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Abstract
The Parental Reflective Interview Procedure was developed as part of an initial assessment interview for an attachment-
based intervention for child mental health conditions. This study was a pilot randomised controlled trial that utilised a
parallel, single-blind trial design to evaluate the differences in the effects of the Parental Reflective Interview Procedure
compared to a diagnostic interview on parental reflective functioning. The control group was administered a structured
diagnostic interview (Mini International Neuropsychiatric Interview for Children and Adolescents—Parent Version) and
matched for time with clinician. The study sample were 25 parents of clinic-referred children who scored above the clinical
cut-off score on the Child Behaviour Checklist. Parental reflective functioning was measured with the Parental Reflective
Functioning Questionnaire at baseline and repeated post-intervention, and then again at a two-week follow up. Results
showed that the Parental Reflective Interview Procedure produced moderate improvements in parents’ understanding of their
children’s mental states and maintenance in their reflections on intergenerational parent-child relationship patterns. The
diagnostic interview showed decreases in both these dimensions. The findings suggest that the Parental Reflective Interview
Procedure is a promising format for initial assessment when referral indicates difficulty in the parent-child relationship. The
interview acts as a good orientation for parents to an intervention focused on parent-child relationship dynamics. Further
work refining this interview, its coding and integration into a tailored feedback session is required.
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Highlights
● There is growing evidence for the importance of interventions targeting parental reflective functioning in therapeutic

work with children and families.
● A novel interview procedure aiming to orient parents towards reflection on their child was tested in an RCT design

showed it was a promising preliminary interview for attachment-focused interventions.
● Tailoring assessment procedures to key features of a subsequent intervention appears to have beneficial effects in child

and family therapy.

In all psychological therapies, the initial clinical assessment
phase serves as an important orientation to the subsequent
treatment. When working with child mental health

presentations, the engagement of parents and efforts to
encourage their reflections on the mental life of their child
are paramount. To orient parents to an attachment-focused
intervention which we are currently developing, we devel-
oped a clinical assessment called the Parental Reflective
Interview Procedure (PRIP) designed to improve parental
reflective functioning (PRF). This study aimed to evaluate
the effects of administering PRIP prior to the commence-
ment of intervention on parental reflective functioning by
comparing it to a control condition that would be similar to
standard clinical practice, that is, administration of a diag-
nostic interview (Mini International Neuropsychiatric
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Interview for Children and Adolescents—Parent Version;
MINI-KID-P).

Reflective functioning (RF) refers to the psychological
processes which underpin a capacity to mentalise (Fonagy,
1989, 1991). The application of the concept of mentalisa-
tion in psychology is derived from research in cognitive
science and philosophy of mind and refers to a person’s
ability to attribute mental states to observed behaviour for
the purpose of interpreting, explaining or predicting the
behaviour of others and oneself (Dennett, 1987; Fonagy
et al., 2002). RF is implicit in the use of mentalistic words
to describe the mental state of others, such as when we refer
to another person’s ‘beliefs’, ‘desires’, ‘expectations’,
‘decisions’, ‘doubts’ and so on. The concept comes from
several different but overlapping theoretical traditions.
From the cognitive science perspective, RF refers to ‘two-
person’ interactions and is often referred to as ‘theory of
mind’. It describes a meta-cognitive process used to
understand others, such as psychological insight, empathy
or perspective-taking (Frith & Frith, 2010). Drawing on
attachment and psychoanalytic theory, RF was linked to the
self-other processing of affect (for example, the ability to
subjectively recognise and regulate one’s own emotional
states, to be contained through social interaction, and to
attribute emotional states to others; Bowlby, 1998; Slade,
2005). From the tradition of philosophy of mind, RF has its
origins in the longstanding debate about the concept of
intentionality. Dennett (1971), for example, refers to what
he calls the “intentional stance”, which he describes as a
practical rationality employing the strategy of interpreting
the behaviour of others by treating it as if there were a
rational agent governing a person’s choice of action and
developing an explanation of another’s behaviour couched
in terms of certain assumptions; namely that another person
is a rational agent acting on his/her beliefs, desires, etc.

Parental reflective functioning (PRF) refers to a parent’s
capacity to mentalise about their child and their own parent-
ing. A number of studies have reported that PRF predicts the
quality of the parent-child relationship (Ensink, Normandin,
et al., 2016; Rostad & Whitaker, 2016), as well as the
development of the child’s reflective functioning and emo-
tional regulation abilities (Rosso & Airaldi, 2016; Smaling
et al., 2017). For example, Ensink, Bégin, et al. (2016) found
that low maternal reflective functioning predicted higher child
externalising difficulties in children aged 7 to 12, and Esbjørn
et al. (2013) found that low maternal reflective functioning
predicted higher anxiety in children aged 7 to 12.

RF is not an innate mental ability but a developed or
inter-subjectively constructed capacity representing the
aggregation of a persons’ relational experiences over time
(Fonagy et al., 1991). Drawing links between attachment
theory and mentalisation, Fonagy has argued that early
developmental experiences influence the depth to which the

infant can appraise their social environment. This social
environment is provided by the caregivers and the degree to
which their interactions with the infant provide not simply
safety from external threats, but a world mediated by
mentalising language, by attributions of subjectivity and
agency and by exchanges which allow affects to be sym-
bolised and thus shared, experiences narrated and retold.

