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ABSTRACT 

 

The transition from childhood to adolescence coincides with an increase in anxiety, a peak in 

somatic complaints, and a post-pubertal rise in depression by mid-adolescence, particularly 

for girls. For those affected, internalising difficulties result in considerable stress and 

impairment for the young person even if symptoms do not reach criteria for clinical 

diagnosis. Up to 50% of all adult psychological disorders have their onset during 

adolescence, highlighting the importance of identifying methods of prevention that are 

evidence-based. Emotional competence has been found to be an important protective factor 

for healthy social, emotional, and behavioural functioning. Both adolescents and adults with 

internalising difficulties show deficits in aspects of emotional competence. Research in child 

development suggests that parents’ emotional competence and emotion socialisation practices 

are related to children’s emotional functioning, including child internalising difficulties. This 

research has not yet been translated into intervention or prevention programs targeting 

parents of adolescents. The current study examined the efficacy of the Tuning in to Teens 

parenting program in improving emotion socialisation practices in parents of pre-adolescents 

and in measuring the impact on youth internalising difficulties. Grounded in emotion 

socialisation theory, this program teaches parents skills in responding to emotions in ways 

that enhance emotional competence in the young person, while also improving parent-youth 

communication and connectedness. A group-randomised control design was used where 

participants were recruited from schools and randomised into intervention and control 

conditions. Data were collected from 225 parents and 224 youth during the young person’s 

final year of elementary school (6
th

 grade) and again, 10 months later in their first year of 

secondary school (7
th

 grade). The thesis includes three studies. Study 1 reports the results of 

multilevel analyses, which showed participation in Tuning in to Teens resulted in significant 

improvements in parental emotion socialisation and reductions in youth internalising 

difficulties for the intervention condition. Study 2 examined moderators and mediators of 

program outcome. Results showed greater program effects for intervention subgroups with 

high pre-intervention difficulties. Parental education, income, parental internalising 

difficulties, parental difficulties in emotion awareness and regulation, and attendance rate did 

not moderate program effects. Mediation analyses supported emotion socialisation theory and 

showed parents who participated in the Tuning in to Teens parenting program reported 

improvements in emotion socialisation, which in turn was related to reductions in youth 
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internalising difficulties. Study 3 investigated the relationship between parent emotion 

socialisation and youth somatic complaints. The study extended the literature on somatic 

complaints by being the first to consider parents’ emotional competence and emotion 

socialisation practices as predictors of youth somatic complaints alongside parents’ own 

somatic complaints. Results indicated that changes in parents’ awareness and regulation of 

emotion and emotion socialisation practices resulted in reduced youth somatic complaints. 

These findings have important implications for current aetiological models of somatic 

complaints and provide support for using an emotion-focused approach to enhance current 

treatment models of youth somatic complaints. A significant contribution of this thesis is that 

it presents the first randomised control trial evaluation of a parenting program that utilises 

research linking parents’ emotion socialisation with young people’s mental health, applying it 

in practice with a sample of parents of pre-adolescents. The research findings provide support 

for emotion socialisation theory and for using an emotion focused parenting program to 

prevent internalising difficulties in early adolescence.  
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PREFACE 

 

This thesis is composed of three journal articles, which are preceded by an 

introductory chapter of a review of the literature and followed by a general conclusion. The 

journal articles are each authored by Christiane E. Kehoe, Sophie S. Havighurst, and Ann E. 

Harley. All materials presented in the journal articles, including the literature review, method, 

analyses, and discussion of the findings were originally conducted and written by Christiane 

Kehoe. Her supervisor (Dr Sophie Havighurst) provided advice. Ann Harley contributed by 

providing assistance with participant recruitment, data collection, and proof-reading of the 

final documents. Dr Carol Hulbert (second supervisor) provided assistance with proof-

reading of the final documents for Study 2 and 3. The material presented in Study 1 is 

published in the journal Social Development titled ‘Tuning in to Teens: Improving parent 

emotion socialisation to reduce youth internalising difficulties’. The material in Study 2 has 

been submitted and is currently under review. The material in Study 3 has been accepted for 

publication in Journal of Early Adolescence, titled ‘Somatic complaints in early adolescence: 

The role of parents’ emotion socialisation’. The findings presented this thesis were also used 

to refine the intervention, Tuning in to Teens, which was published as a program manual in 

2012: Tuning in to Teens: Emotionally intelligent parenting. Program manual. Melbourne: 

The University of Melbourne (authored by: Havighurst, S. S., Harley, A., Kehoe, C. E., & 

Pizarro, E). In addition, the findings in Study 1 have been compiled and presented by 

Christiane Kehoe at three conferences: The 27
th

 International Congress of Applied 

Psychology in Melbourne (July 2010) (‘Tuning in to Teens: Preliminary findings from a 

community efficacy trial with a sample of pre-adolescent children and their parents’); 2) The 

15
th

 European Conference in Developmental Psychology in Bergen (August 2011) (‘Tuning 

in to Teens: Examining the efficacy of an emotion-focused parenting intervention in reducing 

pre-adolescents' internalising problems’); and 3) the 28
th

 International Congress of Applied 

Psychology in Paris (July 2014) (‘Examining the efficacy of an emotion-focused parenting 

intervention in reducing pre-adolescents’ internalising and externalising problems’), where 

the overall findings from the thesis, including material from all three studies, were presented. 
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CHAPTER 1: INTRODUCTION 

Adolescence is a period of vulnerability, change and adjustment for both the young person 

and their parents. For many youth feelings of anxiety, fear, sadness, and depression increase 

during this time. The way in which adolescents manage these feelings varies, but frequent or 

intense experience of negative emotions is challenging, making the young person more 

vulnerable to developing clinical level difficulties. Some young people internalise these 

feelings and present with problems of anxiety and depression, while for others, prolonged 

experiences of internalised negative emotions may manifest as somatic complaints, or 

‘medically unexplained pain symptoms’ (e.g., recurrent headaches or stomach aches without 

any specific organic reason). Anxiety, depression and somatic complaints represent three 

areas of internalising difficulties that are the most commonly occurring mental health 

difficulties in children and adolescents (e.g., Bongers, Koot, van der Ende, & Verhulst, 2003; 

Boyd, Gullone, Kostanski, Ollendick, & Shek, 2000; Campo, 2012; Hankin et al., 1998). 

Their presence has also been associated with a range of other psychological problems, 

including interpersonal difficulties (Garber, 2006), peer victimisation, school absences 

(Hoglund, Lalonde, & Leadbeater, 2008) and suicide (Belfer, 2008; Saarinen, Hintikka, & 

Lehtonen, 1998; Thomas & McGabe, 1980). If internalising difficulties remain untreated or 

undertreated, they are associated with significant impairment across the life course, place 

considerable burden on families, and have great societal costs (Angold et al., 1998; Belfer, 

2008; Kessler, Avenevoli, & Ries Merikangas, 2001; Mathers, Fat, & Boerma, 2008; 

Sheehan, 2002). Identifying the causal mechanisms involved and exploring what can be done 

to alter these is therefore a major empirical challenge.  

The last two decades have seen an increased interest in the role of emotional 

processes in children’s normal and atypical development. A central feature of internalising 

difficulties is disordered mood or emotion, and both adults and youth with internalising 

difficulties have been found to have unique patterns of emotional competence related to both 

negative and positive emotions (Berking & Wupperman, 2012; Hannesdottir & Ollendick, 

2007; Southam-Gerow & Kendall, 2002). The literature has highlighted that the ability to 

recognise, understand and regulate emotional experience and expression (aspects of 

emotional competence) are important protective factors for children’s healthy social-, 

emotional-, and behavioural functioning (Berking & Wupperman, 2012; Hannesdottir & 

Ollendick, 2007; Southam-Gerow & Kendall, 2002). Several researchers and clinicians have 
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suggested targeting emotional competence to prevent mental health difficulties (Gottman, 

Katz, & Hooven, 1997; Greenberg, Domitrovich, & Bumbarger, 2000; Hannesdottir & 

Ollendick, 2007; Smyth & Arigo, 2009; Southam-Gerow & Kendall, 2002), and this has led 

to the development of universal preventive interventions that aim to promote children’s 

emotional competence. Such interventions have mostly been implemented in schools (see 

Durlak, Weissberg, Dymnicki, Taylor, & Schellinger, 2011 for a review). Yet, despite 

positive outcomes, effect sizes related to the improvement of emotion competence or 

internalising difficulties for emotion-focused school interventions are typically small, 

especially for older children (Durlak et al., 2011).  

Larger effect sizes have been obtained when children’s emotional competence has 

been targeted via emotion-focused parenting programs (e.g.,Havighurst, Wilson, Harley, 

Prior, & Kehoe, 2010). Emotion-focused parenting programs are based on emotion 

socialisation theory and posit that emotional competence is influenced by parents’ modelling 

of emotions, parents’ contingent reactions to children’s emotion expression and parents’ 

discussions and coaching of emotions (i.e., emotion socialization practices; Morris, Silk, 

Steinberg, Myers, & Robinson, 2007). Parents’ lack of awareness of emotions or difficulties 

regulating emotions place them at risk for engaging in unsupportive, or punitive socialisation 

practices (Maliken & Katz, 2013). In turn, unsupportive practices dismiss children’s emotions 

and impact negatively on emotional development (Maliken & Katz, 2013; Morris et al., 

2007). Therefore, emotion-focused parenting programs aim to enhance parents’ own 

emotional competence and improve the way parents respond to their children’s emotions. To 

date, the focus has been on early childhood, and it is currently not known whether this 

approach remains beneficial for improving emotion socialisation in parents’ of adolescents. 

In addition, it is not known if emotion-focused parenting programs are efficacious in reducing 

internalising difficulties.  

There are several reasons why emotion-focused parenting interventions may remain 

relevant for parents of adolescents. First, emotional competencies continue to develop and 

consolidate throughout the adolescent years (Rosenblum & Lewis, 2003), and parents remain 

important in shaping these skills (Katz, Maliken, & Stettler, 2012; Morris et al., 2007). 

Second, adolescents face a number of potential risk factors that may undermine their 

emotional wellbeing. For example, the young person experiences many biological, 

psychological and social role changes, often alongside having to manage school- or peer-

related stresses (Steinberg & Morris, 2001). It is a period that is characterised by changes in 



3 
 

reward sensitivity, which is related to both lower positive arousal and increased reward 

seeking (Galván, 2010; Steinberg, 2004, 2007). There is an increased striving for autonomy 

(including exploration of identity), and strong interest in social and romantic relationships 

external to the family (Blakemore & Mills, 2014; Collins, Welsh, & Furman, 2009). These 

factors, coupled with heightened sensitivity to socio-cultural signals in the environment are 

inevitably linked to strong emotional experiences (Blakemore & Mills, 2014). Conflicts with 

parents peak in frequency during early adolescence, which can place additional strain on 

parent-adolescent relationships and parents’ and adolescents’ wellbeing (Smetana, 2011). 

When a positive relationship exists, parents continue to play a role in helping the young 

person navigate these challenges. 

Research indicates that up to 50% of all adult psychological disorders have their onset 

during adolescence (Belfer, 2008). Parenting interventions that reduce risk factors and 

strengthen protective factors related to adolescent adaptive emotional functioning may 

therefore be an important strategy to prevent more serious difficulties (Sandler, Schoenfelder, 

Wolchik, & MacKinnon, 2011). Parents are in an optimal position to teach their adolescents 

about emotion regulation strategies, not only via modeling adaptive strategies themselves but 

also by engaging in discussions about different ways of managing emotions. Better emotion 

regulation, including a larger repertoire of strategies is thought to be protective during times 

of stress and transition (Lougheed & Hollenstein, 2012; Masten, 2004) and skills developed 

during adolescence are likely to underpin adult emotional functioning (Rosenblum & Lewis, 

2003). Improving such skills in parents is also thought to lead to healthier, more supportive 

emotional comunication in the family (Gottman et al., 1997). There is evidence that many 

adolescents who struggle with internalising difficulties do not access treatment (Yap, 

Reavley, & Jorm, 2013), and universal parenting interventions may offer an opportunity to 

capture this population. Currently, few programs target parents of adolescents, however, and 

those that do, rarely focus on improving parent-adolescent emotional communication to foster 

healthy affective development. 

One such intervention that addresses a number of risk and protective factors found 

related to internalising difficulties is Tuning in to Teens (TINT; Havighurst, Harley, Kehoe, 

& Pizarro, 2012), a parenting program that teaches parents skills in understanding and 

regulating emotions for themselves and in their parenting of their young person. This thesis 

aims to examine the efficacy of TINT in reducing adolescent internalising difficulties in a 

general population sample across the transition to secondary school. The TINT program 



4 
 

(Havighurst et al., 2012) was adapted from the Tuning in to Kids (TIK) program (Havighurst 

& Harley, 2007) and required evaluation to establish its efficacy. In addition, because 

emotion-focused parenting programs are a relatively novel approach to working with parents, 

little is known regarding who may most benefit from this approach, or how emotion-focused 

parenting programs contribute to changes in youth outcomes. Therefore, this thesis also aims 

to investigate moderators of intervention effects (i.e., for whom and under what conditions is 

the TINT program effective) and mediators through which the program may have an impact 

on youth internalising difficulties (i.e., why and how the TINT program might be efficacious). 

This can help inform clinicians and researchers as to who would most or least benefit from 

this intervention and identify key target variables that contribute to intervention changes 

(Kraemer, Wilson, Fairburn, & Agras, 2002). In turn, such information can be used to refine 

and strengthen the program. 
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CHAPTER 2 LITERATURE REVIEW 

This chapter is a review of the literature that will assess the empirical basis for why an 

emotion-focused parenting program may be beneficial for promoting adolescents’ healthy 

affective functioning and preventing more serious internalising difficulties. The chapter 

opens with a brief description of developmental theory as the overall theoretical framework 

for this thesis. The literature review begins with a section on adolescent development, 

including a description of the biological, psychological, and social changes, and their impact 

on adolescent emotional functioning and the parent-adolescent relationship. Second, normal 

emotional development during adolescence is described followed by a review of evidence 

which describes how deficits in emotional competence are related to youth internalising 

difficulties. Third, the role of parents in promoting emotional competence in adolescence is 

described via consideration of several theoretical models of parenting, including emotion 

socialisation theory, attachment theory, social learning theory, and mindfulness theory. This 

section finishes by considering parental emotional competence as an important determinant 

of parenting practices. Fourth, a review of the efficacy of universal parenting interventions in 

preventing or reducing internalising difficulties in adolescents is provided, including 

limitations of these interventions. Fifth, a brief review of the efficacy of emotion-focused 

parenting intervention follows. Finally, the research objectives are summarised.  

2.1 A Developmental Psychopathology Perspective 

Adolescence is a time of rapid change in biology, psychological development and 

social relationships. Changes in the parent child-relationship also occur during this time 

(Steinberg, 2000) and the successful balancing and reorganising of this relationship plays a 

critical role in healthy development (Diamond & Stern, 2003). Ruptures in parent-youth 

relationships and maladaptive parental emotion socialisation have been found to be 

particularly problematic with regards to adolescents’ affective development (Klimes-Dougan 

et al., 2007; Steinberg, 2000), with psychopathology (including internalising disorders) often 

emerging during this developmental stage (Belfer, 2008). These factors make this a time 

when a developmental psychopathology perspective may offer a particularly relevant 

framework for understanding the continuum between normal and abnormal adjustment 

(Cicchetti & Rogosch, 2002; Hankin et al., 1998).  



6 
 

Developmental psychopathology offers an integrative theoretical framework for 

studying internalising difficulties through a developmental lens (Beck, 2008; Cicchetti & 

Cohen, 1995a, 1995b; Cicchetti & Rogosch, 2002; Cicchetti, Rogosch, & Toth, 1992; 

Kazdin, Kraemer, Kessler, Kupfer, & Offord, 1997; Sroufe & Rutter, 1984). This perspective 

views psychopathology on a continuum, from normal to disordered and focuses on risk and 

protective factors that are known to influence the severity, trajectory and prognosis of mental 

health difficulties. For example, studies have consistently shown considerable overlap 

between parental and child/youth internalising disorders (Piche, Bergeron, Cyr, & 

Berthiaume, 2011). That is, parental anxiety is common in parents of anxious youth 

(Cartwright-Hatton, McNicol, & Doubleday, 2006; Ginsburg & Schlossberg, 2002), parental 

depression is common in parents of depressed youth (Goodman, 2007; Lovejoy, Graczyk, 

O'Hare, & Neuman, 2000), and parental somatic complaints are common in parents of youth 

with somatic complaints (Gilleland, Suveg, Jacob, & Thomassin, 2009). Although this link is 

well established, what is less understood is the process via which the transmission of 

internalising difficulties occurs. Understanding developmental processes in non-clinical 

samples, where varying levels of severity with regards to parental or youth internalising 

difficulties may be present, is seen as necessary to provide guidance on the risk and 

protective factors that should be targeted in intervention and prevention programs (Beck, 

2008; Cicchetti & Hinshaw, 2002). Therefore, developmental psychopathology theorists have 

advocated the use of general population samples, as an optimal approach to investigating risk 

and protective factors or mechanisms (Beck, 2008; Cicchetti & Hinshaw, 2002). 

There are several risk factors implicated in the development of internalising 

difficulties. These include, but are not restricted to, child/youth characteristics (e.g., 

temperament, gender, emotional competence, coping skills), parent characteristics (e.g., 

parental psychopathology, emotional competence), parenting (e.g., overcontrolling/ 

enmeshed/overprotective parenting; emotion dismissive practices), familial factors (e.g., 

attachment, family cohesion, family conflict) and extra-familial factors (e.g., life stressors, 

transitions)(Bayer, Sanson, & Hemphill, 2009; Beck, 2008; Cicchetti et al., 1992; Cole & 

Hall, 2008; Izard, Youngstrom, Fine, Mostow, & Trentacosta, 2006; Zahn-Waxler, Klimes-

Dougan, & Slattery, 2000; Zahn-Waxler, Shirtcliff, & Marceau, 2008). Garber (2006, p. 104) 

distinguished between risk factors (defined as antecedents that increase the probability of an 

outcome over the population base rate) and risk mechanisms (defined as the intervening paths 

that link the risk factor to the outcome of interest) and argues that some risk factors are not 
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changeable (e.g., gender, genotype) and some are changeable (e.g., parental internalising 

difficulties, parenting) and may be targeted via interventions. The development of 

internalising difficulties involves complex interactions between parental and child 

characteristics; as well as child-environment interactions. Therefore, changing a single risk 

factor is not thought to be sufficient to prevent disorders. Instead, multiple risk factors as well 

as risk mechanisms must be targeted to increase the potency of intervention or prevention 

programs (Garber, 2006; Kazdin et al., 1997).  

Of particular interest in this thesis is therefore parent emotional competence and 

emotion socialisation practices as factors which may precipitate, exacerbate, or buffer the 

development of youth internalising difficulties. TIK has been found to improve parental 

emotion socialisation and child emotional competence when delivered to parents of younger 

children (Havighurst, Wilson, Harley, & Prior, 2009; Havighurst et al., 2010). Examining the 

efficacy of an adaptation of this program (TINT; Havighurst et al., 2012) in reducing 

internalising difficulties across transition to adolescence will allow direct examination of the 

trajectory for youth whose parents did and those who did not improve these aspects of 

parenting. 

2.2 Adolescence – Transitions as Times of Risk 

There are several developmental processes that render adolescence a time of 

vulnerability. Adolescence itself is defined as a transition phase between childhood and 

adulthood, when new cognitive, social and physiological experience more closely resembles 

that of adults; yet, due to their novelty these experiences are often anxiety inducing and more 

likely to have an emotional impact on the young person (Dahl, 2004; Rosenblum & Lewis, 

2003; Spear, 2000; Steinberg & Morris, 2001). The onset of adolescence is typically 

characterised by the beginnings of pubertal maturation, which starts between 9 and 12 years 

(on average 1-2 years earlier in girls), showing considerable variability in onset (Dahl, 2004). 

Research has found that from middle childhood to mid-adolescence there is a decline in self-

reported average daily positive mood (such as happiness) and an increase in negative mood 

(especially for girls) when more extreme emotion states are commonly perceived (see 

Rosenblum & Lewis, 2003 for a review). As children move into adolescence and face 

biological, psychological, and social role changes, there is a dramatic increase in internalising 

disorders (Angold & Rutter, 1992; Avenevoli & Steinberg, 2002; Hankin et al., 1998; Kessler 
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et al., 2005; Walker, 2002). Somatic complaints peak during early adolescence (Campo & 

Fritsch, 1994), anxiety continues to increase, and there is a post-pubertal rise in depression by 

mid-adolescence, particularly for girls (Hankin et al., 1998; Kessler et al., 2005). Indeed, 

whilst externalising difficulties appear to peak during adolescence and are followed by a 

decline, there is a continued increase in internalising difficulties during and beyond the 

adolescent years (Avenevoli & Steinberg, 2002; Bongers et al., 2003).  

