan onu anlayamiyormusuz gibi bir
sey oluyor. Dogal olarak bu terapi siireci de aklinda. Herkese hitap etmiyor herhalde
birilerine hitap edebilir ama.Herkese hitap etmiyor herhalde, ¢iinkii sonu¢.O kadar
yiizeyde degildir gibi geliyor. Yani hani bu kadar iste tamam uctaki taslar: temizlersek
burast temizlenir gibi bir sey demiyormusuz gibi tas temizleme gibi o yani ama daha
derinlerde de bir seyler var ve aslinda sebepler belki o derindeki seyler yani hani esas

sebepler.” (A)

4.2.3. Theme 3: Parental Gains

Another common theme that emerged during interviews with parents was parental gains.
This theme was divided into 5 different subthemes. The subthemes were parental
awareness, parent develops then child develops, learning about the child psychology,

doing something for the problems, and empathic attitude.

4.2.3.1. Parental Awareness

Parents stated that parental involvement in the therapy process was beneficial. 6 out of 9
parents stated that they benefited from parental awareness. These parents stated that
they gained awareness in understanding their children and themselves. One parent stated
that during this therapy process, they got to know their child again and saw aspects they
had never seen before. The majority of the parents stated that they gained information
about their own parenting, some awareness about their own motherhood, and that they
treated their children in a way they saw and understood from the therapists. One parent

stated that it helped them see the problem better.
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One parent stated that although she did not use the awareness she gained in therapy on
the child she brought to therapy, she applied it and modeled it for her other child:

“I had a little girl at that time, she had just been born, in my relationship with her |
actually progressed a little more under the guidance of therapists. I mean, not in a very
conscious way. Not in an internalized way. Not like they said this, I should do it like this,
but come on, from there, from there, this is what you have to do at home with X. I took it
a little bit from there. I mean, I think I took it from there. You know, by modeling it for
them. I didn't do it very consciously, but I shared it with them. For example, I realized
that I was approaching my daughter like you. I realized myself. I'm doing it like them,

etc. Maybe just witnessing it a little bit may have helped me take it as a model.” (A)

“Benim kiiciik kizim vardi iste o zaman daha yeni dogmustu, onunla olan iliskide
aslinda birazcik daha terapistlerin yani rehberliginde gibi ilerledim. yani sey ¢ok
bilin¢li bir sekilde degil. I¢sellestirilmis bir sekilde degil. Hani yoksa boyle demislerdi
boyle yapayim gibi bir sekilde degil ama hadi, oradan iste X’e karst falan evde béyle
vapmak gerekiyormus. Oradan birazcik birazcik aldim. Yani bence oralardan aldim
diye diistiniiyorum. Hani onlart modelleyerek diyeyim. Bunu ¢ok bilingli bir sekilde
yapmadim ama onlara da paylastim. Mesela kizima sizin gibi yaklastigimi fark ettim.
Kendimi fark ettim. Onlar gibi yapiyorum falan gibi. Birazcik belki sadece tanik olmak

bile model almami saglamus olabilir.” (4)

A mother stated that in addition to the awareness she gained about her child, she also
gained awareness about her own identity and behavior as a mother and as an individual:
“Yes, yes, yes, not only with my mother, I mean as a woman myself until I became a
mother, the things I experienced during my marriage, the things I experienced before,
etc. How it affected my life, how it was reflected in my motherhood, there was also

guidance regarding this.” (C)

“Evet, evet, evet, sadece annemle de degil yani anneligime gelene kadar kendim bir
kadin olarak da hani evliligimde yasadigim, oncesinde yasadigim seyler vesair.

Hayatimi nasil etkiledigi onun evet anneligime nasil yansidigi, bununla ilgili de bir

yvonlendirme oldu.” (C)
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4.2.3.2.  Parent Develops Then Child Develops

Another sub theme that parents saw as a gain in the therapy process was parent develops
then child develops. Three of the parents thought that there was a connection to co-
development. The common thought of the parents was that as the parent develops, the
child develops. The parents stated that the development of their own parenting skills
during the therapy process will also affect the development of the child and that it is
important to be involved in the process as a parent.

One of the parents stated that she thought it was beneficial to be involved in the process
together and that her child benefited from it as she developed:

“Since we came as a mother and a child, it affected both of us, but of course if I am not
affected, 1 cannot be useful to my child, and of course there is such a thing in

psychology, you are such a mother and you live in the same house, I think it was good

forus.” (E)

“Anne ve c¢ocuk olarak geldigimiz icin ikimizi de etkiliyordu ama tabii ben
etkilenmezsem ¢ocuguma faydali olamiyorum bir de tabii boyle bir sey var psikolojide

oyle bir annesin ayni evde yastyorsun bence iyi oldu bizim i¢in.” (E)

4.2.3.3.  Learning About The Child Psychology

Another sub-theme from the parents' gains was learning about the child. 4 out of 9
parents stated that they learned new things during the process and found it useful.
Parents stated that they learned how to play games with their children, how to
understand the game, the language of communication, or the correct answers to the
questions they thought were wrong. One of the parents stated that they learned that the
restrictive themes of their child's games and toys, which indicated aggression, were
actually useful. She stated that what surprised her the most during the process was that
war games played with toys such as guns would not actually be harmful:

“We did this because I don't know, in order not to raise the child as a militarist (laughs)
the authorities didn't have a toy like a gun or something that could harm a living being.

So, you know, so that he could release his anger etc. They even said we could buy a gun,

58



I was shocked :) For example, it seemed very interesting in reverse there. Still, we didn't

do much at home, but she said we could play games like this for a while.” (G)

“Bunun biz ¢iinkii ne biliyim ¢cocugu militarist yetistirmemek icin (giiliiyor) oyle ne silah
bi sey canliya zarar verebilecek bir oyuncagi olmadi yetkinin. Oyle olunca hani icindeki
seyleri atabilmesi i¢cin ofkeyi vesaire diye. Hatta silah alabilecegimizi falan soylediler
ben sok olmustum :) orada mesela ¢ok enteresan gelmisti tersinden . yine de dyle ¢ok

sey yapmadik hani evde ama bi siire mesela boyle oyunlar oynayabilecegimizi soyledi.”

@)

4.23.4. Doing Something For The Problems

Another thing that parents saw as a gain during the therapy process was doing
something for the problems. 4 out of 9 parents stated that being able to do something for
their children was a step for them, a start to the process, and that doing something had a
relaxing effect on them. In this process, parents received support on issues they had
difficulty with regarding their children, and experienced the comfort of taking at least a
step and being in safe hands. On the other hand, parents stated that doing something was
a good experience for them, as it relieved their guilty feelings and relaxed them during
the therapy process. The opinion of one of the parents was as follows regarding the
effect of being able to take a step towards the problem they are experiencing, being safe
and being able to do something:

“I mean, it made me feel good as a mother. I mean, my child has a problem and I was
finally able to take a concrete step towards it. We are doing something, we are safe now,
I mean, there is something I couldn't handle on my own. There are really professional
people, they know what to do. It's something like this will work out eventually. The
feeling of trust is at the top.” (C)

“Yani anne olarak iyi hissettirdi. Yani ¢ocugumun bir problemi var ve sonunda buna
somut bir adim atabildim. Bir seyler yapiyoruz, artik giivendeyiz yani sey var tek
basima basa ¢ikamadim. Gergekten profesyonel birileri var, onlar ne yapacaklarini

biliyor. Bu is eninde sonunda yoluna girecek diye bir sey. Giiven duygusu en basta.” (C)
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4.2.3.5. Empathic Attitude

Another sub-theme regarding the parents' gains was about empathic attitudes. 4 of the
parents stated that they started to empathize with the feelings their children were
experiencing and that they realized that the issues they initially considered as spoiled
were actually feelings they had difficulty with. They stated that when parents started to
empathize with their children, they relaxed, they started to understand their children
better, they started to approach them more positively, and they tried not to approach
them with anger. Some of the parents stated that the stress they experienced when they
started the process was eased by feeling the support of the therapists, and they realized
that they could empathize better because of this. One of the parents described her
experience this way:

“I mean, just because of your guidance, I got a little closer to the child. I got closer to
his feelings. How can I say that? I understood him more. I got more positive, not with
prejudice, but more positive. Because they were telling me that, you know, empathize.
They were constantly telling me that, I empathize, I guess that was the effect a little
more.” (B)

“ Yani sadece hani beni yonlendirmelerinizden kaynakli ¢cocuga biraz da sey yaklastim.
Hani daha duygularina sey yaklastim. Hani nasil diyeyim. Daha onu anlar gibi. Hani
daha boyle porzitif, daha béyle hani on yargiyla degil de daha pozitif yaklastim hani. Ya
onu soyliiyorlardi ¢iinkii hani siz hani empati kurun. Hani bana siirekli onu diyorlardi,

hani empati kurdum yani biraz daha fazla herhalde etkisi bu oldu.” (B)
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DISCUSSION

5.1. Current Findings

In this study, it was investigated whether various individual and parental factors had an
effect on the response to therapy in order to examine the characteristics of children who
did not show symptomatic improvement during the MBT-C process (non-responders).
In the scope of the study, it was hypothesized that individual factors such as the number
of traumatic life events of the child, emotional regulation capacity, play capacity and
age at which therapy began, as well as the parent's emotional regulation and
mentalization skills, could predict the response to therapy while controlling for the
duration of therapy (total number of sessions). As a result of the analyses, it was seen
that only the traumatic experiences experienced by the children and the emotional
regulation capacity significantly predicted the non-response status. Other variables such
as play capacity, age, number of sessions and parental characteristics did not have a
significant effect on the response to therapy. In this section, the findings are discussed
by comparing them with similar studies in the literature and possible explanations are

presented.

The first hypothesis was that baseline adverse childhood experiences of children would
predict non-response. In the analyses conducted, it was seen that it predicted non-
response. Baseline adverse childhood experiences significantly predicted treatment non-
response. These findings are directly related to the findings in the meta-analysis of Skar
et al. (2022). Skar et al. (2022) suggested that three or more traumatic experiences may
cause drop out and non-response. Our study also obtained findings that support this. In
the literature, it is thought that childhood traumas and PTSS levels affect the course of
treatment, so more precise methods may be needed while working in this area (Cloitre
et. al., 2011; Skar et. al., 2022). These findings support that as the intensity of the
negative effects of trauma on the child increases, the rate of response to treatment

decreases.
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The second hypothesis was that children's baseline emotion regulation capacity would
predict non-response. As a result of the analysis, it was seen that the initial emotion
regulation capacity predicted the outcome at the end of the treatment. While high
emotion regulation capacity was associated with response, low emotion regulation
capacity was associated with treatment non-response. These findings showed that
emotion regulation skills may be a protective factor in the therapy process. Similarly, in
Fernandes et al.’s (2023) study, children’s executive functions and emotional regulation
strategies before the intervention were found to be significantly associated with
emotional and behavioral problems during the intervention process. In particular, high
levels of dysfunctional strategies such as catastrophizing and blaming others were
associated with problem behaviors; the decrease in these strategies during the
therapeutic process was considered an indicator reflecting the effectiveness of the
intervention. Both studies show that the pre-intervention assessment of emotional
regulation skills plays a critical role in predicting how children will benefit from the

therapeutic process.

On the other hand, the findings obtained in this study contradict the findings of Suveg
and colleagues (2018). In Suveg's study, emotional regulation levels measured based on
reports from children and parents did not show a significant predictive or moderating
effect on treatment outcomes. This difference may primarily be due to theoretical
differences in the measurement approaches used. Suveg and colleagues assessed
emotional regulation skills with more strategy-based measurement tools (e.g., specific
coping strategies such as suppression and reappraisal). In contrast, scales such as the
ERC (Emotion Regulation Checklist) used in this study measure broader dimensions

such as general emotional regulation capacity and emotional awareness.

Secondly, sample differences may also be effective. Suveg's study was conducted with
children with anxiety disorders, thus the relationship between emotional regulation and
internal symptoms may have become more complex. This study, on the other hand, has
a more heterogeneous clinical sample and includes external problem behaviors. Finally,
the difference in the applied treatment models may also contribute to the contradiction

between these findings. While CBT (Cognitive Behavioral Therapy)-based
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interventions were used in the study by Suveg et al., a psychodynamic and relationship-
based model such as MBT-C was applied in this study. Emotional regulation is seen as
tightly linked to the child's mentalization capacity within the framework of MBT-C, and
its development is addressed more in the context of relationships. Therefore, the
meanings and intervention mechanisms that different theoretical models attribute to the
concept of emotional regulation may also cause differences in comparative findings. For
all these reasons, multidimensional and theoretically different definitions are needed to
better understand the relationship between emotional regulation and therapeutic

response.

This study also investigated whether children's pre-therapy play capacity (measured
with CPTI) could predict whether they would respond to treatment. Considering that
play capacity reflects the child's capacity to represent internal conflicts and express
emotional processes, it was suggested that children with higher play capacity would
respond more positively to therapy. However, the analyses showed that the initial level

of play capacity did not significantly predict non-response.

In the psychoanalytic-based study of Halfon and Bulut (2019), it was similarly observed
that symbolic play capacity increased at the beginning of therapy, especially in cases
where treatment compliance was high, but this increase slowed down over time. This
suggests that play capacity is not a fixed trait; it may be a dynamic process (state)
shaped by relationships, attachment, and therapeutic environments. Therefore, levels

measured only before therapy may be insufficient to explain therapeutic change.

Secondly, the fact that CPTI assessments were taken very early in the therapy process
may reflect a stage where the child's play capacity was not fully demonstrated. The first
sessions, when the therapeutic alliance was not yet developed and the child did not fully
trust the therapist and the environment, may have limited the true reflection of play
capacity. This may have made the initial measurement of play capacity an
"instantaneous performance" rather than an "underlying capacity." Thirdly, in
measurements based on observational coding such as CPTI, limitations such as the
limited interpretative power of the therapist and the coder's inability to directly know

the child's inner life may have created measurement errors in play capacity data.
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In this study, no significant relationship was found between the age at which the child
started therapy and the response to treatment. This finding seems to contradict some
previous studies. For example, Midgley and Kennedy (2011) stated that psychodynamic
therapies are more effective for younger children; they emphasized that therapeutic
gains decrease with increasing age. Similarly, a large-scale meta-analysis by Skar et al.
(2022) showed that age has an effect on treatment response, especially in trauma-based

interventions, and that therapeutic effects decrease as age increases.

However, the fact that this relationship was not found in the current study can be
explained by the nature of the MBT-C model and its application method. MBT-C is a
modular and manual-based approach based on adapting therapeutic interventions to age-
appropriate levels (Midgley, 2017). The therapy process is structured according to the
child's developmental level; techniques such as play, emotion recognition, and relational
representations are selected according to age. In this way, interventions suitable for the
emotional processes and mentalization development of older children can be provided.
In other words, the differences that may increase with age can be compensated for

within the flexible application structure of MBT-C.