The concept of PRF has strong clinical applications to
therapeutic work with children and families. The theory
predicts that caregivers with higher PRF should engage in
interactions with their child which attribute to the child
mental states such as beliefs, desires, wishes, intentions to
their child’s behaviour (Fonagy et al., 2002). Moreover, a
parent higher on PRF would be expected to think about
their own parenting behaviours as current choices made
against a background of a developmentally constructed
sense of self, at least in part derived from their own
experiences of being parented (Fonagy et al., 2002).

However, even though in prior studies low PRF has been
identified as a potential risk factor in children developing
anxiety problems and insecure attachment (Ensink, Bégin,
et al., 2016; Esbjørn et al., 2013), there have been relatively
few intervention studies explicitly targeting this aspect of
parenting (Ashton et al., 2016; Huber et al., 2015). Sadler
et al. (2013) reported on outcomes for families recruited
prenatally with weekly visits until their first birthday and then
bi-weekly for another year. A manualised Mind the Baby
(MTB) programme was undertaken which included a range
of techniques making use of the principles of parental
reflective functioning. Compared to a ‘usual care’ condition
(n= 45), the MTB group (n= 60) were less likely to show
disorganised attachment classification at 12 months, and teen
mothers showed lower rates of disrupted commucations at
4 months post partum. Further, mothers with low RF levels
in pregnancy showed greater improvement in RF. Suchman
et al., (2011) conducted a randomised controlled trial of The
Mothers and Toddlers Programme (MTP) delivered over
12 sessions to mothers referred for substance-use treatment.
Findings suggested that those allocated to MTP showed
improved RF and caregiving behaviour. While both of these
successful trials are very valuable demonstrations of the
efficacy of approaches drawing on RF, they are both focused
on infancy and there have been few applications to early
childhood and middle childhood as in the current study.

The Parental Reflective Interview Procedure

The PRIP was developed within a broader context as the
assessment component of an attachment-focused family
intervention for both children and adolescents (Lewis,
2020). It was designed as an initial assessment procedure
for use with both parents in a therapeutic setting and seeks

Journal of Child and Family Studies (2023) 32:516–529 517



to understand the dynamic interaction across three core
relationships: (1) the parent’s attachment relations with their
own parents, (2) their relationship with their partner, and (3)
their relationship with their child. A coding system has been
developed to achieve these aims and the coding includes a
clinical case formulation and treatment plan tailored to the
attachment and family system (Serfaty et al., 2021). While
drawing on ideas from existing instruments such as the
Adult Attachment Interview (AAI), the Working Model of
the Child Interview (WMCI) and the Parent Development
Interview (PDI), the PRIP and its coding was developed
with clinical utility at the forefront and aimed to assess
relationships within the family system as a prelude to a
family systems intervention. This includes assessment of
the parental couple’s relationship and a format where both
parents could undertake the interview. The information
from both interviews could be pooled so as to be considered
in terms of both family of origin and current couple
dynamics. The aim was to produce a ‘case’ formulation for
the complete family system.

The PRIP interview consists of an intensive focus on
attachment relations with an invitation to narrate past events
and repeated invitations to reflect on the behaviour of
attachment relations over three generations, namely parents,
current partner and child. The procedure provides many
opportunities for the interviewee to verbalise and reflect on
their attachment history or reveal inconsistencies and impasses
within their attachment narrative, or the manner in which past
relationships have influenced the current parent-child rela-
tionship (Lewis, 2020). The current research is based on the
idea that the administration of the PRIP during the assessment
session of the above-mentioned intervention may also have
therapeutic implications by prompting the PRF of the inter-
viewee at the beginning of the treatment. The current study
seeks to evaluate this possible therapeutic effect of the PRIP.

The PRIP is a semi-structured interview which includes
guidelines for the interviewer to prompt and extend dis-
cussion of key points. It comprises 13 items adapted and
modified from George et al., 1996 Adult Attachment
Interview (AAI), and ten items adapted and modified from
Zeanah and Benoit’s (1995) Working Model of the Child
Interview (WMCI). Modification consisted of rewordings to
focus on the participant’s status as a parent of a child and
for consistency over the full interview. Briefly, items
adapted from the AAI (George et al., 1996) include inter-
viewees describing their childhood (i.e., below age 12)
relationship with each parent and/or any other significant
attachment figure; use of the ‘adjective questions’ probing
for specific episodic memories that support the descriptors;
asking about the response to specific stressors in childhood;
prompting their recall of memories from childhood such as
separations, rejections, threats or abuse; encouraging
reflection on how these experiences impacted their adult

personality and their understanding of why parents behaved
as they did; and asking how these experiences have influ-
enced their approach with their child and what they hope the
child would learn from being parented by them. Items
adapted from the WMCI (Zeanah & Benoit, 1995) consist
of interviewees describing their current relationship with the
child of concern and providing specific episodic memories
that illustrate the chosen adjectives; probing for their own
feelings and wishes pertinent to the child and their rela-
tionship with the child; prompting their reflections sur-
rounding how their own behaviours may have affected their
child or their relationship, and what they would have done
differently; consideration of the child’s preferences,
thoughts and feelings, as well as explaining why they
believed the child thought or felt as he/she did.

