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• Children in institutional care often have a history of maltreatment1 which
results in various adverse consequences, such as:

- Deficits in affect regulation,2

- Deficits in capacity for mentalization,3

- Disorganized attachment,3

- Internalizing and/or externalizing difficulties,4

- Various psychiatric conditions.5

• The adverse effects of maltreatment are likely to persist even after children
are removed from abusive environment due to persistent disorganized
attachment representations built in the context of abuse and neglect.6

• These children benefit from individualized interventions that take into
account their representational deficits and trauma history. However, very
few studies investigated the individual characteristics of psychodynamic
psychotherapy with these children.

• Child Psychotherapy Q-Set7 is a coding system adapted from Psychotherapy
Process Q-Set (PQS)8 that assesses the characteristics of a psychotherapy
session taking into account therapist and child behaviors as well as their
interactions.

• CPQ has also been used to identify interaction structures (IS), which are
“repeated, mutually influencing interactions between analyst and patient
that are a fundamental aspect of therapeutic action”.9

• IS refers to clusters of items that emerge characterizing the course of
treatment and specifically identify unique dyadic processes that operate in
each psychotherapy.10

• In the case of child psychodynamic psychotherapy, IS have been identified
in a series of single-case studies with Asperger’s disorder, borderline
personality disorder, adjustment disorder, depressive and anxiety disorders,
and disruptive mood dysregulation disorder.11,12,13,14

Introduction

Aim

The Participant:
• The data comes from the long-term psychodynamic treatment of a 5 years old girl

Turkish girl who was under the government protection due to severe
maltreatment.

• She had been brought to Istanbul Bilgi University Psychological Counseling Center
due to her various problems; such as hyperactivity, excessive crying, oppositional
behaviors, self-harm, fears, unhappiness and inability to play.

• She has undergone long-term psychodynamic child psychotherapy informed with
mentalization principles for 52 individual play sessions.

• The aim of the current study is to identify IS, investigate their trend and
associations with the symptomatic improvement in psychodynamic
psychotherapy process of an institutionalized child with severe
maltreatment history.

• Significant findings of the current study would contribute to the literature in
developing a treatment model for children in institutional care, emphasizing
the dynamic interactions between the psychotherapist and the child.

Method
Instruments:
• The Child Psychotherapy Q-Set (CPQ)7: CPQ consists of 100 items assessing child’s

behavior, therapist’s behaviors and their interaction. Raters q-sort items into nine
categories based on the degree to which each item is characteristic of the session.7 All
individual play sessions were coded with CPQ (N=52) for identifying IS. 20 percent of
the sessions provided inter-rater reliabilities ranging from 0.75 to 0.93.

• The Child Behavior Checklist (CBCL)15: CBCL is a commonly used reliable scale
developed for identifying behavioral problems in children. CBCL total problems was
used to assess symptoms before and after the treatment.

• The Brief Problem Monitor – Parent Form (BPM-P)16: BPM is a short version of CBCL
developed for scanning behavioral problems. BPM was used to assess symptoms
during the treatment for every 4 sessions. 12 assessments were made over the course
of treatment.

Results

DiscussionData Analytic Strategy
• Reliable Change Index (RCI): RCI was used as a measure of

change between the CBCL Total Problems before and after the
therapy. To calculate RCI, the post-test score was subtracted
from the pre-test score and divided by the standard error of the
instrument, values greater than 1.96 indicate a reliable change
(p < 0.05).17

• Principle Components Analysis with Varimax Rotation (PCA): PCA
was used as means of identifying IS which are the groups of CPQ
items derived from factor analytic techniques.10, 14 IS scores were
calculated by taking the means of CPQ items with factor loadings
greater than 0.5.18

• Growth Curve Estimation: Linear growth curves were estimated
to investigate the trends of IS and change in BPM Total Problems
over the course of treatment.

• Simulation modeling analysis (SMA): SMA is a statistical method
of testing cross-lagged correlations of variables in brief time
series19 and has been previously applied to psychotherapy
research in the study of IS.20 In this study, SMA was used to
assess time-lagged associations between IS and BPM Total
Problems.

