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There are few studies of the child psychodynamic psychotherapy process. This study
investigates the psychotherapy process within regulation-focused psychotherapy for
children (RFP-C; Hoffman, Rice, & Prout, 2016). RFP-C is a manualized, psychody-
namic treatment for children with disruptive behaviors. Three expert clinicians used the
Child Psychotherapy Q-Set to develop an RFP-C prototype, which can be used in future
studies to measure adherence in actual RFP-C sessions. As expected, the RFP-C
prototype was associated with established prototypes of child psychodynamic psycho-
therapy and child-centered play therapy. There was no relationship between RFP-C and
the cognitive behavior therapy process prototype. Reflective functioning was also
associated with the RFP-C prototype, providing additional evidence for mentalization
as a common factor in child psychotherapy. Implications for clinical practice and future
research use are discussed.
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Regulation-focused psychotherapy for chil-
dren (RFP-C; Hoffman, Rice, & Prout, 2016) is
a manualized, psychodynamic play therapy for
children who manifest disruptive behaviors and
emotional dysregulation. RFP-C conceptualizes
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children’s disruptive behaviors as resulting
from deficits in emotion regulation, which limit
the child’s ability to adaptively cope with pain-
ful emotions. Externalizing symptoms protect
the child from disturbing feelings such as sad-
ness, shame, and guilt. Through 20 sessions (16
with the child and four parent meetings), RFP-C
allows the child to understand the ways distress-
ing affects are avoided and to explore alterna-
tive ways of coping with unpleasant affect. The
clinician works to increase the child’s under-
standing that all behavior, especially opposi-
tional and disruptive behavior, has meaning in
the service of emotional and behavioral regula-
tion. This work is also done with the parents to
better support the child in achieving symptom
reduction and increased emotion regulation.
Whereas there is still much work to be done
in developing a strong evidence base for psy-
chodynamic therapy for children and adoles-
cents, the literature has grown in recent years
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(Abbass, Rabung, Leichsenring, Refseth, &
Midgley, 2013; Fonagy, Sleed, & Baradon,
2016; Gilboa-Schechtman et al., 2010; Midgley,
O’Keeffe, French, & Kennedy, 2017). There are
few studies that report outcomes of psychody-
namic psychotherapy for children with disrup-
tive behavior problems (Eresund, 2007; Fonagy
& Target, 1996; Laezer, 2015). Even fewer
studies include empirical investigations of the
mechanisms change in psychodynamic child
psychotherapy (Fonagy, 2003; Goodman,
Midgley, & Schneider, 2016; Shirk & Russell,
1996).

Psychotherapy process research investigates
what occurs in therapy sessions and how it is
connected to the outcome of the therapy
(McLeod, Islam, & Wheat, 2013). Despite an
increase in the number of studies on child psy-
chodynamic psychotherapy indicating its effec-
tiveness, the need for more research in this field
remains, especially considering that therapeutic
process is still poorly understood (Goodman &
Athey-Lloyd, 2011; Midgley, 2007; Midgley,
Anderson, Grainger, Vuckovic-Nesic, & Urwin,
2009; Midgley, O’Keeffe, French, & Kennedy,
2017; Palmer, Nascimento, & Fonagy, 2013).
Analyzing the nature of therapeutic action has
the potential to help identify the mechanisms of
change that underlie successful clinical inter-
ventions (Fonagy, 2003; Kazdin, 2009; Midg-
ley, 2007).

To address some of the problems of opera-
tionalization in psychotherapy, Schneider
(2003) and Schneider and Jones (2009) devel-
oped the Child Psychotherapy Q-Set (CPQ), an
adaptation of the Psychotherapy Process Q-Set
(Jones, 1985, 2000) to empirically identify and
rank components of psychotherapy process. The
CPQ is pantheoretical and describes a wide
range of events, interventions, and processes
that may occur in child psychotherapy (Schnei-
der & Jones, 2009). The CPQ utilizes Q-meth-
odology, a generic scaling technique that orga-
nizes data according to their representativeness
of a particular construct, person, or situation
(Schneider, Midgely, & Duncan, 2010). Q-
methodology calls for an ipsative sorting pro-
cess, which creates a normal distribution; this
forced sorting methodology is unique among
child psychotherapy process measures and pro-
tects against response biases.