In early and mid adolescence developmental changes are particularly rapid, and are 

thought to be influenced by complex interrelations between genetic, familial and non-familial 

factors (Steinberg & Morris, 2001). Psychological problems often intensify or arise during 

transition periods, particularly if several stressful transition points (e.g., change of school, 

puberty, parental divorce) occur at the one time (Dahl, 2004; Graber & Brooks-Gunn, 1996; 

Masten, 2004; Spear, 2000). Adolescents who report more intense and labile emotions and 

who experience difficulties regulating those emotions may be particularly vulnerable to 

developing internalising disorders during this transition time (Masten, 2004; Silk, Steinberg, 

& Sheffield Morris, 2003). Adaptive emotion regulation and/or a supportive parent who can 

help the young person manage strong emotions are thought to be important protective factors 

(Masten, 2004; Shaffer, Suveg, Thomassin, & Bradbury, 2012). The following sections will 

examine the reasons for increased vulnerability during adolescence, including how changes 

during this time impact the young persons’ key protective factors such as the capacity to 

regulate emotions and the relationship with their parents. 

2.2.1 Biological Changes 

Hormonal changes related to the onset of puberty are considered partly responsible for 

the rise in psychological difficulties, although their direct effect on adolescent behaviour is 

believed to be relatively minimal (Steinberg, 2008). Relations between puberty and mood are 

stronger during the early adolescent years (Steinberg & Morris, 2001) when elevated 

secretion of gonadal steroid hormones influence both reproductive maturation and brain 

functioning (Brown & Spencer, 2013; Sisk & Zehr, 2005). Therefore, in addition to the more 

obvious physical changes, the onset of puberty is thought to affect adolescent mood and 

behaviour via promoting dynamic changes, both structural and functional, in cortical and sub-

cortical brain regions. The functional changes during this time also affect the dopaminergic 

system, which is implicated in affect arousal, regulation and motivation (Steinberg, 2008). 

Specifically, these changes impact on dopamine release, but also result in lower base levels of 

dopamine. Therefore, when compared to younger or older adults, adolescents show deficits in 



9 
 

the activity of motivational circuitry (i.e., perceive less pleasure in the same positive 

situation) and need more intense or more frequent reward stimuli to receive the same 

activation (i.e., feel the same level of pleasure) as their adult counterparts, creating greater 

vulnerability for experiencing low mood or engaging in risk taking behaviours (Galván, 

2010; Steinberg, 2008). 

Peaking in early adolescence, substantial structural growth (i.e., formation of many 

new cells and connections in cortical and sub-cortical brain regions) also occurs, followed by 

synaptic pruning and the laying down of myelin, which is thought to facilitate processing 

speed and the flow of information between the new cells and connections (Giedd et al., 1999; 

Paus, 2010; Tamnes et al., 2013). The structural changes occur in an imbalanced way, with 

later development occurring in the pre-frontal compared to sub-cortical regions (Casey, 

Jones, & Somerville, 2011). This imbalance is thought to create vulnerability during this 

time, because teens experience stronger activation in the subcortical regions involved in 

desire and fear, while delayed development in the pre-frontal areas (implicated in emotion 

regulation, perspective taking and affective processing of facial displays ) means that these 

capacities are not fully matured until the young person is well into their twenties (Blakemore 

& Mills, 2014; Galván, Van Leijenhorst, & McGlennen, 2012; Lenroot & Giedd, 2006; 

McCormick & Mathews, 2010).  

These changes, although deemed adaptive, create several vulnerabilities. For example, 

because connectivity between sub-cortical and cortical brain regions is slowed, adolescents 

are more vulnerable to becoming overwhelmed by strong emotional experience (Steinberg, 

2008). This is thought to be particularly so for adolescents with an anxious or reactive 

temperament (Spear, 2009) or those who experience multiple risks/stressors at the one time 

(Graber & Brooks-Gunn, 1996; Masten, 2004; Shapero & Steinberg, 2013). However, even 

in general population samples, adolescents report experiencing emotions at higher intensity 

when compared to children or adults (Flannery, Montemayor, Eberly, & Torquati 1993). 

Another reason for increased vulnerability is that the brain and neuro-endocrine systems are 

more vulnerable to the effects of stress at this time, due to their sensitivity to adrenal 

hormones (Brown & Spencer, 2013; Sisk & Zehr, 2005). Although greater sensitivity to 

stress and emotional stimuli is thought to facilitate adaptive responses, including enhanced 

affective processing (Spear, 2009), the effect of stress on the brain is also related to neural 

changes (e.g., excessive pruning) that create greater vulnerability to mental health difficulties 

(Perlman, Webster, Herman, Kleinman, & Weickert, 2007). Finally, the timing of puberty-
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related changes has been implicated in increased vulnerability to internalising symptoms. For 

example, research indicates that although early sexual maturation can result in greater 

popularity and higher self-esteem for both boys and girls, it also places them at greater risk 

for psychological difficulties, including the experience of shame and depression (especially 

for girls; e.g.,  Ge, Conger, & Elder, 2001; Rosenblum & Lewis, 2003), particularly when 

coupled with stressful family relations (Rudolph & Troop-Gordon, 2010).  

The changes in the brain also coincide with a period of tremendous physical growth, 

which can cause growing pains and tiredness and place additional strain on adolescent 

emotional functioning (Herrman, 2005). This rate of growth is paralleled only by growth in 

the first three years of life. During early adolescence, however, there is less opportunity for 

sleep. This is partly due to school and extra-curricular activities, but is related also to changes 

in the release of the hormone melatonin, which is thought to be released much later during 

the evening and can contribute to adolescents finding it difficult to fall asleep (Crowley, 

Acebo, & Carskadon, 2007). Consequently, adolescents sleep less than children and adults, 

show more variability in sleep patterns (less during week, more on weekends), and are more 

tired during the day (see Herrman, 2005 for a review). It is possible that the presence of 

internalising difficulties may exacerbate difficulties falling asleep, and the resulting sleep 

debt may make the young person more vulnerable to emotion dysregulation. In support of 

this, one study with a large community sample (n= 1014) of adolescents aged 13-16 found 

that anxiety preceded bouts of insomnia, and although prior insomnia was not associated with 

the onset of anxiety, it preceded the onset of depressive episodes. Similarly, in a study with a 

non-clinical sample of youth who completed electronic diary entries every 30 minutes for two 

4-day intervals, high-anxiety-youth reported higher levels of stress, anger and fatigue when 

compared with those with low anxiety (Henker, Whalen, Jamner, & Delfino, 2002). In 

addition, sleep deprivation has been found to be related to maladaptive cognitive functioning 

and behaviour, has adverse consequences for reward processing, and has been linked to 

difficulties in emotion regulation and mood disorders (Dahl & Lewin, 2002; Galván et al., 

2012; Gregory & Sadeh, 2012; Robillard et al., 2013). In summary, the onset of puberty, the 

resulting structural and functional changes in the brain, coupled with immense physical 

growth leaves adolescents sleep deprived, exhausted and emotionally labile. Adolescents with 

additional risk factors, such as poor emotion regulation skills, may be particularly vulnerable 

to the negative effect of these changes on emotional functioning. 
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2.2.2 Psychological Changes 

With increasing cognitive capabilities, the mind of the adolescent becomes more self-

directed and increasingly capable of sophisticated reasoning, including more abstract, 

multidimensional, planned and hypothetical thinking (see Steinberg, 2005 for a review). 

Because this increased capacity for reflection heightens self-awareness, adolescents become 

more sensitive to peer (or other) evaluations (Blakemore & Mills, 2014; Moretti & Holland, 

2006). One of the central tasks of adolescence is to establish autonomy and integrate multiple 

perspectives of the self alongside the rapid intra and interpersonal changes (Moretti & 

Holland, 2006). The question ‘am I normal’ becomes a key theme for young adolescents who 

are intent on ‘fitting in’ with norms of their friendship groups and, once adolescent self-

concept become more integrated (late adolescence/early adulthood) occupation with the 

question ‘Who am I?’ reflects more conscious work on identity development, including 

thinking about abilities and career choices (Carr-Gregg & Shale, 2002; Steinberg & Morris, 

2001). Research has indicated that when adolescents perceive discrepancies between their 

actual self, their ideal self and their ought self they experience lower self-esteem and 

heightened distress (especially during mid-adolescence), but that this relationship is buffered 

by autonomy supportive parental practices (Moretti & Holland, 2006). More fluctuations in 

self-esteem are found in early adolescence compared to earlier or later developmental 

periods, highlighting this as a particularly challenging time for youth (Steinberg & Morris, 

2001). Interpersonal context and relationships appear to be especially important for the 

development of a healthy, integrated identity, especially for girls (Moretti & Holland, 2006). 

A healthy self-concept is established within autonomous, yet connected interpersonal 

relations, where parents support the young person’s autonomy, are accepting of emotion 

expressions and remain a ‘secure base’ for their child (Katz & Hunter, 2007; Moretti & 

Holland, 2006; Steinberg, 2010). Part of supporting the young person’s autonomy is to 

support the young person’s changing social relationships. 

2.2.3 Social Changes 

The social world changes rapidly during adolescence and peer relationships play an 

important role in relation to youth emotional functioning (Laursen & Hartl, 2013). As 

children enter adolescence they increasingly turn towards their peers, spend more time alone 

or with peers, and become most susceptible to peer influence by mid adolescence (Dishion & 

Tipsord, 2011; Steinberg & Morris, 2001). During this time adolescent behaviours become 

strongly motivated by peer acceptance and the avoidance of social exclusion (Blakemore & 
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Mills, 2014; Steinberg, 2008). Rejection by peers and peer victimisation have both been 

linked to internalising difficulties; however, having at least one friend and supportive parents 

can reduce the negative effect of these peer experiences on youth mental health (Blakemore 

& Mills, 2014; Steinberg & Morris, 2001). In addition, peer-related contagion effects of 

mood, self harm and suicidal ideation have been found and, although not well understood, are 

thought to impact youth internalising difficulties (Dishion & Tipsord, 2011). Further, the way 

peers respond to each other’s emotion expression has been found to impact on their mental 

health (Klimes-Dougan et al., 2013). Specifically, Klimes-Dougan et al. found, adolescents 

whose friends responded to their emotional expressions in an emotion dismissing manner 

(e.g., making disparaging comments, excluding or responding aggressively) had higher levels 

of internalising problems. Therefore, adolescents’ ability to manage their own and respond to 

their friends emotions effectively may be an important protective factor. Research indicates 

that parents play a key role in their child’s ability to engage in positive peer relationships or 

resist negative peer influence, with adolescents from warm, supportive homes consistently 

showing better social competence and more satisfying and intimate friendships (Steinberg & 

Morris, 2001; Suveg, Jacob, & Payne, 2010). On the other hand, if relationships with parents 

are conflictual or perceived as non-supportive and adolescents perceive a lack of engagement 

with peers (e.g., having to spend weekends with family rather than peers) they have been 

found at increased risk of feeling lonely during adolescence (Laursen & Hartl, 2013).  

2.2.4 Changes in Parent-Youth Relationships 

Given all these developmental changes it is not surprising that early adolescence 

coincides with increases in mood variability (Buchanan & Eccles, 1992), greater experience 

of negative emotionality (Brooks-Gunn, Graber, & Paikoff, 1994), as well as an increase in 

the intensity of negative emotion experience (Flannery et al., 1993). This presents challenges 

for parents who often bear the brunt of their adolescents’ dysregulated reactions, feel 

rejected, bewildered, and helpless in how to respond and report higher levels of stress and 

negative affect during their child’s transition to adolescence (Steinberg, 2000). In turn, 

elevated negative affect may make parents more vulnerable for reacting negatively or 

impulsively, particularly if they view the adolescents’ striving for autonomy as difficult 

behaviour (Dumas, 2005; Grolnick, 2003; Sedlar & Hanson, 2001). Negativity and family 

conflict (characterised by frequent bickering and arguments) occur more frequently during 

parent-youth interactions (especially during early adolescence and around the onset of 

puberty), and, although these are thought to facilitate necessary changes in the parent-youth 
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relationship, including increasing adolescents’ autonomy, they can also place the relationship 

under strain (Holmbeck, Devine, Wasserman, Schellinger, & Tuminello, 2012; Steinberg & 

Morris, 2001). A decline in closeness and a decrease in the amount of time spent with parents 

during early adolescence has been found (Smetana, 2011; Steinberg & Morris, 2001). 

Positive parenting practices have consistently been identified as a protective factor during 

adolescence and are related to more adaptive functioning (Katz & Hunter, 2007; Steinberg, 

2000; Stocker, Richmond, Rhoades, & Kiang, 2007). Close connections with parents 

identified at the beginning of adolescence have generally been found to be maintained 

(Smetana, 2011) and, despite increases in family conflict, by late adolescence (when the 

parent-adolescent relationship is less contentious), family relations have been found to be 

more democratic and more stable (Smetana, 2011; Steinberg & Morris, 2001).  

There may be the opportunity via parenting interventions to strengthen the parent-

adolescent relationship during this time and help parents adjust their role within the 

relationship to allow more democratic relations. Helping parents of adolescents to understand 

the developmental changes and have realistic expectations of the young person may reduce 

parental reactivity and encourage more supportive parenting conducive to adaptive 

development of emotional competencies (Blandon, Calkins, Keane, & O'Brien, 2008; Lorber 

& O'Leary, 2005). By encouraging talk and reflection about emotions and helping the young 

person master challenges, parents may also facilitate environmental experiences that foster 

healthy development of brain regions implicated in emotion regulation (Fields, 2008; Siegel, 

2006).  

2.3 Emotional Competence- A Broad Protective Factor 

It is now well recognised that emotional competence is an important protective factor 

related to wellbeing. Researchers and clinicians have indicated that emotional competence is 

integral to human functioning and human relationships (e.g., Damasio, 1998; Ehrenreich, 

Goldstein, Wright, & Barlow, 2009; Ginott, 1959, 1965; Gottman, Katz, & Hooven, 1996; 

Greenberg, Kusche, & Speltz, 1991; Gross & Munoz, 1995; Halberstadt, Denham, & 

Dunsmore, 2001; Linehan, 1993a, 1993b; Linehan, Bohus, & Thomas, 2007; Sifneos, 1972, 

1973). The definition of emotional competence adopted in this thesis is based on the 

functionalist perspective which views emotions as ‘flexible, contextually bound, and goal-

directed’ (Campos, Mumme, Kermoian, & Campos, 1994, p. 284). From this perspective 
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emotions motivate and guide adaptive functioning (Campos et al., 1994; Frijda, 1986; Kobak 

& Ferenz-Gillies, 1995; Saarni, 1999). Emotional competence is composed of several 

interrelated skills, including the ability to recognize, understand and regulate emotional 

experience and expressiveness in interpersonal and intrapersonal situations (Halberstadt et al., 

2001; Saarni, 1999). In order to function adaptively, the young person requires competence in 

each of these aspects of emotional functioning (Pons, Harris, & de Rosnay, 2004). In 

addition, emotional competencies are closely linked to social competence, with skills in 

experiencing and expressing one’s own emotions and recognizing emotions in others being 

essential for successful communication (Denham, 1998; Halberstadt et al., 2001; Saarni, 

1999). Children have to learn to identify and make sense of emotional experience and 

information, and simultaneously manage their behaviour in accord with social norms and 

their intra personal and interpersonal goals (Campos et al., 1994; Frijda, 1986; Halberstadt et 

al., 2001; Saarni, 1999; Zeman, Cassano, Perry-Parrish, & Stegall, 2006). Development of 

these emotional competencies is thought to occur in sequence (awareness, 

identification/understanding, regulation) and is dependent on biological (e.g., temperament, 

genetic factors, brain maturation) and environmental factors (e.g., parenting, parent-child 

relationship) and their interaction (Halberstadt et al., 2001; Saarni, 1999; Zeman et al., 2006). 

Thus, it is within ongoing, dynamic, social interactions that children’s emotional 

competencies develop and consolidate.  

Building on this research, and in light of findings that highlight that dysfunctional 

emotion regulation underlies most psychopathologies, researchers have argued for targeting 

emotional competence to engage in a more unified approach to preventing or treating mental 

health (Barlow et al., 2010; Dozois, Seeds, & Collins, 2009; Weersing, Rozenman, Maher-

Bridge, & Campo, 2012). That is, rather than engage in diagnosis specific treatment, this 

model highlights a more parsimonious (or ‘transdiagnostic’) approach to treatment or 

prevention by targeting common higher order factors (e.g., emotion regulation) that underlie 

emotional disorders, such as depression, anxiety and somatic complaints (Aldao, Nolen-

Hoeksema, & Schweizer, 2010; Weersing et al., 2012). More recently, Maliken & Katz 

(2013) have argued that this approach may be particularly relevant for parent intervention 

because emotion dysregulation has been found to underlie maladaptive parenting, including 

emotion socialisation. A transdiagnostic model is compatible with developmental 

psychopathology framework because a common risk factor for multiple difficulties can be 

targeted. Therefore, targeting parents’ emotional awareness and regulation may be important 
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for improving parenting, parent-child emotional communication, and preventing internalising 

difficulties across the transition to secondary school. 

The next two subsections will give a brief account of normative adolescent emotional 

development, and are followed by a section which reviews evidence that difficulties in 

emotional competence impact youth emotional functioning and increase the risk for 

internalising difficulties. 

2.3.1 Emotional Development during Adolescence 

The increased cognitive capacities (e.g., abstract thinking, the ability to anticipate 

future events and recall past events, cognitive reframing), that occur as a result of the changes 

in the brain, facilitate increasingly more elaborate interpretation of emotional experiences and 

more sophisticated ways of managing emotions (Pons et al., 2004; Rosenblum & Lewis, 

2003). Many emotional competencies, including knowledge of primary and self-conscious 

emotions are firmly in place by the time the child reaches adolescence (Saarni, 1999). 

Nevertheless, several competencies related to emotional functioning continue to be developed 

and refined. Age differences have been found in children’s and adolescents’ ability to 

recognise, understand, express and regulate emotions. When compared to younger children, 

adolescents are more adept and faster at recognising, naming and understanding complex 

emotions, moving from using primarily external behavioural emotion regulation strategies 

(such as seeking the assistance of a caregiver more common in early and late childhood) to 

internal emotion regulation strategies (such as considering ways of calming onself) (Pons et 

al., 2004; Saarni, 1999; Vetter, Altgassen, Phillips, Mahy, & Kliegel, 2013). From early 

adolescence, the young person can more consistently articulate when they are experiencing 

multiple emotions, including when these are opposite in valence (Rosenblum & Lewis, 

2003). Although more mature cognitive functioning allows adolescents to utilise increasingly 

sophisticated emotion regulation strategies, adolescents use adaptive cognitive strategies 

(e.g., positive re-appraisal, refocus on planning, putting into perspective, acceptance) less 

often when compared with adults (Garnefski, Legerstee, Kraaij, van den Kommer, & Teerds, 

2002). Additionally, facial processing of emotions becomes more accurate and faster in late 

adolescence, as brain regions implicated in the processing of emotions become more mature 

(McClure, 2000; Thomas, De Bellis, Graham, & LaBar, 2007). Further, adolescents become 

more successful at masking emotions, but compared to adults, adolescents report lower self-

efficacy for emotional display control, possibly a reflection of their immature emotion 

regulation capacity when emotions are activated at high intensity (Lougheed & Hollenstein, 
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2012; Rosenblum & Lewis, 2003). Thus, with increasing age emotion regulation 

competencies generally continue to consolidate. Nonetheless, during adolescence there 

remains wide variation in adolescents’ perception of emotions and knowledge of and ability 

to apply emotion regulation strategies (Gullone, Hughes, King, & Tonge, 2010; Lougheed & 

Hollenstein, 2012; Pons et al., 2004; Rosenblum & Lewis, 2003).  