Therefore, this finding does not indicate that the age factor is ineffective, but that its
effect can be limited in models sensitive to developmental level such as MBT-C. In
addition, it is necessary to evaluate the effect of age on treatment outcomes not alone,
but together with other characteristic and environmental factors. Therefore, it is
important to conduct multivariate analyses in larger and heterogeneous samples to

reveal the effect of the age variable on therapeutic response.

In this study, the total number of sessions received by children was included in the
model as a control variable. No significant relationship was found between the total
number of sessions received by the children and non-response to treatment. This finding
questions the widespread assumption that the number of sessions will directly increase
therapeutic benefit. Indeed, the study by Andrade et al. (2000) also revealed that there
was no significant difference in the mental health outcomes of children who received a
high number of sessions compared to those who received fewer sessions. This suggests

that a direct and consistent dose-response relationship between the number of sessions
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and the results is not always valid. The fact that the finding in this study was not
significant indicates that the number of sessions alone is not a sufficient variable to
determine the success of treatment and that deeper process variables such as the nature
of the treatment process, the child's motivation, and the therapeutic alliance should be
taken into account. In addition, it was thought that the absence of very high variances in
the number of sessions attended in the sample and the similarity of participation rates

may have caused the absence of a significant difference.

Another hypothesis was that the parent's baseline emotion regulation capacity would
predict treatment non-response. However, as a result of the analyses, baseline parental
regulation did not predict treatment outcome. The study by Zimmer-Gembeck et al.
(2019) showed that the emotional regulation skills developed by parents during the
therapy process were associated with improvements in children's behavioral and
emotional symptoms. In particular, it was stated that the increase in cognitive
restructuring skills and the decrease in prementalization levels were associated with
children responding more positively to treatment. Similarly, in the MBT-C-focused
study by Halfon et al. (2024), significant improvements were found in mothers'
emotional regulation skills at the end of therapy. These findings suggest that increases
in parental psychological functioning may contribute to children's well-being. In
contrast, in this study, parents' pre-therapy emotional regulation levels did not play a
significant role in predicting treatment response. This difference suggests that parental
factors may depend on the dynamics of change in the therapeutic process and may not

always be captured by fixed (trait) level measurements.

In a similar study to ours, in a master's thesis Ozsoy (2024) examined the changes in
emotional regulation and parental stress levels in parents who applied MBT-C and
evaluated whether parental reflective functioning was associated with these variables. In
the study, a decrease in the stress levels of parents in both the MBT-C group and the
control group was observed, but the PRF level was not significant as a predictive factor
for this decrease. This result also suggests that parental emotion regulation capacity may
be a fixed trait and may not be open to change during short-term therapy interventions.

In this context, Ozsoy's study also supports the findings of the current study; since in
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this study, the parent's emotion regulation capacity before therapy did not significantly
predict the response to treatment. When both studies are evaluated together, it is
understood that the effect of parental factors on the therapeutic process can only be
measured by long-term changes or developments within the process; fixed

characteristics at the initial level may have a limited effect on treatment outcomes.

It has been hypothesized that baseline parental prementalizing mode, measuring the
parent's difficulty in making accurate attributions about the child's feelings, thoughts,
and behaviors (Luyten et. al., 2017), will predict treatment non-response in children.
When the relationship between baseline parental mentalization and treatment non-
response was examined, it was found that parental prementalizing mode did not predict
non-response. In the data obtained from the RCT study, mothers' PRF did not improve
during the therapy process (Halfon, 2024). These results showed that MBT-C parental
mentalization did not change during the therapy process and was not associated with
outcome measures. In our study, it was seen that it did not predict treatment response

from a similar perspective.

The findings from Halfon and Besiroglu (2021) showed that mothers' baseline child
focused parental reflective functioning predicted a decrease in children's problem
behavior. The findings obtained in this study did not overlap with the findings of Halfon
and Besiroglu (2021). This difference may be largely due to the measurement method
used. Halfon and Besiroglu (2021) used a narrative method, such as the Parent
Development Interview (PDI), to measure parental mentalization, where open-ended
questions based on qualitative data are evaluated by coders. This method evaluates in
depth and in context how parents understand their children's inner world and the extent

to which they can distinguish complex patterns of emotion and thought.

In contrast, the Parental Reflective Functioning Questionnaire (PRFQ) used in this study
is a self-report measurement tool. Self-report tools are based on the individual's own
insight and awareness; therefore, there may be limitations regarding how participants
perceive themselves. Self-report methods may have validity limits, especially when

measuring psychological capacities such as mentalization, which mostly operate at an
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unconscious and relational level. This means that narrative-based measures should be

made more in-depth and reliable in assessing mentalization capacity.

5.2. Discussion of Qualitative Analysis

The qualitative analyses conducted in this study show that the experiences of parents
who participate in child-focused therapies can be emotionally intense, multidimensional,
and sometimes contradictory. The fact that parents simultaneously voice both positive
and negative themes about therapy reveals that parental involvement in child therapies
is not merely an administrative or supportive function, but an active process that has a
therapeutic effect in its own right. In line with the basic principles of the MBT-C
approach, these findings show that approaching the parent's emotional process with

sensitivity can contribute to the psychological development of the child.

As a result of the qualitative analysis conducted in this study, three main themes
emerged to understand the experiences of parents regarding the child-focused therapy
process: negative feelings and thoughts about therapy, unmet needs and expectations,
and parental gains. These themes reveal the multilayered and sometimes contradictory
experiences of parents regarding the therapy process; on the one hand, they indicate
feelings of disappointment, anger, or inadequacy, while on the other hand, they also

indicate areas of awareness, insight, and development.

5.2.1. Negative Feelings and Thoughts About Therapy

The first theme, negative feelings and thoughts about therapy, includes the intense
emotional difficulties experienced by some parents during or after the therapy process.
Some participants stated that therapy triggered negative feelings such as anger or
disappointment in them. This is a process that is frequently encountered, especially in
psychodynamic or mentalization-based therapies, because such interventions can bring
to the surface the individual's internal conflicts, defenses, and emotional regulation

styles (Bateman & Fonagy, 2016). In this context, the expressions of anger,
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disappointment, and the failure to achieve the expected change from therapy in the
theme of "negative feelings about therapy" reveal that parents have internalized the
process and are deeply affected emotionally. Some parents stated that therapy created
feelings of anger in them, and that this was not due to a negative attitude towards
therapy, but rather due to having to confront unresolved feelings from their childhood.
This emotional burden increased, especially when they had difficulty coping with the
child, and caused temporary disconnections and burnout in some parents. Therefore, it
is important for therapists to realize that parents also need to be heard and understood,
and to provide a framework that normalizes and holds such reactions. At the same time,
it is difficult to mentalize the child when the parent's needs are also intense (Midgley et
al., 2017). In this sense, it is also possible for parents to feel forced to understand the
child. Some participants stated that seeing mistakes in what they did for the better also
made them angry. While trying to do something with great effort, seeing their mistakes
caused them to feel angry about the effort they put in. Therefore, we think that it would
be important for future studies to make their strengths visible while giving feedback to

parents.

As stated in the MBT-C manual (Midgley,2017), some families may have different
needs and expectations about the therapy process. In such cases, the therapist clearly
stating the therapeutic goals, holding regular feedback sessions with the parent, and
transparently explaining within which boundaries the therapy process will operate can
contribute to maintaining the therapeutic alliance. In addition, it should not be forgotten
that some parents may expect a more direct, structured, and informative approach;
stretching the intervention style appropriate to this need can facilitate the parent's

emotional regulation.

5.2.2. Unmet Needs and Expectations

The second theme, unmet needs and expectations, emphasizes the parents' more
structural and relationship-based needs for therapy. Some participants expressed that the
number of sessions was insufficient, individual needs were not met, or the process was

not handled holistically because only the mother participated in the therapy. The lack of
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"father participation” in particular is important not only in this study but also in child
therapies in general (von Klitzing & White, 2020). The statements in this theme show
that parents want not only the child's but also their own experiences and expectations to
be heard. Indeed, the active participation of parents in the therapy process and the need
to be seen individually are meaningful not only for the child but also for the family
system. The points mentioned in the theme of “unmet needs and expectations”, such as
the insufficient number of sessions and feedback, the participation of only mothers in
the process, or the ignoring of individual needs, indicate that child therapies should be
structured with a more holistic approach to the family system. The MBT-C model
(Midgley et al., 2017) allows the practitioner to stretch the framework and structure it
according to the family; individual sessions where the parent can carry the emotional
burden, father-child sessions or paired feedback sessions are possible within the model.
However, in cases where this flexibility is not sufficiently used or structured in practice,
it may be inevitable for parents to feel excluded and unseen. Indeed, one of the
important principles of the guide is the principle that “the child cannot be understood
unless the parent is understood.” This principle states that the parent should be
recognized as a subject who is a part of the change, not just someone who receives

session information.

Feedback has been an important point for parents in the therapy process. Some parents
stated that they needed more, clearer or more appropriate feedback. Similar thoughts
can be found in the literature. However, the quality of the feedback given by the
therapist and the way they interact with the parent also play a critical role. The
subtheme Inadequate Feedback reflects the feeling that parents do not receive
sufficiently structured, timely, and emotionally sensitive feedback during the therapy
process. Participants stated that they expect therapists to share the changes in their
children and the course of the process more openly, clarify their expectations, and allow
space for their own emotional processes. This situation is not only an individual
experience, but also a clinical need supported by the literature. In the systematic review
by Gondek et al. (2016), it was shown that measurement-based feedback used in the
therapy process increases therapeutic effect, especially for individuals who do not

respond to treatment. Providing feedback to both the therapist and the client increases
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cooperation and process awareness; however, findings regarding when, for whom, and

in what context feedback is effective are still variable.

Similarly, in a randomized controlled study conducted by de Jong et al. (2018) in a child
psychiatry sample, it was observed that feedback-focused intervention (FIT) increased
the quality of life in children, but did not cause a significant change in symptom severity.
This suggests that the therapeutic benefit of feedback may be effective not only at the
symptom level, but also through the parent’s processes of making sense of the process,

carrying hope, and developing commitment.

Therefore, therapeutic feedback is not only a technical part of the process, but also an
important building block that strengthens the parent’s emotional involvement and
ensures the sustainability of the process. Therapists should provide feedback not only on
the child’s symptoms but also on the parent’s emotional experience, and should
regularly examine what they feel, how they make sense of the process, and what they
need. Otherwise, the idea that the process is only “about the child” can lead parents to

feel excluded, worthless, and misunderstood.

In a study conducted by Barnett et al. (2015) focusing on this issue, it was found that the
therapist's in vivo (instant) feedback techniques during the Parent-Child Interaction
Therapy (PCIT) applications directly affected the parent's participation in the process
and skill acquisition. The study showed that parents who received more responsive and
empathic coaching acquired child-focused parenting skills faster and remained
committed to therapy for longer. In contrast, families where more directive, repetitive
and rigid techniques were used had higher rates of early dropout. This finding may help
us understand why some parents in the current study tended to disengage from the
process or why they “felt like a research project” and “received insufficient feedback.”
Interaction styles where the parent is immediately heard and responded to, and their
needs are met in a way that is appropriate for them, increase therapeutic commitment;
standardized, superficial approaches can prevent the parent from emotionally owning

the process.
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Therefore, in child-focused therapies, especially from the first sessions, actively
listening to the parent's experience, regularly examining their needs, and providing
feedback both openly and sensitively can contribute to making the process more
sustainable for both the parent and the child. This approach is an important clinical
practice that can transform the quality of parental involvement not only within the

framework of MBT-C, but also in all child-centered therapeutic interventions.

Fathers’ refusal to participate in the therapy process also emerged as a sub-theme. The
majority of the process fell on the shoulders of the mothers, and the fathers’ failure to
participate in the process led to feelings of exhaustion and loneliness in the mothers.
Conducting the therapy process, which was emotionally and physically difficult, as a
single parent was a challenging experience and even increased their anger. In our study,
we observed that a significant number of people were involved in the process as single
parents. Although the MBT-C model supports parental involvement with its flexible
structure, these findings suggest that fathers should be included in the process more
systematically and consciously. This situation is not limited to this sample; the literature
also consistently reports that fathers participate in child therapy at much lower rates
than mothers. For example, Phares et al. (2005) emphasized that factors such as social
roles, temporal and spatial barriers, therapists' lack of direct invitation, and discomfort
with being in emotional spaces underlie the low representation of fathers in child and
family-based therapies. This study presented both clinical and research-based strategies
to engage fathers in the process: flexible scheduling, direct invitation, and sensitivity to

father-specific concerns are among these practices.

Similarly, in a mixed-method study conducted by Klein et al. (2022) on Parent-Child
Interaction Therapy (PCIT), it was found that fathers' regular participation was achieved
only 61% of the time, and the only significant factor predicting this participation was
the strategies implemented by the therapist to increase father involvement. In qualitative
interviews, therapists stated that they encountered systemic obstacles but were highly
motivated to ensure father involvement. The findings show that father involvement is

not spontaneous but possible through structured and persistent therapist efforts.
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When all these findings are evaluated together, the lack of father involvement in the
current study points to a broader problem not only in the individual family structure but
also in the general structure of the therapeutic system. In MBT-C and similar child-
centered interventions, practices such as special invitation methods for fathers, flexible
participation models, and recognition of the co-parenting structure can be developed to
prevent the burden on a single parent in the process. In this sense, perhaps future
studies could examine the effects of differences in this involvement on outcomes.
Future studies should investigate how we can ensure the active participation of fathers

in the process; they should also focus on systemic, cultural or structural barriers.

In another subtheme, Limited Time, several parents felt that the number of sessions was
too few for meaningful change, and that more time was needed to explore both the
child’s and their own processes. The inadequacy of this process for some participants
was due to the shortness of the process and the fact that radical changes could not occur
in such a short time. At the same time, some participants thought that their children
were still continuing therapy today, that the process was a beginning, and that the
current changes could be related to the path covered in so much time. However, even if
they realized that they needed more therapy, it was a disappointment that they could not

continue due to the nature of the study.

The MBT-C intervention implemented in this study included a time-limited structure.
Within this framework, a predetermined number of sessions (usually 12 sessions), a
clear calendar, focus formulation, and parallel parent work were planned with the family
at the beginning of the therapeutic process. The mentalization-based approach sees this
framework not only as a structural necessity but also as a part of the mentalizing stance.
According to the MBT-C model , this transparent structuring at the beginning of the
process supports a sense of trust and cooperation for both the child and the parent
(Midgley et al., 2017). Due to the nature of this time-limited structure, some basic
processes—for example, the development of the child’s and parent’s mentalizing
capacity or the establishment of epistemic trust—may not be fully completed. However,
such time-limited interventions still have the potential to be an orientation, a first step,

or a mental space opening regarding these capacities. Although this limitation was
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structurally conveyed at the beginning of the therapeutic process, the findings show that
some parents approached therapy with the expectation of a complete and visible change.
This constitutes one dimension of the disappointment experienced at the end of the

Process.