The CPQ has been utilized in several studies
to highlight distinctions between psychody-

namic psychotherapy and cognitive behavior
therapy (CBT) prototypes (Ablon & Jones,
1998; Goodman et al., 2016). A key distinction
between psychodynamic and CBT for children
is in their valuation of what occurs in the ses-
sion versus outside the session. Psychodynamic
interventions for children focus on experience-
near phenomena, that is, the thoughts, behav-
iors, and emotions that occur during the session.
In contrast, CBT with children focuses on prob-
lematic thoughts, behaviors, and emotions that
take place primarily outside the therapy session.
Beyond psychodynamic psychotherapy and
CBT, child-centered play therapy is a nondirec-
tive approach that can be used with infants,
children, and adolescents. Key aspects of child-
centered play therapy include therapist sensitiv-
ity to the child’s feelings and level of develop-
ment with an emphasis on fostering the ability
to process, understand, and more successfully
navigate emotions and conflicts (Goodman,
Reed, & Athey-Lloyd, 2015).

In addition to identifying attributes that dis-
tinguish one form of psychotherapy from an-
other, the CPQ is able to identify factors that are
common across various methods of psychother-
apy (Goodman et al., 2015, 2016). There are
several common factors that have been identi-
fied in the broader psychotherapy literature, in-
cluding therapeutic alliance (Horvath, Del Re,
Fliickiger, & Symonds, 2011) and empathy (EI-
liott, Bohart, Watson, & Greenberg, 2011). The
CPQ has been used more recently to highlight
aspects of another common factor, reflective
functioning, across child therapy approaches.

Mentalization, operationalized as reflective
functioning, is the ability to identify and under-
stand motivations of the self and others. It is
thought to be a universal element of effective
psychotherapy across a wide range of para-
digms and populations (Bateman & Fonagy,
2004). With its roots in theory of mind and
metacognition research, reflective functioning
has been referred to as “thinking about feeling
and feeling about thinking” (reported in Slade,
2005). Reflective functioning (RF) includes
many of the processes associated with metacog-
nition; these include the ability to detect mental
states in the self and others, to understand cause
and effect links between interpersonal events,
internal processes, and behavior, and to be crit-
ical of one’s own beliefs in acknowledgment of
different perspectives and subjective experi-
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ences (Dimaggio & Lysaker, 2015; Katznelson,
2014). Whereas metacognition involves mas-
tery by definition, RF may be present and active
to varying degrees within the individual (Dim-
aggio & Lysaker, 2015).

Psychotherapy in general and RFP-C specif-
ically activate the child’s ability to understand
underlying motivations and mental states of the
self and others. Reflective functioning is con-
sidered by psychotherapists to be a key compo-
nent in a wide variety of adult treatment ap-
proaches, including psychodynamic therapy,
CBT, and dialectical behavior therapy (Allen,
Fonagy, & Bateman, 2008; Goodman, 2013)
and in adolescent psychotherapy (Bo et al.,
2016; Rossouw & Fonagy, 2012); however,
only one study to date has explored whether
psychotherapy experts view RF as a critical and
salient aspect in child psychotherapy (Goodman
et al., 2016).

The Present Study

Developing psychotherapy process proto-
types is a critical component of psychotherapy
research; prototypes help define and operation-
alize therapeutic approaches and can be used to
identify common factors and distinct mecha-
nisms of action and to assess adherence and
fidelity in outcome studies. This study investi-
gates the following: (a) whether it is possible for
expert clinicians to agree on a prototype of the
RFP-C process using the CPQ; (b) whether this
prototype can be empirically distinguished from
existing prototypes for psychodynamic psycho-
therapy, CBT, and child-centered play therapy;
and (c) whether promoting mentalization (op-
erationalized as reflective functioning) is a
shared component across all four therapeutic
approaches. It is the first study to report on an
empirically derived description of psychother-
apy process within RFP-C and to compare it
with other process prototypes of child psycho-
therapy. This study also examines reflective
functioning as a common factor across four
distinct psychotherapy process prototypes for
children.