Eight additional items have been developed specifically
for the PRIP and they include asking the interviewees to
describe their parents’ couple relationship during their
childhood years; probing for descriptors that represent the
interviewees’ current and past adult romantic relationships
(i.e., with the child’s biological parent, or step-parent, where
applicable), as well as specific episodic memories that
support the descriptors chosen; prompting the reflection of
how their relationship(s) with their partner(s) may have
affected the child of concern, as well as how their childhood
relationship with their attachment figures have impacted
their relationship(s) with their partner(s); and lastly, probing
the interviewees for concluding remarks pertinent to any
thoughts or feelings that may have come up as a result of
the interview, and whether they had noticed any similarities
between their childhood experiences and current relation-
ships with their partner and child.

The rationale for adding these additional items was based
on the aim of assessing the interrelationships between three
attachment dynamics: past attachments, current parenting
couple’s relationship, and parent-child relationships; as well
as extensive research indicating that parental conflict can
form a significant source of stress for the child and exert
substantial influence on the parent-child relationship
(Hertzmann et al., 2016).

The literature on the therapeutic effects of assessment
processes is quite mixed. Recently Kamphuis et. al. pre-
sented a review arguing that there is evidence that assess-
ment procedures guided by a specific theoretical model may
successfully orient a client towards engaging in a ther-
apeutic process (Kamphuis et al., 2021). A common
approach in child and adolescent mental health would be
focused on diagnosis and therefore in this study we use a
diagnostic interview as a control condition. It was predicted
that this would orient the parents to focusing on the child’s
symptoms and their functional impact. We compare this to
the administration of PRIP where we expected that PRIP
should orient parents towards reflecting on their relationship
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with their child. If we can detect such differences, it shows
that specific and theory driven assessment processes may
indeed assist efforts to engage parents in therapies which
aim to improve PRF.

As the current study was the first of its kind to examine the
effects of a single-session parental interview on PRF, this
investigation was largely exploratory in nature. Nevertheless,
existing theories (Slade, 2006) and research (Muzik et al.,
2015) are consistent with the study’s predictions. One of the
key theories is Arietta Slade’s (2006) proposed intervention
approaches for enhancing PRF. Firstly, Slade suggested that
by placing a focus on the child’s internal states and intentions,
rather than behaviour, a therapist promotes PRF via increasing
the parent’s interest and curiosity in their child, and helping
the parent to think about the child as a subjective agent with
mental and emotional states underlying their behaviour. This
approach is reflected in the PRIP through items such as, “How
do you think your relationship with your partner has affected
(name of child)”. Secondly, Slade suggested that the ther-
apeutic facilitation of ‘wondering’ and ‘questioning’ can both
promote parents’ curiosity about their child’s internal world,
and their recognition of the distinction between the child’s
experience and their own. Questions drawn from the AAI
asking “…I’d like to ask what you hope your child might have
learned from or would say about his/her experiences of being
parented by you”, encourages parents to reflect on their child’s
mental states generated by the parents’ own behaviours. This
question potentially promotes curiosity, and invites the parent
into Dennett’s (1987) ‘intentional stance’. Thirdly, Slade
proposed that eliciting strong affect in therapy is the means
through which PRF develops, as this is when opportunity
presents for the parent, with assistance from the therapist, to
make new meaning from emotional experience or memory,
and learn to regulate the emotions felt during such experi-
ences. This approach is reflected in the items of the PRIP that
probes the parent for specific episodic memories of stressful
childhood experiences. Interviewers are trained to conduct the
interview adopting a supportive and reflective stance, distinct
from the mode of information gathering or data collection.
When administering the PRIP, interviewers are instructed to
(a) adopt a conversational style of speaking; (b) convey a
listening and empathic attitude; (c) work at a gentle pace so as
to allow respectful silences, show interested body language,
give minimal verbal acknowledgements of the parent’s speech
and experiences; and (d) use follow-up probes, where appro-
priate, so as to encourage interviewees to elaborate on initial
responses (George et al., 1996; Zeanah & Benoit, 1995).

The Current Study

This study adopted a parallel trial design where participants
were randomised to either the experimental or control

condition. Pre, post and follow up measures were conducted
with both groups before they received any further treatment
in the community clinic. Based on the above, we hypo-
thesised that participants administered the PRIP (experi-
mental condition) would show greater improvements in
PRF at post-interview, and maintain these at the two-week
follow-up, relative to those administered a widely used
diagnostic interview (control condition).

Method

Trial Design and Procedures

The conduct of this research study and its procedures have
been approved by the Murdoch University Human Research
Ethics Committee (Project Approval Number 2017/080).
Participants were mainly recruited via contacting the parents
of clients on the referral waitlist of the Murdoch Psychology
Clinic who met the age eligibility criterion. Through phone
conversation, potential participants were given an explanation
of the study and then invited to participate. Interested parents
were provided with recruitment packs comprising the infor-
mation sheet, consent form and screening questionnaire (i.e.,
the Child Behaviour Checklist [CBCL]; Achenbach &
Rescorla, 2001). Those eligible who provided their informed
consent to participate were randomly allocated to either the
experimental condition or were administered a child diag-
nostic interview which took approximately the same amount
of time. Those eligible were also invited to ask the child’s
other primary caregiver, where applicable, to participate in the
study. For families where both caregivers participated in the
study, the interview sessions were conducted separately. All
participants were provided feedback on their interview and
questionnaire responses, as well as personalised recommen-
dations. Where appropriate, participants were also debriefed
in regard to any major emotional reactions that had arisen
during or after the interview. To ensure all six therapists
adhered to standardised procedures, training from the first and
second authors was provided.