5.2.3. Parental Gains

The theme of “parental gains” shows that the therapeutic process can create insight and
awareness in parents. Expressions such as “First I changed, then my child changed”
suggest that the parent experiences a transformation in their self-representation and that
this transformation is reflected in the child. This situation directly overlaps with one of
the basic assumptions of MBT-C, which is that “the mental transformation in the parent
will contribute to the child’s well-being.” Some parents re-evaluated their children’s
emotional needs, their own parenting styles or family interaction patterns during the

therapy process, and this evaluation turned into a behavioral change.

In the theme of Parental Awareness, many parents stated that they felt the need to look
not only at the child but also at their own parenting attitudes when faced with their
child's problems. This indicates that the parent develops an internal observation position
while trying to make sense of visible problems on the outside. Especially when
evaluated in the context of mentalization capacity, these moments of awareness suggest
that the parent begins to attribute mental meanings not only to the child's behavior but
also to their own emotions, expectations, and reactions (Midgley et al., 2017). Such a
change in the level of representation shows that the therapeutic process can have

transformative effects not only for the child but also for the parent's self-perception.

The theme of Parental Awareness shows that parents do not only focus on their children
during the therapy process, but also review their own parenting attitudes, emotional
reactions, and behavioral patterns. This insight is related to the parent's involvement in
therapy not as a passive observer, but as an active and thoughtful participant. In fact, in
a comprehensive review study conducted by Haine-Schlagel and Escobar Walsh (2015),

it was revealed that not only the parent's participation in the sessions but also their
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active participation in the session at a mental, emotional and interactional level were
more directly related to therapeutic outcomes. The researchers emphasized that parental
participation was limited to the "attendance" criterion in many studies; however, real
interactional participation, that is, the parent's emotional and cognitive involvement in

the process, created effects that supported the child's mental well-being.

These findings theoretically support the theme of Parental Awareness in the current
study. Parents' awareness of their own internal processes allows them to develop a more
inclusive and regulating view of the child. Therefore, in child-focused therapeutic
models, positioning the parent as a partner who not only provides information but also

emotionally participates can significantly increase therapeutic effectiveness.

The experiences expressed in the sub-theme Parent Develops Then Child Develops
show that therapeutic change is not one-way but has a relational structure. Some parents
stated that their children’s development was only possible with their own transformation;
they even associated the change in the child’s behavior with their own internal
awareness and regulatory capacities. This supports the perspective that development in
parental functioning directly contributes to the child’s well-being, which is one of the
basic assumptions of MBT-C (Midgley et al., 2017). The change here points to a deep
restructuring not only in observable behaviors but also in the mental relationship the
parent establishes with the child. The awareness that the parent develops regarding
his/her own parenting style, emotional reactions, and relationship with the child, seen in
this theme, shows that not only the child but also the parent is emotionally and mentally
involved in the therapeutic process. This finding is also consistent with previous
research showing that the active participation of the parent in child-centered

interventions strengthens the therapeutic effect.

In fact, a meta-analytic review of 48 studies conducted by Dowell and Ogles (2010)
showed that therapeutic models conducted with the parent as a child-parent are more
effective than individual child therapy alone. This finding shows that including the
parent in therapy as a co-participant in the therapeutic process, rather than just as an
“informant” or “accompanying”, can increase both trust in the process and the child’s

behavioral and emotional gains. In the same study, although the effectiveness of

74



individual therapies without parental involvement in cognitive-behavioral approaches
was found to be high, it was emphasized that parental involvement generally made a
significant contribution to therapy outcomes. In this context, the insight observed in this
theme shows not only individual awareness, but also a transformation process and co-

development that has constructive effects on the child’s development.

The subtheme Learning About the Child Psychology revealed that parents approach the
therapy process more equipped and confident when they acquire new information about
their children’s development, emotional processes, and behavioral patterns. This finding
shows that parents experience therapy not only as an “intervention area,” but also as a

psychoeducational learning process.

One of the studies supporting this situation, Martinez (2015), showed that the frequency
with which the therapist uses psychoeducational strategies in therapies conducted for
behavioral disorders in children positively affects the level of parental participation in
therapy. In particular, talking to parents about the causes of behavioral problems,
justifying intervention methods, and explaining these processes with concrete examples
makes it easier for parents to both understand the process and commit to the process.
This finding directly coincides with the fact that some parents in the current study
realized their children’s emotional needs for the first time thanks to the therapy process
and stated that gaining information on these issues strengthened them. Therefore, it can
be said that psychoeducation is not only a tool that conveys information, but also an
important therapeutic element that supports the parent's mentalization capacity and

helps them develop a more holistic representation of their child.

In the subtheme of Empathetic Attitude, it was stated that the empathetic approach seen
from the therapist or the empathetic relationship exemplified in the sessions contributed
to the parent taking a more compassionate and understanding position towards their own
child. These observations suggest how learning through modeling works in the
therapeutic context and that the parent's mentalizing style can develop indirectly. This
situation shows that one of the main goals of MBT-C, which is to increase the parent's
capacity to think about the child's internal states, can be supported not only by direct

psychoeducation but also through relationship patterns and emotional experience.
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These findings also overlap with the developmental and therapeutic literature on
empathy. Barish (2023) stated that the child's need for empathetic responses is as basic
and vital as physical contact; he emphasized that empathetic responses occur not only in
moments of comforting the child, but also when playing together, sharing his curiosity
or accompanying his enthusiasm. According to Barish, such empathetic responses allow
the child to feel “understood” and form the basic building blocks of emotional health. In
this context, the therapist’s empathetic stance serves not only as immediate emotional

support but also as a model that can transform the parent’s relationship with the child.

5.3. Clinical Implications

5.3.1. Clinical Implications for Quantitavite Analysis

In light of all this information, the findings should be interpreted with caution and
careful consideration. Although some children were initially perceived as non-
responders at the end of therapy, follow-up data suggest that meaningful improvements
often emerged over time (Halfon, 2024). The effects of MBT-C may not be immediately
visible at the conclusion of treatment, as core therapeutic gains—such as enhanced
reflective functioning and emotional insight—require time to be internalized and
expressed in daily life. In many cases, the true impact of the therapy appeared more

clearly in the long term.

It is also important to note that the outcome measures used in this study were collected
immediately after the end of therapy. Previous research has shown that MBT-C is not
only effective in the short term but also produces stronger effects compared to active
control groups in the long term. Therefore, the immediate post-treatment assessments
may underestimate the true impact of the intervention. However, in this study, long-
term follow-up data were not used, as many families experienced significant individual
and familial life events, and several environmental disruptions—such as natural

disasters—occurred in the surrounding context and country. Since it was not possible to
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adequately control for the impact of these external factors on outcomes, only the

assessments conducted immediately after therapy were included in the analysis.

In this study, ACE predicted non-response and the literature includes similar studies. In
this case, we can think that children with high traumatic experiences are at risk for non-
response in therapy. This information shows that traumatic experiences should be
learned in detail in the first evaluation when starting the therapy process and perhaps the
therapy process should be customized according to the child's experiences. It is
important for therapists to know that traumatic experiences may be associated with non-
response when starting therapy. If therapists are aware of this during this process, they
can prepare therapeutic approaches in this direction and consider a longer and more
intensive therapy program. Of course, this relationship is not linear; some factors can
mediate this relationship for therapists and families. For example, Kog's study (2024)
examined two children with a similar number of traumatic experiences and found the
mediating effect of nonverbal communication and mental state talk. Some protective
and mediating factors changed the course of therapy. Therefore, it would be wrong to
evaluate the abundance of traumatic experiences as a direct non-response, but it is
useful in terms of being aware of the process and following a path accordingly.
Considering that trauma has negative effects on coping mechanisms, providing new

coping skills for these children may also be effective in the process.

Finding this relationship and being on the same level with the literature was very
important for this study. Although the effects of trauma on children are known, it has
also been shown in therapy. Before reaching this point, it is obvious that there is a need

for supportive factors in the therapy process in preventive programs.

In addition, perhaps the number of traumatic experiences is effective, but the type of
traumatic experience may also be effective in this regard. An analysis was made on the
numbers in this study, perhaps important results could have been obtained if it was
looked at in terms of different subcategories. Future studies on the type of trauma may
reveal various elements such as which categories are more at risk and which ones have

more negative effects together. Future studies may examine which categories can cause
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a more challenging process and which other factors can moderate and mediate this

relationship in case studies, which will be useful for the literature.

The findings obtained in this study show that children's baseline emotion regulation
capacities significantly predict treatment outcomes. While children with stronger initial
emotion regulation skills benefited more from therapy, children with lower regulation
capacity tended to remain non-responsive to treatment. These results reveal that emotion
regulation skills are not only a therapeutic target but also a potential protective factor

that can predict the course of the treatment process.

First of all, these findings emphasize the importance of assessing emotion regulation
skills before therapy in child and adolescent psychotherapy. The extent to which a child
is open to therapy may be directly related to their capacity to regulate their inner lives.
Therefore, attention should be paid not only to the level of symptoms but also to how
the child experiences emotional experiences, the intensity of the emotions they express,
and their coping styles. In this context, in addition to standard scales such as the
Emotion Regulation Checklist (ERC), therapeutic observation-based assessments may

also be useful in initial interviews.

Secondly, for children with low emotional regulation capacity, preparatory or
constructive interventions that can be carried out before therapy or in parallel with
therapy may be beneficial. Especially for children who suppress their emotions, over-
externalize them or tend to avoid them, acquiring emotional awareness and basic
regulation skills before switching to a mentalization-based approach may be preparatory
to the therapeutic process. In the early stages of therapy for these children, it would be
appropriate to focus more on lower-level skills such as recognizing and naming
emotions, noticing physical symptoms and basic relaxation strategies.mentalization-
based therapy actually advocates this method (Midgley, 2017). In this therapy method,
emotion regulation and attention control constitute the first steps. After these develop in

the process, mentalization comments are made.

Thirdly, this study shows that emotion regulation is not a fixed but a dynamic process.

The therapy process of children with low emotional regulation capacity may progress
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more fluctuating, a rapid change in symptom levels may not be observed and a longer
period of time may be required to achieve therapeutic goals. Therefore, therapists need
to adjust expectations, explain the process and support the emergence of therapeutic
gains in order to ensure the sustainability of the alliance they establish with both the
parent and the child. In addition, monitoring progress in emotion regulation skills

throughout therapy can guide treatment planning and process evaluation.

These findings are also partially consistent with previous studies in the literature. For
example, Fernandes et al. (2023) reported that dysfunctional strategies used by children
before intervention (such as catastrophizing and blaming others) were associated with
behavioral problems and that the decrease in these strategies during the therapy process
reflected the effectiveness of the intervention. In the current study, a significant
relationship was found between general emotion regulation capacity and therapy
response. This suggests that the quality of the strategies used by children and general
regulation capacity should be considered together. In contrast, Suveg et al. (2018) found
no significant moderator effect of emotion regulation level on treatment outcomes. This
difference may be due to the type of measures used (strategy-based vs. general capacity),
clinical characteristics of the sample, or differences in the therapy models applied.
Therefore, the relationship between emotion regulation and treatment outcomes needs to

be examined in a multidimensional manner in further studies.

In conclusion, this study highlights the need for individualized interventions based on
emotion regulation in child psychotherapy. In mentalization-based models such as
MBT-C, it is thought that the therapeutic process can be more effective and sustainable
when both the assessment and intervention processes are structured in accordance with
the child's current regulation capacity. Early emotional regulation assessments and
flexible intervention planning, especially in children at risk of not responding to

treatment, are among the strategies that can increase clinical success.

In this study, it was found that play capacity measured with CPTI did not show a
significant relationship with non-response to therapy. Most studies in the literature treat
play capacity more as a developmental indicator; they examine the causal relationship

of this capacity with dynamic outcomes such as response to therapy in a more limited
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way. Our current findings show that play capacity may not be a factor that directly and
solely determines response to therapy. This suggests that play capacity may be a
contextual and processual feature that is shaped during the therapy process and can

develop together with the therapeutic relationship, rather than a fixed characteristic.

Accordingly, although play capacity is an important resource in clinical practice in
understanding and formulating the emotional content of children, it should be kept in
mind that assessments made on a single measurement before therapy may be
insufficient to understand children's potential for change. In the first sessions of therapy,
children may not have developed sufficient confidence yet; this may cause play
behaviors to be observed below their potential. In this context, repeating the
assessments made with tools such as CPTI after the establishment of the therapeutic
alliance or monitoring the change in play capacity over time can reveal more clearly

how this skill interacts with therapeutic change.

In addition, the fact that play capacity alone does not explain non-response shows that
therapeutic outcomes should be considered together with multidimensional factors such
as not only the child's characteristics but also parental involvement, emotional
regulation capacity, the quality of the therapeutic alliance and continuity in the therapy
process. Therefore, if play capacity is to be used as an assessment tool, especially in
mentalization-based therapies such as MBT-C, it should be interpreted together with
qualitative data such as the child's representational capacity as well as the extent to
which he or she participates in the process, the relationship he or she establishes with

the therapist and the depth of symbolization.

The findings of this study reveal that play capacity alone may be limited in predicting
therapeutic change; however, it is an area that develops and can be supported during the
therapy process. In clinical practice, instead of evaluating play capacity as a fixed
characteristic, viewing it as a skill that is open to development, can be monitored over
time, and is sensitive to intervention will provide a more holistic approach. In future
studies, monitoring the change in play capacity over time may provide more

explanatory data on how this capacity interacts with therapeutic change.
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In this study, no significant relationship was found between the age at which the child
started therapy and whether or not he/she responded to treatment. This finding seems to
contradict previous studies (e.g., Midgley & Kennedy, 2011; Skar et al., 2022)
suggesting that younger children benefit more from psychoanalytic and mentalization-
based therapies. However, the sample of the current study is limited to the 5-12 age
range and does not contain high variance in terms of age. In addition, since the sample
size is relatively limited, the statistical power to determine the effect of age may not

have been fully achieved.

This suggests that the effect of age on therapeutic outcomes should not be evaluated
alone, but together with other contextual factors such as the child's developmental level,
type of problem, type of participation in therapy, and characteristics of the applied
model. Especially in models structured with developmental sensitivity such as MBT-C,
therapeutic techniques should be shaped according to the child's emotional capacity,
mentalization skills, and relational participation rather than age, which may make it

difficult to directly observe the effect of age.

From a clinical perspective, this finding suggests that therapists should not plan
interventions based solely on the child's calendar age. Two children of similar age may
have significantly different levels of emotional regulation, reflective functioning
capacity, or relationship building styles. Therefore, age alone should not be considered a
deciding variable in assessment and intervention processes; instead, the child's
developmental needs, relationship building styles, and emotional involvement in
therapy should be taken into account. Moving forward, studies covering wider age
ranges and with larger and more heterogeneous samples are needed to more clearly
understand the effect of age. These studies can model the effect of age on response to

therapy not only as a developmental but also as a contextual and process-based variable.