Hypotheses

The primary aim of the current study was to
develop a prototype for an ideal RFP-C session
using the Child Psychotherapy Q-Set. We ex-
pected that three expert raters could develop a

process prototype for RFP-C with a high degree
of agreement (Hypothesis 1). This RFP-C pro-
totype was then compared with previously es-
tablished prototypes of psychodynamic psycho-
therapy, CBT, child-centered play therapy, and
reflective functioning. Three hypotheses related
to the interrelationships between these psycho-
therapy process prototypes were tested. Given
the theoretical overlaps in the approaches, we
expected that the RFP-C process prototype
would be significantly positively correlated
with the psychodynamic and child-centered
play therapy process prototypes (Hypothesis 2).
It was also hypothesized that the RFP-C process
prototype would not be significantly correlated
with the CBT process prototype (Hypothesis 3).
Finally, because reflective functioning is under-
stood as a common factor across all psychother-
apies, we hypothesized that the RFP-C process
prototype would be significantly and positively
correlated with the reflective functioning pro-
cess prototype (Hypothesis 4).

Method
Expert Clinicians

Following established methods for use of the
CPQ (Goodman et al., 2015, 2016), we engaged
three clinicians, who participated in this study
because of their nationally recognized expertise
in the RFP-C process. All were practicing
RFP-C therapists who had many years of post-
graduate clinical experience (M = 20.33). Data
on the psychodynamic therapy, CBT, child-
centered play therapy, and reflective function-
ing process were gathered from expert clini-
cians, all of whom had many years of
postgraduate clinical experience in their areas of
expertise (Goodman et al., 2015, 2016).

Procedure

Three expert RFP-C clinicians were con-
tacted by e-mail and requested to rate the 100
CPQ items relevant to psychotherapy process as
they saw this process occurring within a proto-
typical child psychotherapy session from the
theoretical perspective of RFP-C. Ratings were
done independently and without any communi-
cation between the raters about their responses.
The expert clinicians’ prototypical CPQ ratings
of RFP-C process were composited, converted
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to z-scores, and used in all statistical analyses.
This same procedure was used to establish the
psychotherapy process prototypes for psy-
chodynamic therapy, CBT, child-centered play
therapy, and reflective functioning.

Measure

The CPQ (Schneider, 2003; Schneider &
Jones, 2009) is a 100-item instrument that as-
sesses the processes of therapeutic change
within a child psychotherapy session. CPQ
items were developed to parallel items from the
Psychotherapy Process Q-Set but were signifi-
cantly adapted to assess the psychotherapy pro-
cess in sessions with children aged 3—13 years.
Approximately one third of the CPQ items are
designed to capture aspects of the therapist’s
actions and attitudes, one third for aspects of the
child’s attitude and behavior or experience, and
one third for aspects of the interaction of the
therapist-child dyad or the climate or atmo-
sphere of the encounter (Jones, 2000; Schneider
& Jones, 2009). For this study, the expert clini-
cians used the online version CPQ, in which
items are sorted into piles via computer mouse.

The CPQ’s reliability and validity have been
demonstrated in various ways. Discriminant va-
lidity was demonstrated between two sets of
psychodynamic and CBT sessions (Schneider,
Pruetzel-Thomas, & Midgley, 2009). Indepen-
dent raters using the CPQ established interrater
reliability in two samples of 46 video-
recorded sessions (intraclass correlation =
.74; range: .62—.87; Goodman, 2015) and 53
video-recorded sessions (intraclass correla-
tion = .77; range: .55-.89; Goodman &
Athey-Lloyd, 2011). The CPQ distinguished
between the treatments of two different pa-
tients with the same therapist (Schneider et
al., 2009) and the treatments of two different
therapists with the same patient (Goodman &
Athey-Lloyd, 2011).

According to the CPQ methodology, all 100
Q-sort items are sorted into nine piles in a
forced-choice, ipsative procedure ranging from
most uncharacteristic (pile 1) to most character-
istic (pile 9) of the session being rated. This
procedure forces raters to place items in a nor-
mal distribution that characterizes both the high
and low ends of a construct (see Schneider,
2003; Schneider & Jones, 2009). Raters in this
study were asked to independently rate each

item according to how characteristic it was of an
ideally conducted RFP-C session. The three sets
of expert ratings were composited by adding
together the three pile numbers for each item
and dividing by 3. Thus, each item was assigned
a mean pile number.