This variation in emotional competence has been attributed to both environmental and 

genetic factors, including gender differences. Pons et al. (2004) examined children’s emotion 

understanding in children aged 4 to 11 years and did not find gender differences. In older 

samples (9-16yrs), however, girls compared to boys have been found to report that they are 

less accepting of emotions, report less emotional clarity, and have greater difficulties 

engaging in goal-oriented behaviour when experiencing distress (Bender, Esbjørn, Reinholdt-

Dunne, & Pons, 2011; Neumann, van Lier, Gratz, & Koot, 2010). Boys, on the other hand, 

have reported greater difficulties with awareness of their own emotions and have shown 

poorer performance when identifying facial expressions of emotions compared to girls 

(Bender et al., 2011; McClure, 2000). Gender differences have also been found in relation to 

emotion regulation strategies. For example, girls have reported less access to emotion 

regulation strategies (Bender et al., 2011; Neumann et al., 2010), are more likely to ruminate 

and suppres anger, and less likely to suppress sadness (Brand & Klimes-Dougan, 2010; 

Gullone et al., 2010; Perry-Parrish & Zeman, 2011; Zahn-Waxler et al., 2008). Finally, girls 

have been found more likely to experience sadness and self-evaluative emotions (e.g., shame, 

guilt, self-directed hostility) that are triggered during interpersonal relations, whereas for 

boys negative emotions are more likely to be triggered by activity and achievement related 

experiences (Rosenblum & Lewis, 2003). These studies suggest that, compared to boys, girls 

are more aware of emotions in themselves and others and have greater difficulties in key 

aspects of emotional competence, including regulating emotions. Similarly, from mid-

adolescence females continue to consistently display higher rates of depression (Costello & 

Angold, 2000; Hankin et al., 1998; Zahn-Waxler et al., 2008), anxiety, and somatic 

complaints, with these differences lasting into adulthood (Campo, 2012; Zahn-Waxler et al., 

2008). The next section examines more specifically the relationship between emotional 

competence and youth internalising difficulties. 

2.3.2 Deficits in Emotional Competence as a Risk Factor for Youth Internalising Difficulties 

A central feature of internalising disorders is disordered mood or emotion (Kovács & 

Devlin, 1998) and the last decade has seen an increased focus on the relation between deficits 
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in emotional competence and mental health problems, including internalising difficulties. For 

example, research within general adult populations indicates that adults with higher levels of 

internalising difficulties report more deficits in emotional competence when compared to 

those with lower levels of internalising difficulties. These include lower emotion awareness 

and acceptance and more maladaptive emotion regulation strategies, such as greater use of 

expressive suppression, low use of cognitive re-appraisal strategies, and higher levels of 

rumination (Berking et al., 2012; Berking & Wupperman, 2012; Marroquín, 2011). Similarly, 

investigations into the relationship between internalising disorders and emotional competence 

in young people have found that compared to non-disordered peers, adolescents with 

internalising problems (i.e., anxiety or depression) are poorer at identifying facial expressions 

of happiness, sadness and disgust (Simonian, Beidel, Turner, Berkes, & Long, 2001), have 

less emotion understanding (Fernández-Berrocal, Alcaide, Extremera, & Pizarro, 2006; 

Southam-Gerow & Kendall, 2000), and are less emotionally aware (Rieffe & De Rooij, 2012; 

Zeman, Shipman, & Suveg, 2002). 

Maladaptive emotion regulation strategies (e.g., suppressing anger) and poorer ability 

to down-regulate sadness or maintain positive emotions have also been found in youth with 

internalising difficulties (Acremont & van der Linden, 2007; Chaplin, 2006; Fernández-

Berrocal et al., 2006; Silk et al., 2003; Suveg & Zeman, 2004; Yap, Allen, & Sheeber, 2007). 

Using an ecological momentary assessment method (via mobile phone entries), Tan et al. 

(2012) investigated in vivo experiences of negative emotion and regulatory strategies of 

anxious and non-anxious youth (aged 9-13 years). They found no difference in momentary 

negative affect experience (i.e., nervousness, sadness, upset) or in the range of emotion 

regulation strategies (acceptance, distraction, avoidance or re-appraisal) between the two 

groups. However, they found that compared with their non-anxious counterparts, anxious 

youth were less able to use cognitive-behavioural emotion regulation strategies (i.e., re-

appraisal), experienced more intense peak negative affect (i.e., nervousness, sadness, upset) 

and more frequent physiological responses. 

In addition, deficits in emotional competence have been found in youth with somatic 

complaints. Preliminary evidence suggests that children who somatise emotional distress 

have particular difficulties with identifying and analysing physical signals that stem from 

emotional arousal (Jellesma, Rieffe, Terwogt, & Kneepkens, 2006; Just et al., 2003; Rieffe, 

Terwogt, & Bosch, 2004; Terwogt, Rieffe, Miers, Jellesma, & Tolland, 2006). They also 

have problems identifying, analysing, expressing, and labelling negative emotions (Ebelling, 
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Moilanen, Linna, & Räsänen, 2001; Rieffe et al., 2007). These difficulties coupled with 

higher negative and less positive mood, as well as more frequent and intense emotions 

(Rieffe et al., 2004; Jellesma et al. 2006; Rieffe et al. 2007), are thought to contribute to 

children’s inability to adaptively regulate negative emotions and to higher levels of somatic 

complaints (Ebelling et al., 2001; Rieffe et al., 2007). It has been suggested that individuals 

who are unaware of emotions may not be able to resolve them and therefore experience 

prolonged heightened physiological arousal which may result in the experience of somatic 

complaints (Lumley, Stettner, & Wehmer, 1996). In support of this suggestion, one study 

found that anxiety and depression mediated the relationship between emotion awareness and 

somatic complaints; and depression mediated the relationship between verbal sharing of 

emotion and somatic complaints in a sample of children age 7-18 years (van der Veek, Nobel, 

& Derkx, 2012). The next section will review evidence of the role of parents in relation to the 

development of adolescents’ emotional functioning.  

2.4 Theoretical Models of Parenting in Relation to the Development of Youth Emotional 

Competence 

Emotional competencies are shaped by factors within the child/adolescent as well as 

socialising influences. Parents play one of the most significant roles in shaping the young 

person’s emotion competence. For this reason, they can also be an important target for 

preventive interventions. The following section will examine the way in which parenting 

influences youth emotional functioning and the development of internalising difficulties. 

One of the most consistent risk factors in relation to the development of serious youth 

internalising difficulties is the role of parental internalising difficulties (Piche et al., 2011). In 

part, the link between parent and youth internalising difficulties has been attributed to genetic 

factors, which are thought to interact with environmental factors, including parenting 

practices (Gregory & Eley, 2007; Rapee, Kennedy, Ingram, Edwards, & Sweeney, 2010; 

Rapee, Schniering, & Hudson 2009; Rothbart, 2007; Rothbart & Ahadi, 1994; Rutter, 2006). 

More recently, research has turned to examining the role of emotional processes in families, 

including the impact of more specific, emotion-related parenting practices on children’s 

normal and atypical development. This research has highlighted that both parents and 

children with internalising difficulties show deficits in areas of emotional competence, and 

that the inter-generational transmission of internalising difficulties may be partly due to 
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maladaptive emotion socialisation. Mothers identified with internalising disorders have been 

found to have fewer and less effective emotion regulation strategies (compared with non-

depressed mothers), as well as difficulties in areas of communication and affective 

involvement (Dix, 1991; Dix & Meuniera, 2009; Hughes & Gullone, 2008; Maliken & Katz, 

2013; Psychogiou & Parry, 2013). Parental socialisation of emotion has been found to be 

uniquely related to emotional communication in the family and, in turn, to children’s and 

adolescents’ emotional functioning (Katz et al., 2012; Morris et al., 2007; Raval & Martini, 

2011). Therefore, several researchers have argued emotional competencies (both parents and 

their children’s) may be important to target in prevention or treatment of internalising 

disorders (Gottman et al., 1997; Greenberg et al., 2000; Hannesdottir & Ollendick, 2007; 

Smyth & Arigo, 2009; Southam-Gerow & Kendall, 2002).  

This chapter now turns to a description of theoretical models of parenting with the 

aim of explaining how parental factors impact affective functioning in youth and which risk 

and protective factors may be useful to target to prevent the development of more serious 

internalising difficulties. The section finishes with a consideration of the role of parental 

emotional competence in relation to adaptive emotion-related parenting. 

2.4.1 Emotion Socialisation Theory 

Parents’ emotion socialisation beliefs and practices have been found to have an 

impact on child and youth emotional competence and internalising difficulties (Eisenberg, 

Cumberland, & Spinrad, 1998; Hunter et al., 2011; Katz et al., 2012; Morris et al., 2007). 

Halberstadt (1998) described emotion socialisation as a ‘vast web’ of complex 

interconnections among various factors and processes, including child characteristics (age, 

sex, temperament), family characteristics, peer relationships, the cultural environment and 

maturation. Emotion socialisation theory (Eisenberg, 1998; Halberstadt, 1998; Halberstadt et 

al., 2001; Morris et al., 2007) employs a tripartite model of familial influences on child and 

adolescent emotional competence. The key aspects of parenting initially considered in this 

tripartite model were parental modelling expression of emotions (Halberstadt, 1986; 

Halberstadt, Crisp, & Eaton, 1999), parental contingent reactions to their children’s emotions 

(Eisenberg, Fabes, & Murphy, 1996; Jones, Eisenberg, Fabes, & MacKinnon, 2002), and 

parental discussions and coaching about emotions (Denham, Cook, & Zoller, 1992; Gottman 

et al., 1996). Parents’ emotional competence and beliefs, thoughts and attitudes about 

emotions (i.e., meta-emotion philosophy) are also now considered as part of this model and 
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thought to influence how parents express or react to their children’s emotion expression 

(Gottman et al., 1997; Halberstadt et al., 2001; Katz et al., 2012). 

Parents are thought to vary widely in the beliefs they hold in regard to emotions and 

their socialisation. That is, some parents may believe it is important to be in touch with 

emotions and to express them in socially appropriate ways, whilst others may believe that 

negative emotions are harmful, should be controlled, not be expressed, and be overcome 

quickly (Gottman et al., 1996, 1997). Gottman and colleagues examined parents’ awareness 

of their own and their child’s emotion, their ability to talk differentially about nuances of 

emotion, and whether parents showed concern about, respect for and acceptance of the 

child’s emotional experience. Based on this research, Gottman et al. classified parents’ 

emotion socialisation styles as either emotion coaching or emotion dismissing. Parents who 

emotion coached responded to their child’s emotion expression in a way that validated the 

child’s emotion experience and involved: 1) becoming aware of the child’s emotion, 

especially if it is at a lower intensity; 2) viewing the child’s emotion as an opportunity for 

intimacy and teaching; 3) communicating understanding and acceptance of emotions with 

empathy; 4) helping the child to use words to describe how they feel; and 5) if necessary, 

assisting them with problem solving. On the other hand, parents who dismissed, matched, 

ignored, or punished their child’s negative emotion expression (i.e., emotion dismissing 

style), often tended to be unaware of or feel uncomfortable with emotions themselves. These 

parents failed to notice emotions underlying statements and behaviours (especially if they 

were of lower emotion intensity), rarely had a detailed emotion vocabulary and tended to 

invalidate the child’s emotion experience (Gottman et al., 1997).  

In a recent review, Katz et al. (Katz et al., 2012) reported on the validity of the meta-

emotion construct and its contribution to emotion socialisation theory. They concluded that: 

1) meta-emotion research highlighted that parents thoughts and feelings about their own 

emotions were related to how they felt about their child’s emotions, and predicted parental 

emotion socialisation behaviours; 2) awareness, acceptance and coaching of emotions were 

measurable component processes of meta-emotion philosophy, and were able to be 

researched as variables within emotion socialisation; and 3) meta-emotion philosophy was 

distinct from warmth and harshness, and uniquely predicted variance in child and youth 

mental health. The conceptual model proposed by Katz et al. in their review highlighted that 

meta-emotion philosophy (encompassing also parents’ awareness, acceptance and coaching 

of emotions) exerts its influence on child/youth psychosocial adjustment via its influence on 

the young person’s emotional competence, in particular awareness, expression and regulation 
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of emotion. Several other researchers have proposed theoretical models that argue emotion 

socialisation impacts on child and youth adjustment via influencing the development of 

emotional competence (Eisenberg, Cumberland, et al., 1998; Halberstadt et al., 2001; Morris 

et al., 2007). Morris et al. (2007) also proposed that parent characteristics (parent reactivity 

and regulation, parental mental health, family history) influenced youth emotional and 

behavioural functioning via observation (e.g., parental modelling, social referencing, emotion 

contagion), parenting practices (e.g., emotion coaching, reactions to emotion) and the family 

emotional climate (e.g., attachment/parenting style, marital relations, expressivity). Child 

characteristics (e.g., sadness and anger reactivity, fearfulness, development) are proposed to 

moderate these relationships.  

The review by Katz et al. (2012) highlighted that the translation of emotion 

socialisation theory from research into practice is in its infancy. While there are emotion-

focused programs emerging for parents of children, there are currently no investigations via 

randomised control trials that test the application of emotion-socialisation theory via 

emotion-focused parenting programs for parents of adolescents. The following section is a 

review of the emotion socialisation literature, which highlights that parents’ emotion 

socialisation continues to influence the young person’s adaptive emotional functioning and 

may therefore be an important factor to target in parenting interventions. 

2.4.1.1 Research Evidence in Support of Emotion Socialisation Theory 

There are several cross-sectional and longitudinal studies which have found that 

parents’ unsupportive or emotion dismissing responses to their adolescents emotions are 

related to lower emotional competence and higher levels of internalising difficulties. This 

relationship has been found using a variety of assessment tools (e.g., observational, structured 

interview, and self-report questionnaires). Supportive responses to the young persons’ 

emotions have been linked less consistently to internalising difficulties, but appear to be more 

beneficial when parents are accepting of the young persons’ emotions, rather than simply 

encouraging emotion expression. 

Using structured interviews to assess parents’ emotion socialisation practices on a 

continuum from emotion dismissing to emotion coaching, Stocker et al. (2007) found that 

mothers’ and fathers’ greater use of emotion coaching strategies (i.e., accepting and 

validating in response to youth expressions of anger and sadness) was associated with lower 

youth internalising difficulties in a sample of 131 youth aged 14-18 years. Using 

observational measurement, Lunkenheimer et al. (Lunkenheimer, Shields, & Cortina, 2007) 
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examined parental coaching (i.e., encouraging emotion expression via questions and 

statements) and dismissing (i.e., critical, punitive or avoiding) of youth positive and negative 

emotions (youth were aged 8-11 years; n = 87). Higher levels of parental emotion dismissing 

were related to lower emotion regulation and higher levels of internalising difficulties. In 

contrast to Stocker et al., (2007) coaching positive or negative emotions was unrelated to 

youth outcomes. However, for parents who both coached and dismissed negative emotions, 

emotion coaching buffered the negative effect of emotion dismissing. In another cross-

sectional study, O’Neill and Magai (2005) used self-report questionnaires and a larger sample 

(n = 161) and investigated parental responses to expression of sadness, anger, fear and shame 

in youth (11-14 years). In particular, they investigated whether global (responses to negative 

emotions in general) or distinct (responses to distinct emotions) dismissive responses to 

emotions or supportive/rewarding responses to emotions (i.e., empathic response, problem 

solving) were related to adolescent internalising difficulties. They found that global 

neglecting (i.e., ignoring emotions) and punishing (i.e., mocking the youth’s emotion 

expression) parental responses were the strongest predictors of youth internalising 

difficulties. Supportive/rewarding responses were, however, unrelated to youth internalising 

difficulties. 

Support for emotion socialisation theory also comes from two cross-sectional studies 

which compared parents of youth with clinical levels of depressive symptoms versus normal 

controls. Katz and Hunter (2007) investigated parents’ emotion socialisation practices in 

families with a sample of adolescents (12-14 years) who were either high (n = 13) or low (n = 

17) in depressive symptomatology. They found that parents in the high depressive group were 

less accepting and more expressive of their own emotions when compared with mothers of 

youth in the low depressive group. Further, mothers’ higher acceptance of their own emotions 

and greater likelihood of expressing emotions was related to lower levels of youth 

internalising difficulties in both the high and the low depression groups. In addition, mothers’ 

greater use of emotion coaching in response to youth anger or sadness expressions was 

associated with less conflict during observed mother-adolescent discussions about recent 

emotional experiences and lower youth-reported internalising difficulties. The second study, 

(Katz et al., 2014) investigated parents’ ability to enhance youth (aged 14 -18 years) positive 

affect. Mothers and fathers of depressed adolescents (n = 47) were less likely to be accepting 

of youth positive affect (measured via structured interview) when compared to mothers and 

fathers of healthy adolescents (n = 60). In addition, when compared to healthy adolescents, 
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clinically depressed adolescents reported their parents to be more minimizing in response to 

their expression of positive affect.  

In longitudinal studies, Cunningham et al. (Cunningham, Kliewer, & Garner, 2009) 

assessed emotion coaching of 69 predominantly African-American mothers and fathers of 

early adolescents (9-13 years) via structured interviews. Parents’ acceptance, awareness and 

coaching of emotions predicted youth emotion understanding, regulation and social skills. In 

addition, six months later, youth emotion regulation skills mediated the effect of baseline 

acceptance, awareness and coaching of emotions on boys internalising difficulties and girls 

social skills. Using structured interviews, a longer follow-up and a large sample (n = 244), 

Shortt et al. (Shortt, Sheeber, & Low, 2010) found that maternal emotion coaching (i.e., 

acceptance and validation) in response to youth sadness and anger predicted fewer youth 

internalising difficulties three years later. Further, youth, whose mothers were high in 

emotion coaching showed better emotion regulation, including physiological regulation. Silk 

et al. (Silk et al., 2011) conducted a longitudinal study comparing a high risk sample (i.e., 

mothers with a history of childhood onset depression; n = 55) and normal controls (n = 57). 

Higher self-reported maternal emotion dismissing responses to youth emotions were found to 

be associated with higher youth internalising difficulties concurrently and at one year follow-

up, regardless of diagnostic group.  

Other longitudinal research, not directly investigating emotion coaching or dismissing 

per se, but more generally examining emotion-related parenting and its effect on internalising 

difficulties shows that higher levels of observed negative parental behaviours that conveyed 

aggression or dysphoria prospectively predicted both anxiety and depressive symptoms in 

youth 2 ½ years later, whereas lower positive parental behaviours that conveyed acceptance, 

affection or happiness predicted youth (aged 11-13 years) depressive symptoms but not 

anxiety (Schwartz et al., 2012). Invalidating, or ‘dampening’, responses to adolescents’ 

positive affect, were found to impact negatively on their emotion regulation, and in turn was 

associated with increased depressive symptoms (Yap, Allen, & Ladouceur, 2008). Similarly, 

in cross-sectional studies, when youth perceived their parents to be low in caring responses, 

this was related to more maladaptive emotion regulation in pre-adolescents (Jaffe, Gullone, & 

Hughes, 2010), and depression and suicide in older adolescents (Ackard, Neumark-Sztainer, 

Story, & Perry, 2006). 

Through parents’ acceptance of emotional expression, awareness of their own 

emotions, and willingness and competence to help their children with their emotions, children 



24 
 

are thought to gain knowledge and understanding about their own and others’ emotions, as 

well as be able to generate solutions in emotionally charged situations (Gottman et al., 1997). 

In contrast, neglecting and punishing responses to adolescents’ emotion displays are likely to 

contribute to a family climate that is less supportive and more conflictual or disengaged. 

Other research has also found that parents of anxious youth (aged 7-13 years), relative to 

parents of non-anxious youth are less tolerant of their child’s disclosure about negative 

emotions, less likely to engage in explanatory discussions of emotions overall and more 

intrusive during angry situations (Hudson, Comer, & Kendall, 2008; Suveg et al., 2008). 

Stocker et al. (2007) argued that adolescents are likely to feel less anxious and less depressed 

if they can access parental support when experiencing negative emotions. Adolescents may 

be more likely to disclose emotions if they expect their parents to be supportive. Being able 

to discuss their feelings and talk about ways of dealing with emotion-eliciting situations may 

prevent adolescents from becoming overwhelmed by their emotions to the extent that they 

develop internalising problems. In addition, Brand et al. (2010) argued that particular 

emotion states experienced during interactions with parents become increasingly internalised 

as part of the self, especially if they are experienced frequently. These feeling states (e.g., 

sadness, anger) can then become part of the child’s longer term experience leading to 

distortions in how the self is viewed during personality formation in adolescence. 

Much less is known in relation to emotion socialisation and its effect on somatic 

complaints. To date there are no studies that have specifically examined the relationship 

between emotion socialisation and adolescents’ somatic complaints. In a study conducted in 

India, Raval et al. (Raval & Martini, 2011) compared parents’ emotion socialisation 

responses in children (aged 6 to 8 years) with clinical levels of somatic complaints, 

internalising difficulties, externalising difficulties and healthy controls. Mothers in the 

externalising, internalising and somatic complaints samples reported more negative affect 

(anger, disappointment, restlessness, embarrassment) and were more emotion dismissive (i.e., 

more punitive and minimizing) in response to children’s anger when compared with mothers 

in the control sample. Interestingly, mothers in the somatic complaints sample reported 

significantly less sympathy in response to their children’s anger when compared to mothers 

in the other three samples, and also significantly lower sympathy in response to children’s 

sadness when compared to the externalising and the control sample. Further, mothers in the 

somatic complaints sample stated they were less likely to respond to their children’s anger 

expression with supportive emotion socialisation practices (i.e. problem solving or attending 
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to the emotion) than the other samples (who did not differ on the supportive practices). This 

study provides preliminary support for an association between emotion socialisation and 

children’s somatic complaints.  