No significant relationship was found between the total number of sessions received by
the children and the lack of response to treatment. This finding questions the widespread
clinical assumption that therapeutic benefit will automatically increase as the number of
sessions increases. Consistent with the findings of Andrade et al. (2000), a linear and

consistent "dose-response” relationship was not observed in this study.
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Various factors may have played a role in explaining this situation. First of all, the fact
that all children participating in the study attended approximately the same number of
sessions for a similar duration may have reduced the statistical variance and prevented
differences between the groups. The fact that the sample was not normally distributed in
terms of the number of sessions and had a low variance made it difficult to test the

effect of the number of sessions statistically.

This finding shows that focusing only on the number of sessions is insufficient when
evaluating the effectiveness of the therapy process. Process variables such as the quality
of the therapeutic relationship, the child's motivation, the strength of the therapeutic
alliance, and emotional involvement may be much more decisive than the number of
sessions. Therefore, decisions regarding session duration should be made according to
the individual needs of the child. While some children achieve significant gains with a

few sessions, others may require longer and more structured interventions.

As a suggestion for future studies, comparisons can be made between different
intervention duration groups in order to more clearly evaluate the effect of the number
of sessions. For example, one group can receive a short-term intervention of 15 weeks,
while the other group can receive a long-term process of 30—45 weeks. Such a design
may allow for more clear observation of the effects of therapy duration on therapeutic
response. This finding reveals that the "more sessions, more effect" approach is not
always valid in both clinical practice and research planning, and emphasizes the
importance of focusing on the qualitative depth of the therapeutic process, individual

differences, and process monitoring.

At the same time, parents' pre-therapy emotion regulation skills did not significantly
predict whether children would respond to treatment. However, this difference paves the
way for important clinical interpretations regarding the nature of emotion regulation

capacity and how it is measured.

Emotion regulation is a capacity that operates at both individual and relational levels
and can change over time during the therapy process. Therefore, a fixed (trait) level

measurement made before therapy cannot always be expected to accurately reflect the
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potential for change that will emerge during the therapy process. In structured, process-
oriented, and developmentally sensitive models such as MBT-C, change often develops
through relational dynamics such as establishing the therapeutic relationship, touching
the child's emotional content, and the parent's beginning to approach the child's
emotions differently. At this point, observing and monitoring emotion regulation
capacity during the therapy process may be more functional than one-time

measurements.

In addition, the emotion regulation measurement tool (DERS - Brief Form) used in the
study is a self-report-based scale and is based on the parent's insight, awareness, and
statement regarding their own regulation. However, some parents, especially parents of
children experiencing psychological difficulties, may have difficulty describing or
expressing their own internal processes. This may affect the validity of the measurement.
Therefore, more meaningful results can be produced when such emotion regulation
variables are assessed with multiple methods, both based on self-reporting and
supported by in-session observation. This finding suggests that it may not be sufficient
to predict whether the child will respond to therapy by looking at the parent's level of
emotion regulation before therapy, but rather how this capacity changes during the
therapy process. In clinical practice, supporting parental emotion regulation skills
requires planning holistic approaches that are not only child-focused but also family-

focused.

Prementalization levels, which measure parents’ mentalization capacity before therapy,
did not significantly predict whether children would respond to treatment. First, in our
study, parental mentalization was assessed using the self-report PRFQ scale and only
the prementalization subscale. Although this approach measures the parent’s tendency
to make false attributions about the child’s internal states, it may not fully reflect the
complex and multidimensional nature of mentalization. Indeed, in studies such as
Halfon and Besiroglu (2021), parental mentalization was measured by evaluating
narratives obtained via the PDI (Parent Development Interview) by expert coders, and

significant relationships were found with child behavioral problems. This method may
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be a more sensitive tool because it allows the parent to assess not only what they think,

but also how they express it, their narrative style, and emotional nuances.

Second, the effects of mentalization often operate indirectly and contextually. A parent's
ability to make accurate attributions about their child is related not only to having this
skill at a cognitive level, but also to being able to apply it in a real relational context.
How this capacity changes during the therapeutic process, how much it is activated, and
how it is reflected in the child's behaviors may not be fully captured with a fixed

measurement before therapy.

Finally, the failure to determine the relationship between the PRF variable and therapy
outcomes suggests that this variable may be a structure that acts together with other
factors in the process rather than a direct effect. For example, the parent's mentalization
capacity may facilitate the establishment of a therapeutic alliance in the interaction with
the child, but it can gain meaning when evaluated together with the child's individual
regulation skills, symptom profile, and level of participation in therapy. Therefore, in
future studies, addressing the change in parental mentalization during the process, the
relationship with the therapist, the ways in which the child responds to emotional needs,
and intra-session patterns with multi-layered methods will contribute to a more accurate

understanding of the therapeutic effects of this variable.

5.3.2.  Clinical Implications for Qualitative Analysis

The interviews with families in this study were conducted in April 2025, approximately
two to three years after the completion of therapy. Given this time gap, the outcomes
derived from these interviews should be interpreted in light of possible memory
distortion, intervening life events, and the evolving parental perspectives on therapy.
Over the two years following therapy, children's developmental stages advanced, and
parents' concerns may have shifted accordingly. Their current recollections during the
interviews may reflect more recent frustrations or developmental challenges rather than

the immediate outcomes of therapy.
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Nevertheless, many of the observed changes are likely rooted in the therapeutic
foundations laid during MBT-C. Families were provided with written feedback reports
at the end of the therapy process, outlining the child’s progress; however, in some cases,
these may have been insufficient for families to fully make sense of the changes that
occurred. Some parents expressed confusion or dissatisfaction during the interviews,
which may reflect a mismatch between their expectations and the delayed nature of

therapeutic change.

The perception of therapy as "a research project” or unexpected level of change in
symptoms suggests that there is a mismatch between the parents' expectations from
therapy and the process offered by therapy. At this point, clearly stating the goals and
boundaries at the beginning of the therapeutic process can ensure that the process
progresses more transparently. At the same time, while it may not be a problem for
parents to have a research project at the beginning, the intensity of the measurements
during the process, the physical effort and the burden of the therapy may have been a
challenge for parents. In such studies, even if the parents have consented, when what is
desired within the scope of the research and what the parents gain from the therapy are
different, we can think that their experiences are negative. In connection with this issue,
one of the parents stated that the therapists were there for the research and did not see
the client's needs because they thought they were filling in the templates that needed to

be done.

Some parents stated that the end of therapy was abrupt and that they did not feel ready
for the process to end. The limited nature of the therapy process due to the research-
based structure caused a process that parents thought would continue to end early. This
situation created a feeling of emotional incompleteness in some parents. Therefore,
clearly discussing the therapy goals, duration and possible outcomes from the beginning
can prevent such uncertainties. At the same time, continuing to collect data for the
research but not receiving sufficient feedback also made the end of this process abrupt.
On the other hand, while doing in-depth work, ending therapy before the needs were

met may have made one think that it was a meaningless end. Perhaps in such in-depth
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work, it would be good for parents to be prepared for closure and to have periodic

interim meetings afterwards.

In particular, the fact that some parents perceive therapy as a "research project”" or do
not see sufficient changes in the child's symptoms suggests that expectations from
therapy and the process presented may be incompatible. This situation shows that the
therapeutic framework should be shared openly and clearly at the beginning and that it

is important to inform families about the process.

Some parents interpreted the fact that the child's symptoms did not change as a failure.
However, it should be kept in mind that the change process in mentalization-based
therapies is long-term and may not be observed immediately. Therefore, drawing a
clearer framework about "what can change" at the beginning of the therapeutic process
ensures that the process progresses in harmony with the families' expectations. It may
also have been interpreted in connection with the intensity of the symptoms or the
family's need for help. While some parents have seen some change but have stated that
they have not seen any change in some areas, some parents have emphasized that they
have not seen a complete change and have even gotten worse from time to time. Perhaps

the parents' needs in this regard should be addressed more clearly.

The metaphor of the “magic wand” expressed by some participants is striking in terms
of understanding this situation. Although parents knew on a logical level that such an
intervention was unrealistic, they internally hoped for a rapid and transformative effect.
This situation suggests that, especially in families where the mentalization capacity is
still developing, the expectation is focused solely on the child’s change and the more
complex, relational nature of the process is not internalized. Therefore, it is clear that in
time-limited therapies, not only the technical framework but also psychoeducation about
the nature of change and expectation adjustment should be an important part of the

therapeutic process.

In the theme of Doing Something for the Problems, it is quite significant that some
parents stated that taking action against their child's problems reduced their feelings of

guilt and increased their sense of hope. In these families, starting the therapy process
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provided a kind of transition to action and control, even if there were no major changes
on the surface. Regular participation in therapy contributed to the organization of not
only the child but also the entire family system, and the feeling of "I'm not doing
anything" was replaced by a sense of active effort. This is an important gain that
strengthens the parent's sense of internal agency and can be the primary motivation for

therapeutic change in some cases.

It is also important to emphasize that not every non-response outcome implies
therapeutic failure. In some cases, families may not observe immediate symptomatic
change, but the therapy still plants important seeds for emotional development and
reflection. These gains can shape parenting dynamics and foster delayed therapeutic
effects. When these three themes are evaluated together, it can be seen that the therapy
process can be both a challenging and a developing experience for parents. While the
process created disappointment for some parents due to the failure to meet expectations
or the structural limits of the process, it opened the door to meaningful insights for
others. Therefore, viewing parental involvement in child-focused therapies not only as a
supportive element but also as an area of intervention can increase the effectiveness of
the therapeutic process. This suggests the importance of restructuring the therapeutic

framework in a way that more explicitly considers parental needs and motivations

However, all these clinical observations should also be evaluated within the temporal
context of the study. In this study, interviews with parents were conducted two to three
years after the end of the therapy process. During this period, many changes may have
occurred in the families' lives. For example, symptoms may have re-emerged in some
children or different problems may have developed; this may have led to a more critical
and disappointing perspective on the effect of therapy in retrospect. At the same time,
some parents' feelings about the therapy process may have changed over time; they may
have begun to evaluate a process that they initially found meaningful or supportive as
inadequate over time. In this context, it should be noted that the themes obtained are
shaped not only by the therapy process but also by the experiences and re-

interpretations brought about in the years following therapy.
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This observation also brings to the agenda the need for post-therapy support structures
in child therapies. These structures, referred to as “booster sessions” in the MBT-C
manual (Midgley et al., 2017), can be implemented in the form of follow-up interviews
with parents after therapy, sessions organized at certain intervals, or counseling sessions,
aiming to recognize the changing needs of parents and support the sustainability of the
child’s psychological well-being. Such a structure can help parents make sense of the
disappointment they experience with the process, and help them recognize and intervene
in potential problems early. In line with the findings of this study, in child-focused
therapies, the parent should be considered not only as a person who assumes an
“instrumental role” but also as an emotionally active, meaningful, and developmental
subject. An approach that regularly monitors what the parent feels, what they expect,
and to what extent they are understood, is structured according to need, and can be
flexible when necessary, will strengthen the parent’s commitment to the therapeutic

process and support the child’s development more directly.

Studies should also investigate how to facilitate more equitable parental involvement. In
light of the theme Father Refusal, future interventions can benefit from designing
engagement strategies specifically tailored to increase father participation, including
scheduling flexibility, male therapist representation, or sessions that directly address
paternal roles and resistance. Regarding the theme of Abrupt Ending, research should
explore how termination is experienced and processed by families, especially in therapy
structures defined by external constraints (such as research protocols). Developing best
practices for termination that support emotional closure may prevent dropout or

therapeutic disengagement.

In addition, the long-term impact of non-response in therapy should be examined more
closely. The findings related to Doing Something for the Problems and Parental
Awareness suggest that non-response in terms of symptom change does not equate to
therapeutic failure. Future studies should focus on delayed or indirect therapeutic
benefits and how families construct meaning from therapy even when measurable
change is limited. Finally, developing follow-up or booster sessions, parent consultation

tracks, and post-therapy outreach efforts may help address the evolving perceptions and
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needs that emerge after the end of treatment, especially given the time gap reported in

this study.

In addition to these, one of the most striking and powerful contributions of this study to
the literature is that it provides both a quantitative and qualitative analysis of the
phenomenon of therapeutic non-response, in light of the data obtained from the first
randomized controlled trial (Halfon et al., 2024) on mentalization-based child therapy
(MBT-C). This first RCT study conducted by Halfon and colleagues demonstrated the
effectiveness of MBT-C. This study also constituted a starting point for the literature in
that it included the first systematic non-response analysis conducted with this approach.
The results obtained in this study clearly show that therapy does not work in the same
way for everyone and that some children do not benefit sufficiently from MBT-C.

However, this study helped us understand what can be changed and improved.

The current thesis study, following these important findings, proposes a research model
to understand the characteristics of children who do not benefit sufficiently from MBT-
C (non-responders), the experiences of their families, and their experiences regarding
the process. In particular, the fact that 31 of the 86 children who participated in the RCT
study still showed symptoms at a clinical level immediately after therapy reveals that
the issue of therapeutic ineffectiveness (non-response) is an important issue that cannot
be ignored. This rate should direct both clinicians and researchers to examine the
characteristics of this group more closely and to develop intervention plans specific to

their needs.

One of the most valuable aspects of the study is that it does not leave this non-response
phenomenon only at a numerical level, but also allows the therapeutic process to be
analyzed qualitatively. Because classical effectiveness studies mostly answer the
question of “how much does it work?” while leaving the questions of “how does it
work?” or “why does it not work for whom?”” unanswered. This study addresses this gap
and provides clues on how the MBT-C approach can be made more effective by making

sense of situations where the therapeutic process is ineffective.
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The findings obtained from the qualitative analysis revealed that, especially for some
families, the therapeutic process requires longer time, clearer guidance, the involvement
of both parents, more direct feedback, and needs to be structured by considering more
individual needs. However, it was observed that some children were not emotionally
ready for therapy, some parents had difficulty making sense of the process, and in some
cases, the child-therapist relationship did not deepen sufficiently. These findings suggest
that even within the MBT-C model, known for its flexible structure, more specific
adaptations may be required for the needs of some families. Particularly for children
who have experienced severe trauma and have difficulty regulating emotions,
adaptations such as greater involvement of parents in the process, more frequent family
meetings, or increased psychoeducational support for caregivers may increase
therapeutic gains. What is suggested here is not a rigid intervention protocol; it is the
use of the already existing flexible structure of MBT-C in a way that is more

appropriate to the needs and capacities of each family.