Data Analysis

To develop the RFP-C process prototype, in-
terrater reliability was measured to assess for
agreement among the expert RFP-C raters.
Then Q-factor analysis was used to identify
factors across the various process prototypes.
To test the hypotheses regarding interrelation-
ships among the process prototypes, Spearman-
Brown correlations were calculated among the
composited prototypes. The Spearman-Brown
correlation was used because it takes into account
the fact that the item distributions were compos-
ited. To conduct the post hoc analyses, Fisher
r-to-z transformations were calculated. The
Fisher’s r-to-z transformation tests whether a
significant difference exists in the magnitudes
of two different correlations.

Results

Establishing an RFP-C Process Prototype

The expert raters in this study were able to
develop a psychotherapy process prototype for
an ideal session of RFP-C independently of one
another. The Cronbach’s alpha coefficient used
to test the level of agreement between raters was
high: .86. This provides support for the first
study hypothesis that three expert raters could
develop a process prototype for RFP-C with a
high degree of agreement.

To provide greater detail about the RFP-C
process prototype, a list of its most and least
characteristic CPQ items is displayed in Table
1. Notably, five CPQ items were listed as most
characteristic of the RFP-C process prototype
but not most characteristic of the other four
psychotherapy process prototypes (items 50, 20,
42,52, and 34). Three CPQ items were listed as
least characteristic of the RFP-C process proto-
type but not least characteristic of the other four
psychotherapy process prototypes (items 57, 80,
and 82). Two CPQ items were listed as least
characteristic of the RFP-C process prototype
but most characteristic of the CBT process pro-
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Table 1

Most and Least Characteristic CPQ Items for RFP-C Process Prototype

CPQ number CPQ item Mean pile number
Most characteristic RFP-C process prototype
36" T points out C’s use of defenses. 2.17
45 T tolerates C’s strong affect or impulses. 1.99
6*P¢ T is sensitive to the C’s feelings. 1.99
50 T draws attention to feelings regarded by C as unacceptable (e.g., anger, envy, or 1.81
excitement).
280 T accurately perceives the therapeutic process. 1.81
79° T comments on changes in C’s mood or affect. 1.63
20 C is provocative; challenges T or rules and boundaries of the therapy hour. 1.63
67* T interprets warded-off or unconscious wishes, feelings, or ideas. 1.45
42 C ignores or rejects T’s comments and observations. 1.45
76*° T makes links between C’s feelings and experience. 1.27
75°¢ Interruptions, breaks in the treatment, or termination of therapy are discussed. 1.27
52 T makes explicit statements about the end of the hour, upcoming weekend, or holiday. 1.27
34 C blames others, or external forces, for difficulties. 1.27
Least characteristic RFP-C process prototype
182 T is judgmental and conveys lack of acceptance. —=2.17
374" T behaves in a didactic manner. —2.17
9defe T is nonresponsive (vs. affectively engaged). —1.99
55%¢f T directly rewards desirable behaviors. -1.99
57 T attempts to modify distortions in C’s beliefs. —1.81
2442 T°g emotional conflicts intrude into the relationship. —1.63
274k There is a focus on helping C plan behavior outside the session. —1.63
214f T self-discloses. —1.45
4142 C does not feel understood by T. —1.45
66%¢f T is directly reassuring. —-1.27
80 C behaves in a dependent fashion (vs. insists on independence). —1.27
82 T helps C manage feelings. —1.27

Note. T = therapist; C = child; CPQ = Child Psychotherapy Q-Set; RFP-C = regulation-focused psychotherapy—child;
PDT = psychodynamic therapy; RF = reflective functioning; CCPT = child-centered play therapy; CBT = cognitive

behavioral therapy.

% One of the most characteristic prototypical PDT CPQ items.
¢ One of the most characteristic prototypical CCPT CPQ items.

items.

" One of the most characteristic prototypical RF CPQ
4 One of the least characteristic prototypical PDT

CPQ items. ©One of the least characteristic prototypical RF CPQ items. [ One of the least characteristic prototypical

CCPT CPQ items.
prototypical CBT CPQ items.

totype (items 37 and 27). These findings pro-
vide clarity about the distinctions between these
psychotherapy process paradigms.