2.4.1.2 Emotion Socialisation - Demographic Considerations 

While emotion socialisation factors involving parenting play a significant role in 

influencing adolescents’ emotion competence and general functioning, other factors also play 

an influential role. These include culture, gender, child age and socio-economic factors which 

may interact with emotion socialisation variables to predict youth emotional functioning. For 

example, several researchers have argued that emotion socialisation may differ, depending on 

cultural factors (e.g., Chan, Bowes, & Wyver, 2009; Dunsmore & Halberstadt, 2009; 

Halberstadt & Lozoda, 2011; Raval, Raval, Salvina, Wilson, & Writer, 2012). Specifically, 

one study with a Hong Kong Chinese sample found that authoritative parents who held 

relational goals were more emotion dismissive of children’s emotion expression, whereas 

authoritative parents who held individualistic goals were more emotion coaching (Chan et al., 

2009). In addition, compared with American mothers, mothers from India were more likely to 

use problem solving strategies that were more emotion explanation-oriented and less likely to 

use problem solving strategies that were solution-oriented when responding to children’s 

negative emotions (Raval et al., 2012). Yet, in another study (Raval, Raval, & Deo, 2014) 

with mothers from India and their early adolescent children (mean age 11.6 years) mothers 

endorsed both relational and individualistic goals. Although higher scores on relational goals 

were associated with more explanation-oriented parenting behaviours they were unrelated to 

use of problem-focused behaviours. Nevertheless, both explanation-oriented and solution-

oriented parenting behaviours in response to youth negative emotion expression predicted 

lower youth emotion dysregulation. Thus, although the study by Raval et al. in India may not 

directly generalise to western populations, it is likely that emotion socialisation, especially 

emotion dismissing practices impact child and adolescent emotional functioning in similar 

ways. 

Parents’ emotion socialisation strategies have also been found to be moderated by 

children’s gender and age (Brand & Klimes-Dougan, 2010; Brody, 1999; Chaplin, Cole, & 

Zahn-Waxler, 2005; Eisenberg & Morris, 2002; Morris et al., 2007). For example, research 

indicates that parents are more encouraging of submissive emotions and relational emotion 

regulation in girls, reinforce the expression of sadness in girls and anger in boys, and 

encourage more active problem solving or distraction strategies in boys (Brand & Klimes-
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Dougan, 2010; Morris et al., 2007). Klimes-Dougan et al. investigated emotion socialisation 

practices in a sample of parents of youth aged 11 to 16 years. Mothers tended to engage in 

fewer emotion coaching practices in relation to youth negative emotion expression, and 

became more neglecting and distressed in response to youth expression of sadness and fear as 

youth age increased (Klimes-Dougan et al., 2007). Further, Collins and Madsen (2003) found 

parent-adolescent interactions and parental overt affection toward their child decline during 

adolescence, especially when parents show lower levels of education. 

2.4.1.3 Emotion Socialisation- Considering Temperament  

Temperament has a significant role in the emotions of parents and adolescents and is an 

important factor to consider in relation to emotion socialisation, adolescent functioning and 

intervention (Gregory & Eley, 2007; Rapee et al., 2010; Rapee et al., 2009; Rothbart, 2007; 

Rothbart & Ahadi, 1994). It is now well recognised that the pathway to youth internalising 

disorders involves complex transactional processes, including reciprocal influences among 

parental and child behaviours and characteristics (Hughes & Gullone, 2008). Temperament 

refers to “constitutionally based individual differences in reactivity and self-regulation 

influenced over time by heredity, maturation, and experience” (Rothbart & Ahadi, 1994, p. 

55). Temperamental traits are thought to influence (and interact with) parenting (e.g., 

overcontrolling/overprotective parenting or critical/emotion dismissing responses) that, in 

turn, impact children’s behaviours (e.g., avoidance), cognitions (e.g., rumination), and 

emotions (e.g., higher levels of anxiety, depression and somatic complaints) (Eisenberg, 

Shepard, Fabes, Murphy, & Guthrie, 1998; Rankin Williams et al., 2009; Rapee et al., 2009; 

Rothbart, 2007). For example, a child with a disposition to express intense negative affect 

frequently (i.e., high emotionality) may also elicit more reactive negative responses from the 

parent, which may then further contribute to the child’s negative emotionality. Another 

temperamental trait is effortful control, which includes the child’s ability to manage attention 

and inhibit or activate behaviour as appropriate and is an indicator of more temperament-

related emotion regulation (Eisenberg, 2005).  

Child and adolescent temperament has been found to moderate parental responses to 

emotions, and children with difficult or more reactive temperaments are deemed more 

vulnerable to experiencing negative affect and developing emotion regulation difficulties 

(Eisenberg & Fabes, 1994; Eisenberg, Shepard, et al., 1998; Morris et al., 2007; Morris et al., 

2002; Yap, Allen, Leve, & Katz, 2008). In school-aged children for example, parental 

psychological control was unrelated to child internalising difficulties, however, higher levels 
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of psychological control were significantly related to higher levels of internalising difficulties 

for children with a more irritable distressed temperament (Morris et al., 2002). Similarly, 

parents’ emotion awareness, acceptance and coaching of emotions was unrelated to youth 

(grade six students) effortful control and negative emotionality, however, moderation 

analyses showed that for children with more difficult temperaments mothers were more likely 

to respond aversively to their young person’s difficult behaviours (Yap, Allen, Leve, et al., 

2008). That is, for adolescents who were rated moderate to high on effortful control, maternal 

emotion awareness negatively predicted maternal punishing of adolescent dysphoria during 

interactions. Thus, parents who perceive their children’s temperament to be difficult may be 

at greater risk for using maladaptive emotion socialisation practices. It is also plausible that 

parents who experience difficulties in managing their own emotions may be especially likely 

to react negatively.  

Another temperamental style that has frequently been associated with internalising 

difficulties and disorders is behavioural inhibition, which involves being sensitive to novelty 

and threat, and includes social withdrawal, shyness, social reticence and emotional reactivity 

(Beck, 2008; Fox, Henderson, Marshall, Nichols, & Ghera, 2005; Rapee et al., 2010; 

Rothbart, 2007). Children with a more inhibited temperament are thought to be biased 

towards attending to any novel or external stimuli that they see as a potential threat (Rothbart 

& Ahadi, 1994). Therefore, such children are also carefully tuned in to parents who model 

anxious behaviours or who criticise them and are more likely to internalize such behaviours 

(Eisenberg, Shepard, et al., 1998; Rothbart, 2007; Rothbart & Ahadi, 1994). During 

adolescence, when the young person faces many novel situations, youth with a more inhibited 

temperament may be more vulnerable to becoming over-aroused by stress and may therefore 

have even greater difficulties accessing adaptive emotion regulation strategies (Spear, 2009).  

The review so far has highlighted that parents continue to play an active role in the 

development of their adolescent’s emotional development. Emotion socialisation and its’ 

impact on youth emotional competence and internalising difficulties can, however, also be 

considered in light of other theoretical perspectives about how parents, parenting and parent-

adolescent relationships impact adolescent functioning. In the following sections attachment 

theory, social learning theory, mindfulness theories are presented to describe other 

mechanisms involved in the development of adaptive emotional functioning. 



28 
 

2.4.2 Attachment Theory 

While emotion socialisation is one theoretical approach for examining how parenting 

can be a risk or protective factor in adolescent emotional development, attachment theory 

also places emphasis on the importance of family emotional communication and functioning. 

This perspective emphasises that emotionally secure parent-child relationships serve as an 

important protective factor that foster healthy adolescent emotional development (Ainsworth, 

Blehar, Waters, & Wall, 1978; Bowlby, 1973; Mikulincer, Shaver, & Pereg, 2003). When 

parents engage in sensitive and responsive care-giving, they promote a secure relationship 

that is calming for the child which, in turn, leads to greater self-worth, higher sociability, and 

more adaptive emotion regulation (Ainsworth et al., 1978; Colle & Del Giudice, 2011; 

Mikulincer et al., 2003; Thompson, 1999). Insecure relationships, when children’s emotional 

needs are met inconsistently, create environments where children perceive a lower sense of 

self-worth, experience their environment as less predictable, are less sociable, and are unable 

to learn adaptive emotion regulation (Ainsworth et al., 1978; Mikulincer et al., 2003; 

Thompson, 1999). Further, youth with a disorganized attachment were found to score lower 

on emotion recognition tasks when compared with youth with secure attachment styles (Colle 

& Del Giudice, 2011). Insecure attachment has also been related to adolescent internalising 

difficulties and disorders (Brumariu & Kerns, 2010; Milan, Zona, & Snow, 2013). Transition 

points, especially in early adolescence are thought to be times when attachment relationships 

can undergo transformations – highlighting that this is a time both of risk and opportunity for 

change (Scharfe, 2003).  

In addition, early attachment relationships are thought to influence how future 

relationships (including relationships with parents, peers or partners) are experienced and 

interpreted (Milan et al., 2013; Sroufe, Carlson, Levy, & Egeland, 1999). Milan et al. 

examined attachment-related predictors of adolescent internalising difficulties, including 

pathways from maternal negative emotionality (depression, anxiety and anger), maternal 

emotional availability and adolescents’ perception of their pre-occupation with parental 

relationships to adolescent internalising difficulties. They investigated whether early 

attachment history (assessed at preschool) moderated these pathways. Among parent-

adolescent dyads with an insecure attachment history, mothers who reported more negative 

emotions were less emotionally available to adolescents during an observed interaction. In 

contrast, in dyads with a secure attachment history, maternal negative emotions did not 

predict parental emotional availability. In addition, (for insecurely attached adolescents only) 
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maternal negative emotions had a significant direct and indirect (via emotional availability) 

effect on adolescents perceptions of their preoccupation with parental relations. Brumariu et 

al. (Brumariu & Kerns, 2010, 2013) highlighted that attachment security exerts its influence 

on internalising difficulties via children’s emotion regulation.  

Attachment relationships have been found to have long term consequences for 

individuals, including impacting on the intergenerational transmission of psychopathology 

(Levy & Orlans, 2003). Securely attached adults have been found to be more comfortable 

with emotional intimacy, including talking about emotional experiences (Bartholomew & 

Horowitz, 1991; Bowlby, 1973), and have shown more adaptive regulation of negative 

emotions (Mikulincer, 1998; Mikulincer et al., 2003). Securely attached parents have 

consistently been found to be more emotionally supportive and able to help their children 

with problem solving emotional events (Crowell & Feldman, 1988; Milan et al., 2013). 

Although few studies have directly investigated emotion socialisation practices that 

contribute to parent-child attachment classifications, there is some evidence that mothers who 

value and accept emotions (i.e., have an emotion coaching philosophy) have children (Grade 

5 & 6) who perceive parent-child attachments to be secure (Chen, Lin, & Li, 2012). On the 

other hand, maladaptive emotion socialisation has been implicated in the development of 

disorganised attachment in infants (De Oliveira, Neufeld Bailey, Moran, & Pederson, 2004). 

In addition, youth emotion regulation has been found to mediate the effect of attachment 

classification on youth internalising difficulties (Brenning & Braet, 2013).  

Based on this knowledge, attachment-based family therapy focuses on repairing the 

parent-child relationship via facilitating healthy emotional communication, including 

conversations about past family traumas and interactional conflicts that have damaged trust 

(Diamond & Stern, 2003; Levy & Orlans, 2003). Teaching parents to recognise bids for 

emotional connection and to be warm, responsive and non-judgemental (i.e., high emotion 

coaching, low emotion dismissing) in response to their child’s emotion expression is likely to 

be important both for creating and maintaining secure attachment during the transition to 

secondary school and adolescence. 

2.4.3 Social Learning Theory 

Social learning theory (Bandura, 1977) has been one of the most influential theories in 

relation to how parenting shapes children’s behaviour and functioning. This theory also can 

be considered with respect to how emotion socialisation influences adolescent emotion 
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competence and internalising difficulties. Social learning theory argues that learning 

processes such as operant conditioning and modelling influence children’s beliefs and 

behaviours, including those related to emotions (Halberstadt et al., 2001). Operant 

conditioning assumes that both children’s and parents’ behaviours are influenced by positive 

(i.e., rewarding, reinforcing) or negative (i.e., aversive, punishing) consequences (Patterson, 

1982; Skinner, 1938). For example, if parents respond to children’s emotions with acceptance 

and support, children may be more likely to disclose emotions to their parents because they 

may feel rewarded by the sense of validation and closeness that supportive responses provide. 

Conversely, if parents punish or ignore the expression of emotions the young person may 

learn to suppress their feelings (Raval, Martini, & Raval, 2010). Thus, children learn which 

emotions are acceptable, and how and when to express emotions (Cole, Michel, & Teti, 

1994). Additionally, social learning theory states that children learn via observing behaviours 

that are modelled by significant others. Research indicates that the way parents express and 

manage their emotions has an influence on children’s emotional competence partly because 

children and adolescents learn via observation of their parents, but also through emotion 

contagion and social referencing (Eisenberg, Cumberland, et al., 1998; Morris et al., 2007).  

Social learning theory has also been used to explain more general parental influences 

on children’s and adolescents’ internalising difficulties. For example, anxious parents are 

thought to model anxiety, anxious interpretations, and avoidant behaviours and have been 

found to consistently reinforce avoidant behaviours in their children (Ginsburg, Siqueland, 

Masia-Warner, & Hedtke, 2004). Similarly, parents with higher levels of depression are 

thought to model maladaptive cognitions (e.g., negative views of themselves, low confidence, 

highly self-critical), and maladaptive emotion regulation and emotion expression (Goodman, 

2007). Further, parents who experience higher levels of somatic complaints may model a 

focus on physical sensations/symptoms to their child, and, depending on the reactions parents 

provide (e.g., rewarding versus punishing), children may adopt the modelled behaviour (Van 

Der Veek, Derkx, et al., 2012). Parental behaviours that are thought to be encouraging, or 

reinforcing of somatic complaints include frequent attention to pain symptoms, including 

giving the child treats, and allowing avoidance of regular activities (i.e., school or chores) - 

also referred to as ‘parental solicitousness’ (Beck, 2008; Brumariu & Kerns, 2010; Peterson 

& Palermo, 2004). On the other hand, unrewarding or punishing parental behaviours that are 

thought to minimise youth expression of somatic complaints include ignoring pain expression 

or reacting negatively (e.g., punishing) (Levy et al., 2010; Peterson & Palermo, 2004; Van 
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Der Veek, Derkx, et al., 2012). However, although a recent meta-analytic analysis and 

systematic review supported the relationship between parental somatic complaints and 

somatic complaints in 4-18 year old children (d = .36, indicating small to moderate effect), 

consistent relations between parental reactions (i.e., punishing or solicitous behaviours) and 

child somatic complaints were not found (Van Der Veek, Derkx, et al., 2012). 

Social learning theory has been the predominant model (Patterson & Forgatch, 1989; 

Patterson, 1982) guiding the design of prevention and intervention programs that target 

parenting using a behavioural approach (i.e., changing parent behaviour in order to change 

child behaviour). Operant conditioning is thought to be particularly relevant to parenting 

interventions, because it assumes that changing the way parents’ use contingencies can lead 

to changes in children’s behaviours. To date, however, the principles of social learning theory 

have primarily been applied to change parental behaviours that are related to unwanted child 

behaviours or cognitions. Suveg et al. (Suveg, Southam-Gerow, Goodman, & Kendall, 2007) 

suggest that addressing emotion-related deficits that might underlie children’s behaviours is 

of equal importance. Thus, parental modelling of adaptive emotion expression and regulation 

and parents’ responses to youth emotions may be an equally important target.  

One of the shortcomings of behavioural parenting programs that solely target 

behaviours is, that their effectiveness is limited when parents lack the capacity to regulate 

emotions or when parent-child attachment is not secure (Maliken & Katz, 2013; Scott & 

Dadds, 2009). Deficits in parental emotional competence may underlie maladaptive parenting 

behaviours and may prevent parents who have difficulties in emotion competence from 

utilising newly learned behaviours (Maliken & Katz, 2013). Research has highlighted that 

both parents and youth experience elevated levels of negative affect during the young 

persons’ transition to secondary school, placing them at risk for emotion dysregulation during 

interactions (Brooks-Gunn et al., 1994; Dumas, 2005; Steinberg, 2000). Therefore, changing 

the way parents’ socialise emotional competence may be especially important for parenting 

programs targeted at parents of adolescents. While this focus is rarely employed in parenting 

programs, more recently, behavioural programs have begun to incorporate teaching parents 

mindfulness skills to increase parents’ awareness of emotions to reduce parental reactivity 

(e.g., Burke, Brennan, & Cann, 2012).  
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2.4.4 Mindfulness Theory 

Another theory which has been found important for explaining emotions and 

behaviours, including parenting behaviours, is mindfulness theory. Mindfulness has been 

defined as “the awareness that emerges through paying attention on purpose, in the present 

moment, and non-judgementally to the unfolding of experience moment by moment” (Kabat-

Zinn, 2003, p.145). Mindfulness is conceptualised as a state of mind as well as a disciplined 

practice (i.e., mindfulness meditation) of focused attention to moment-to-moment experience 

(Dumas, 2005; Goldstein, 2002). It comes from the Buddhist tradition and has increasingly 

been incorporated into psychological interventions. It assumes that people have problems 

because they are overly caught up in thinking about the past, or fear the future and this can 

overwhelm their capacity to respond in the present (Segal, Williams, & Teasdale, 2002). 

A model of mindful parenting was proposed by Duncan, Coatsworth and Greenberg 

(2009). Mindfulness in parenting is thought to allow “for greater flexibility and an accuracy 

in perception of what is happening in the moment (found through no longer being unaware), 

as well as greater acceptance and less reactivity to whatever is taking place on a somatic, 

cognitive, affective, or behavioural level (and therefore no longer avoidant)” (Duncan et al., 

2009, p.256). Duncan et al. proposed five dimensions of Mindful parenting which are thought 

to foster specific parenting skills and promote more responsive parenting: a) listening with 

full attention (fosters accurately perceiving the child’s verbal and behavioural expressions); 

b) non-judgemental acceptance of self and child (reduces unrealistic expectations of self and 

the child and increases parenting self-efficacy); c) emotional awareness of self and child 

(increases responsiveness to child’s emotions and reduces parental negative emotions); d) 

self-regulation in the parenting relationship (better emotion regulation and less over-reactive 

automatic discipline); e) compassion for self and child (fosters less self-blame and positive 

affection, reduces negative affect). In addition the process of ‘decentering’ (i.e., pausing 

before reacting and noting that feelings are just feelings) is thought to facilitate parents’ 

ability to endure strong emotions that are so often elicited during parent-child interactions 

(Duncan et al., 2009). These dimensions appear to show considerable overlap with the key 

elements of emotion coaching, suggested by Gottman et al. (Gottman et al., 1997).  

In addition to fostering adaptive emotion regulation, being more present during 

interactions, including being mindfully and non-judgementally attentive to others thoughts 

and feelings, is also thought to enhance empathic responding and facilitate greater intimacy 

and connection (Block-Lerner, Adair, Plumb, Rhatigan, & Orsillow, 2007). Mothers’ 
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awareness of their own and their adolescent’s emotions have been found to facilitate more 

accepting and sensitive parenting during normative, unchallenging interactions (Yap, Allen, 

Leve, et al., 2008). By increasing awareness and attention, mindfulness is proposed to be able 

to help change ineffective patterns of interactions that have become automatised (i.e., are 

largely unconscious) and may therefore be resistant to traditional behavioural parenting 

approaches (Bargh & Ferguson, 2000; Dumas, 2005). Teaching mindfulness skills to parents 

may help facilitate adaptive emotion socialisation. Parenting interventions which have 

incorporated mindfulness components have been found to improve parenting and the parent-

child relationship (Altmaier & Maloney, 2007; Benn, Akiva, Arel, & Roeser, 2012; 

Coatsworth, Duncan, Greenberg, & Nix, 2010), as well as youth externalising difficulties 

(Bögels, Hoogstad, van Dun, de Schutter, & Restifo, 2008).  