Randomisation method

In this randomised controlled pilot trial, the blocked ran-
domisation method was employed to facilitate balanced
allocation of participants to each condition. Using an online
tool for creating a blocked randomisation list (Sealed
Envelope Ltd., 2017), eight blocks of size four were gen-
erated, where each block contained two of each condition
presented in a random sequence. Each of the eight blocks
was assigned a block identifier from 1 to 8, and the
sequence of the blocks were further randomised, using an
online list randomiser (RANDOM.ORG, 2017). Allocation
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remained concealed to the therapists and researchers
involved in the current study, until the time of allocation. To
minimise the occurrence of demand characteristics, parti-
cipants were kept blind to allocation and the study
hypotheses. Participants were informed they would be
administered a parental initial assessment interview that was
either child-focused or parent-focused, with no indication of
which was the experimental condition. Furthermore, ran-
domisation was done at the family level, such that where
more than one caregiver per family joined the study, family
members were allocated to the same condition.

Administration of assessment measures

Prior to the conduct of the parental interviews (T1), partici-
pants completed the Baseline Questionnaire, which com-
prised demographic questions, followed by the Parental
Reflective Functioning Questionnaire (PRFQ; Luyten et al.,
2017). After the respective interviews were conducted, par-
ticipants were provided the Post-Interview Questionnaire—
consisting of the PRFQ—and instructed to complete it one
week after the interview (T2), with a reminder phone call
given on the expected date of completion. The rationale for
the one-week lapse between the interview and completion of
the Post-Interview Questionnaire was based on existing stu-
dies suggesting that the effects of interventions on PRF were
usually picked up only after a period of time following the
intervention (Suchman et al., 2017; Suchman et al., 2011).
Given this was a one-session intervention, it was expected
that one week would be a sufficient length for any therapeutic
effects to be detected. Participants then attended a feedback
session between two to three weeks after the interview (T3),
at the beginning of which they were asked to complete the
Follow-up Questionnaire, comprising of the PRFQ. The
therapists were clearly instructed to collect the completed
questionnaire from the participants before commencing the
feedback session. As such, any therapeutic effects that may
be generated from the feedback session itself were not
measured or analysed in the current study. Figure 1 shows
the Consolidated Standards of Reporting Trials flow diagram,
which includes information about the initial recruitment,
enrolment, randomisation and follow-up.

Participants

Eligibility criteria

Caregivers who were included in the study had a child aged
3 years to 11 years, who was being referred to a University
Child and Family Mental Health Clinic on the basis of
emotional or behavioural problems. Participants were
screened with the CBCL (Achenbach & Rescorla, 2001)
and were included in the study if they rated their child

above clinical cut-off (T-score > 70) on at least one of the
eight Syndrome Scales of the parent-report version.

Retention and completion

Data analysed for this study was obtained from a total of 25
participants, including 12 participants in the experimental
group and 13 participants in the control group. As shown in
Fig. 1, following group allocation, there were two dropouts
from the study prior to completion—one from each group.
The participant that dropped out from the experimental group
did so before completing the baseline questionnaire, i.e., prior
to T1, and thus was not included in the data analysis. The
other participant that dropped out from the control group
completed most of the study, except attending the follow-up
session and completing the questionnaire at T3; this partici-
pant’s T1 and T2 data were retained in the data analysis.

Measures

Child behaviour checklist

The CBCL (Achenbach & Rescorla, 2001) is a widely-used
113-item caregiver-report measure of child internalising and
externalising symptoms. Examples of internalising items
include “Feels too guilty” (anxious/depressed), and “Enjoys
little” (withdrawn/depressed). Examples of externalising items
are “Sulks” (aggression), and “Lies, cheats” (rule-breaking).
Parents rated the presence of these symptoms in their child on
a 3-point Likert scale (0= “Not True”; 1= “Somewhat or
Sometimes True”; 2= “Very True or Often True”), which
yielded scores for each of eight Syndrome Scales (e.g.,
Anxious/Depressed, Social Problems, Thought Problems,
Aggressive Behaviour), as well as overall scores for Inter-
nalising symptoms, Externalising symptoms and a total score.
These scores were converted to gender-normed T-scores.

Parental reflective functioning questionnaire

The PRFQ (Luyten et al., 2017) is a self-report measure that
assesses PRF with reference to an identified child of con-
cern on three dimensions: pre-mentalising modes (PM),
certainty about mental states (CM) and interest and curiosity
about mental states (IC). PM represents parental difficulties
in attributing mental states to the child’s behaviour—
including making malevolent attributions about the child’s
behaviour, such as, “My child sometimes gets sick to keep
me from doing what I want to do”. Lower scores on the PM
subscale indicate a higher degree of PRF. The CM subscale
concerns the recognition of mental states in items such as, “I
always know why my child acts the way he or she does”.
On the CM subscale, optimal PRF is denoted by moderate
level CM on the PRFQ. Extreme levels of CM can reveal
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Fig. 1 Consolidated standards of reporting trials flow diagram
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one of two types of impaired PRF depending on the
polarity: High CM is indicative of “hypermentalising”, a
type of mentalising that reflects over-certainty of the child’s
mental states and fails to acknowledge the opacity of mental
states; whilst low CM is indicative of “hypomentalising”,
which is characterised by low or absence of certainty about
the child’s mental states (Fonagy, Luyten, et al., 2016;
Luyten et al., 2017). IC denotes the parent’s motivation and
desire to discover the internal world of the child, such as, “I
like to think about the reasons behind the way my child
behaves and feels”. Higher scores on the IC subscale indi-
cate more optimal PRF.