Construct Validity of the Process
Prototypes

A Q-factor analysis with varimax rotation was
conducted to test whether the entire set of proto-
typical CPQ process ratings of 49 expert clinicians
(three RFP-C, 12 psychodynamic therapy, 10
CBT, and 24 child-centered play therapy) loaded
onto four independent factors (Ablon & Jones,
1998; Block, 1978; Goodman, 2005, 2013; Good-
man et al., 2015, 2016). In this statistical proce-
dure, expert clinicians’ prototypical CPQ ratings

€ One of the least characteristic prototypical CBT CPQ items.

" One of the most characteristic

were treated as separate variables, whereas the
100 CPQ items were treated as subjects to deter-
mine how expert clinicians’ prototypical CPQ rat-
ings clustered. In contrast to traditional factor
analysis, which produces conceptual factors, each
factor in Q-factor analysis represents a group of
people.

A four-factor solution accounted for 67.36%
of the total variance. Eleven of the 12 psy-
chodynamic raters loaded onto Factor 1 (range
of factor loadings: .61-.83), whereas all 10 CBT
experts loaded onto Factor 2 (range of factor
loadings: .71-.88). Twenty-one of the 24 child-
centered play therapy experts loaded onto both
Factor 3 (range of factor loadings: .53-.82) and
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Factor 4 (range of factor loadings: .47-.70). The
three RFP-C expert clinicians loaded onto Fac-
tor 1 (range of factor loadings: .54-.61), but
they also loaded secondarily onto Factor 3
(range of factor loadings: .49-.53).

This was followed by a second Q-factor
analysis with varimax rotation to determine the
factor structure when all 58 expert clinicians’ pro-
totypical CPQ ratings of RFP-C, psychodynamic
therapy, CBT, child-centered play therapy, and
reflective functioning were entered into the anal-
ysis to determine whether RF process loads onto
its own independent factor or is distributed among
the other factors. A five-factor solution accounted
for 69.03% of the total variance. All 10 CBT
clinicians loaded onto Factor 1 (range of factor
loadings: .68—.88), whereas 21 of the 24 child-
centered play therapy expert clinicians loaded
onto both Factor 2 (range of factor loadings:
46-.79) and Factor 3 (range of factor loadings:
49-.66). Eight of the 12 psychodynamic ther-
apy expert clinicians loaded onto Factor 4
(range of loadings: .47-.79). The three RFP-C
expert clinicians loaded onto Factor 5 (range of
loadings: .60—.68). The nine reflective function-
ing experts did not form their own independent
factor but instead were spread out across Fac-
tors 1, 2, and 3. Reflective functioning experts’
mean factor loadings were .60 on Factor 1
(range of factor loadings: .47-.77), .48 on Fac-
tor 2 (range of factor loadings: .39-.58), and .64
on Factor 3 (range of factor loadings: .61-.67).
This pattern of findings suggests that reflective
functioning process loads onto the CBT and
child-centered play therapy process prototypes
but not the psychodynamic and RFP-C process
prototypes. It should be noted, however, that
four of the 12 PDT expert clinicians joined eight
of the 24 child-centered play therapy expert
clinicians and two of the nine reflective func-
tioning expert clinicians in loading onto Factor
3 (range of factor loadings: .48—-.74). None of
the reflective functioning expert clinicians
loaded onto Factor 5, the RFP-C process proto-

type.

Relationships Between Psychotherapy
Process Prototypes

Spearman-Brown correlations were calcu-
lated to test hypotheses related to the interrela-
tionships between these prototypes. The second
study hypothesis, that the RFP-C process pro-

totype would be significantly positively corre-
lated with the psychodynamic and child-
centered play therapy process prototypes, was
supported (r = .55, p < .001, and r = .56, p <
.001, respectively). In accordance with expec-
tations presented in the third hypothesis, the
RFP-C process prototype was not correlated
with the CBT process prototype, r = .00, p =
.98. The RF process prototype was also signif-
icantly positively correlated with the RFP-C
process prototype, r = .44, p < .001, providing
support for the final study hypothesis that re-
flective functioning would be associated with
the RFP-C process prototype because it has
been identified as a common factor across all
therapeutic paradigms.