Mindfulness interventions have also been successfully used to treat a large variety of 

psychological and medical problems (Kabat-Zinn, 2003), including anxiety, depression and 

pain in adult populations (Hofmann, Sawyer, Witt, & Oh, 2010; Khoury et al., 2013). These 

interventions have incorporated mindfulness and/or mindfulness mediation as a way of 

reducing stress and/or aiming to cultivate a mindful attitude (i.e., state of mind), to enhance 

insight and understanding, reduce reactivity, and improve emotion regulation [e.g., 

Mindfulness-Based Stress Reduction (Kabat-Zinn, 1982), Dialectical Behaviour Therapy 

(Linehan, 1993a; Linehan et al., 2007), and Mindfulness-Based Cognitive Therapy (Segal et 

al., 2002), and Acceptance and Commitment Therapy (Hayes, Follette, & Linehan, 2004; 

Hayes & Wilson, 1994)]. Mindfulness is thought to improve meta-cognitive insight, increase 

the ability to differentiate emotions, and increase acceptance of emotional experiences/non-

reactive awareness, all of which are thought to facilitate engagement of adaptive emotion 

regulation (e.g., cognitive reappraisal, acceptance, problem solving) and reduce maladaptive 

emotion regulation (e.g., experiential avoidance, rumination, suppression) (Chambers, 

Gullone, & Allen, 2009; Desrosiers, Vine, Klemanski, & Nolen-Hoeksema, 2013; Eifert & 

Forsyth; Hill & Updegraff, 2012; Hilt & Pollak, 2012; Jain et al., 2007). Such skills are 

pertinent to adaptive emotion socialisation. 

2.4.5 The Role of Parental Emotional Competence 

Parenting is an emotional experience and parents are likely to experience strong 

emotions on a day to day basis, particularly as adolescents and parents negotiate issues 

around autonomy (Kobak & Ferenz-Gillies, 1995; Steinberg, 2000). Research indicates that 

parents’ ability to deal effectively with their own and their child’s emotions leads to 
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important differences in parenting effectiveness and has an impact on the family emotional 

climate (Dix, 1991; Hughes & Gullone, 2010; Morris et al., 2007; Silk et al., 2011). When 

parents experience high levels of negative affect and have limited access to emotion 

regulation strategies, they may feel ‘flooded’, increasing their likelihood of withdrawal or 

expression of negative emotions in a dysregulated manner, thereby engaging in more 

neglecting, reactive or hostile discipline practices (Bariola, Gullone, & Hughes, 2011; 

Gottman, 1991; Mence et al., 2014). Maladaptive emotion-regulation strategies (e.g., 

suppression of emotions) tend to heighten and prolong negative emotion arousal (Gross & 

John, 2003). Prolonged negative emotion arousal has also been associated with the greater 

likelihood of somatic complaints (Lumley et al., 1996). Heightened emotional arousal in the 

parent or the youth may make it difficult to access strategies to constructively manage 

feelings when solving emotional problems (Maliken & Katz, 2013), and may result in both 

parents’ and youth’ reciprocally escalating emotions (Burke, Pardini, & Loeber, 2008; 

Sheeber et al., 2011). As previously noted, the way parents manage emotions is likely to have 

an effect on several aspects of parenting, including how parents socialise emotions.  

Parents’ emotional expressiveness is an important aspect of modelling emotion 

competence and is one aspect of parenting which may suffer if parents have difficulties with 

emotion regulation. For example, parents’ lower use of suppression of negative emotions 

(considered adaptive) has been related to greater parental positive expressiveness, whereas 

lower use of cognitive reappraisal strategies (considered maladaptive) has been associated 

with higher parental negative expressiveness (Hughes & Gullone, 2010). Further, parents 

who express higher levels of negative affect have been found to be less likely to respond 

supportively to their adolescents’ negative emotion expression (Stocker et al., 2007). 

Moreover, elevated negative affect in mothers with internalising disorders has been related to 

higher negativity, more intrusive, overinvolved/enmeshed, overcontrolling and hostile 

parenting behaviours and greater likelihood that mothers will engage in maladaptive emotion 

socialisation (Breinholst, Esbjørn, Reinholdt-Dunne, & Stallard, 2012; Brumariu & Kerns, 

2010; Burrous, Crockenberg, & Leerkes, 2009; Goodman, 2007; Psychogiou & Parry, 2013). 

In turn, these parental behaviours have all consistently been found to impact negatively on 

the quality of the parent-adolescent relationship and are linked to adolescents’ poorer emotion 

regulation and internalising difficulties (Katz et al., 2012; Maliken & Katz, 2013; Morris et 

al., 2007; Yap, Pilkington, Ryan, & Jorm, 2014). 
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It is not just parental emotion dysregulation that is problematic, however, as deficits 

in awareness of their own or others emotions may also limit responsive parenting 

(Halberstadt et al., 2001). Failure to recognise emotions can impact on parents’ and 

adolescents’ emotional functioning in several ways. First, if parents are unable to recognise 

emotions, their ability to regulate those emotions is likely to be compromised, given that 

lower awareness or clarity of emotions has been related to difficulties in emotion regulation 

(Gratz & Roemer, 2004). When emotions are at a lower intensity, it is easier to implement 

emotion regulation strategies resulting in a lower likelihood of responding in a dysregulated 

manner (Linehan et al., 2007). Second, parents who have difficulties identifying emotions in 

themselves or who are less accepting of their own emotions may feel less comfortable 

engaging in supportive emotion socialisation practices, which requires talking about feelings 

(Salovey, Mayer, Goldman, Turvey, & Palfai, 1995; Yap, Allen, Leve, et al., 2008). Third, 

parents with lower awareness of their adolescents’ emotions have been found less likely to 

respond supportively to adolescents’ negative emotions (Katz & Hunter, 2007). This may be 

because parents are focusing on down-regulating their own emotional distress response or 

because they are oblivious that emotions are being experienced and the young person might 

need assistance (Eisenberg, 2000). In either situation, when parents don’t recognise or 

respond to their adolescents’ emotions, the young person may withdraw, escalate their 

emotions to a greater intensity, or engage in challenging behaviours in order to get their 

parents to notice and respond (Gottman & DeClaire, 1997; Gottman et al., 1997).  

Eisenberg (2000) suggests, when parents are neither able to recognise nor regulate 

emotions they may be more susceptible to emotion contagion, making it harder to distinguish 

their own emotion experience from that of their child. On the other hand, when parents are 

able to recognise emotions but have difficulties regulating emotions, they may be more likely 

to experience ‘empathic overarousal’. Each of these responses may result in the parent 

experiencing a negative/aversive emotional reaction that is more likely to elicit self-focused 

rather than child-focused responding (Eisenberg, 2000). For parents to engage in supportive 

validating responses they need to be able to take into account what the other person is likely 

to be feeling (i.e., feel empathy and engage in perspective taking), and respond with concern 

by non-judgementally communicating their understanding (Ginott, 1965; Rogers, 1961).  

Finally, parental difficulties in emotion regulation have been found to have a negative 

impact on adolescent treatment effectiveness as well as parents’ attendance in parenting 

programs. For example, the presence of parental anxiety or depression has been found to limit 
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the effectiveness of treatment on child/youth anxiety outcomes (Cobham, Dadds, & Spence, 

1998; Garber et al., 2009; Kendall, Hudson, Gosch, Flannery-Schroeder, & Suveg, 2008). 

When parents feel overwhelmed by their own difficulties, they may not feel up to attending a 

session, or may find it harder to focus on learning new skills during a session when they do 

attend. Lower session attendance may result in parents missing important information, or 

feeling not confident enough to implement the skills. In support of this, the presence of 

higher levels of depression, anxiety or stress has been related to lower attendance rates and 

higher dropout rates in parent programs, and has been found to interfere with skill acquisition 

as well as skill implementation (Maliken & Katz, 2013; Zubrick et al., 2005). 

The literature review so far has highlighted key risk and protective factors which may 

impact on adolescent emotional functioning. Helping parents to recognise, validate, and label 

their children’s emotions to foster adaptive emotion socialisation may help reduce the risk for 

a disconnected parent-adolescent relationship, and foster supportive emotional 

communication in the family. In addition, teaching parents emotion regulation strategies and 

encouraging them to model and share these with their adolescent may help youth develop a 

more adaptive emotion regulation repertoire. Despite the findings that limitations in parents’ 

emotion competence may impact the young person and effect efforts to provide intervention, 

programs for parents of adolescents currently do not typically have a focus on emotion 

socialisation. This thesis now turns to review current parenting programs which have been 

evaluated in relation to youth internalising difficulties, with a focus on prevention-focused 

interventions. Each section finishes by highlighting some of the limitations of these 

approaches.  

2.5 Preventive Interventions that Target Youth Internalising Difficulties via Parenting 

Programs 

Interventions can be delivered at three levels: 1) Universal (prevention-focused 

interventions offered to all parents in a population); 2) Selective (delivered to selected 

families where youth have been identified as being ‘at risk’ for developing problems); and 3) 

Indicated (delivered as an intervention to treat an identified problem) (Mrazek & Haggerty, 

1994). Typically, interventions targeting anxiety, depression or somatic complaints have been 

conducted at the selective or indicated level, directed at youth with clinical levels of 

internalising disorders in one-to-one therapy settings. Parents are involved either as co-
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therapists or collaborators (e.g., they sit in on adolescent therapy sessions to learn strategies 

and encourage their use at home), consultants (e.g., they pass on information they learn in 

psycho-educational sessions), or co-clients (e.g., parents learn to manage their own anxiety, 

depression) (Breinholst et al., 2012 ; Forehand, Jones, & Parent, 2013; Husain, Browne, & 

Chalder, 2007; Weisz, McCarty, & Valeri, 2003). At the selective or indicated level, there is 

some support for including parents in their young person’s therapy to strengthen 

improvements in behavioural and emotional difficulties (see Dowell & Ogles, 2010 for a 

meta-analysis/review). At the universal level, where programs are typically administered to 

groups of adolescents or parents, the parental component is either delivered as an ‘add on’ 

component (i.e., alongside an adolescent-focused component), or conducted as a ‘standalone’ 

parenting program. The next section will review the efficacy of parenting programs delivered 

at the universal level to impact youth internalising difficulties because this thesis is concerned 

with a universal preventative approach that may benefit a broader number of the population – 

enabling the capture of young people and their parents who may not present to services for 

their problems. 

2.5.1 Youth-focused Universal Interventions with a Parent Group Component 

Universal prevention efforts that are aimed at internalising difficulties have typically 

targeted adolescents directly and the parent component has not been the main focus of these 

interventions. Currently, there are three main universal interventions which target youth 

directly, and also include a parent component: FRIENDS, the Resourceful Adolescent 

Program, and the Iowa Strengthening Families Program. Parent components that accompany 

these programs are typically behaviour-focused (i.e., based on social learning principals that 

target parents’ behaviours) and focus on: a) teaching parents to reward courageous behaviour 

with praise or privileges, b) using planned ignoring to extinguish unwanted behaviours (e.g., 

anxious behaviour), and c) target family communication and problem solving, and d) explain 

to parents that overprotective and overcontrolling behaviours may exacerbate their young 

person’s anxiety (e.g., Barrett, Dadds, & Rapee, 1996; Rapee, Spence, Cobham, & Wignall, 

2000).  

The FRIENDS program has been found to reduce youth anxiety in school aged 

children (aged 10-13 years) immediately post program (Lowry-Webster, Barrett, & Dadds, 

2001; Stallard, Simpson, Anderson, Hibbert, & Osborn, 2007), six months post intervention 

(Dadds, Spence, Holland, Barrett, & Laurens, 1997), with reductions in anxiety maintained at 

6 year follow-up (Barrett, Duffy, Dadds, & Rapee, 2001), though findings have not been 
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consistent. For example, some studies found reductions in anxiety or depression only in youth 

who reported high anxiety at baseline (Barrett, Lock, & Farrell, 2005; Lowry-Webster et al., 

2001). Other studies found the program did not decrease anxiety or depression post 

intervention (Fukushima-Flores & Miller, 2011; Lock & Barrett, 2003), although, Lock and 

Barrett (2003) found that reductions in depression became evident at 12 months follow-up. 

When the incremental value of the parent component has been evaluated (three and four 

session versions) in universal trials, it has not been found to add incremental value over and 

above the adolescent component (Barrett et al., 2001; Eimecke, Pauschardt, & Mattejat, 

2010; Fukushima-Flores & Miller, 2011).  

A preventative intervention for depression involving an adolescent and a parent 

component is the Resourceful Adolescent Program (RAP) (Shochet et al., 2001). Shochet et 

al. evaluated whether RAP could prevent depression during adolescence. Of 295 year nine 

students (aged 12-15 years) who were invited to take part, 260 consented. Year nine students 

in the first year of the study were assigned to the control group condition (n = 118), and year 

nine students in the following year were assigned to one of two intervention conditions (RAP 

group n = 68; or RAP plus parent intervention n = 56). The youth intervention consisted of 11 

weekly 40-50 minute sessions with two main components focusing on CBT and interpersonal 

risk and protective factors. The parent program consisted of three three-hour sessions 

delivered at three week intervals. The sessions covered the identification of existing parental 

strengths, stress management, education regarding adolescent development, interventions to 

enhance adolescent self-esteem and balance individuation and attachment issues, and conflict 

resolution strategies. Data was available for 92% of the sample at post intervention and 

80.2% at 10 month follow-up. Both intervention conditions were equally effective in 

reducing youth depressive symptoms compared to a control group who received no 

intervention. Thus, the parenting program did not show incremental value over and above the 

youth component. 

The Resilient Families Program (Shortt, Toumbourou, Chapman, & Power, 2006) is a 

multi-systemic intervention that aimed to reduce adolescent externalising difficulties (i.e., 

alcohol use) during early adolescence. The program evaluation also examined its impact on 

youth internalising difficulties (Shortt, Hutchinson, Chapman, & Toumbourou, 2007). Of 39 

schools, 24 schools agreed to participate, and 2373 parents (55% of target population) 

returned consent forms indicating they were interested in their child participating. Of these 

2315 adolescents (57% female, mean age 12.3 years) and 1166 of their parents/carers 
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completed baseline questionnaires. Of these, 2128 students (92%) completed follow-up 

questionnaires 14 months later. The program consisted of three components (described in 

Shortt et al., 2006): 1) A student curriculum consisting of 10 x 45 minute sessions that target 

student communication skills, emotional awareness, peer resistance skills, conflict resolution 

and problem solving skills; 2) a two-hour ‘Parenting Adolescents Quiz’; 3) Eight two-hour 

group sessions for parents using the Parenting Adolescents: A Creative Experience (PACE) 

program (Jenkin & Bretherton, 1994). Intervention students whose parents attended the eight 

session PACE parenting program were more than twice as likely to engage in positive 

problem solving post intervention, compared with their peers whose parents did not attend the 

PACE program. No parent program effect on anxiety was found, but students who received 

just the student curriculum reported increased anxiety at one-year follow-up. It was unclear 

why this increase in anxiety might have occurred.  

The Iowa Strengthening Families Program (ISFP) for parents of adolescents 

(Molgaard & Spoth, 2001) was designed to target important family-related risk and protective 

factors to prevent substance use during adolescence. Evaluation also assessed the program’s 

impact on internalising difficulties. ISFP is based on social learning theory and the bio-

psychosocial model of substance use aetiology. Components included effective family 

management, conflict management and problem solving skills. The seven session (two hours 

per week) program includes separate parent and youth components (first hour) as well as a 

joint family session to practice skills (second hour). A longitudinal study examined the 

efficacy of this program with a sample of parents of grade six students (average age 13.4). 

Results showed the program was able to prevent an increase in internalising difficulties. By 

12
th

 grade, families in the intervention group (n = 161) showed significantly lower rate of 

increase in youth reported internalising symptoms when compared to the control group (n = 

208) who showed a larger increase in internalising symptoms (Trudeau, Spoth, Randall, & 

Azevedo, 2007). Sessions were well attended with 97% of parents attending at least four 

sessions. Because the intervention included both parent skills training, as well as a youth 

component, it is not known whether these effects were due to the parent component or the 

adolescent component. In addition, although the intervention group showed a lower rate of 

increase in youth internalising symptoms when compared with the control group, 

internalising symptoms were not decreased at any time point.  

In summary, none of the above programs have shown that a parent component 

contributes incremental value over and above a youth-focused intervention when it comes to 
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outcomes for internalising difficulties. It is possible that poor attendance may have affected 

the findings in some of the studies. Researchers noted that up-take and retention rates for the 

parent components were often low (Barrett et al., 2005; Fukushima-Flores & Miller, 2011; 

Lowry-Webster et al., 2001), with sometimes only 36% of parents attending at least one of 

the parenting sessions and only 10% attending all sessions (Shortt et al., 2007). This 

highlights some of the problems with delivering a parenting component as part of a multi-

systemic prevention program. Parents may want their adolescent to be ‘fixed’ without their 

involvement (Brown, 2008). Others have also reported that up-take for stand-alone 

behavioural programs for parents of adolescents are very low (Ralph & Sanders, 2006b). 

Finally, because the parent intervention was delivered alongside the youth-focused 

intervention it is not known if the parent intervention alone would be efficacious in reducing 

youth internalising difficulties.  

2.5.2 Standalone Group Parenting Programs 

To date there are few evaluation studies of standalone parent group programs aimed at 

universal prevention of internalising difficulties in adolescents. Yet, group parenting 

programs are cost-effective, address stigma-related problems, and have been found to be 

effective in preventing and treating internalising and externalising difficulties in younger 

children (Cartwright-Hatton, McNally, White, & Verduyn, 2005; Lundahl, Risser, & 

Lovejoy, 2006; Rapee et al., 2010). In addition, universal parenting interventions are able to 

reach families that may otherwise not have sought treatment and they are able to target key 

risk and protective factors which may prevent the development of more serious mental health 

difficulties (Chu, 2012; Rapee et al., 2010).  

For parents of adolescents, standalone group parenting programs are typically focused 

on helping parents manage their adolescents’ behaviour problems or are aimed at preventing 

substance abuse or risk taking behaviours (Kosterman, Hawkins, Haggerty, Spoth, & 

Redmond, 2001; Kumpfer, Alvarado, & Whiteside, 2003; Liddle, 2004; Ralph & Sanders, 

2006b; Spoth, Redmond, & Shin, 2001; Spoth, Redmond, Shin, & Azevedo, 2004; Thomas & 

Zimmer-Gembeck, 2007). When internalising problems are targeted, evaluations of parenting 

programs have been conducted with families whose adolescents are either at high risk of 

developing behavioural or emotional difficulties (i.e., at the selective level) or whose children 

display behavioural or emotional difficulties that are in the clinical range (i.e., at the indicated 

level) (Neil & Christensen, 2007). Conducting evaluations with community samples is 

necessary to ensure that intervention and prevention results can be generalized to populations 
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with varying background and severity characteristics. Evaluations of universal programs can 

also serve to provide insights into the aetiology and pathogenesis of internalising disorders 

and help to improve other interventions (Cicchetti & Hinshaw, 2002). 

Standalone parenting programs have been classified as either ‘behaviour-focused’ or 

‘relationship focused’, even though they often include common elements, such as teaching 

parents problem solving skills (Lundahl et al., 2006; Serketich & Dumas, 1996). Behaviour-

focused programs include programs that are primarily based on traditional social learning 

principles. That is, they are guided by the assumption that behaviours are learned due to 

contingencies of reinforcement and punishment experienced during daily interactions. Thus, a 

shift in the young person’s behaviour is thought to come about via training parents to use 

positive reinforcement in response to prosocial/wanted behaviours and planned ignoring or 

punishment (e.g., withdrawal of privileges, time out) in response to aversive/unwanted 

behaviours (Serketich & Dumas, 1996). Relationship-focused programs, on the other hand, 

emphasise ‘the importance of healthy parent-child communication (e.g., teaching parents 

empathic listening skills, not interrupting), respect for others, democratic parenting, child-

centered cognitions and problem-solving between parent and child’ (Serketich & Dumas, 

p.92). Relationship-focused standalone parent programs are more commonally offered to 

parents of younger children and very few have been evaluated with parents of adolescents. 

The next two sections will review each type of program in turn with consideration for their 

efficacy in reducing anxiety or depressive symptoms. This is followed by a section reviewing 

emotion-focused intervention programs and a separate section reviewing interventions in 

relation to somatic complaints.  

2.5.2.1 Behaviour-focused Group Parenting Programs 

This section will examine behaviour-focused group parenting programs which have 

been evaluated as standalone parenting programs for parents of adolescents, and include 

those programs which have been evaluated in relation to youth internalising difficulties. 