Table 1. Total variance explained, internal consistency, and descriptive statistics of IS scores.
Interaction 
Structure

% of 
Variance

Cumulative 
%

Reliability 
(a) Mean SD Minimum Maximum

IS 1 10.19 10.19 .89 5.32 .99 3.56 7.06
IS 2 8.37 18.55 .82 4.23 1.08 2.56 6.63
IS 3 7.18 25.73 .75 6.44 1.05 2.86 7.86
IS 4 6.87 32.59 .73 2.98 .90 1.67 5.25

Symptomatic Improvement
• RCI for CBCL Total Problems was 11.58 indicating a clinically

significant decrease in total problems. Pre and post raw scores
of CBCL Total Problems were 101 and 4 respectively.

• There was a linear decrease in symptoms (b = -2.96; p < 0.001).

Interaction Structures and Symptomatic Improvement
• IS1 and Total Problems: Cross-lagged correlation was significant at –1 lag (r=-.51; p=.034) and +1 Lag (r=-.52; p=0.045); meaning that an increase

IS1 preceded a decrease in BPM Total Problems; and a decrease in BPM Total Problems preceded an increase in IS1.
• IS4 and Total Problems: Cross-lagged correlation was significant at –3 lag (r=.50; p=.018) and -2 Lag (r=.51; p=0.029); meaning that a decrease IS4

preceded a decrease in BPM Total Problems.

Interaction Structures (IS)
Ø IS 1: Confident psychotherapist and child working through without direct verbal
interventions e.g. “Therapist is confident, self-assured”(0.62); “Therapist clarifies, restates, or
rephrases child’s communication”(-0.84).

Ø IS 2: Therapist-Child Misattunement e.g. “Child conveys or expresses mixed or conflicted
feelings about the therapist”(0.72);“Therapist and child demonstrate a shared vocabulary or
understanding when referring to events or feelings”(-0.59)

Ø IS 3: Affectively involved dyadic play e.g. “Child draws therapist into play”(0.67); “Child
communicates without affect”(-0.54)

Ø IS 4: Therapist refraining from working with feelings e.g. “Therapist emphasizes feelings
to help child experience them more deeply”(-0.67); “Therapist comments on changes in child’s
mood or affect”(-0.54)

• IS1 showed an increasing linear growth (b = 0.49; p < 0.001),and IS4 showed a decreasing
trend (b = -0.006; p = 0.045).

IS1

IS4
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• IS1 (Confident psychotherapist and child working through
without direct verbal interventions) refers to a secure and
working therapeutic relationship characterized by the
therapist’s confident, perceptive and non-intrusive attitude
and the child’s willingness to explore her issues. These
characteristics increased over the course of treatment.

• The bidirectional cross-lagged associations with BPM Total
Problems indicate that the unique interaction captured by
the IS1 is associated with a subsequent decrease in
symptoms while a decrease in symptoms is associated
with a subsequent increase in the IS1.

• IS2 (Therapist-Child Misattunement) refers to the child’s
ambivalent attitude towards the therapist and reluctance
to engage in therapeutic work especially rejecting or
ignoring the therapist’s interventions. This IS didn’t show
statistically significant change over the course of
treatment.

• IS3 (Affectively involved dyadic play) refers to child’s
expressive dyadic play with the therapist and the
therapist’s non-directive attitude. Scores of IS3 was
relatively higher compared to other IS and didn’t show
significant change.

• IS4 (Therapist refraining from working with feelings)
refers to therapist’s reluctance to make affect focused
interventions, which decreased over the course of
treatment.

• Furthermore, a decrease in therapist’s refrainment from
working with feelings is associated with a decrease in BPM
Total Problems.

Implications:
• Therapist’s provision of a secure environment with a

confident attitude, her sharing the child’s feelings but not
intruding into the child’s subjective experience with direct
verbal interventions are related with this child’s expression
and exploration of affects and symptomatic improvement.

• IS1 and IS4 are also related to adopting the mentalizing
stance where the therapist initially provides a holding
environment21 for the child’s experiences with an
accepting attitude and gradually makes affect-focused
interventions to help the child gain awareness of her
internal world and feelings. These interventions may be
especially indicated for children with a history of trauma
and mental process deficits.22

Limitation:
• The current study is based on a detailed investigation of a

single case; however, results need to be replicated with
other children with a history of maltreatment.
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