Participants were administered the 39-item version of the
PRFQ (PRFQ-1; Luyten et al., 2009, as cited in Goldberg,
2011). Respondents scored their agreement with 39 state-
ments on a 7-point Likert scale with three anchor points
(1= “Strongly disagree”; 4= “Neutral/Undecided”,
7= “Strongly agree”). For scoring, we initially examined
the psychometrics of the recommended 18-item version
(Luyten, 2018), which was a subset of the original 39 items
(6 items per subscale). Coding of the items and calculation
of the subscale scores were performed using the syntax
provided by the developers (Luyten, 2018). Pazzagli et al.
(2018) found the PRFQ to be valid when used with parents
of school-aged children—similar age group to the
current study.

Internal consistency of the subscales of the 18-item
version showed that Cronbach’s alpha was only 0.44 for the
IC subscale and this could not be readily improved with
item removal. The other subscales were PM (Cronbach’s
α= 0.702) and CM (Cronbach’s α= 0.851), which were
acceptable and consistent with that obtained in Pazzagli
et al. (2018) study. In order to address the study aims, we
made use of the CM and PM subscale of the recommended
18-item version, and we developed one additional subscale
from the 39-item version of the PRFQ focusing on items
related to the intergenerational transmission of attachment.
Using factor analysis as a guide, we constructed this new
subscale which included 6 items (sum of items 3, 15, 17, 24,
37 and 39) and showed acceptable internal reliability in our
data (Cronbach’s α= 0.71). The highest loading items were
item 15: “Now that I’m a parent, I realise how my parents
could have misunderstood my reactions as a child” and item
24: “I believe that how my parents raised me affects how I
raise my child”, which showed good face validity and thus
we refer to this scale as “Intergenerational Reflection” (IR)
where higher ratings indicate an increase in this capacity.

Interventions

Therapists conducting the interviews and feedback sessions
were postgraduate Clinical Psychology students at Murdoch
University. All interviews were held at the Murdoch

Psychology Clinic and videotaped for the purposes of
supervision and fidelity monitoring.

Experimental condition: reflective interview

Participants in the experimental condition were adminis-
tered the PRIP as described in the introduction. Duration of
the interview ranged from 1.5 to 2 h. All therapists received
training from the second author, within his capacity as
clinical supervisor, regarding the method and principles of
carrying out the PRIP.

Control condition: Diagnostic interview

Participants randomised to the control group received the
treatment-as-usual procedure of being administered a psy-
chiatric primary caregiver interview to determine if the child
meets diagnostic criteria for a mental health condition. The
parent version of the Mini International Neuropsychiatric
Interview for Child and Adolescents (MINI-KID-P; Sheehan,
2016) was the selected interview for this purpose. Evaluation
of its psychometric properties revealed that the MINI-KID-P
demonstrated high concurrent validity with other diagnostic
interviews, including the standard MINI-KID; substantial
sensitivity and excellent specificity in detecting mental dis-
orders; as well as high inter-rater and test-retest reliability
(Sheehan et al., 2010). Prior to conducting the MINI-KID-P,
training was provided by the first author to the other thera-
pists, with the aim of standardising the administration of the
diagnostic interview. This included establishing a pre-
interview spiel, interviewer instructions and procedural logic
of the interview items. To keep the length of interview in the
experimental and control conditions comparable, therapists
only administered three modules of the MINI-KID-P, selected
for each participant based on their CBCL Syndrome scores.

Results

Participant Characteristics by Group

The CBCL ratings are presented in Table 1, alongside the
baseline characteristics of the sample according to group
allocation. The randomisation produced groups with quite
similar profiles of child mental health problems with the
reflective group having a slightly higher frequency of social
and thought problems on the CBCL. Parents did not differ
significantly in age between allocated group (t= 0.96,
df= 23, p= 0.17), children were slightly older for parents
conducting the reflective interview (M= 8.75 years vs
M= 7.69 years) but this difference was not significant
(p= 0.08). In the diagnostic vs reflective interview child
gender was distributed as female (46% and 33%
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respectively), and male (54% and 67% respectively), which
was not a significant difference (p= 0.51).

Group Differences in Parental Reflective Functioning

In Table 2 and Fig. 2, we report the group by time results
from a repeated measures analysis of variance (ANOVA) of
the participants’ responses on the PRFQ for the CM, PM,

and IR subscales over three time-points: pre-interview, post-
interview and two-week follow-up.

The overall results of the group by time effect on the
ANOVAs for each subscale presented in Table 2 suggest
that only the pre-post difference between groups reached
significance for the CM subscale. The Cohen’s d effect size
of the difference between pre and post mean scores for the
CM subscale was moderate at d= 0.57. As is clear from
examination of Fig. 2, this occurred because the PRIP
induced an increase in CM scores while the diagnostic
group produced a decline. The absolute values of these
changes are also worth noting. The mid-point, or neutral or
undecided score on these scales is a score of 4. Again,
inspection of Fig. 2 suggests that the PRIP moved partici-
pants into the range of scores agreeing with mentalising
statements, while the diagnostic group moved participants
further into the range of disagreement with such statements.