At the same time, learning that there are parental gains and that the child's symptoms do
not change completely but are somewhat better also shows that conducting effectiveness
research based on one-dimensional symptom change can be misleading. In qualitative
interviews, there were participants who talked about their negative experiences as well
as parents who saw the process as a turning point that gave positive meaning or said that
they had taken a step. This brings us to the question of whether we can call this situation
completely non-response even if there is no symptomatic change. Perhaps future studies
should not evaluate non-response only in terms of symptom change in outcome when
defining it, but should also consider that the process is multidimensional and how gains

are achieved from other perspectives.

This study points to the importance of identifying children with high trauma histories
and significant emotion regulation difficulties early in the planning of the therapy
process. While MBT-C is a developmentally appropriate and flexible model, the
findings suggest that some children—especially those with high emotional reactivity—
may benefit from additional or adapted support structures. These preliminary findings

suggest that more individualized treatment with detailed assessments at the beginning of
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the therapy process may be clinically valuable. For example, increasing the number of
individual sessions for some children, working more intensively with parents in some
families, or adding preliminary interventions that support emotion regulation skills may
have a positive effect on the process. In addition, spending time at the beginning of the
process to address parental needs and expectations and ensuring that they feel heard
may also contribute. Although randomized controlled trials follow certain structures,
these findings point to the clinical value of a flexible approach that is sensitive to
individual needs in the therapy process. However, since this study was conducted with a
limited sample, the results obtained should be interpreted with caution, and these trends

should be systematically examined in larger and more diverse samples.

In conclusion, this thesis study provides a comprehensive perspective not only on the
effectiveness of MBT-C, but also on the limitations of this approach, its improvable
aspects, and how it can be adapted for different client profiles. Understanding why the
therapeutic process does not work for some children is of great importance not only in
terms of clinical practice but also in terms of ethical responsibility. Thanks to this thesis,
we can now talk not only about who benefits, but also about who does not benefit and
why. Thus, an important step has been taken towards a more inclusive, more flexible,

and more individualized structure for child therapies.

5.4. Strengths and Limitations

This study has presented us with which baseline characteristics are more prone to non-
response and how these can be intervened at the beginning of the process. While
revealing the change in children's symptom levels with quantitative analyses is valuable
in terms of determining which children do not benefit from therapy, qualitative analyses
make visible the reasons behind this lack of change, the clients' experiences and
experiential patterns regarding the process. This synthesis allows therapeutic processes
to be evaluated not only with their outcomes but also with their dynamics. Thus, not

only effectiveness but also the "conditions of effectiveness" are understood more clearly.
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When this study is considered as a whole, there are strengths and limitations for both
qualitative and quantitative studies. One of the most important strengths of this study is
that it is the first study to our knowledge that examines the non-response through the
effectiveness of MBT-C therapy. Many studies have looked at variables that predict
outcome, but listening to parents' experiences and examining them together is a very
important part of this study. At the same time, the experiences of the participants of the
first RCT study investigating the effectiveness of MBT-C conducted in Tiirkiye were
examined in depth. Adding the needs and experiences of parents to the literature will

also guide future MBT-C therapies.

This study addresses an area that has not been sufficiently studied in the literature on
child therapy. Although there are many studies focusing on the effectiveness of
psychotherapies, it is largely unclear which children do not benefit from therapy and
why. This study contributes to the development of more individualized and flexible
intervention models by focusing on subjective experiences of the therapy process as
well as changes in symptom levels. The research findings offer meaningful implications
for clinical practice. The data obtained may help therapists predict which children may
need a longer, more structured, or more feedback-oriented process. In this context, the
study has the potential to develop practical recommendations that can contribute to the

more sensitive and effective structuring of MBT-C practices.

However, some limitations of the study should be taken into consideration when
interpreting these findings. The sample size was limited both for general analyses and
for comparison of subgroups. The small number of non-response groups in particular
made it difficult to achieve statistical significance. In addition, some variables used (e.g.
PRFQ sub-dimensions) were based on self-reports, and it should be noted that parents'
responses may be biased by social desirability or awareness levels. Some measures,
such as children's play capacity, were not supported by more comprehensive methods
that track changes over time, thus reflecting the dynamic nature of the variable in a
limited way. The Cronbach alpha coefficients obtained in the sub-dimensions of some

scales used in this study create limitations in terms of internal consistency of the
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measurements. This situation indicates that the findings obtained with these sub-scales

should be interpreted with caution and that the results have limited generalizability.

Some of the parents reached during the qualitative data collection process refused to be
interviewed or could not be reached for various reasons. This created a tendency in the
study sample for participants to participate by their own choice. In particular, parents
who felt more disappointment, anger, or insecurity about their child’s therapy process
may not have participated in the study because they had difficulty coping with these
feelings. Since participation requires emotional dedication and a desire to return to the
process, individuals who feel less negative feelings or are more at peace with the

process may have been more likely to participate.

Therefore, not being able to hear the experiences of parents who could not participate in
the study should be considered as a factor that limits the full representation of the
analyzed themes. In families that could not be reached, there may be much deeper
structural obstacles, psychological fractures or patterns of insecurity. In this context, the
findings of the study are based on the experiences of individuals who still have the
emotional space to remember and tell the process, especially after therapy; this causes a
certain perspective to come to the fore. In future studies, using different data collection
methods (such as anonymous written statements, interviews with a consultant) that will

make it easier to reach such families can create a more comprehensive data structure.

All these clinical observations should be evaluated within the temporal context of the
study. In this study, interviews with parents were conducted two to three years after the
end of the therapy process. During this period, many changes may have occurred in the
families' lives. For example, symptoms may have re-emerged in some children or
different problems may have developed; this may have led to a more critical and
disappointing perspective on the effect of therapy in retrospect. At the same time, some
parents' feelings about the therapy process may have changed over time; they may have
begun to evaluate a process that they initially found meaningful or supportive as
inadequate over time. In this context, it should be noted that the themes obtained are
shaped not only by the therapy process but also by the experiences and re-

interpretations brought about in the years following therapy.
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In the initial planning of the study, there was a goal of conducting a more holistic
analysis by including the children's experiences with therapy. However, the content
obtained from the interviews was insufficient in terms of reaching the necessary
findings for analysis. Therefore, the interviews conducted with children were not
included in the qualitative analysis part of the study. However, this process provided
important observations regarding the methodological difficulties of interviews

conducted with children and had a developing function for future studies.

One of the main reasons for this limitation is that the verbal expression skills of the
children interviewed are limited due to their age. The verbal expression, insight and
abstraction skills necessary to describe an abstract, emotional and internal experience
such as the therapeutic process are still not sufficiently developed in many children. In
addition, there is an average time difference of 2 to 3 years between the therapy process
and the interviews conducted with children. During this period, the fact that the children
had both grown older and progressed to different developmental stages made it difficult
for them to remember emotional and relational details about the therapy period. Some
children were able to recall their past therapy experiences very briefly and superficially
during the interview, while others described the process as a “playing” experience and
could not make sense of it contextually. This situation was related to remembering the
therapy process and processing it emotionally, not only with age, but also with the time

elapsed and their ability to express it.

The ages at which the children interviewed started the therapy process (for example,
between the ages of 5 and 7) coincide with a period when their capacity to structure and
describe their own emotional experiences was still developmentally limited. Therefore,
although they were older at the time of the interview, what they remembered and could
describe about that period remained mostly superficial and was not developed enough to
detail relational or internal processes. It was also thought that they had difficulty
expressing their feelings because they had not met the researcher and had no alliance.
These findings show that conducting qualitative interviews with children is not only a
technical skill, but also a process that should be carefully structured in terms of

developmental appropriateness, timing and method. Using creative methods such as
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play-based methods, projective techniques, story completion, drawing pictures or
dramatic role-play as an alternative to verbal interviews may be more effective,

especially in expressing subjective experiences regarding the therapy process.

Understanding the child's perspective on the therapy process should be evaluated not
only in terms of producing clinical knowledge, but also as an ethical responsibility that
focuses on the subjective experiences of children. In future studies, children's
developmental capacities, interview timing and expression styles should be addressed in
a more holistic manner, paving the way for their participation in the process as

meaningful narrators.

In addition, one of the important methodological limitations of this study is the lack of a
control group. Since there was no comparison group, causal inferences cannot be made
about whether MBT-C is effective or ineffective for certain subgroups. The
relationships and patterns obtained are descriptive and exploratory; they do not provide
definitive results. Future randomized controlled trials are needed to test these

relationships and to better understand the contributions of MBT-C to therapeutic change.

In conclusion, this study provides preliminary but valuable findings about the
phenomenon of non-response to therapy in the context of MBT-C. By combining
quantitative symptom data with in-depth qualitative narratives of caregivers, it
contributes to a more holistic understanding of how the therapeutic process is
experienced and in which areas difficulties are experienced. Although methodological
limitations, such as limited sample size, reliance on self-reports, and lack of a control
group, limit the generalizability and causal interpretation of the findings, the study
provides clinically meaningful suggestions for individualizing interventions and
increasing therapeutic engagement. It also highlights the importance of incorporating

children's voices into future research in developmentally sensitive and creative ways.
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CONCLUSION

In conclusion, this study makes significant contributions to the literature in the field of
mentalization-based therapy for children (MBT-C); it sheds light on the specific needs
of this group by examining the characteristics of children who do not benefit
sufficiently from therapy (non-responders). The study examined the effects of variables
such as childhood negative life experiences, emotional regulation difficulties and
parental mentalization capacity on therapy response using logistic regression analysis,
and also evaluated the experiences of families regarding the process using thematic

analysis through qualitative interviews.

The study shows that the reasons why some children do not benefit from therapy to the
expected level, despite similar initial symptom levels, are due to inadequate fixed
structures, inappropriate feedback processes and, in some cases, the need for longer-
term intervention. These findings draw attention to the fact that therapies should be
individualized by considering the child's developmental characteristics, past traumas
and family dynamics. In addition, this study is one of the first in the literature to
qualitatively examine the issue of non-response within MBT-C practices, and by
providing insights into “why ineffective therapeutic processes do not work,” it provides

important clues about how existing interventions can be improved.
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APPENDICES

Appendix A. Result of the Evaluation by the Ethics Committee

Result of the Evaluation by the Ethics Commitee is available in the printed version of

this dissertation.
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Appendix B. Consort Flow Diagram

CONSORT Flow Diagram
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Appendix C. Consent Form for Interviews

BILGILENDIRILMIS ONAM FORMU

Bu calisma Istanbul Bilgi Universitesi Klinik Psikoloji Yiiksek Lisans Programi
ogrencisi Aysu Aydin tarafindan Dog. Dr. Sibel Halfon danigsmanliginda yiiksek lisans
tezi kapsaminda yiriitilmektedir. Bu ¢alisma, g¢ocuklar ile gergeklestirilen terapi
stireclerinin etkilerini anlamay1r ve bu siireclerde etkili olan veya etkili olmayan
faktorleri incelemeyi amaclamaktadir. Elde edilen bulgular, terapi siireclerini daha

verimli hale getirmek ve danisanlara saglanan destegi artirmak fayda saglayabilir.

Arastirma kapsaminda c¢evrim i¢i platform iizerinden goriismeler planlanacaktir.
Gorlismeler ¢ocugunuz ve sizinle ayr1 ayr1 yapilacak ve benzer sorular sorulacaktir. Her
bir goriisme yaklasik 45-60 dakika siirecek ve ses kaydi alinarak yaziya dokiilecektir.
Gorligmeler, cevrenin sessiz ve internet baglantisinin sabit oldugu bir ortamda

gergeklestirilmelidir.

Bu arastirmaya katilimin sizin veya ¢ocugunuzun fiziksel ya da ruhsal saglig: lizerinde
olumsuz bir etkisi olacagi Ongoriilmemektedir. Ancak herhangi bir rahatsizlik
hissetmeniz durumunda, bizimle iletisime gecebilir ve siireci sonlandirabilirsiniz.
Katilim tamamen goniilliilik esasina dayalidir ve istediginiz zaman c¢alismadan

cekilebilirsiniz.

Arastirmada elde edilen bilgiler, kisisel gizlilik ilkelerine uygun olarak korunacaktir:
Veriler, kimlik bilgilerinizden arindirilarak  anonim  hale  getirilecek  ve
numaralandirilarak saklanacaktir. Higbir kigisel bilgi, iiclincii sahislarla ya da
kurumlarla paylasilmayacaktir. Goriismelerden elde edilen ses kayitlar, analiz

tamamlandiktan sonra giivenli bir sekilde silinecektir.

Aragtirmaya katilim tamamen goniilliiliikk esasina dayanmaktadir. Katilmay:1 kabul
ettikten sonra, herhangi bir asamada ¢aligmadan ayrilma hakkia sahipsiniz. Ayrilmaniz

durumunda, o ana kadar toplanan bilgiler arastirmada kullanilmayacaktir.
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Arastirma hakkinda sorulariniz oldugunda ya da destege ihtiyag duydugunuzda,

asagidaki iletisim bilgilerini kullanarak bizimle iletisime gegebilirsiniz:
Psikolog Aysu Aydin

Bilgi Universitesi Klinik Psikoloji Programu:

E-posta:

Telefon:

Bilgilendirme mektubunda detaylar1 agiklanmig olan aragtirma projesine
Katilmak istiyorum o Katilmak istemiyorum o

Cocugun ad1 soyadt:

Ad Soyad:

Telefon numarasi:

Imza:

Cocuklar i¢in Sozlii Onam Formu

Merhabal!

Burada, daha once terapiye katilmis ¢ocuklarin ve ailelerin yasadiklari siirecleri daha iyi
anlamak icin bir arastirma yiiriitiiyoruz. Bu calismada, terapi deneyimlerini ve bu
deneyimlerin c¢ocuklar ile aileler iizerindeki etkilerini Ogrenmeyi hedefliyoruz.
Arastirmamiz, sizlere ve sizin gibi diger ¢cocuklara daha iyi nasil destek olabilecegimizi

anlamamiza yardimci olacak.

Eger bu caligsmaya katilmay1 kabul edersen, seninle ¢evrim i¢i bir gériisme yapacagiz ve
bu goriismeyi sesli olarak kaydedecegim. Gorlisme sirasinda sana bazi sorular

soracagim ve bu sorular, terapi siirecinle ilgili deneyimlerini anlamaya yonelik olacak.
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Senden aldigimiz bilgiler, yalnizca aragtirma ekibindeki birkag kisi tarafindan goriilecek

ve analiz edilecek.

Bize anlattiklarin diger katilimcilardan alinan bilgilerle birlestirilecek, bdylece kimse bu
bilgilerin senden geldigini bilmeyecek. Ayrica, adini ya da seni taniyabilecek herhangi
bir bilgiyi ¢alismada paylagsmayacagim. Tiim bilgiler, gizlilik kurallarina uygun sekilde

korunacaktir.