Standalone behaviour-focused group parenting programs have been efficacious in reducing 

anxiety in young children (aged 36-59 months at the time of the intervention) who were 

identified at risk of developing an anxiety disorder, showing effects up to 36 months post 

intervention (Rapee et al., 2010). Further, for parents of youth, such programs have been 

successful in improving parenting (Ralph & Sanders, 2004; Ralph & Sanders, 2006b), parent-

youth problem solving (Dishion & Andrews, 1995; Dishion, Andrews, Kavanagh, & 

Soberman, 1996) and youth externalising problems (Dishion & Andrews, 1995; Ralph & 
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Sanders, 2003, 2006b). One of the most popular parenting programs in Australia is the 

Positive Parenting Program (Triple P), originally developed over 30 years ago by Sanders et 

al. (see Sanders, 2012 for a review). This program was also adapted for parents of adolescents 

and evaluated with a sample of 37 parents of early adolescents, 26 (70.3%) of whom 

completed the program (Ralph & Sanders, 2004; Ralph & Sanders, 2006b). In accordance 

with social learning principles, parents were taught to monitor adolescent problem behaviour, 

how to reward desirable behaviour and arrange engaging activities with their teen, how to use 

directed discussion for minor problem behaviour, and how to make clear calm requests and to 

back up instructions with logical consequences. Immediately post program, parents who 

completed the program (n = 26) reported reduced family conflict, reduced lax and over-

reactive parenting, reduced parent stress and anxiety, and improved self-efficacy and self-

management. At 12 months follow-up, intervention parents were matched with controls from 

two non-participating schools (located in the same area as intervention schools) based on 

socio-economic variables (Ralph & Sanders, 2004; Ralph & Sanders, 2006b). Parents were 

contacted via telephone and asked global questions (i.e., ‘In an overall sense how difficult has 

your child been in the past 12 months?” and ‘To what extend do you feel confident as a 

parent?’), as well as more specific questions related to parenting. Compared to the matched 

control group, parents from the intervention group reported lower global youth behaviour 

problems and improved global self-confidence. No differences were found between groups 

on specific questions related to parenting. Standardised measures using parent or youth-report 

data were not used, limiting the reliability of the outcomes. In addition, it is not known 

whether this program would be efficacious in reducing internalising difficulties.  

The standalone effectiveness of the PACE parenting program (Jenkin & Bretherton, 

1994) was also evaluated as a universal intervention with a sample of parents whose 

adolescents were in 8
th

 grade (mean age 14 years). Specifically, it was investigated if the 

program was successful in reducing risk factors associated with youth suicide. Fourteen 

intervention schools and 14 matched control schools took part in the study (Toumbourou & 

Gregg, 2002). Five hundred and seventy seven families (305 intervention, 272 control) from 

14 schools took part in the program (10% uptake rate). Across seven sessions, parents 

received information regarding adolescent development, and learned skills in listening, 

conflict resolution, and strategies relating to authoritative parenting. Parents’ attendance rates 

were not reported. Seventy-eight per cent of participants completed three month follow-up 

data. Results showed an intervention effect, compared to controls, on increased maternal care, 
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reduction in conflict with parents, reduced substance use and reduced delinquency. No effect 

was found for symptoms of depression, suicidal behaviour or self-harm.  

The About Better Communication about Drugs (ABCD) program is a brief psycho-

educational group parenting program based on social learning principles and conducted over 

six two-hour sessions (Burke, Brennan, & Roney, 2010). The program focuses on teaching 

parents skills that are focused on parental self-care, limit setting, managing conflict, 

developing and understanding empathy for adolescents, and building responsibility and 

autonomy of adolescents. Specifically, parental monitoring of adolescent activities, parental 

coping and stress management, and problem solving skills are taught to parents alongside 

acceptance-based strategies (see Burke et al., 2010 for a description of the program). The 

program was evaluated with 180 parents of youth aged 10-14 years who were randomly 

allocated into intervention or waitlist control (Burke et al., 2012). Recruitment to the study 

was conducted via letters and advertisements distributed to schools, medical and community 

health centres, general practitioners, and professionals registered with the Parenting Research 

Centre. The number of parents who read the information letters and advertisements was not 

known. A total of 409 parents initially expressed interest in the study. Of these, 375 were 

eligible for participation and 180 (44%) returned signed consent forms and were randomized 

into intervention or waitlist-control. Seventy-six parents took part in the 21 parenting groups 

across the school year during 2005-2007. Follow-up was conducted immediately post 

intervention with 54 parents completing the questionnaires (71.1%). Baseline data were 

collected for 68 control participants with 59 (86.8%) completing follow-up questionnaires. 

ANCOVA analyses showed that intervention parents reported significantly lower stress, 

competence, social isolation, and improved competence. Intervention parents also reported 

higher youth prosocial behaviours, and lower youth conduct problems. No changes were 

found for parent-rated parenting behaviour and parents did not report improvements in 

parental monitoring. Parents also reported no change on parent-reported youth emotional 

symptoms (i.e., anxiety), youth hyperactivity, or peer problems. Intention to treat analyses 

(which assumed no change for participants who failed to return follow-up data) replicated 

these findings. Major limitations to this study were that there was no corroborating data (e.g., 

youth-report) on the parent-reported changes to reduce expectancy bias.  

In summary, with the exception of two studies (Burke et al., 2012; Trudeau et al., 

2007), interventions with ‘add on’ parenting components and behavioural ‘standalone’ 

parenting programs appear to be limited by low engagement and attendance and in some 
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cases poor effectiveness with adolescent internalising difficulties. Both Trudeau et al. and 

Burke et al. who reported higher engagement and attendance, also included a focus on parent-

youth relationships and, in the case of Burke et al. some mindfulness components. It is 

possible that parents’ enjoyment of these aspects of parenting led to higher attendance. This 

may be because parents feel less judged or criticised when they are unable to implement the 

‘ideal’ parent strategies and there is recognition of the challenges in the relationship with 

their adolescent. One problem with behavioural group parenting programs for parents of 

adolescents is that they were typically modified from programs that target younger children 

and designed to target parental factors linked to young children’s externalising difficulties 

(e.g., attention for appropriate behaviour, exerting more control through setting consistent 

limits, and ignoring or using time-out for inappropriate behaviour). Behavioural limit setting 

strategies (e.g., time-out, planned ignoring, withdrawal of privileges) are likely to be less 

successful or developmentally appropriate with older children or youth who are cognitively 

more mature, physically stronger, or who, due to increased drives for autonomy may be more 

reactive to any attempts of limit setting or planned ignoring by the parent. If parents try to 

implement these skills with adolescents and meet with resistance or negative reactions they 

may feel discouraged. Even positive parenting strategies such as praise, high levels of 

verbalisation, behavioural descriptions or concrete reflections have been found to elicit 

negative responses from older children (McNeil & Hembree-Kigin, 2010). It is possible that a 

very different set of parenting skills are needed for this stage of the young person’s 

development.  

Finally, it is noteworthy that the effect of these programs on youth internalising 

difficulties has been very low. A recent review by Forehand et al. (Forehand et al., 2013) 

highlighted that, although increasing positive attention for appropriate behaviours and 

reducing harsh and critical parenting is emphasised when targeting youth internalising 

difficulties, employing less control (i.e., being less involved and less directive and allowing 

more autonomy) rather than more control is important. This is because parents who 

themselves struggle with internalising difficulties have been found to have a bias towards 

danger and threat, are less granting of their children’s psychological autonomy and more 

over-involved and overcontrolling (Breinholst et al., 2012; McLeod, Weisz, & Wood, 2007; 

McLeod, Wood, & Weisz, 2007).  

For example, a key component frequently taught in parenting interventions that target 

parents of adolescents is encouragement of parental monitoring. Parental monitoring of older 
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children has traditionally involved stating verbal rules for curfews (i.e., what parents do to 

influence adolescents use of free time) and/or asking questions about adolescents’ 

whereabouts (i.e., knowledge about adolescents’ use of free time) (see Hayes, Hudson, & 

Matthews, 2003 for a review). Although both types of parental monitoring may be important 

to increase when working with parents of youth with externalising difficulties (e.g., 

delinquency, truancy, conduct disorder, substance use), increased monitoring by parents who 

may already be overcontrolling (a key predictor of youth anxiety) may be problematic 

(Forehand et al., 2013) or at best will not lead to changes (Formoso, Gonzales, & Aiken, 

2000). If parents’ own internalising difficulties are not addressed during parenting 

interventions that are aimed at increasing monitoring, parents may go about monitoring in 

ways that are controlling and likely to increase youth internalising difficulties. Further, if 

monitoring is reduced to mere questioning the adolescent about what they have been doing 

and is not an interactive communication process (i.e., parents showing concern and interest 

about adolescents’ whereabouts alongside of adolescent willingness to communicate) it is 

likely to increase family conflict or escalate problem behaviours (see Hayes et al., 2003 for a 

review). Increasing parents’ ability to communicate with respect and empathy may therefore 

be important to avoid parental monitoring being perceived as overcontrolling.  

2.5.2.3 Relationship-focused Group Parenting Programs 

Evaluations of universal prevention using relationship-focused parenting programs 

have been more common with parents of younger children, but have only recently been 

conducted with parents of adolescents. An example of a relationship-focused program is the 

Connect Program, a 10 session attachment based parenting intervention. This intervention 

was found to significantly reduce youth internalising difficulties in a sample of young people 

identified at risk for aggressive behaviour (Moretti & Obsuth, 2009). When the program was 

trialled as a universal intervention, however, changes in parenting were not replicated, and 

internalising difficulties were not measured (Giannotta, Ortega, & Stattin, 2013). Another 

example of a relationship focused program is the How-to Parenting Program, which was 

evaluated in a recent pilot study with a general population sample (Joussemet, Mageau, & 

Koestner, 2013). This program is based on the parenting program ‘How to talk so kids will 

listen and listen so kids will talk’ by parent educators Adele Faber and Elaine Mazlish (Faber 

& Mazlish, 1980, 2000, 2010). Faber and Mazlish’s work is based on the work of Haim 

Ginott, (Ginott, 1959, 1965) a teacher, clinical child psychologist and parent educator who 

placed importance on the communicative and relational aspects of parenting, including a 
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strong emphasis on the importance of parents’ showing understanding, validating and 

empathising with children’s emotional experiences. The How-to Parenting Program aims to 

teach parents ‘autonomy-supportive parenting practices’, including how to communicate 

empathy, unconditional regard and mutual respect. In an uncontrolled study 100 parents from 

93 families participated in the program (12 parents per group; for seven families both parents 

received the intervention), and 82 parents completed questionnaires at baseline and follow-up 

(12% attrition). In addition, 44 children (47.3%) completed questionnaires at baseline and 

follow-up. Data from the post intervention assessment of parent showed significantly 

improved autonomy-supportive attitudes and skills and reductions in youth externalising and 

internalising difficulties. Parents (but not youth) also reported improved care and 

involvement and more consistent discipline. Youth reported significantly improved parental 

autonomy-supportive attitudes and skills and higher youth wellbeing. The findings of this 

pilot study provided preliminary support for the programs’ efficacy, with effect sizes ranging 

from moderate to large. Further research with this program using a randomised controlled 

method will be necessary to establish the program’s efficacy.  

2.5.2.4 Emotion-focused Parenting Programs 

Emotion-focused parenting programs also fit under the banner of relationship-focused 

approaches, but have a more specific focus on improving emotional communication and 

connection. They are a relatively new intervention approach, and are typically aimed at 

improving emotional competence and reducing behaviour problems in younger children (see 

also Salmon, Dadds, Allen, & Hawes, 2009). One of the first emotion-focused programs was 

TIK, developed at the University of Melbourne for parents of pre-schoolers by Dr Sophie 

Havighurst and Ann Harley. Primarily based on emotion socialisation theory, the program 

also draws on several other theoretical perspectives including attachment theory (Ainsworth 

et al., 1978; Laible & Thompson, 1998), mindfulness theory (Kabat-Zinn & Kabat-Zinn, 

1997), and the humanistic approach, which values the importance of empathy and emotions 

in human relations (Faber & Mazlish, 1980, 2000; Faber & Mazlish, 2005; Ginott, 1965; 

Gottman et al., 1997; Rogers, 1961). The program also shows some overlap with dialectic 

behaviour therapy (DBT; Linehan, 1993a). A pilot study was conducted in 1999 (Havighurst, 

Harley, & Prior, 2004) and this was followed by several evaluations with community samples 

(Havighurst et al., 2010; Wilson, Havighurst, & Harley, 2012), as well as clinical and at risk 

samples (Havighurst et al., In Press; Havighurst et al., 2013). The program’s efficacy was 

also compared to a behavioural parenting program using a randomised control design 



47 
 

(Duncombe et al., Under Review). Results of this study showed that TIK was more 

efficacious in improving parental emotion socialisation and child emotional competence, 

however, behaviour problems were reduced in both conditions. Overall, the studies have 

shown TIK is efficacious in improving parental emotion socialisation, child emotional 

competence, and reducing child behaviour problems. It is currently not known, however, if 

TIK is also efficacious in reducing child internalising difficulties.  

TIK has been adapted for parents of pre-adolescents: TINT (Havighurst et al., 2012). 

Like TIK, TINT was designed as a universal prevention program, based on the theory that 

emotional competence and parent-child emotional communication are intricately linked to 

children’s and adolescents’ emotional and behavioural functioning. TINT directly applies 

emotion socialisation theory by teaching parents the adaptive emotion socialisation style 

called ‘emotion coaching’ (Gottman & DeClaire, 1997; Gottman et al., 1997). The programs 

efficacy has yet to be evaluated to examine whether this approach remains of benefit for 

parents of adolescents.  

In conclusion, there are few universal parent group programs which target parents of 

adolescents. Programs that are currently available have mostly been designed to target youth 

externalising difficulties, and their efficacy in reducing youth anxiety or depression remains 

weak. Most have not incorporated a focus on changing parental risk and protective factors 

related to youth emotional competence. Instead they focus primarily on changing unwanted 

behaviours or cognitions. In addition, there are few evaluations of relationship-focused 

programs despite important changes in the parent-adolescent relationship during this 

developmental stage. Further, parenting programs have often failed to engage parents of 

adolescents, especially if they do not include a focus on improving relationships. While 

programs have been successfully implemented to reduce youth externalising difficulties, the 

evidence base for programs that can be utilised to prevent youth internalising difficulties in 

the general population remains to be investigated. Finally, very little is known about who 

benefits or which parental factors are important targets for reducing youth internalising 

difficulties. This is because few program evaluations also test their theoretical rationale by 

investigating moderators of program effects or mechanisms of change. Yet, such 

investigations may help to further refine and strengthen interventions to improve their 

efficacy.  
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2.5.3 Parent Interventions Targeting Somatic Complaints 

Somatic complaints, while part of internalising difficulties, have received much less 

attention when it comes to prevention or early intervention. There are currently no published 

evaluations pertaining to prevention or treatment of child/youth SC that target parents via 

group-based parent training. This is surprising given the prevalence of somatic complaints is 

similar to that of other internalising and externalising difficulties (Bongers et al., 2003; 

Campo & Fritsch, 1994; Steinhausen & Winkler Metzke, 2007), and that parental factors are 

thought to play an important role in the development and maintenance of SC (Gilleland et al., 

2009; Schulte & Petermann, 2011). In addition, risk and protective factors associated with the 

development or maintenance of somatic complaints may be effectively addressed via group 

parenting programs (Barlow, Smailagic, Huband, Roloff, & Bennett, 2012; Diamond, 2005; 

Havighurst et al., 2010). Typically, however, interventions aimed at treating SC are treatment 

rather than prevention focused, are delivered one-to-one, rather than in group format and 

focus on teaching self-management of pain, rather than teaching emotion regulation skills 

(Husain et al., 2007). The most common treatment approach is standard paediatric care, 

which consists of assessment to establish causes of the symptoms, and, in the absence of an 

identified cause, reassurance that there is no serious organic disease (Geist, Weinstein, 

Walker, & Campo, 2008; Husain et al., 2007). If parents are open to psychological 

intervention, the focus in these interventions is primarily on managing pain rather than 

emotions. Psychological treatments are typically based on cognitive (stress management, 

guided imagery, and coping skills) and behavioural (e.g., social learning, operant 

conditioning, classical conditioning) theories, or a combination of these (Husain et al., 2007). 

However, patients often leave to seek alternative opinions and have been found to be resistant 

to seeking psychological support (Geist et al., 2008). 

Several studies have highlighted the importance of including parents in the treatment 

of youth somatic complaints (Geist et al., 2008; Husain et al., 2007; Sanders, Shepherd, 

Cleghorn, & Woolford, 1994). Guided by social learning theories, researchers have primarily 

focused on parental behaviours which may model (e.g., parents own SC) or reinforce 

children’s SC (e.g., giving attention or sympathy to the child’s pain experience or allowing 

children to avoid school/chores) (Jellesma, Rieffe, Terwogt, & Westenberg, 2008; Levy et al., 

2004; Walker, Williams, & Smith, 2006). Thus, if parents are involved in their child’s 

intervention, they are encouraged to engage in behaviours such as monitoring the pain 

symptoms, encouraging the child to use relaxation techniques to manage the pain, ensuring 
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the young person continues engaging in routine activities (e.g., attend school, complete 

homework tasks), and avoiding giving attention to the symptoms by using planned ignoring 

(Garralda, 2011; Sanders et al., 1994). With the exception of Sanders et al., who found 

parental involvement enhanced outcomes (Sanders, Cleghorn, Shepherd, & Patrick, 1996; 

Sanders et al., 1994), few robust studies have examined the efficacy of targeting these 

parental factors as part of interventions to treat child or youth SC. In addition, treatment 

trials, including the study by Sanders et al., have tended to focus on a single (e.g., recurrent 

abdominal pain, or headache), rather than multiple somatic complaints, despite the fact that 

patients with SC are often multi-symptomatic (Husain et al., 2007; Perquin et al., 2000).  

Two recent Cochrane reviews on psychological therapies (i.e., relaxation, hypnosis, 

coping skills training, biofeedback, cognitive behavioural therapy) for the management of 

recurrent pain for adolescents and children identified 37 randomised control trials (Eccleston, 

Palermo, Williams, Lewandowski, & Morley, 2009; Eccleston et al., 2012). In the updated 

review by Eccleston et al. (2012) (which included the original 29 studies and an additional 8 

studies), only four research trials addressed multiple somatic complaints, with the majority of 

the trials addressing reoccurring headache (21 studies) or abdominal pain (7 studies). 

Interventions reflected two broad treatment groups: Behavioural (usually relaxation based, 

may include biofeedback, and/or autogenic or hypnotherapeutic content) and Cognitive 

Behavioural (including cognitive coping, coping skills training, and behavioural parent 

strategies). All of the interventions were delivered during individual, rather than group 

sessions (average session lengths were 5.3 hours). Results confirmed that psychological 

models of intervention were effective in reducing headaches in children and adolescents post 

intervention and at follow up (between 3 and 12 months post intervention). Reductions in 

pain at post intervention but not at follow up (between 3 and 12 months post intervention) 

were found for somatic complaints other than headache (i.e., non-headache group). Of note is 

that the above interventions have rarely included emotion-related outcomes. Therefore, it is 

not known if the interventions reduce anxiety or depressive symptoms. It has also been noted 

that interventions that target youth somatic complaints mostly focus on which coping 

strategies children use to deal with the intensity of the pain associated with their somatic 

complaints, rather than their capacity to cope with more general situations or emotions 

(Husain et al., 2007). Facilitating the learning of adaptive emotion regulation skills that relate 

to stressful life situations more generally may be important (Meade, Lumley, & Casey, 2001) 

especially because there is evidence that children who report somatic complaints show 
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deficits in emotional competence (Ebelling et al., 2001; Jellesma et al., 2006; Just et al., 

2003; Rieffe et al., 2004; Rieffe et al., 2007; Terwogt et al., 2006). Given that somatic 

complaints increase in frequency as anxiety and depression increase in severity, and deficits 

in emotion competence have been related to somatic complaints, interventions that bolster the 

young person’s emotion competence may be highly effective for adolescent’s experiencing 

somatic difficulties. From this review, questions emerge about whether a focus on emotion 

socialisation in a preventative intervention would impact youth internalising difficulties (and 

including somatic complaints). The next section will examine the overall goal of this thesis 

and present a theoretical model which proposes the mechanism via which the TINT parenting 

program is hypothesised to have an effect on youth internalising difficulties. 

2.6 Theoretical Model  

The primary goal of this thesis was to evaluate whether the TINT parenting program 

would reduce internalising difficulties (anxiety, depression and somatic complaints) during 

early adolescence. A theoretical model is proposed (see Figure 1), which depicts how the 

TINT program is hypothesised to impact on parent and adolescent functioning. The model is 

based on emotion socialisation theory (Katz et al., 2012; Morris et al., 2007) and aims to 

explain the pathways via which the program is hypothesised to influence emotion 

socialisation processes and, in turn, how these impact youth internalising difficulties. 