With regards to the PM subscale, Fig. 2 indicates that
both groups showed similar patterns of a slight increase
followed by a decline. The parallel nature of these changes
over time is reflected in minimal group difference effect
sizes (d= 0.05) and significance tests showing very little
group by time interaction in Table 2.

As for changes in the capacity for intergenerational
reflection following the two interventions, Fig. 2 shows
those undergoing the PRIP maintained these capacities
while those undertaking the diagnostic interview showed a
marked decline in this aspect of their thinking about their
child. The between-groups effect size of this difference is
reported in Table 1 as being of moderate magnitude
(d=−0.49). The ANOVA group by time effects reported in
Table 1 were not below alpha values of 0.05 but were in the
predicted direction and may be suggestive of group differ-
ences on this subscale which would need to be evaluated in
a study with a larger sample size.

Finally, to explore whether any variance in RF may have
been due to clustering of some study participants into
couples, we conducted additional analysis to account for
clustering in a model using multi-level analysis. Of the 25
participants, 10 where members of a couple, that is, there
were 5 caregiving couples. In order to examine any clus-
tering effect, we ran three linear mixed models using three
levels, namely couples, individual subjects and time. These
suggested significant interclass correlation coefficients, for
pre-mentalising (ICC= 60.97%, Wald z= 2.43, p= 0.015)
and certainty, (ICC 75.73%, Wald z= 2.43, p= 0.015) but
not for intergenerational outcomes (Wald z= 1.59,
p= 0.11). Due to sample size limitations, further multilevel
analysis was not conducted but it should be noted that any
inference that change over time in parental reflective func-
tioning was due to the interview is likely to be occurring at
both a couple and individual level particularly for the pre-
mentalising and certainty outcomes.

Table 1 Participant characteristics at baseline

Family variables Experimental group
N= 12

Control group
N= 13

n % n %

Only one caregiver joined study 6 66.7 7 70.0

Both caregivers joined study 3 33.3 3 30.0

Parent Variables n % n %

Female 9 75.0 10 76.9

Relationship to Child

Parent 12 100.0 12 92.3

Other Caregiver 0 0.0 1 7.7

Primary Caregiver 10 83.3 11 84.6

English as First Language 12 100.0 12 92.3

Highest Level Education

High School 2 16.6 1 10.0

TAFE 9 75.0 6 46.2

University 1 8.3 6 46.2

Employment Status

Employed 10 83.3 9 69.2

Unemployed & Not
Seeking Job

2 16.7 4 30.8

Marital Status

Married 7 58.3 7 53.8

De Facto Relationship 0 0.0 4 30.8

Divorced/Separated 3 25.0 2 15.4

Single Parent 2 16.7 0 0.0

Child Variables n % n %

Female 4 33.3 6 46.2

CBCL (Child Age ≥ 6)
Syndrome Scale with Scores
Above Cut-Off

12 100.0 11 84.6

Anxious/Depressed 3 25.0 3 23.1

Withdrawn/Depressed 4 33.3 1 7.7

Somatic Complaints 3 25.0 0 0.0

Social Problems 7 58.3 0 0.0

Thought Problems 7 58.3 2 15.4

Attention Problems 10 83.3 5 38.5

Rule-Breaking Behaviour 6 50.0 0 0.0

Aggressive Behaviour 7 58.3 6 46.2

CBCL (Child Age < 6) Syndrome
Scale with Scores Above Cut-Off

0 0.0 2 15.4

Emotionally Reactive – – 0 0.0

Anxious/Depressed – – 1 7.7

Somatic Complaints – – 0 0.0

Withdrawn – – 2 15.4

Sleep Problems – – 0 0.0

Attention Problems – – 1 7.7

Aggressive Behaviour – – 2 15.4

Participant age M (SD) Range M (SD) Range

Parent 41.9 (5.7) 35–54 39.6 (6.3) 32–50

Child 8.8 (1.7) 6–11 7.7 (2.0) 5–11

CBCL Child Behaviour Checklist, M Mean, SD Standard Deviation
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Discussion

This pilot randomised controlled trial evaluated the inter-
vention effects of the PRIP on the improvement of PRF in a
sample of parents whose children met clinical criteria to
receive psychological services. It is one of few existing
studies investigating the therapeutic effects of a single
intervention component (Tate et al., 2016) and one of the
few to examine parental reflective function in early-middle
childhood. The study showed some important results sug-
gesting that the PRIP and diagnostic interview may generate
different reactions in parents, and that the former seems to
promote changes in some aspects of reflective functioning
which may prove to be beneficial if enhanced in subsequent
therapy.

The hypothesis that those administered the PRIP would
exhibit improved PRF was mostly supported in the current
study. Most notably, there was a clear distinction between
the experimental and control groups on the CM subscale,
with those administered the PRIP displaying a moderate
increase in mean scores on CM from pre- to post-interview,
whilst those who went through the diagnostic interview
showed decreasing mean scores. This difference was sta-
tistically significant when examining only the pre-post
between-group difference. Furthermore, computation of the
effect size using Cohen’s d showed a moderate standardised
mean difference between the two groups in the effect from

T1 to T2 which was impressive given the intervention was
comparing two short interviews. Notably however this
effect on CM was not sustained over the follow up period
where no intervention was offered, suggesting that the
effect of a single interview is insufficient for sustained
increases in this aspect of PRF.