Post Hoc Analyses

Post hoc tests were conducted to determine
whether there were any significant differences be-
tween the correlations presented in Table 2. The
correlations between the RFP-C process prototype
and the CBT process prototype were significantly
different from the correlations between the RFP-C
process prototype and the other prototypes. More
precisely, the correlation between RFP-C and
CBT was significantly different from the correla-
tion between RFP-C and psychodynamic therapy,
z = 432, p < .001. The correlation between
RFP-C and CBT was significantly different from
the correlation between child-centered play ther-
apy and CBT, z = —4.41, p < .001. The RFP-C
process prototype correlations with the CBT pro-
cess prototype and reflective functioning process
prototype were significantly different from each
other, z = —3.29, p < .001, suggesting that the

Table 2
Spearman-Brown Correlations Among the Five
CPQ Prototypes

Variables RFP-C PDT CCPT CBT RF
RFP-C — —
PDT .55¢ —
CCPT 56" 70" —
CBT .00 36" 36" —
RF 44" 79" 76" 61" —
Note. CPQ = Child Psychotherapy Q-Set; RFP-C = reg-

ulation-focused psychotherapy—child; PDT = psychody-
namic therapy; CCPT = child-centered play therapy;
CBT = cognitive-behavioral therapy; RF = reflective func-
tioning.

“p <.001.
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RFP-C process prototype is more highly corre-
lated with the psychodynamic therapy, child-
centered play therapy, and reflective functioning
process prototypes than with the CBT process
prototype. These findings provide further support
for the third study hypothesis, that an RFP-C pro-
cess prototype would not be associated with the
CBT process prototype.

Discussion

This study demonstrated that it is possible for
expert clinicians to agree on a prototype of the
RFP-C process using the CPQ. The RFP-C pro-
cess prototype developed in this study shares
many similarities with psychodynamic and
child-centered play therapy prototypes and can
be empirically distinguished from the CBT pro-
totype. Results also demonstrate that promoting
reflective functioning is highly characteristic of
RFP-C, providing further support for reflective
functioning as a common factor across many
types of psychotherapy paradigms.

In a Q-factor analysis, individuals, as op-
posed to items, are sorted into categories or
factors. The goal is to analyze similarities
among individual raters so that those individu-
als may be clustered together. Each factor,
therefore, represents clusters of individuals with
similar ratings. The results of the Q-factor anal-
ysis solution yielding five factors accounted for
a substantial proportion of the variance. This
solution further confirmed what the correlations
among the prototypes revealed: there are inter-
relationships between the psychodynamic psy-
chotherapy, child-centered play therapy, and
RFP-C process prototypes and few overlaps be-
tween the RFP-C and CBT process prototypes.
As in a prior study (Goodman et al., 2016),
reflective functioning expert ratings were
spread across factors predominated by CBT and
child-centered play therapy experts. The RF
process was the only prototype that behaved in
this way, suggesting that it is unique in its
versatility across therapeutic paradigms. These
findings provide further support for RF as a
common factor in the psychotherapy process. It
was surprising that RF experts did not load onto
the same factors as the psychodynamic therapy
and RFP-C expert clinicians, especially given
the fact that the reflective functioning process
prototype was correlated with both the psy-
chodynamic and the RPF-C process prototypes.

This finding suggests that, even though RFP-C
and RF are highly correlated with each other,
they still represent two distinct therapy pro-
cesses. It may be, as Goodman (2013) and Hoff-
man (2015) have suggested, that whereas reflec-
tive functioning is part of any good empathic
technique, it is not the most salient common
factor at work in RFP-C. It is also possible that
RFP-C is a psychotherapeutic approach that ac-
tivates the more affective and implicit aspects of
mentalization but not the more cognitive com-
ponents that are closely linked with theory of
mind.