Program outcomes are thought to be moderated by baseline parent and adolescent 

characteristics and environmental stressors. A series of mediating pathways are also 

proposed. Specifically, the TINT program was designed to directly target parents’ difficulties 

in emotion awareness and regulation and parents’ emotion socialisation practices. Based on 

the research literature presented in this introductory chapter, it was expected that the program 

would facilitate change in parents’ difficulties with emotion awareness and regulation, 

parents’ own internalising difficulties, and parents’ emotion-related parenting practices, and 

thereby lead to changes in youth internalising difficulties. The model proposed in this thesis 

also considers risk and protective factors which have been identified in prior research, such as 

parent characteristics (e.g., sex, age, education, income), youth characteristics (e.g., sex, age), 

parents’ baseline functioning (e.g., high or low scores on emotion socialisation variables), 

youth baseline functioning (e.g., high or low scores on negative affect or internalising 

difficulties) and environmental stressors (e.g., school transitions, financial difficulties). 
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In addition, the model acknowledges the complex bidirectional relationships between 

parent and youth variables as proposed in existing models of emotion socialisation 

(Eisenberg, Cumberland, et al., 1998; Halberstadt et al., 2001; Morris et al., 2007).  

In the following chapter, the research objectives and overall methodology for this 

thesis, (which involves three studies), will be outlined. A detailed description of the TINT 

program sessions will also be provided.  
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CHAPTER 3 RESEARCH OBJECTIVES OF THE THREE STUDIES AND OVERALL 

METHOD OF INTERVENTION DELIVERY 

The overall aim of this thesis was to investigate the efficacy of the TINT parenting program 

in improving parental emotion socialisation and reducing youth internalising difficulties. This 

investigation also sought to identify for whom this intervention approach is more or less 

beneficial by examining moderators of program effects, and why and how the program seems 

to work – determining the mechanism of change.The following section will outline specific 

research objectives of each study. 

3.1 Research Objectives 

This thesis includes three studies, each with specific research objectives: Study 1 is 

presented in chapter 4, which aimed to examine the efficacy of the TINT parenting program 

in improving emotion socialisation in parents of pre-adolescents and reducing youth anxiety 

and depressive symptoms. The key research questions to be answered in Study 1 were: ‘Does 

TINT reduce parents’ difficulties in emotion awareness and regulation and parents’ 

internalising difficulties?’, ‘Does the program improve parents’ emotion socialisation 

practices?’, and finally ‘Does the program reduce youth anxiety and depressive symptoms?’  

Study 2 is presented in chapter 5 and aimed to extend Study 1, by examining 

moderators of program effects and the mechanisms of change. Examination of moderators 

identifies for whom the TINT parenting program works while examination of mediators 

involves examining pathways of change proposed by emotion socialisation theory to 

investigate which variables promote change (Halberstadt et al., 2001; Katz et al., 2012; 

Morris et al., 2007). That is, Study 2 aimed to identify for whom the TINT intervention was 

more or less beneficial and test whether changes in parents’ emotion socialisation led to 

changes in youth internalising difficulties across the transition to secondary school. Specific 

research questions were: Do parent or youth baseline characteristics, or the number of 

sessions parents attend, moderate the effect of the TINT program on parent emotion 

dismissing practices and youth internalising difficulties?; and ‘Does TINT reduce parents’ 

emotion dismissing practices directly, or via reducing parents’ difficulties in emotion 

awareness and regulation?’, and ‘Do improvements in parents’ difficulties in emotion 

awareness and regulation, reductions in parents’ internalising difficulties and reductions in 

emotion dismissing practices lead to reductions in youth anxiety and depressive symptoms?’ 



54 

Study 3 (chapter 6) focused on youth somatic complaints. Because very little is 

known regarding the relationship between emotion socialisation and youth somatic 

complaints, Study 3 first explored the relationship between parents’ emotion socialisation and 

youth somatic complaints. The research questions were: What is the best predictor of youth 

somatic complaints: parental somatic complaints, parent difficulties with emotion awareness 

and regulation or parent emotion dismissiveness? ‘Does parents’ participation in TINT lead 

to changes in youth SC?’ and finally, ‘Do improvements in parents’ difficulties in emotion 

awareness and regulation, and reductions in parents’ emotion dismissing practices lead to 

reductions in youth somatic complaints?’ 

Study 1, 2 and 3 comprise distinct journal papers. Therefore they each include 

introduction, method, results and discussion sections. For this reason, no further information 

about the thesis methodology is necessary except for a detailed description of the TINT 

program in the following section.  

3.2 The Tuning in to Teens Parenting Program: Overview and Session Description 

This section contains a more detailed description of the TINT program, including 

method of delivery, program structure and session content.  

3.2.1 Method of Delivery and Program Structure 

TINT program sessions were conducted once a week over six consecutive weeks, 

with each session lasting two hours. Parents were given a choice of two evening programs 

(e.g., a Monday or a Thursday program) held over six consecutive weeks from 7:30pm – 

9:30pm to maximise enrolment. Facilitators were Christiane Kehoe and Ann Harley (also a 

co-author of the original version of the TIK program), who are both program authors of 

TINT. Co-facilitators were volunteers who were mental health practitioners or psychology 

graduates trained in the TIK program. Debriefing and supervision was provided weekly by Dr 

Sophie Havighurst, author of TIK and TINT. Groups were conducted with a minimum of six 

and a maximum of 13 participants. Venues were chosen on the basis that they were close to 

participating schools and public transport and provided facilities that allowed provision of 

supper, and hot beverages (i.e., tea, coffee). A structured manual was used to ensure 

treatment fidelity and integrity, and facilitators completed fidelity checklists after each 

session to ensure 100% of program content was covered. If parents missed a session they 
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were mailed session materials and were contacted via telephone by their facilitator to discuss 

any questions regarding these materials. 

The TINT program uses a variety of methods, including a) lecturing and audio visual 

material to deliver new content, b) whole group discussions, c) specific exercises that allow 

practicing a newly learned skill (small group and large group), and d) several methods of role 

play (demonstration role play, scripted role play, fishbowl, unscripted role play). The 

‘fishbowl’ role play approach involves one parent or the facilitator playing the adolescent, 

and the remaining participants/facilitators acting as the parent. The role plays always contrast 

emotion dismissing with emotion coaching and are a key part of consolidating the five steps 

of emotion coaching. They allow parents to directly experience what it feels like to be 

emotion coaching versus emotion dismissing, or what it might feel like for the teen when they 

are being emotion coached versus having their emotions dismissed. Because role plays can be 

daunting for parents, they are introduced in a very gentle way, first beginning with facilitators 

demonstrating role plays, then using scripted role plays in pairs, and finally moving to 

unscripted role plays either as a whole group (i.e., fishbowl) or in pairs or threes (i.e., where 

one person acts as ‘helper’). Unscripted role plays allow use of real life examples parents 

bring to group, making the content more relevant to parents’ problems. To create a 

predictable learning environment, each session follows the same format: 1) Warm-up 

activity, 2) Reflection of the week, 3) 10 minute coffee/tea break, 4) Introduction of new 

material, 5) Practice of new materials via exercises or role plays, 6) Feedback and homework. 

Parents are advised of this program structure in session 1 and receive a handout pack which 

contains a session overview for each session and printed handouts of the activities. A 

summary of session goals and activities for each session is presented in Table 1. The next 

section provides detail about each of the six program sessions. 

3.2.1.1 Session 1 

Session 1 focuses on engaging parents. Past programs have shown that it can be 

difficult to engage parents of this age group (see Burke et al., 2010 for a review), hence 

facilitators are urged to engage with parents using empathic reflective listening to ensure 

parents feel validated and heard. Making parents feel welcome, relaxed, respected, and 

enthused about the ideas of the program is a key goal of this session. Session 1 therefore sets 

up clear rules and guidelines for the group, parents’ expectations about the program and the 

structure of each session to create a safe, predictable learning environment. A strength-based 

approach is used, which assumes that all families have strengths that can be built upon (e.g.,  
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Table 1. TinT Sessions and Goals Summary 

TinT Sessions and Goals Summary 

Session Key session goals 

1. Foundations for emotion 
coaching  

Engagement 
Normalising parenting an adolescent 
Psychoeducation: Emotional intelligence 
Introduction of emotion coaching 
Tuning in to low intensity emotions 
Learn about the importance of having mental maps of teens lives  
Changes in parent-child relationships; parents role: From manager to consultant 
 

2. Connecting and emotional 
acceptance 

Increase parents’ awareness of own emotions 
Psychoeducation: Adolescent emotional development 
Explore beliefs and feelings about emotions (meta-emotion) and how this 
affects parenting 
Becoming aware of and tuning in to teens emotions 
Recognising opportunities to connect 
Learn and practice reflecting and labelling feelings (emotion coaching) 

 
3. Building intimacy and 
showing empathy 

 
Increase parents awareness of own emotions 
Psychoeducation: Empathy 
Build empathic understanding  
Understanding the difference between emotion dismissing and emotion 
coaching 
Recognise feelings behind statements and behaviours 
Manage rejection 
Sitting with emotions and staying alongside the young person with acceptance 
Learn and practice empathic reflective listening skills (emotion 
coaching) 

 
4. Emotion coaching worry and 
sadness 

 
Consolidate the skills of emotion coaching stronger intensity emotions 
Psychoeducation: Self care; Anxiety  
Emotion regulation and anxiety 
Increase awareness of the importance of own emotional awareness/regulation 
Increase awareness of developmental effects of criticism on teens 
Practice emotion coaching anxiety and sadness 
Problem solving 

 
5. Emotion coaching anger 

 
Consolidate the skills of emotion coaching stronger intensity emotions 
Psychoeducation : Anger 
Managing own anger and feelings of rejection 
Responding to teens anger 
Emotion regulation and anger 
Recognise emotion coaching opportunity/when not to emotion coach 
Practice emotion coaching anger 
Managing conflict and sibling fighting 

 
6. Emotion coaching now and in 
the future 

 
Review main areas of the program and further consolidate emotion coaching 
Understanding different parenting styles  
Practicing emotion coaching and problem solving 
Where to find support in the local area 
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parents may use emotion coaching with friends but not with their young person) (Powell & 

Batsche, 1997). To normalise parents’ experiences with parenting an adolescent, 

‘brainstorming’ of the positives and challenges of parenting an adolescent is conducted. 

Following this, the concept of emotional intelligence is introduced, including how it 

develops and why it is important. Parents are educated about the role of brain development in 

relation to emotional functioning, and learn about parental factors (e.g., parents’ modelling 

emotional competence, parents’ reactions to their young person’s emotions, the importance of 

discussions about emotions, parent meta-emotion philosophy) which may impact on the 

development of emotional intelligence. The four styles of parenting (emotion coaching, 

emotion dismissing, emotion disapproving, laissez-faire), as proposed by Gottman et al. are 

described, and the ‘five steps’ of emotion coaching are then introduced (Gottman & 

DeClaire, 1997).  

Another key idea put to parents as part of the introduction in the first session is, that 

alongside the developmental changes of the child, the parent also has to change in their role 

(Riera, 2003; Steinberg, 2000). The young persons’ increasing need for independence and 

autonomy results in parents being ‘fired’ as ‘managers’ of their children’s lives, but if parents 

are able to change with the young person, they may be re-employed as a ‘consultant’. This is 

often a painful experience for parents, who are left in an “unenviable quandary – stop 

parenting (giving up or abandonment) or refuse to be fired (an endless power struggle and 

countless grey hairs)” (Riera, 2003, p.6). Research has shown that parents often experience 

their adolescent’s striving for autonomy as rejection. They tend to engage in less parenting 

around adolescent’s emotions, experience conflict with their teen more frequently, report 

decreased positive- and increased negative affect, and have been found to react more 

punitively and angrily (Collins & Madsen, 2003; Klimes-Dougan et al., 2007; Morris et al., 

2011; O'Neal & Magai, 2005; Steinberg, 2000). The change in the parent-adolescent 

relationship requires the parent to consider the way they interact with their adolescent. 

Parents learn that when adolescents feel ‘managed’ they will use reactive statements and 

behaviours to ‘help’ parents adapt to their new role of being a consultant and to feel more 

autonomous and respected within interactions. When parents learn respectful empathic 

communication (e.g., emotion coaching) the young person may be more likely to perceive 

them as ‘consultants’ (Riera, 2003, p.6).  
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Finally, the concept of having a ‘mental map’ of the adolescents life is introduced, 

where parents are encouraged to know what is happening in their children’s lives so they are 

able to validate and acknowledge emotions that may accompany events or situations. Rather 

than the focus being on ‘knowing where’ the adolescent is, the focus is on trying to identify 

the young persons’ feeling states. Thus, although having a mental map is similar to the idea 

of ‘monitoring’, it is applied in a more youth-focused way, thereby less likely to be perceived 

as controlling. Instead, when coupled with parents’ learning strategies to manage their own 

internalising difficulties it is thought to result in the more interactive, process oriented 

monitoring as described by Hayes et al (2003).  

Homework activities are given at the end of each session with the aim of encouraging 

parents to either practice new skills or share with their adolescent what they have learned. In 

session 1, parents are asked to notice emotions, especially lower intensity emotions, both in 

themselves and in their children. Parents are also encouraged to identify their teens ‘emotion 

talk time’, that is, a time that their teen is more open to talking about events or situations and 

to look out for opportunities to connect with their adolescent. Parents are advised that teens 

may be more likely to talk about emotions or emotional situations when there is no eye 

contact (e.g., when driving, walking, watching TV, doing dishes) (Riera, 2003). Finally, to 

encourage discussions about emotions with their teen and to provide opportunities to share 

what was learned in program, parents are asked to ‘interview’ their young person about what 

their teen notices when their friends experience happiness and sadness. 

3.2.1.2 Session 2  

Key goals for session 2 are to a) increase parental awareness of their own and their 

child’s emotions, b) to understand normal adolescent behaviour, and c) to begin to practice 

the first four steps of emotion coaching. The session begins with a warm-up activity (Bear 

sticker exercise) to facilitate increased awareness of emotions. In this activity, parents pick a 

sticker of a bear depicting an emotion the parent has felt during the week. Parents are asked 

to consider four questions: 1) ‘What is the feeling?’ 2) ‘What made you feel this way?’ 3) 

‘What sensations did you notice in your body?’ 4) ‘What thoughts went through your head?’ 

This exercise highlights how difficult it can be to identify feelings and express what is felt. It 

also creates awareness of the physiological, cognitive and behavioural aspects of emotion 

experience and provides parents with a model of how to recognise emotions in themselves or 

their young person. Session 2 also explores the concept of Meta-emotion Philosophy (i.e., 
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thoughts and feelings about emotions; Gottman et al., 2007) in more depth via a ‘brainstorm’ 

about the messages parents may have received about emotions in their family of origin. 

The first ‘Reflection of the week’ takes place in session 2 and is a regular segment for 

the remainder of the program. During reflection of the week, which can last up to 45 minutes, 

parents share their concerns, or successes/failures using emotion coaching. The facilitators 

model the emotion coaching approach by engaging in empathic reflective listening (also 

named ‘facilitative listening’), which entails attentively listening to parents stories, 

responding to their concerns and emotional experiences non-judgementally and with empathy 

and providing incidental learning opportunities (Dumas, 2005; Gottman & DeClaire, 1997; 

Rogers, 1961). Reflection of the week is a key part of making the program relevant to 

parents’ concerns and fostering group cohesion and parent engagement. 

A detailed psycho-educational component follows, educating parents about normal 

adolescent development, including changes in the brain, emotional development and factors 

which may impact on youth emotional functioning. The session also includes a closer look at 

the first four steps of emotion coaching via the handout Emotional Tuning. This handout 

summarises the first four steps of emotion coaching in more detail by providing additional 

helpful hints for parents to identify how they think their young person is feeling (e.g., by 

considering the child’s facial expression or body language, or the emotion behind a statement 

and/behaviour or the situation). Parents are told to be aware that young people sometimes 

express emotions via mentioning their physiological experience (e.g., the young person may 

say ‘I feel sick’; ‘I have a sore stomach’ instead of ‘I am worried’). Second, parents are asked 

to clarify with a question (e.g., ‘You look worried, do you want to talk about what is going 

on?’). Third, parents are asked to empathise and validate the emotion by either just ‘sitting 

with’ the young person rubbing their back or making soothing noises (i.e., hmm, oh, etc...) or 

by using empathy statements that may also include emotion words (e.g., ‘That sounds really 

tough’, ‘How disappointing/frustrating/annoying!’, ‘That’s so upsetting, no wonder you are 

looking so sad’). The Emotional Tuning handout was adapted from TIK, however, there are 

some key differences. For example, care needs to be taken that emotion labelling comes 

across as genuine empathic concern and is kept relatively short to avoid the young person 

feeling patronised (e.g., ‘How frustrating!’ rather than ‘I wonder if you are feeling a bit angry 

and frustrated about this?’). Starting sentences with ‘That’s so annoying/frustrating/etc ...’, 

or ‘I’d be so annoyed/frustrated/etc ...’ or ‘How annoying/frustrating/etc ...’ rather than ‘You 

must be feeling so annoyed/frustrated/etc ...’ can be more validating and calming for a teen 
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and still teaches the young person to label emotions. Parents also learn that sometimes just 

conveying empathic concern by providing non-verbal responses and sitting with the emotion, 

especially in response to teen expression of sadness be experienced as supportive. Parents are 

often not aware of some of the non-verbal sounds and expressions they can use to convey 

understanding. Parents also learn that going from ‘noticing the emotion’ straight to problem 

solving (e.g., reassuring their child, suggesting solutions, or setting limits) dismisses 

emotions and can feel invalidating to the young person. A closer look at ‘what is emotion 

dismissing’ in this session aims to teach parents to avoid going straight to problem solving 

responses (‘Why don’t you...’, ‘What about...’), reassurance responses (‘Don’t worry, you’ll 

be fine!’), defensive responses (‘I did spend time with you all last week!’), or immediately 

setting limits. Instead parents are asked to first validate their adolescents emotions using 

empathy, pausing and listening. 

Homework for Session 2 includes asking parents to continue to notice emotions 

behind adolescents’ statements and behaviours, and observe their responses to these. Parents 

are also asked to engage in a structured conversation (via interview questions) with their teen 

about the teen’s observations of what they like to do when they are feeling down, and what 

helps to improve their mood. In addition, parents are asked to reflect on their experiences 

with their own families of origin and to consider how this might have affected their automatic 

responses to emotions. 

3.2.1.3 Session 3 

Session 3 begins with a Mindfulness meditation (aimed at increasing present-moment 

awareness, non-judgement and achieving a state of calm), and reflection of the week. The 

session then goes on to focus on increasing parental empathy for their child, needed for step 3 

and 4 of emotion coaching. During reflection on the week in session 3 parents begin to 

describe their ‘emotion coaching’ experiences. Often a discussion about the importance of 

using emotion words primarily to validate their adolescents’ emotional experience, rather 

than to label their own emotions (e.g., avoid saying ‘you are making me feel sad’) takes 

place. This distinction is important because it helps parents learn how to avoid guilt inducing 

parenting practices, which have been related to child and adolescent internalising difficulties 

(see Forehand et al., 2013 for a review).  

Next, the concept of empathy is introduced and barriers to empathy are explored. 

Such barriers include negative beliefs about emotions, viewing the child as similar to a 
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disliked family member, and lack of awareness and regulation of emotion. TINT recognises 

that in order to be able to engage in empathic responding parents require good emotion 

recognition and regulation skills. If emotions are not able to be recognised parents may miss 

the opportunity to respond. On the other hand, if parents’ own emotional experience during 

an empathic connection are strong and they are unable to regulate their heightened negative 

arousal and empathic distress, they are more likely to respond in a self-focused rather than 

adolescent-focused manner (Eisenberg, 2000). To help facilitate emotion recognition and 

empathy, TINT uses an activity called ‘The emotion detective’, which involves giving parents 

a list of common adolescent scenarios/situations and asking to find a similar adult equivalent 

and to identify how they would feel. This assists parents to ‘step into their adolescents’ shoes 

and encourages perspective taking. Helping parents to engage in perspective taking may not 

only help to identify their young person’s feeling but also allow them to remain less reactive 

(Webb, Miles, & Sheeran, 2012) and respond more supportively. In turn, having feelings 

validated may help to lower the intensity and duration of adolescents’ emotional experiences, 

allowing the young person to process emotions by focusing on their feelings rather than 

internalising them (Schutte et al ; Fruzzetti, & Shenk, 2008; Shenk & Fruzzetti, 2011; 

Gottman et al 1997). In addition, such conversations may also enable learning of additional 

strategies for regulating negative emotions (e.g., reappraising a situation or accepting the 

feeling) (Bastian et al., 2012; Gross & John, 2003), rather than trying not to think about it 

(i.e., suppression of emotions), which has been found to exacerbate the emotion experienced 

(Bastian et al., 2012). Session 3 also provides opportunities for parents to practice skills 

recognizing emotions behind statements/situations and providing an initial emotion coaching 

(empathic) response via the activity called ‘Being an emotion coach’. This activity involves 

writing down and acting out responses to common scenarios, which also allows parents to 

take home a number of empathic responses they can refer to. 