Eger bu caligmaya katilmak istemezsen ya da fikrini degistirip ¢alismadan ayrilmak
istersen, istedigin zaman bunu yapabilirsin. Bu tamamen senin kararin ve katilmaman

ya da ayrilman durumunda kimse sana kizmayacak ya da iizilmeyecek.

Annen bu calismaya katilmana izin verdi, ancak bu senin tercihin. Eger herhangi bir

sorunun ya da anlamadigin bir sey varsa bana sorabilirsin.

Eger bu calismaya katilmaya karar verirsen, liitfen asagidaki uygun secenegi belirt.
Bu caligmaya katilmaya karar verdim.

Bu c¢aligmaya katilmak istemiyorum.

Cocugun Adr:

Tarih:
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Appendix D. Child Behavior Checklist For Ages 1.5-5 (CBCL/1.5-5)

Asagida g¢ocuklarin oOzelliklerini tanimlayan bir dizi madde bulunmaktadir. Her bir
madde ¢ocugunuzun su andaki ya da son 6 ay i¢indeki durumunu belirtmektedir. Bir
madde ¢cocugunuz i¢in ¢ok ya da siklikla dogru ise 2, bazen ya da biraz dogru ise 1, hi¢
dogru degilse 0 sayilarin1 yuvarlak i¢ine alimz. Liitfen tiim maddeleri isaretlemeye

calisimiz.

0: Dogru degil (Bildiginiz kadariyla) 1: Bazen ya da biraz dogru 2: Cok ya da siklikla
dogru

012 1. Agri ve sizilar1 vardir (tibbi nedenleri olmayan).

0 12 2. Yasindan daha kiiciik gibi davranir.

012 3. Yeni seyleri denemekten korkar.

0 12 4. Baskalariyla goz goze gelmekten kaginir.

0 1 2 5. Dikkatini uzun siire toplamakta ya da siirdiirmekte gii¢liik ¢eker.

0 1 2 6. Yerinde rahat oturamaz, huzursuz ve ¢ok hareketlidir.

0 1 2 7. Esyalariin yerinin degistirilmesine katlanamaz.

0 12 8. Beklemeye tahammiilii yoktur, her seyin aninda olmasini ister.

0 129. Yenmeyecek seyleri agzina alip ¢igner.

0 12 10. Yetiskinlerin dizinin dibinden ayrilmaz, onlara ¢ok bagimlidir.

012 11. Siirekli yardim ister.
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01212

01213.

012 14.

01215.

01216.

01217.

01218.

01219.

01220.

01221.

01222

01223.

01224

01225.

01226.

01227.

01228.

Kabizdir, kakasini kolay yapamaz (hasta degilken bile).
Cok aglar.

Hayvanlara eziyet eder.

Kars1 gelir.

Istekleri aninda karsilanmalidir.

Esyalarina zarar verir.

Ailesine ait egyalara zarar verir.

Hasta degilken bile ishal olur, kakast yumusaktir.

S6z dinlemez, kurallara uymaz.

Yasam diizenindeki en ufak bir degisiklikten rahatsiz olur
Tek basina uyumak istemez.

Kendisiyle konusuldugunda yanit vermez.

Istahsizdir. (agiklaymiz):

Diger ¢ocuklarla anlagamaz.

Nasil eglenecegini bilmez, biliylimiis de kiigiilmiis gibi davranir.

Hatali davranisindan dolay1 su¢luluk duymaz.

Evden disar ¢ikmak istemez.
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012 29. Gigliikle karsilastiginda ¢cabuk vazgecer.

0 1 2 30. Kolay kiskanir.

0 1 2 31. Yenilip icilmeyecek seyleri yer ya da icer (kum, kil, kalem, silgi gibi).
(aciklayiniz)

0 1 2 32: Baz1 hayvanlardan, ortamlardan ya da yerlerden korkar. (agiklayiniz):

0 1 2 33. Duygular kolayca incinir.

0 1 2 34. Cok sik bir yerlerini incitir, bast kazadan kurtulmaz.

012 35. Cok kavga doviis eder.

0 12 36. Her seye burnunu sokar.

0 12 37. Anne-babasindan ayrildiginda ¢ok tedirgin olur.

0 12 38. Uykuya dalmakta giigliik ¢ceker.

0 12 39. Bas agrilar1 vardir (tibbi nedeni olmayan).

0 1 2 40: Bagkalarina vurur.

0 12 41. Nefesini tutar.

0 12 42. Diisiinmeden insanlara ya da hayvanlara zarar verir.

0 1 2 43. Higbir nedeni yokken mutsuz goriiniir.

01 2 44. Ofkelidir.
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01245.

01 24e.

01247.

01248.

01249.

01250:

01251

01252.

01253

01254.

01255

01256.

Midesi bulanir, kendini hasta hisseder (tibbi nedeni olmayan).

Bir yerleri seyirir, tikleri vardir (agiklayiniz):

Sinirli ve gergindir.

Gece kabuslari, korkulu riiyalar goriir.

Asir1 yemek yer.

Asir1 yorgundur.

. Higbir neden yokken panik yasar.

Kakasimi yaparken agrisi, acisi olur.

. Fiziksel olarak insanlara saldirir, onlara vurur.

Burnunu karistirir, cildini ya da viicudunun diger taraflarini yolar. (agiklayimiz):

. Cinsel organlariyla ¢ok fazla oynar.

Hareketlerinde tam kontrollii degildir, sakardir.

0 1 2 57. T1ibbi nedeni olmayan, gérme bozuklugu disinda goz ile ilgili sorunlar1 vardir.

(agiklaymiz):

01238.

01259.

01260.

0126l.

Cezadan anlamaz, ceza davranigini degistirmez.

Bir ugras ya da faaliyetten digerine ¢abuk gecer.

Dokiintiileri ya da baska cilt sorunlar1 vardir (tibbi nedeni olmayan).

Yemek yemeyi reddeder.
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01262.

01263.

012 64.

01265.

01266

01267.

01268.

01269.

01270

01271.

01272

01273.

Hareketli, canli oyunlar oynamay1 reddeder.

Basini ve bedenini tekrar tekrar sallar.

Gece yatagina gitmemek icin direnir.

Tuvalet egitimine kars1 direnir. (agiklayiniz):

. Cok bagirir, ¢agirir, ciglik atar.

Sevgiye, sefkate tepkisiz gortiniir.

Sikilgan ve utangactir.

Bencildir, paylasmaz.

. Insanlara kars1 ¢ok az sevgi, sefkat gosterir.

Cevresindeki seylere ¢ok az ilgi gosterir.

Caninin yanmasindan, incinmekten pek az korkar.

Cekingen ve iirkektir.

0 1 2 74. Gece ve giindiiz ¢ocuklarin c¢ogundan daha az uyur

0127s.

01276.

01277.

01278.

Kakasiyla oynar ve onu etrafa bulastirir.

Konusma sorunu vardir. (agiklayiniz):

. (aciklaymiz):

Bir yere bos gozlerle uzun siire bakar ve dalgin goriiniir.

Mide-karin agris1 ve kramplar1 vardir (tibbi nedeni olmayan).
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0 12 79. Uzgiinken birden neseli, neseli iken birden iizgiin olabilir.
0 1 2 80. Yadirganan, tuhaf davranislar1 vardir. (agiklayiniz):
0 1 2 81. Inatc1, somurtkan ve rahatsiz edicidir.

0 1 2 82. Duygular1 degiskendir, bir an1 bir anin1 tutmaz.

0 1 2 83. Cok sik kiiser, surat asar, somurtur.

0 1 2 84. Uykusunda konusur, aglar, bagirir.

0 12 85. Ofke nobetleri vardir, cok ¢abuk dfkelenir.

012 86. Temiz, titiz ve diizenlidir.

0 12 87. Cok korkak ve kaygilidir.

012 88. Isbirligi yapmaz.

0 12 89. Hareketsiz ve yavastir, enerjik degildir.

0 1 2 90. Mutsuz, iizgiin, ¢okkiin ve keyifsizdir.

0 1291. Cok giiriiltiictidiir.

0 12 92. Yeni tanidigr insanlardan ve durumlardan ¢ok tedirgin olur. (agiklayiniz):

0 1 2 93. Kusmalar1 vardir (tibbi nedeni olmayan).

0 1 2 94. Geceleri sik sik uyanir.

0 1 2 95. Alip basin1 gider.
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0 1296. Cok ilgi ve dikkat ister.

01 2 97. Sizlanir, mizirdanir.

0 1 2 98. ice kapaniktir, bagkalariyla birlikte olmak istemez.

0 12 99. Evhamldir.

0 12 100. Cocugunuzun burada deginilmeyen baska sorunu varsa liitfen yaziniz:

012

012

012

LUTFEN TUM MADDELERI YANITLAYINIZ.

SiZi KAYGILANDIRAN MADDELERIN ALTINI CiZiNiZ.
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Child Behavior Checklist For Ages 6-18 (CBCL/6-18)

Asagida ¢ocuklarin ozelliklerini tanimlayan bir dizi madde bulunmaktadir. Her bir
madde ¢ocugunuzun su andaki ya da son 6 ay i¢indeki durumunu belirtmektedir. Bir
madde ¢cocugunuz i¢in ¢ok ya da siklikla dogru ise 2, bazen ya da biraz dogru ise 1,
hi¢ dogru degilse 0 sayilarini yuvarlak i¢ine aliniz. Liitfen tiim maddeleri isaretlemeye

calisiniz.

0: Dogru degil (Bildiginiz kadariyla) 1: Bazen ya da biraz dogru 2: Cok ya da siklikla
dogru

0 1 21.Yasindan ¢ok ¢cocuksu davranir.

0 1 2 2. Anne babanin izni olmadan igki iger.

0 1 23.Cok tartisan bir gocuktur.

0 1 24.Basladig etkinlikleri (oyunu, dersleri, igleri) bitiremez.
0 1 25.Hoslandig1 ya da zevk aldig1 ¢cok az sey vardir.

0 1 2 6.Kakasim tuvaletten baska yerlere yapar.

0 1 27.Bir seylerle dviiniir, bagkalarina hava atar.

0 1 2 8. Bir konuya odaklanamaz, dikkatini uzun siire toplayamaz.

0 1 2 9. Kafasindan atamadigi, onu rahatsiz eden bazi diisiinceleri vardir
(mikrop bulasma,  simetri  takintisi, okul  sorunlari,  bilgisayar
gibi) (aciklayiniz)

0 1 210. Yerinde sakince oturamaz, ¢ok hareketli ve huzursuzdur.

0: Dogru degil (Bildiginiz kadariyla) 1: Bazen ya da biraz dogru 2: Cok ya da siklikla
dogru

0 1 2 11. Gereken gayreti gdstermeden, sirtin1 tamamen biiyliklere dayayip her
seyi onlardan bekler.

0 1 2 12.Yalnizliktan sikayet eder.
0 1 2 13.Kafasi karisik, zihni bulaniktir.

0 1 214.Cok aglar.
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0 1 2 15.Hayvanlara eziyet eder.

0 1 2 16.Baskalarina eziyet eder, kotii davranir, kabadayilik eder.

0 1 2 17.Hayal kurar, hayallere dalip gider.

0

2 18. Kendine bilerek zarar verdigi ya da intihar girisiminde bulundugu

olmustur.

0

0

0

0

ortamlardan

(aciklayiniz):

0

0

0

0

0

1 2 19. Hep dikkat ¢ekmeye calisir.

1 2 20. Esyalarina zarar verir.

1

1

1

1

1

1

1

221.

222.

223.

224.

2 25.

2 26.

227.

228

1

Ailesine ya da bagkalarina ait egyalara zarar verir.

Evde so6z dinlemez.
Okulda s6z dinlemez.
Istahsizdur.

Baska cocuklarla ge¢inemez.

Hatali davranisindan dolay1 su¢luluk duymaz, orali olmaz, aldirmaz.

Kolay kiskanir.

2 29. Bazi hayvanlardan,

. Ev, okul ya da diger yerlerde kurallara uymaz, kars1 gelir.

durumlardan (yiiksek yerler)

(asansor, karanlik gibi) korkar (okulu katmayiniz).

2 30. Okula gitmekten korkar, okul korkusu vardir.

2 31. Kotii bir sey diisiinebilecegi ya da yapabileceginden korkar.

ya da

2 32: Kusursuz, dort dortliik ve her konuda basarili olmasi gerektigine inanir.

2 33. Kimsenin onu sevmediginden yakinir.

2 34. Bagkalarinin ona kars1 oldugu, zarar vermeye, ya da agigin1 yakalamaya
calistig1 hissine kapilir.

0 1 235.Kendini degersiz, onemsiz ya da yetersiz hisseder.

0 1 236. Bir yerlerini kaza ile sik sik incitir.
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0: Dogru degil (Bildiginiz kadariyla) 1: Bazen ya da biraz dogru 2: Cok ya da siklikla

dogru

0

0

0

1 237. Cok kavga ¢ikarir, kavgaya karisir.

1

1

1

1

238

2 39.

2 40:

2 41.

242.

2 43.

2 44.

2 45.

2 46.

247.

2 48.

2 49.

2 50:

2 51.

252.

2 53.

2 54.

255

. Cok fazla satasilir, dalga gegilir.
Bas1 belada olan kisilerle dolagir.

Olmayan sesler ve konusmalar isitir (agiklayiniz):

Diistinmeden hareket eder, aklina eseni yapar.
Baskalartyla birlikte olmaktansa yalniz olmay1 tercih eder.
Yalan soyler, hile yapar, aldatir.

Tirnaklarini yer.

Sinirli ve gergindir.

Kaslar1 oynar, segirmeleri ve tikleri vardir (agiklayiniz):

Geceleri kabus goriir.

Baska ¢ocuklar tarafindan sevilmez.
Kabizlik ¢eker.

Cok korkak ve kaygilidir.

Basi1 doner, gozleri kararir.

Kendini ¢ok suglu hisseder.

Asin yer.

Sebepsiz yere ¢ok yorgun hissettigi olur.

. Fazla kiloludur.

56. Saglik sorunu olmadig1 halde;

0 1 2a. Agn ve sizilardan yakinir (bas ve karin agrisi disinda)

0 1 2b. Basagnlarindan yakinir (sikayet eder)
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0 1 2 c.Bulanti, kusma duygusu olur
0 1 2d. Gozleilgili sikayetleri olur (Gozlik, lens kullanma diginda)

(agiklayiniz):

0 1 2 e.Dokiintli, pullanma ya da baska cilt hastalig1 olur
0 1 2 f. Mide-karin agrisindan sikayet eder
0 1 2 g Kusmalari olur

0 1 2 h. Diger (aciklayimiz):

0: Dogru degil (Bildiginiz kadartyla) 1: Bazen ya da biraz dogru 2: Cok ya da siklikla
dogru

0 1 257.Insanlara vurur, fiziksel saldirida bulunur.
0 1 2 58. Burnunu karistirir, derisini ya da viicudunu yolar, sa¢ ve kirpigini koparir.