We hypothesized that the RFP-C psychother-
apy process prototype would be associated with
the psychodynamic and child-centered play
therapy prototypes but not with the CBT pro-
cess prototype. These hypotheses were based on
the theoretical foundation of RFP-C as a wholly
psychodynamic approach and the fact that it has
been promoted as an alternative to current CBT
approaches for disruptive and externalizing be-
haviors (e.g., parent management training). As
expected, the RFP-C process prototype was as-
sociated with the psychodynamic and child-
centered play therapy process prototypes; there
was no demonstrated relationship between the
RFP-C and CBT process prototypes, thus pro-
viding support for the second and third hypoth-
eses. Post hoc analyses further highlighted that
RFP-C is linked with the psychodynamic ther-
apy, child-centered play therapy, and RF pro-
cess prototypes and distinct from the CBT pro-
cess prototype. This finding supports the idea
that RFP-C is a treatment approach that inte-
grates aspects of psychodynamic theory and
play therapy and emphasizes emotion regula-
tion through iterative exploration of underlying
affects and motivations for behavior, also de-
scribed as RF (Hoffman et al., 2016).

As expected, RFP-C and CBT were also de-
scriptively different. RFP-C emphasizes the
therapist pointing out the use of defenses (item
36), tolerating the child’s strong affect or im-
pulses (item 45), the therapist’s sensitivity to
the child’s feelings (item 6), and drawing atten-
tion to feelings regarded by the child as unac-
ceptable (item 50). In contrast, the CBT process
prototype emphasizes modifying distortions in
the child’s beliefs (item 57), helping the child to
plan behavior outside the session (item 27), and
the therapist behaving in a didactic manner
(item 37). Notably, each of these three CBT
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process prototype items were rated as least char-
acteristic of RFP-C.

In addition, there were several items that dis-
tinguished RFP-C from the other four CPQ pro-
cess prototypes. The following characteristics
were unique to RFP-C: the therapist drawing
attention to feelings regarded by the child as
unacceptable, the child being provocative and
challenging rules and boundaries, the child ig-
noring or rejecting the therapist’s comments
and observations, the therapist drawing atten-
tion to the end of the hour or other upcoming
separation, and the child blaming others for
difficulties. Some of these items are character-
istic of the population RFP-C is intended to
treat, children with disruptive and oppositional
behaviors. RFP-C utilizes an experience-near
approach, thus necessitating and implicitly en-
couraging provocative behaviors to occur in
session with the therapist. This is in contrast to
most CBT approaches for children that rely on
parent and teacher report of the child’s behavior
at home and school, rather than focusing on
in-session, experience-near phenomena.

The items rated as least characteristic of the
RFP-C process—*“therapist attempts to modify
distortions in child’s beliefs” (item 57); “child
behaves in a dependent fashion (vs. insists on
independence)” (item 80); and “therapist helps
child manage feelings” (item 82)—were not
identified as least characteristic of the other four
CPQ process prototypes. These differences
highlight some of the ways RFP-C is distinct
from other forms of psychotherapy. Treatment
grounded in RFP-C emphasizes that all behav-
ior, especially disruptive behavior, has mean-
ing. It would be counterproductive, from an
RFP-C perspective, to actively modify a child’s
beliefs or even to characterize them as distorted.
Rather, there is an emphasis on empathic un-
derstanding and recognizing that the child’s
perspective has developed within a particular
ecosystem and as an adaptation to deficits in
implicit emotion regulation (Hoffman, et al.,
2016; Prout, Gaines, Gerber, Rice, & Hoffman,
2015; Rice & Hoffman, 2014). An RFP-C cli-
nician is more interested in the expression of
feelings than in their management or suppres-
sion. Children participating in RFP-C are very
unlikely to behave in a dependent fashion be-
cause that is contrary to the nature of external-
izing and oppositional problems. Expressing de-
pendency would be too dysregulating for the

child, and it is this discomfort with vulnerability
that necessitates the disruptive behavior as a
defense against such feelings.