Conversely, the diagnostic interview induced the oppo-
site effect, suggesting that administering an interview to
caregivers that is centred on the child’s observable symp-
toms reduces the caregivers’ capacity to mentalise in rela-
tion to their child. This is understandable given that the
nature of a diagnostic interview following the Diagnostic
and Statistical Manual of Mental Disorders (DSM) criteria
highlights how their child’s behaviour is related to problems
in functioning, rather than prompting efforts to explain why
their child might be acting the way they are.

The results of this study also yielded differences in how
the two groups responded to their respective interviews on
the intergenerational aspects of reflection (IR subscale). The
items in this subscale measure the caregiver’s ability to
understand and reflect on the transmission of patterns of
parent-child relationships across generations. This subscale
also encompasses the ability of the caregiver to reflect on
how their own early experiences of being parented can
impact on their current parenting of their children. The
conceptualisation of this subscale is consistent with the
basis of Fonagy’s and Slade’s work in their development of

Table 2 Analysis of variance in
group differences (diagnostic
and reflective interview) in
parental reflective functioning
subscales by time (pre, post and
follow-up), N= 25

Diagnostic
Interview
(N= 13)

Reflective
Interview
(N= 12)

Differencea Wilks’λ F p

M SD M SD

Certainty of Mental States (CM)

Pre 3.64 1.20 3.88 1.01

Post 3.38 0.97 4.22 1.08 0.83b 4.69 0.04*

Follow up 3.29 0.87 3.94 1.26 0.82c 2.34 0.12

Pre-post d −0.24 0.33 0.57

Pre-Mentalising Modes (PM)

Pre 2.26 0.82 2.35 0.83

Post 2.36 0.83 2.49 0.80 1.00b 0.00 0.98

Follow up 2.14 0.72 2.41 0.92 0.97c 0.38 0.69

Pre-post d 0.12 0.17 0.05

Intergenerational Reflection (IR)

Pre 3.90 0.71 3.90 0.90

Post 3.52 0.75 3.93 0.64 0.86b 2.95 0.09

Follow up 3.61 0.85 3.84 0.47 0.86c 1.83 0.18

Pre-post d −0.52 −0.03 −0.49

aThe difference in effect size between the diagnostic and reflective interview groups from pre to post scores
bGroup × Time (Pre-post)
cGroup × Time (Pre, Post, Follow-up)

*p < 0.05
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Fig. 2 Estimated margin means for parental reflective functioning subscales over three time-points by group (N= 25). Error bars represent+/− one SE
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the RF scoring manuals for application to the AAI and the
Parent Development Interview (Fonagy et al., 1998; Slade,
2005). While the difference on this scale was not statisti-
cally significant, it is nevertheless interesting to note the
difference in the pattern of the change in scores on the IR
subscale between the two groups. In particular, the IR
scores displayed by those administered the PRIP remained
rather stable from T1 to T3, whereas those displayed by the
participants in the diagnostic interview group declined by
half a standard deviation from T1 to T2. The PRIP did not
necessarily improve the participants’ IR scores after the
interview, but the diagnostic interview clearly showed a
decline in the participants’ self-reported levels of IR. It
appears that the diagnostic interview gave rise to the
unintended effect of discouraging the caregivers from
reflecting on the role of intergenerational transmission of
attachment on their child’s mental states and behaviours and
may encourage a parental view that the child’s behaviours
are best understood as the manifestation of a disorder.

With respect to the PM subscale, the data trend over time
revealed that mean PM increased in both the experimental
and control group within the first week after the interview,
after which PM levels declined in both groups. These results
suggest that parental interviews in general give rise to the
parents’ inclination to inaccurately mentalise their child,
whether the interview is focused on the child’s symptoms or
on the parents’ own attachment relationships, including that
with the child. It is also notable that the pattern of increase
in PM was only temporary and appeared to reverse in trend
by the time of the follow-up. These trends were consistent
with the notion put forth by Tasca et al. (2017), who
described the tendency for patients going through therapy to
experience a period of increased disorganised mental states
prior to showing improvement.

As suggested by Fonagy and Target (1997), there is a
distinction between (i) the caregiver’s ability to simply
define their own and their child’s mental states in terms of
the conscious motivations underlying behaviours, and (ii)
the caregiver’s ability to understand the motivations
underpinning behaviours, as well as understand the com-
plex interactions between the caregiver’s and child’s moti-
vations and behaviours. This second aspect allows a parent
to regulate their own behaviour and respond sensitively to
their child (Sealy & Glovinsky, 2016; Slade, 2005). Whilst
the former process can be prone to misattributional errors,
the ability to engage in the latter process is what constitutes
high PRF (Fonagy & Target, 1997; Slade, 2005).