(aciklayiniz):

0 1 259.Herkesin i¢inde cinsel organiyla oynar.

0 1 260. Cinsel organtyla ¢ok fazla oynar.

0 1 261.Okul 6devlerini tam ve iyi yapamaz.

0 1 262.El kol, bacak hareketlerini ayarlamada gii¢liik ¢eker, sakardir.
0 1 263.Kendinden biiyiik ¢cocuklarla vakit gegirmeyi tercih eder.

0 1 2 64. Kendinden kiigiiklerle vakit gegirmeyi tercih eder.

0 1 265. Konusmay1 reddeder.

0 1 2 66. Istemeyerek de olsa, belli bazi davramslari tekrar tekrar yapar
(elini defalarca yikama, kapi kilidini tekrar tekrar kontrol etme gibi)

(aciklayiniz):

0 1 267. Evden kagar.
0 1 268.Cok bagirr.
0 1 269. Sirlarim kendine saklar, hi¢ kimseyle paylasmaz.

0 1 270.Olmayan seyleri goriir. (aciklayiniz):
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0 1 2 71. Topluluk icinde rahat degildir, baskalarmin kendisi hakkinda ne
diistinecekleri ve ne sdyleyecekleri ile ilgili kaygt duyar.

0 1 272. Yangin ¢ikartir.

0 1 2 73. Cinsel sorunlar1 vardir. (agiklayimiz):

0 1 2 74. Gosteris meraklisidir, maskaralik yapar.

0 1 275.Cokutangag ve ¢ekingendir.

0 1 276.Diger ¢cocuklardan daha az uyur.

0 1 277.Gece ve/veya giindiiz diger ¢cocuklardan daha ¢ok uyur.

(agiklayiniz):

0 1 2 78. Dikkati kolayca dagilir.

0 1 279. Konusma problemi vardir. (agiklayiniz):

0 1 2 80.Bos gozlerle bakar.

0: Dogru degil (Bildiginiz kadariyla) 1: Bazen ya da biraz dogru 2: Cok ya da siklikla
dogru

0 1 281. Evden bir seyler calar.
0 1 2 82.Ev disindaki bagka yerlerden bir seyler ¢alar.

0 1 2 83.Ihtiyaci olmadig1 halde bircok sey biriktirir. (aciklaymiz):

0 1 2 84. Tuhaf, alisilmadik davranislart vardir (esyalarin belli bir diizende ve sirada
olmasini isteme gibi). (a¢iklayiniz):

0 1 2 85. Tuhaf, alisilmadik diistinceleri vardir (baz1 sayilari, sdzctikleri tekrarlama ve
bunlar1 zihninden atamama gibi). (agiklayiniz):

0 1 2 86.Inat¢1 ve huysuzdur.

0 1 2 87.Ruhsal durumu ya da duygulari ¢abuk degisir.
0 1 2 88.Cok sik kiiser.

0 1 2 89. Siiphecidir, kusku duyar.

0 1 290.Kiifiirlii ve agik sagik konusur.

0 1 291. Kendini d6ldirmekten soz eder.
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0 1 292. Uykuda yiiriir ve konusur. (aciklayimniz):

0 1 293. Cok konusur.

0 1 294. Bagskalarina rahat vermez, onlara satasir, onlarla ¢ok dalga gecer.
0 1 295. Ofke nobetleri vardir, cabuk dfkelenir.

0 1 296. Cinsel konular1 fazlaca diisiiniir.

0 1 297.Insanlan tehdit eder.

0 1 298.Parmak emer.

0 1 2099. Sigara iger, tiitlin ¢igner.

0 1 2100. Uyumakta zorlanir. (agiklayiniz):

0 1 2101. Okuldan kagar, dersini asar.

0 1 2 102. Hareketleri yavastir, enerjik degildir.

0 1 2 103. Mutsuz, lizgiin ve ¢okkiindiir (depresyondadir).

0 1 2104. Cok giiriiltiictidiir.

0 1 2105. Saglik sorunu olmadig1 halde madde kullanir (icki ve sigaray1 katmayiniz)

(agiklayiniz):

0 1 2106. Cevresindeki kisi ve esyalara kasitli olarak zarar verir, zorbalik eder.

0: Dogru degil (Bildiginiz kadariyla) 1: Bazen ya da biraz dogru 2: Cok ya da siklikla
dogru

0 1 2107. Giindiiz altin1 1slatir.

0 1 2108. Gece yatagini islatir.

0 1 2109. Mizirdanir, sizlanir.

0 1 2 110.Kars1 cinsiyetten biri olmayz ister.

0 1 2111.1I¢ine kapaniktir, baskalariyla kaynasmaz.
0 1 2 112. Evhamhdir, her seyi dert eder.

113. Cocugun yukaridaki listede belirtilmeyen baska sorunu varsa liitfen yaziniz:
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Appendix E. Adverse Childhood Experiences (ACE)

Asagidaki sorular cocugunuzu diisiinerek cevaplayiniz.

A. Bazen ebeveynler ya da yetiskinler cocuklarmni incitebilirler. COCUGUNUZ
DOGDUGUNDAN BERI, ne siklikla evinizde bir ebeveyn, iivey-ebeveyn ya da
yetiskin:

1) Cocugunuza kiifretti, hakaret etti ya da agsagiladi?
Hic Bir/iki kere Bazen Siklikla Cok Sik
2) Oyle bir sekilde hareket etti ki cocugunuz fiziksel sekilde zarar gormekten korktu?

Hig Bir/iki kere Bazen Siklikla Cok Stk

B. COCUGUNUZ DOGDUGUNDAN BERI, ne siklikla bir ebeveyn, iivey ebeveyn ya
da yetigkin:

3) Cocugunuzu itti, zorla tuttu, itip kakti, tokatladi ya da ona bir sey firlatt1?
Hig Bir/iki kere Bazen Siklikla Cok Stk

4) Cocugunuza o kadar sert vurdu ki ¢ocugunuzun izler olustu ya da cocugunuz

yaralandi1?

Hig Bir/iki kere Bazen Siklikla Cok Stk

C. COCUGUNUZ DOGDUGUNDAN BERI, ¢ocugunuzdan en az 5 yas biiyiik bir
yetiskin, akraba, aile dostu ya da yabanci hig:

5) Cocugunuzun viicuduna cinsel sekilde dokundu mu?
Evet Hay1r
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6) Cocugunuzu onlarin viicuduna cinsel sekilde dokundurttu mu?
Evet Hayir
7) Cocugunuzla herhangi bir cinsel iliskiye girdi mi?

Evet Hayir

D. COCUGUNUZ DOGDUGUNDAN BERI, alkol problemi olan, alkolik olan ya da

uyusturucu kullanan biri ile yasadi mi1?

8) Evet Hay1r

E. COCUGUNUZ DOGDUGUNDAN BERI, depresyonda olan ya da akil hastalig:

bulunan biri ile yasadi m1?

9) Evet Hay1r

F. Bazen ebeveynler ya da evde yasayan diger yetiskinler arasinda fiziksel kavgalar

olabilir. COCUGUNUZ DOGDUGUNDAN BERI, bir yetiskin ne siklikla:
10) Evdeki bagka bir yetiskini itti, zorla tuttu, tokatladi ya da ona bir seyler firlatt1?
Hic Bir/iki kere Bazen Siklikla Cok Sik

11) Evdeki baska bir yetigkini tekmeledi, 1sird1, yumruk att1 ya da sert bir sey ile ona

vurdu?
Hic Bir/iki kere Bazen Siklikla Cok Sik

12) Evde yasayan bagka bir yetiskine en az birka¢ dakika boyunca tekrar tekrar vurdu?
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Hig Bir/iki kere Bazen Siklikla Cok Stk

13) Evde yasayan baska bir yetigkini bicak ya da silahla tehdit etti, ya da bigak ya da

silah kullanarak incitti?

Hic Bir/iki kere Bazen Siklikla Cok Sik

G. COCUGUNUZ DOGDUGUNDAN BERI, evde yasayan birisi hi¢ hapse girdi mi?
14) Evet Hay1r

H. COCUGUNUZ DOGDUGUNDAN BERI, ebeveynleri hig ayrildi ya da bosand1 mi1?
15) Evet Hay1r

(Eger ebeveynler hig birlikte olmadiysa “evet”i isaretleyiniz.)

I. COCUGUNUZ DOGDUGUNDAN BERI, asagidaki ifadeler ne siklikla dogruydu?
16) Cocugumun yeterince yiyecegi olmadi.

Hig Bir/iki kere Bazen Siklikla Cok Stk

17) Cocugumun kirli kiyafetler giymesi gerekti

Hic Bir/iki kere Bazen Siklikla Cok Sik

18) Cocugumun doktora gotiirecek kimsesi yoktu

Hig Bir/iki kere Bazen Siklikla Cok Stk

19) Cocugumun ebeveynleri ya da ev mensuplar1 ona bakamayacak kadar sarhostu ya

da uyusturucu almisti.
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Hig Bir/iki kere Bazen Siklikla Cok Sik

J. COCUGUNUZ DOGDUGUNDAN BERI asagidaki ifadeler ne siklikla dogrudur?
20) Ona bakacak ve onu koruyacak birisi oldu.

Hic Bir/iki kere Bazen Siklikla Cok Sik

21) Cocugumun 6zel ve 6nemli hissetmesine yardimci olacak birisi oldu

Hig Bir/iki kere Bazen Siklikla Cok Sik

22) Cocugumun sevildigine inantyorum.

Hic Bir/iki kere Bazen Siklikla Cok Sik

K. Cocugunuz dogdugundan beri, bir ebeveyn veya dogumundan beri evde yasayan ya

da bakiminda temel bir rol iistlenmis bir akraba ya da yakini vefat etti:
23) Evet Hayir

L. Cocugunuz ciddi bir kaza, sakatlik ya da hastalik (¢ocukluk doneminde siklikla
karsilasilan hastaliklar disinda) gecirdi ve hastaneye kaldirilmasi, tedavi gormesi ya da

ameliyat olmasi1 gerekti?

24) Hig Bir/iki kere Bazen Siklikla Cok Sik
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Appendix F. Emotion Regulation Checklist (ERC)

Liitfen asagidaki ciimleleri okuyun ve ¢ocugunuz icin en uygun olan sayiy1 daire
icine alin. Cevaplarinizi cocugunuzun son 6 ay icindeki davramislarimi goz oniine
alarak veriniz. Eksiksiz doldurdugunuzdan emin olunuz. TesekKkiirler.

Nadiren/ | Bazen | S1ik | Her
Sik
Neredeyse Zaman
Hic
1. Neseli bir ¢ocuktur. 1 2 3 4
2. Duygu hali ¢ok degiskendir. (Cocugun duygu 1 2 3 4
durumunu tahmin etmek giictiir ¢iinkii olumlu bir
duygu halinden olumsuz bir duygu haline
cabucak gecer.)
3. Yetiskinlerin  arkadasga  veya  nétr 1 2 3 4
yaklasimlarina olumlu karsilik verir.
4. Bir faaliyetten digerine kolaylikla gecer; 1 2 3 4
sinirlenmez, endiselenmez, sikintt duyma ya da
asir1 derecede heyecanlanmaz.
5. Uziintiilii ya da stkintili durumlarin ¢abucak 1 2 3 4
tistesinden gelebilir. (Ornegin, duygusal sikinti
yaratan olaylardan sonra surat asmaz, endiseli
veya lizglin durmaz.)
6. Kolayca hiisrana ugrar. 1 2 3 4
7. Yasitlarinin arkadasca  veya notr 1 2 3 4
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yaklagimlarina olumlu karsilik verir.

8. Kolayca sinir krizi/6fke nobeti gegirmeye
egilimlidir.

9. Hosuna giden bir seye ulagmay: erteleyebilir.
(Ornegin, kendi sirasini bekleyebilir.)

10. Bagkalarinin sikintilarindan keyif duyar.
(Ornegin, baska biri incindiginde ya da
cezalandirildiginda  giileri  bagkalariyla alay
etmekten zevk alir.)

11. Heyecaniyla basa c¢ikabilir. (Ornegin, cok
hareketli oyunlarda kontrolii kaybetmez ya da
uygun olmayan durumlarda asir1
heyecanlanmaz.)

12. Mizmiz ve yapiskandir.

13. Her an ortalig1 karigtiran enerji patlamalar1 ve
bliylik heyecanlar yasayabilir.

14. Yetiskinlerin sinir koymalarina sinirlenir.

15. Uziildiigiini, kizdigin1 veya korktugunu
sOyleyebilir.

16. Uzgiin ve sikintili goriiniir.
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17. Bagkalarim1 oyuna katmaya caligirken agiri
enerjiktir.

18. Duygularin1 géstermez. (Yiizii ifadesizdir.)

19. Yasitlarini arkadasca  veya notr
yaklagimlarina olumsuz karsilik verir (6rnegin,
kizgin bir ses tonuyla konusabilir ya da korku
gosterebilir.)

20. Diirtiilerine kapilarak davranir.

21. Baskalartyla empati kurar. (Ornegin,
bagkalar1 {lizgiin ya da sikintili oldugunda ilgi
gosterir.)

22. Baskalarinin rahatsizlik verici bulacagi kadar
enerjik ve heyecanli davranir.

23. Yasitlarinin  diigmanca saldirgan  veya
miidahaleci davraniglarina karst uygun olumsuz
duygular1  (kizginlik, korku, o6fke, sikinti)
gosterir.

24. Baskalarmi oyuna katmaya calisirken
olumsuz duygular gosterir.
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Appendix G. The Children’s Play Therapy Instrument (CPTI)

Segmentation

The child’s activity in the session is segmented into four categories. These four
categories are: Pre-Play, Play Activity, Non-Play and Interruption. Segmentation of the
child’s activity in this manner permits an overall view of the ebb and flow of an entire
session. It delineates a child who cannot play from a child who can; it highlights the
experience of a child who undergoes play interruptions and contrasts it with the

experience of a child capable of sustained play activity.

In order to start the segmentation:

1) View the tape/transcript in its entirety. Become familiar with the general progression

of the session.

2) 2) Divide the tape into segments, categorizing each segment as Pre-Play, play, non-

play, interruption as defined below (see category definitions).

3) Child’s activity must be for more than 18-22 seconds to be considered

a Pre-Play activity segment,

a Play Activity segment,

a Non-Play segment or an Interruption.

Activity Type Definitions:
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a. Pre-Play Activity — In Pre-Play Activity the child is “setting the stage” for play. He
picks up a toy, begins to explore it, manipulate it, and may give it symbolic meaning.

The predominant purpose is exploration and preparation for the Play Activity.

* In order to distinguish Pre-Play from Play Activity the vignette or session must be
viewed in its entirety. Since defining the category of the child’s activity is dependent
upon context cues embedded within the entire sequence, it is often necessary for the
rater to go back and forth, viewing the transition between activities several times before

reaching a decision about classification.