The fourth study hypothesis, that the reflec-
tive functioning process would be positively
correlated with the RFP-C process prototype,
was supported. This finding adds further sup-
port for mentalization as a common factor
across child psychotherapy treatment models
(see Bateman & Fonagy, 2004; Goodman,
2013; Goodman et al., 2016). Therapists and
therapies that build reflective functioning ca-
pacities are characterized by curiosity and a
not-knowing stance that encourage mentaliza-
tion (Swenson & Choi-Kain, 2015). The RF
prototype items identified as most characteristic
of RFP-C were as follows: “Therapist is sensi-
tive to the child’s feelings” (item 6), “therapist
accurately perceives the therapeutic process”
(item 28), “therapist comments on changes in
child’s mood or affect” (item 79), “therapist
makes links between child’s feelings and expe-
rience” (item 76), and “interruptions, breaks in
the treatment, or termination of therapy are dis-
cussed” (item 75). The first two items may be,
more broadly, associated with psychotherapy in
general (Wampold, 2010). The second two—
focusing on changes in affect and explicitly
talking about interruptions in treatment—
represent opportunities for the therapist to
maintain a curious stance, invite the child to
mentalize, and for the child and therapist
to engage in reflective functioning together.
Each of these four items is highlighted as crit-
ical to RFP-C in the original treatment manual
(Hoffman et al., 2016). In addition, activating
parental RF (as in Slade, 2005) is a key com-
ponent of the parent work in RFP-C.

There are several study limitations that
should be noted. Only three expert clinicians
participated in developing the RFP-C prototype.
Additionally, it is not yet clear whether the
RFP-C prototype corresponds with what hap-
pens in actual sessions of RFP-C. Although the
RFP-C prototype proved to be remarkably dis-
tinct from the CBT prototype, these distinctions
may not be manifest in a comparison of actual
sessions. Additionally, the results may be lim-
ited by the nonspecific nature of the CPQ items
themselves. Admittedly, these items were not
designed to capture psychotherapy processes
specific to RFP-C. In the present study, it was
shown that the CPQ could meaningfully distin-
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guish prototypical RFP-C from CBT and still
identify shared processes associated with the
reflective functioning process prototype.

Future research could compare the prototype
of RFP-C with a mentalization-based therapy
for children (Midgley & Vrouvra, 2013) to dis-
tinguish the two paradigms from each another
and see what points of connection and overlap
exist. It will also be important to investigate
adherence to the RFP-C model by using video
of actual sessions and coding them with the
CPQ. The current RFP-C manual presents ad-
herence scales that reflect theoretically derived
standard practices for sessions; however, these
adherence scales assess whether the therapist
has established fidelity to the content of the
treatment model (i.e., recommended interven-
tion strategies). The RFP-C process prototype,
on the other hand, defines the psychotherapy
process in a prototypical RFP-C session. The
two instruments have different objectives and
could be used in conjunction with each other in
the treatment process and outcome studies. Pro-
cess research could also examine the role of the
reflective functioning process prototype within
RFP-C to identify mechanisms of change that
may be universal to effective treatment.

A vital next step in this program of research
will be to identify which items on the CPQ are
associated with positive outcomes in RFP-C
treatment. As Ablon and Marci (2004) have
argued, the future of psychotherapy research
will benefit from an emphasis on psychotherapy
process over simple symptom reduction. Adher-
ence scales are designed only to assess inter-
ventions in isolation from other treatment pro-
cesses. Prototypes like the ones detailed here
allow psychotherapy researchers to identify the
most and least salient aspects of therapeutic
intervention. Future RFP-C research will benefit
from use of the CPQ prototype to identify ele-
ments of the treatment that are uniquely psy-
chodynamic and those that are shared with other
treatment approaches.

Conclusions

In summary, it is possible, using a validated
process measure, for expert clinicians to reach
consensus on a prototypical session of RFP-C.
The RFP-C process prototype shares some com-
monalities with psychodynamic therapy and
child-centered play therapy process prototypes

and exhibits key differences in contrast with the
CBT process prototype. The fact that expert
clinicians identified an emphasis on promoting
reflective functioning process in RFP-C pro-
vides further evidence that RF is a common
factor across a wide range of child psychother-
apy approaches. This study also offers an inter-
nally valid method for assessing treatment ad-
herence to RFP-C. The CPQ can be utilized in
the future to determine whether therapists are
adhering to an RFP-C paradigm or integrating
aspects of other treatment approaches into the
therapeutic work. Some treatment outcome
studies (e.g., Levy et al., 2006) have suffered
from unknown treatment adherence and others
(e.g., Giesen-Bloo et al., 2006) have been crit-
icized for using inadequate adherence measures
(Yeomans, 2007). Use of the RFP-C CPQ pro-
totype could easily assess fidelity and adherence
in future outcome studies of RFP-C.
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