One of the main positive effects of the PRIP on partici-
pants was the enhancement of their inclination to view their
child’s behaviours within the context of their internal
mental states and the parent-child relationship, rather than
solely focusing on the problematic nature of the behaviours.
This is a finding of relevance to many clinicians and child

mental health researchers given the widespread under-
standing of the importance of inclusion of parents in most
mental health treatments for children. Moreover, the find-
ings suggest that these changes in mentalising may occur
relatively quickly and parents are very receptive to different
clinical models for understanding their children from the
outset of therapy. A key implication of this finding is the
propensity for PRIP to quickly orient parents towards
enhancing their PRF. The PRIP may be contributing to
enhancing the parents’ understanding of their pivotal role as
agents of change in their child’s behaviours. This supports
the possible role of structured interviews such as the PRIP
as suitable for use as part of parent-based or family-based
interventions, especially those with an attachment-focus.
Other assessment measures such as WMCI and the PDI are
also likely to produce similar responses, but this would
require empirical verification.

Limitations and Directions for Future Studies

A potential limitation of the study was the use of the PRFQ as
the sole outcome assessment measure. As noted in Luyten
et al., 2017 paper on the development and preliminary vali-
dation of the PRFQ, its development was intended mainly as
a brief screening tool for large sample sizes, and Luyten et al.
have recommended combining the use of the PRFQ with
more detailed interview and/or observer-based assessments to
measure PRF. However, exactly as noted by Luyten et al. as
well as demonstrated in the currently limited literature on
interventions targeting PRF, the measurement of PRF has
principally relied on interview- and observer-based measures
to measure PRF, with the main one being the application of
Slade et al. (2005) RF coding scale to the Parent Development
Interview(PDI; Slade et al., 2004) Examples of the numerous
studies that have utilised the coding of RF on the PDI include
Suchman et al. (2017) study on their Mothering From the
Inside Out programme, Fonagy et al. (2016) study on the
Parent-Infant Psychotherapy intervention, Sleed et al. (2013)
study on their New Beginnings programme, and Sadler et al.
(2013) study on their Minding the Baby programme. On the
other hand, the use of a self-report measure of PRF in the
same field of literature is sparse in comparison, in large part
because the PRFQ—the only self-report measure of PRF
currently available—is still relatively new (Camoirano, 2017)
and to date, the only validation study that has been conducted
of the PRFQ was only preliminary in nature (Luyten et al.,
2017). Nevertheless, the decision to utilise only the PRFQ to
measure PRF in this study was partly because it is the only
outcome measure available that is easy to use and less time-
consuming (Camoirano, 2017), as would be warranted for an
initial pilot study of the PRIP. More importantly, it would not
have been possible to use an interview-based assessment of
PRF, without the effects of the assessment interview itself
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potentially confounding the results. Consequently, the PRFQ
as a self-report measure seemed the most appropriate for the
current study and these limitations should be noted in con-
sidering the study findings.

Another issue pertaining to the use of the PRFQ is the
debate surrounding the appropriate age range of the child
whom the caregiver is completing the questionnaire about.
It is worth noting that even though the PRFQ’s developers
themselves have reported that their design of the PRFQ had
primarily been intended for use with children aged 5 and
below (Luyten et al., 2017), Pazzagli et al. (2018) had found
the PRFQ to be valid when used with parents of school-
aged children. Other studies by Hertzmann et al. (2016) and
Ashton et al. (2016) also employed the PRFQ with parents
of children aged 5–12 years old. Hertzmann et al., for
example, applied the PRFQ on parents of 15 children with
age range of 0–11 years old and mean age of 8.7 years, and
had found the subscales to display good internal consistency
in their sample. These studies suggest that the use of the
PRFQ with older children, as was the case in the current
study can be valid. Nonetheless, the utilisation of the PRFQ
on an older age group in these studies, despite the devel-
opers’ specification of the age range that the design of the
questionnaire was intended for a younger age group, is
noteworthy and points to the current dearth of PRF mea-
sures for use with parents or caregivers of older-aged chil-
dren. In fact, the assessment of the validity and reliability of
the above-mentioned PDI RF scale has also only been
researched on mothers of children aged 0–2 years (Sleed
et al., 2020). With the above, a suggestion for future studies
would be to further develop PRF measures for use with
parents of older children and adolescents.

Another limitation of the current study was that as a pilot
study, the sample size is small, which may explain the lack
of power for the statistical analyses conducted. Despite this
limitation, this study has unveiled a number of promising
data trends that support the usefulness of the PRIP in
orienting its interviewees to an increased attachment-
focused mind set. A suggestion for future studies would
be to integrate this interview into a tailored feedback session
together with tailored treatment planning that capitalises on
the therapeutic effects from the PRIP.

Looking at how various demographic factors might
influence the effectiveness of the PRIP could also be useful.
Notably, it would be interesting to investigate the relation-
ship between the existing attachment styles of the parents
and the effects of the PRIP as a function of parental adult
attachments; specifically, it is likely that those with avoidant
or disorganised attachment styles may react distinctly from
those who are securely attached.

In conclusion, this initial evaluation suggests that the
PRIP is a promising format for initial assessment in child
and family settings. The tentative evidence obtained in this

study indicates that this model appears to temporarily
increase some aspects of parental mentalising and to act as a
better orientation for parents to an intervention focused on
parent-child relationship dynamics than a diagnostic inter-
view. Further work integrating this interview into a tailored
feedback session and evaluating a subsequent attachment-
based family intervention is required. These findings are
relevant to understanding both therapeutic and assessment
processes in child and family therapy approaches.
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