* If the child is clearly preparing for a higher level of play, then, the preparation is
classified as Pre-Play. If the child does not proceed to a more advanced level of play,
but remains sorting, aligning, or constructing with toys (Not preparation for advanced

play), this segment of the child’s activity can be classified as Play Activity.

* There may be pre-play within a play segment. For example, the child pauses, chooses
a new toy, and then, continues his Play Activity that has now become somehow altered.
To be coded as pre-play, it needs to be more than 18-22 seconds.Thus, Pre-Play does
not only occur at the beginning of playing however you need to make sure that this is
preparation for a higher level of play. With inhibited children, they will often play much
of the time organizing the toys which is itself part of the play structure (then this gets

reflected in the inhibition code.)

b. Play Activity — The child becomes engrossed in playful activity often indicated by

adult/child exhibiting one or more of the following behaviors:

1) An expression of intent (e.g. Let’s play), followed by play activity.

2) Actions indicating initiative, such as, definition of roles, “This dolly will be the

teacher;” verbally suggesting, “we can both climb the mountain.”

134



3) An expression of specific positive or negative affects such as glee, delight, pleasure,

surprise, anxiety or fear.

4) Focused concentration with toy or person, (may be in response to therapist’s

activities, reflecting child’s engagement with therapist).

5) Purposeful use of toy objects, or physical surround.

The ending of a Play Activity is signaled by one, or several behaviors, including the

following:

1) A clear termination of action, e.g. the child drops the object, or set of objects, he has

been using;

2) A shift to Non-Play activity, e.g. the child stops jumping and starts talking to the

therapist about an unrelated topic;

3) A change in the activity focus, e.g. the child moves from the doll house to listening to

a story being read; or,

4) The impression the theme of the play has been “played out” (Play Satiation), as if the
child is finishing a story.

In order to decide whether to open a new play segment, or a play segment please look

for these indications:

135



-The child must even if briefly stop the other activity, shift his/her focus to a new
activity and show a mental recognition that he has started a new activity. He also must
state that he will now start something else. He will purposefully use the new set of toys
he has discovered. His attention as well as affect tone must shift. He can say things like:
“Let’s play with this now!”*Now, bring me that box to play with”*“Let’s begin playing
now” (after exploring for a while)“Let’s decide what to play next” If the child says the
things above but continues the same activity, then do not start a new play segment.
Sometimes the child does not show a clear shift of focus, however within the same play
segment, he prepares to play a higher order game (symbolic play or board game). For
example, he was playing symbolically with soldiers, and then suddenly he says look I
found a ball and then uses the balls to prepare to play bowling. In that case, that part of
the segment where he starts preparing becomes a new preplay segment and is counted as
pre-play and when he begins higherorder play, that is counted as play. (Had he not
prepared for a higher order play but only shifted from one activity to next without clear

indications, then it would be the same play segment).

c. Non-Play Activity —This category includes all activities or behaviors of the child
outside the realm of Play Activity. Examples of Non-Play activities are numerous for
instance, reluctance, eating, reading, doing homework, conversing with the therapist,
participating in putting away toys.All these activities, or behaviors, have in common the
absence of involvement in a Play Activity. The child must have no contact with any toys.
If a child has a toy in his hand that he manipulates (even hand in sand (coded as motor

activity)) while doing any of the “nonplay” activities, this is NOT to be coded non-play.

IMPORTANT NOTE: A CHILD MAY PLAY MANY DIFFERENT THEMES OR
DIFFERENT TYPES OF PLAY WITHOUT ANY BREAKS: IN THAT CASE, IF
THE CHILD DOES NOT CLEARLY SIGNAL THE ENDING OF ONE PLAY
ACTIVITY BUT KEEPS PLAYING EVEN IF USING DIFFERENT MEDIUMS, IT
IS STILL CONSIDERED ONE PLAY SEGMENT.
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d. Interruption —An interruption is marked by the absence of the child in the play session
for more than 18-22 seconds. For example, the child goes to the bathroom, goes out to

see parents, goes to get materials for playing.

Regulation and Modulation of Affect

Within the same category of affect how different intensities are expressed and how
easily these oscillations occur within the child’s control, i.e. from annoyance to

irritability to anger to rage.When coding this category ask yourself these questions:

* How does the child show different intensities of the same affect? For example, one
moment child is upset that he can’t find a toy he wants and the next moment he starts to

tantrum. This is clearly a child who can’t regulate his sadness.

 After the child show intense affect, is the child able to modulate the affect to return to
equilibrium? For example, a child gets so angry that he starts hitting the therapist and is
unable to calm down unless he leaves the room. This is clearly a child who can’t

modulate his anger.

Please rate on a scale of 1-5 using the following anchors:

1. Very Rigid: Child’s feelings rise suddenly and he can’t calm down, ends up showing
very extreme feelings or tantrums. He is stuck in that affect state and gets disorganized.

Alternatively, child is unable to show any affect and is flat throughout the play.

2. Rigid: Feelings rise relatively suddenly and child has difficulty controlling the feeling.
For example, the child starts out playing a theme, which evokes disruptive feelings (i.e.
anxiety, shame, anger etc.) and child finds a way to stay away from the

feelings.Examples:

137



* Child finds a doll with a broken arm, says his father broke his arm and afterwards only

arranges the toys.

» While the child is drawing, he gets anxious that he can’t draw well and has difficulty

drawing again.

* Child is anxious to be alone with the therapist, asks “is this an experiment” and plays

alone the rest of the session not interacting with the therapist.

3. Medium: Child has moderate control over feelings. Even though he does not
completely dismiss the feeling, he can also at times show difficulty sustaining it. There
may be disruptions in the play narrative, even though the child does not stop playing out

that theme.

4. Examples:

* A feeling rises quickly and child starts looking for another toy. Then the same feeling

is played out, it rises, child gets a new toy, again plays out that theme.

4. Flexible: Child has considerable control over feelings, does not get stuck in one
intensity or stay away from a disruptive state. Even though there may be one or two
occasional disruptions, the child is able to continue to express the feeling in an optimal

range.

5. Very Flexible: Child has full control over different intensities of a feeling that gets

expressed without disruptions in the narrative.

Functional Analysis
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This level of observation assesses the child’s play behaviors that manifest specific
coping/defensive strategies. These strategies fall along a spectrum and are grouped into
four clusters. Cluster One contains strategies within the adaptive domain; Cluster Two
contains strategies within the conflicted domain; Cluster three contains strategies within
the polarized / rigid domain; Cluster four contains strategies within the severe anxiety /
isolated domain. At this level, even though you are assessing coping strategies, these are
part of the various parameters that combine to produce play activity. The patterns, or
profiles, of play activity reflect a specific child’s experience of himself and others while
playing, as well as his strategies for coping and adaptation. Therefore, please use your
previous observations to assess the child’s general play pattern which also includes

coping strategies listed below.

All Functional Analysis ratings use the 5-point scale.

1 eeee None Observed

2 eeee Observed At Times

3 eeee Observed Some Times

4 eeee Observed Most Times

5 eeee Observed All of the Time

Adaptive Play Profile/Strategies
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Please rate to what extent you observe some or all these characteristics. Ratings of play

activity that suggest adaptive strategies to contribute to a child’s style of playing include:

* The child uses materials available in the room to play. (Adaptation) Example: Child

uses the Legos because "We don't have small dolls."

* The child anticipates what might happen next in the play activity. (Anticipation)
Example: In preparation for an operation, the child plays at being the surgeon by putting

all the stuffed animals in the hospital.

* The child transforms and enjoys playing at messing using available play materials.
(Sublimation) Example: Child plays with glue on the table, smearing its surface and

himself, then begins to use finger paints to make a picture of his house.

* Child solves a problem while playing. (problem solving)As the blocks tumble, the
child places the larger blocks on the bottom.

* Child is pleased with the product of his play activity.

* Child uses humor to express himself while playing. (humor)

Example: (A 7-year-old child, while laughing) "Boo! I scared you!

140



Appendix H. The Difficulties in Emotion Regulation Scale-Brief Form (DERS-16)

1. Duygularima bir anlam vermekte zorlanirim.

2. Ne hissettigim konusunda karmasa yasarim.

3. Kendimi kotii hissettigimde iglerimi bitirmekte zorlanirim.

4. Kendimi kotii hissettigimde kontrolden ¢ikarim.

5. Kendimi kotii hissettigimde uzun siire boyle kalacagina inanirim.
6.Kendimi kotii hissetmenin yogun depresif duyguyla sonug¢lanacagina inanirim...
7. Kendimi kotii hissederken bagka seylere odaklanmakta zorlanirim.

8. Kendimi kotii hissederken kontrolden ¢iktigim korkusu yasarim.

9. Kendimi koétii hissettigimde bu duygumdan dolay1 kendimden utanirim.
10. Kendimi kotii hissettigimde zayif biri oldugum duygusuna kapilirim.
11. Kendimi kétii hissettigimde davranislarimi kontrol etmekte zorlanirim.
12.Kendimi koétii hissettigimde daha iyi hissetmem i¢in yapabilecegim
hicbir sey olmadigina inanirim.

13.Kendimi koétii hissettigimde boyle hissettigim i¢in kendimden rahatsiz
olurum.

14.Kendimi koétii hissettigimde kendimle ilgili olarak ¢ok fazla
endiselenmem.

15. Kendimi kotii hissettigimde baska bir sey diisiinmekte zorlanirim.

16. Kendimi kotii hissettigimde duygularim dayanilmaz olur.

141



Appendix I. Parental Reflective Functioning Questionnaire (PRFQ)

Asagida siz ve cocugunuz hakkinda birtakim ifadeler yer almaktadir. Her
maddeyi liitfen dikkatle okuyunuz ve her maddeye ne derecede katilip
katilmadigimizi belirtiniz. Cevaplarimizi maddelerin yanindaki sayilar1 secerek

gosteriniz. Belirtilen ifadeye tamamen katihiyorsamiz 7; hi¢c katilmiyorsaniz 1; ne

katihiyor ne katilmiyorsaniz ya da kararsizsaniz 4 rakamin isaretleyiniz.

Kesinlikle Katilmiyorum |1 |2 |3 |4 |5 |6 | 7 | Kesinlikle Katilryorum

1) Cocugumun beni sevdiginden yalnizca o bana giiliimsedigi zaman emin olurum.
2) _ Cocugumun ne istedigini her zaman bilirim.

3) _ Cocugumun duygu ve davraniglarinin altindaki sebepleri anlamak isterim.

4)  Cocugum yabancilarin yaninda beni mahcup etmek i¢in aglar.

5) _ Cocugumun aklindan gecenleri tamamiyla okuyabilirim.

6)  Cocugumun ne diislindiigiinii ve hissettigini cok merak ederim.

7) _ Cocugumun evcilik, doktorculuk ve benzeri oyunlarina aktif bir sekilde

katilmakta zorlanirim.

8) _ Cocugumun ne yapacagini her zaman tahmin edebilirim.

9)  Cocugumun nasil hissettigini genellikle merak ederim.

10)  Cocugum bazen yapmak istedigim seyden beni alikoymak icin hasta olur.
11) _ Cocugumun yaptiklarini bazen yanlig anlayabiliyorum.

12)  Olaylara cocugumun goéziinden bakmaya ¢aligirim.

13)  Cocugum mizmizlandigi zaman bunu beni kizdirmak i¢in yapar.

14)  Cocuguma neyi neden yaptigimi her zaman bilirim.
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15)  Cocugumun neden yaramazlik yaptigini anlamaya calisirim.

16)  Cogu zaman, ¢ocugumun davranislari ¢aba gostersem de anlasilamayacak kadar
karmasiktir.

17)  Cocugumun davraniglarinin sebebini her zaman bilirim.

18)  Cocugumun ne hissettigini tahmin etmeye calismanin bir ise yaramadigina
inantyorum.

19)  Cocugum dikkat ¢cekmek icin aglar.
20)  Cocugumun kurdugu hayaller bana sagma gelir.

21) _ Cocugum bagkalarina kars1 beni kotii bir anne gibi gostermek igin bazi
davranislarda bulunur.

22)  Cocugumun iiziildiiglinii sadece agladigi zaman anlarim.
23)  Cocugum baska isle ilgilenmemi engellemek i¢cin mizmizlanur.
24)  Cocugumun bakis agisin1 anlamak benim i¢in zordur.
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Appendix J. Questions to be Asked to the Parents in the Interview

1. Terapi siireci sizin i¢in nasildi1? Terapi siirecinden en ¢ok neler aklinizda kaldi1?

2. Terapiye baglamadan oOnce beklentileriniz nelerdi? Hangi alanlarda destege
ihtiyaciniz vardi1?

3. Terapi siirecinden sonra bu beklentileriniz karsilandi mi1?
4. Terapi siirecinde faydali buldugunuz 6geler nelerdi?
5. Terapi stirecinde faydasiz buldugunuz 6geler nelerdi?

6. Cocugunuz terapi siirecindeyken zorluklarla karsilasti mi? Uyum saglamakta
zorluklar yasadi m1? Bu zorluklar zaman i¢inde kolaylasti m1? Bunu sizce ne sagladi?

7. Cocugunuzun terapisti ile kurdugunuz iliski nasildi? Sizce iliskinizin terapi siirecinde
bir etkisi olmus muydu? Cocugunuzun iligkisi sizce nasild1 terapisti ile?

8. Terapinin sizin lizerindeki etkileri nelerdi? Terapiden sonra bu etkiler korunabildi mi?

9. Terapinin g¢ocugunuz iizerindeki etkileri nelerdi? Terapiden sonra bu etkiler
korunabildi mi?

10. Terapi siirecinize doniip baktiginizda degistirmek istediginiz bir sey var m1?
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Appendix K. Questions To Be Asked To The Children In The Interview

1. Terapide olmak senin i¢in nasildi? En ¢ok aklinda kalan seyler nelerdi?

2. Terapiden oOnce neler olmasini bekliyordun? Hangi konularda yardim almak
istiyordun?

3. Terapiden sonra bu beklentilerin gergeklesti mi?
4. Terapi sirasinda en ¢ok hosuna giden seyler nelerdi?
5. Terapide hi¢ hoslanmadigin ya da faydasiz buldugun seyler oldu mu?

6. Terapi sirasinda senin i¢in zor olan bir sey oldu mu? Uyum saglamakta zorlandigin
bir an var miyd1? Sonra bu zorluk kolaylasti m1? Evet ise bunu ne saglamis olabilir?

7. Terapistin ile iligkiniz nasildi1? Bu iliski sence terapideki deneyimini etkiledi mi?

8. Terapinin sana etkileri neler oldu? Kendini nasil hissettin? Ebeveynlerinin iizerindeki
etkisi sence nasil oldu?

9. Terapiden sonra bu etkiler hala devam ediyor mu?

10. Terapi siirecine doniip baktiginda degistirmek istedigin bir sey var m1?
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