Homework for session 3 includes asking parents to continue noticing lower intensity 

feelings, using more emotion words in their interactions and practicing empathic responding. 

Parents are encouraged to record their experiences of emotion coaching in the ‘Emotion 

diary’. In addition, parents are asked to engage in a structured conversation (i.e., via 

interview questions) with their teen exploring the teen’s observations of their friends fears 

and worries.  
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3.2.1.4 Session 4 

In session 4 the focus is on the importance of self-care and responding to adolescents’ 

anxiety. The warm-up activity of session 4 is a Mindfulness meditation. This is followed by a 

discussion on the importance of self-care and the need to work pro-actively to ‘refuel’ to 

prevent becoming emotionally dysregulated. Parents each reflect on what they currently do to 

‘emotionally refuel’ and whether there is something else they would like to do. A discussion 

about the importance of role-modelling self-care is facilitated and a chapter on self-care by 

Margot Sunderland (Sunderland, 2006) is given to parents to read. This chapter describes 

several aspects of self-care, including the importance of nutrition, sleep and exercise. 

The section on emotion coaching anxiety begins with an explanation about the 

function of anxiety and a discussion about how parents express their own anxiety. This is 

followed by an activity aimed at increasing understanding of anxiety called ‘The Blue 

Monkey’. The Blue Monkey is based on the well-known story by Russian author Fyodor 

Dostoevsky, who asked his brother not to think of a white bear. It has been applied in several 

studies to highlight that suppression of thoughts increases their occurrence (Wegner, 

Schneider, Carter, & White, 1987). Hence, parents are encouraged to avoid using responses 

to their child’s experience of anxiety or worry such as ‘don’t worry’ or ‘don’t think about it’. 

Parents are also taught how to recognize and manage their own anxiety, and how to respond 

to their adolescents’ anxiety. In particular, parents are told to avoid jumping straight to step 

number five of emotion coaching (e.g., minimising their child’s fears and worries, or jumping 

straight to reassurance or problem solving) and are encouraged to first show respect for their 

teen’s feelings using empathy and to normalise the teen’s fears. Attitudes and beliefs about 

anxiety are explored and parents learn about parenting behaviours related to teen’s anxiety, 

and how their young person’s anxiety can sometimes elicit those behaviours (e.g., 

reassurance, overprotective parenting). Role plays in this session focus on practicing emotion 

coaching responses to teen anxiety. In addition parents learn how to problem solve with teens 

in a way that facilitates emotional autonomy and helps youth develop adaptive problem 

solving skills. Lastly, this session includes a discussion about the effects of criticism and 

derogation on adolescents.  

Homework activities in session 4 include: a) identifying and engaging in one self-care 

activity, and b) sharing anxiety strategies with their adolescent. Parents are also asked to 

engage their teen in a structured conversation (via interview questions) about what the teen 

notices when their friends are angry. 
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3.2.1.5 Session 5 

In session 5 the focus is on emotion coaching anger. After a tense and release 

meditation, and reflection of the week, the goal of this session is to help parents develop 

skills in managing their own anger, and managing feelings of rejection by their teen. First, 

parents learn about the function of anger, including that anger can facilitate assertive 

responding and that adolescents may use anger to create distance. Parents then share how 

they express their anger and facilitators summarise parents’ responses by highlighting that 

behaviours that accompany anger often fall into two categories: ‘Letting off steam’ and 

‘calming’. For example, parents are asked to consider replacing maladaptive ways of letting 

of steam (e.g., shouting, slamming doors) or calming (e.g., stonewalling) with adaptive ways 

of letting off steam (e.g., going for a brisk walk) or calming (e.g., having a shower, taking a 

deep breath). Parents learn about causes of parents’ and adolescents’ anger, how to respond to 

other underlying feelings, and anger management strategies that allow letting off steam or 

calming. Beliefs and attitudes about anger (i.e., meta-emotion philosophy) and how these 

influence the way parents respond to their young person’s anger are explored. This also 

includes helping parents know the difference between anger and rage. Parents learn what 

happens in the brain when anger is so high that one has ‘flipped one’s lid’ and thinking or 

acting rationally can be problematic (Gottman, 1991; Siegel & Bryson, 2011). The benefit of 

breaking eye contact, pausing and allowing the ‘flooding’ to subside before continuing 

interactions is explained. Parents also learn that when their own anger is at a high intensity it 

is difficult to feel empathy towards their young person, and instead it is important to model 

adaptive anger management (i.e., using only the first two steps of emotion coaching). Once 

both parties are calmer, the full five steps of emotion coaching can be used. Understanding 

and becoming aware of ‘high risk times’ for getting angry to enable catching anger early and 

planning ahead what one could do to constructively manage strong emotions is highlighted. 

In addition, parents learn to clearly separate feelings from behaviours when responding to 

their teen’s anger to remain accepting of the adolescents’ emotions but set limits around 

unacceptable behaviours. Finally, parents learn about managing conflict, including 

identifying their beliefs and attitudes about conflict, and how to respond to sibling fighting.  

Homework activities include a structured conversation with their teen about the way 

they or their friends manage anger, including how they ‘let off steam’. This conversation can 

allow parents to share what they have learned about anger and anger management. This can 

help for both the parent and the teen to reflect upon emotional expression and regulation and 
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gain understanding of each other’s ‘high risk times’ for getting angry. Parents are encouraged 

to practice some of the anger management strategies when they are feeling frustrated or angry 

to model adaptive emotion regulation for their teen.  

3.2.1.6 Session 6 

The goal of session 6 is to consolidate the skills of emotion coaching and learn to 

distinguish between four emotion socialisation parenting styles: Emotion dismissing, 

Emotion Disapproving, Laissez-faire, and Emotion Coaching (Gottman & DeClaire, 1997; 

Gottman et al., 1996). The short and long term effects of each style are discussed. This 

activity is key to highlighting the important distinction between the four styles of emotion 

socialisation. For example, for some parents the difference between emotion coaching and a 

Laissez-faire style, or between emotion dismissing and an emotion disapproving style only 

becomes clear with this activity. This session also involves a last opportunity to conduct an 

unstructured role play with support from group facilitators. That is, parents practice going 

through all five steps of emotion coaching using their own scenarios. Any content not 

covered in earlier sessions is also delivered here. Parents are given a certificate and the end of 

the program is celebrated. In addition, parents are provided with information about where and 

how to seek support in their local areas for themselves and their teen in case problems occur 

in the future. Finally, a handout for teens with information about where to seek help is 

provided to parents.  

This completes the description of the TINT parenting program. The thesis now turns 

to present the three studies in turn. Because the studies represent three independent journal 

papers, repetition of definitions and some overlap between the studies is inevitable.  
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CHAPTER 4. STUDY 1: TUNING IN TO TEENS: IMPROVING PARENT EMOTION 

SOCIALISATION TO REDUCE YOUTH INTERNALISING DIFFICULTIES 

4.1 Abstract Study 1 

Research in child development suggests that parents’ emotional competence and emotion 

socialisation practices are related to children’s emotional functioning, including child 

internalising difficulties. This research has not yet been translated into intervention or 

prevention programs targeting parents of older children and adolescents. The current study 

examined the efficacy of the Tuning in to Teens (TINT) parenting program in improving 

emotion socialisation practices in parents of pre-adolescents and reducing youth internalising 

difficulties. Schools were randomized into intervention and control conditions. Data were 

collected from 225 parents and 224 youth during the young person’s final year of elementary 

school (6
th

 grade) and again, 10 months later in their first year of secondary school (7
th

 

grade). Multilevel analyses showed significant improvements in parental emotion 

socialisation and reductions in youth internalising difficulties for the treatment condition. 

This study provides support for the efficacy of the TINT parenting program with a community 

sample.  

4.2 Introduction Study 1 

During the transition to adolescence, young people experience many biological, 

psychological, and social role changes, which can make this a highly emotional time. 

Psychological problems often arise or intensify during transition periods, particularly if 

several stress-inducing events (e.g., change of school, puberty, parental divorce) occur 

simultaneously (Masten, 2004). In order to successfully manage emotions elicited by these 

transition points the young person requires adaptive emotion regulation strategies (Lougheed 

& Hollenstein, 2012; Rosenblum & Lewis, 2003). Emotion dysregulation is a risk factor for 

internalising difficulties (e.g., anxiety and depression) and is commonly reported by 

adolescents (Bongers et al., 2003). Serious internalising disorders typically begin during this 

phase of life, which suggests that early adolescence may be a crucial time for preventive 

interventions (Zahn-Waxler et al., 2000). Prevention of mental health problems has been 

identified as a key public health strategy to lessen the long term negative impact of anxiety 

and depression (O’Connell, Boat, & Warner, 2009). Yet despite the heavy social and 
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economic burden associated with internalising disorders, this area of mental health prevention 

has received very little attention. 

Several researchers have argued emotion understanding and regulation (emotional 

competencies) may be important to target in prevention of internalising disorders, and 

parenting processes continue to shape these aspects of adolescent development (Morris et al., 

2007). The transition to adolescence involves significant changes for parents who have to 

adapt to new parenting demands. Although many parents manage this transition successfully, 

some experience their adolescents’ striving for autonomy as rejection, and experience 

decreased positive affect and increased negative affect (Collins & Madsen, 2003; O'Neal & 

Magai, 2005; Steinberg, 2000). Family conflict is also thought to peak during early 

adolescence, when children view their relationship with their parents less positively (Collins 

& Madsen, 2003; Morris et al., 2007). These difficulties are likely to impact on parents’ 

emotion socialisation practices and their mental health, especially if they experience 

difficulties in emotion awareness and regulation (Morris et al., 2007). Because there are so 

few programs which enhance parents’ emotional competence and emotion socialisation, we 

investigated the efficacy of TINT, a parenting program that targets parent emotion 

socialisation to improve adolescent emotional and behavioural adjustment.  

4.2.1 Adolescence, Emotional Competence and Internalising Difficulties 

A central feature of internalising problems is disordered mood or emotion, and both 

adults and children with internalising difficulties have been found to have unique patterns of 

emotional competence related to both negative and positive emotions (Berking & 

Wupperman, 2012; Southam-Gerow & Kendall, 2002). Emotional competence has been 

defined as the ability to recognize, understand and regulate emotional experience and 

expressiveness in interpersonal and intrapersonal situations (Halberstadt et al., 2001; Saarni, 

1999). Emotional competencies are closely linked to social competence, with skills in 

experiencing and expressing one’s own emotions and recognizing emotions in others being 

essential for successful communication (Halberstadt et al., 2001). During adolescence 

emotional competencies continue to develop and consolidate (Rosenblum & Lewis, 2003). 

However, youth vary widely in their knowledge of- and ability to apply emotion regulation 

strategies, especially if they experience deficits in other areas of emotional competence (e.g., 

emotion identification), or if their emotional arousal is high (Lougheed & Hollenstein, 2012; 

Pons et al., 2004). With increasing social challenges, immaturely developed emotional 

competence may undermine healthy adaptation to role changes and increase susceptibility to 
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internalising difficulties. Emotional competencies may therefore be an important target in 

prevention programs. 

4.2.2 Parenting, Emotional Competence, and Adolescents’ Internalising Difficulties 

Although adolescents increasingly turn to their peers for emotional support, parents 

remain integral to the development of emotional functioning in adolescence (Morris et al., 

2007). Parental modeling of emotion expression, their reactions to children’s negative 

emotion displays, and acceptance and coaching of emotions (i.e., emotion socialisation) are 

related to adolescents’ emotional competence and internalising problems (Morris et al., 

2007). Emotion socialisation is thought to be influenced by parents’ attitudes and beliefs 

about emotions as well as parents’ own emotional competence (Gottman et al., 1997). 

Parental internalising difficulties (e.g., anxiety or depression) are consistently identified as a 

key risk factor for maladaptive parenting and child and adolescent internalising difficulties 

(Morris et al., 2007; Piche et al., 2011). 

When parents are unable to manage their own emotions effectively, they are likely to 

have difficulties accessing strategies to work through emotional problems with their children 

(Eisenberg, Cumberland, et al., 1998; Gottman et al., 1997). Parents accessing maladaptive 

emotion-regulation strategies (e.g., suppression), may result in heightened arousal (Gross & 

John, 2003) and a greater likelihood to express negative emotions in a dysregulated manner 

(Rueger, Katz, Risser, & Lovejoy, 2011) or engage in emotion dismissing practices (Gottman 

et al.; Perlman, Camras, & Pelphrey, 2008). Dismissing the young persons’ emotional 

experience, such as when the parent ignores, trivializes, matches or punishes negative 

emotional expression, may in turn exacerbate adolescents’ emotional reactivity (Shenk & 

Fruzzetti, 2011) and contribute to a family climate that is less supportive and more conflictual 

or disengaged (Morris et al., 2007). In turn, the young persons’ reactivity and maladaptive 

parent-youth interactions may exacerbate both parents’ and adolescents’ internalising 

difficulties (Steinberg, 2000). Hence, teaching parents strategies to better manage their own 

emotional reactivity, as well as how to respond to adolescents’ emotions in ways that are 

perceived by the young person as accepting and supportive may be important for preventing 

and reducing parent and youth internalising difficulties.  

4.2.3 Parenting Interventions and Youth Internalising Difficulties 

Few studies have evaluated interventions which target parent emotion socialisation to 

reduce internalising difficulties in youth. Instead, parenting programs typically target 

adolescent externalising behaviours, and focus on increasing parental monitoring, positive 
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reinforcement, limit setting, communication and problem solving (see Burke et al., 2010 for a 

review). For the most part, efforts aimed at the prevention of youth internalising difficulties 

in community samples have been school-based, targeting the young person, and have not 

consistently found that adding a parent component strengthens outcomes over and above the 

adolescent intervention (Cartwright-Hatton & Murray, 2008; Neil & Christensen, 2007). Few 

studies have examined whether parenting programs reduce youth internalising difficulties 

when offered as a preventive intervention in the general population (Neil & Christensen, 

2007). In addition, studies that have evaluated the effect of parenting programs on 

internalising difficulties have not consistently found evidence of efficacy (Toumbourou & 

Gregg, 2002; Trudeau et al., 2007). Further, parenting programs targeting parents of 

adolescents have shown high attrition and low retention (Burke et al., 2010). 

A recent review of prevention programs for emotional difficulties suggests 

acceptance-based interventions, which focus on teaching people to acknowledge, accept and 

regulate emotions (e.g., anxiety), may be especially relevant when working with parents of 

adolescents to prevent internalising difficulties (O’Connell et al., 2009). Interventions with a 

focus on emotion acceptance and regulation have been found to be successful in improving 

parents’ emotion-related parenting practices and preschool age children’s emotional 

competence (Havighurst et al., 2010). A pilot study with at risk youth (aged 10 – 14 years) 

also provided preliminary evidence that teaching children and parents mindfulness (e.g., 

awareness and acceptance of emotions) was effective in increasing parents’ emotion 

awareness and regulation and enhancing parent-youth relationships (Coatsworth et al., 2010). 

In addition, evaluation of a 10-session attachment-based parenting intervention, which 

included a focus on parental empathy, emotion regulation and parent-child connection found 

significant reductions in parent-reported youth internalising difficulties in a sample of parents 

of young people (age 12 - 16 years) identified as at risk for aggressive behaviour (Moretti & 

Obsuth, 2009). However, further research is required to determine whether this approach 

would be efficacious in preventing youth internalising difficulties in a community sample.  

4.2.4 Tuning in to Teens (TINT) Parenting Program 

The TINT program (Havighurst et al., 2012) teaches parents skills in responding to 

emotions in ways that foster closer parent-adolescent connection and enhance emotional 

competence in both parents and youth. The program was adapted from the Tuning in to Kids 

(TIK) program (see Havighurst et al., 2009 for a description of the program including 

theoretical underpinnings). Like TIK, TINT was designed as a brief (six two-hour sessions) 
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universal prevention program, based on the theory that emotional competence and parent-

child emotional communication are intricately linked to children’s emotional and behavioural 

functioning. The central focus is on teaching parents an adaptive emotion socialisation style 

called ‘emotion coaching’. The emotion coaching style was identified by Gottman, Katz and 

Hooven (1997) and involves five steps (Gottman & DeClaire, 1997). These are: 1) become 

aware of the child’s emotion, especially if it is at a lower intensity; 2) view the child’s 

emotion as an opportunity for intimacy and teaching; 3) communicate understanding and 

acceptance of emotions with empathy; 4) help the child to use words to describe how they 

feel; and 5) if necessary, assist them with problem solving. The program focuses on 

increasing skills required for each of the five steps, including understanding where beliefs 

about emotions come from (e.g., family of origin experience) and how they influence 

attitudes and responses to emotions (Gottman et al., 1997).  

TINT targets parents’ skills in emotion awareness, identification and regulation, and 

aims to increase parents’ empathy for their teen. Considerable overlap exists between TINT 

and Dialectic Behaviour Therapy (DBT; Linehan, 1993a). To reduce parental vulnerability to 

emotional reactivity, TINT incorporates mindfulness skills (meditation, mindful awareness 

and acceptance, non-reactivity) and explores self-care activities which may help the parent 

emotionally ‘refuel’. TINT also focuses on teaching parents to respond to adolescents’ 

emotional reactions in ways that validate and acknowledge the young person’s experience. 

This is thought to help lower the frequency, intensity and duration of emotional arousal and 

foster a sense of feeling accepted (Gottman & DeClaire, 1997; Linehan, 1993a). In addition, a 

scaffolding approach to problem solving is used to facilitate a shift in parenting from being 

the child’s ‘manager’ (more typical in the younger years) to being a ‘consultant and guide’ 

(Gottman & DeClaire, 1997). This helps to encourage emotional autonomy and reduce youth 

reactivity. Parents also learn about normal adolescent emotional development and how to 

manage and respond to rejections by the young person.  

4.2.5 Aims Study 1 

The aim of this study was to evaluate whether the TINT parenting program was 

efficacious in improving parent emotion socialisation and reducing youth internalising 

problems across the transition to secondary school. The key research questions were: Does 

TINT reduce parents’ internalising difficulties and parents’ difficulties in emotion awareness 

and regulation? Does the program improve parents’ emotion socialisation? Does the program 

reduce youth internalising difficulties? 
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4.3 Method Study 1 

4.3.1 Participants 

Participants were from schools in metropolitan Melbourne, Australia and included 

225 grade six students (final year of elementary school) aged 10-13 years (M = 12.01, SD = 

.42; 49% boys) and their primary caregiver (200 mothers, 25 fathers; Mage= 44.1, SD = 5.13). 

One parent withdrew consent for their child to participate in the study prior to their young 

person’s completion of the questionnaire. Consequently, 225 primary caregivers and 224 

youth comprised the final sample. Fathers selected themselves into the study as ‘primary 

caregivers’ and did not differ from mothers on any of the variables apart from rating 

themselves as more emotionally dismissive (M = 2.28, SD = .30) compared with mothers (M 

= 2.02, SD = .38); t(219) = 4.01, p < .001, 95%CI: .13, .39). We retained fathers in the study 

because 1) fathers were primary caregivers, 2) fathers in each condition did not differ in 

levels of emotion dismissing, and 3) fathers have generally been found to be more dismissing 

of emotion with their children, but fathers’ responses to their adolescents’ emotions have 

been found to be important for healthy development of emotional competence (Brand & 

Klimes-Dougan, 2010).  

Participants’ education, employment and income levels were consistent with the 

normal distribution for Australia (Australian Bureau of Statistics, 2011). Parents were mostly 

married/defacto (82.7%), 28 parents (12.4%) had re-married, 5 (2.2%) were sole parents and 

5 (2.7%) had not reported their marital status. The majority of parents (75.6%) had completed 

high school, 38.2% had completed a non-university qualification and 43.5% had completed a 

bachelor degree or higher. Most parents (81.3%) spoke English as their first language and the 

remainder spoke European (8.4%), Asian (8.1%) and African (2.2%) languages. Participating 

parents were mostly in paid employment (80.4%). Of those who were in the workforce, the 

mean number of hours worked per week was 29.5 (SD = 11.0). Parents reported gross annual 

combined family incomes of less than $40 000 (9.8%), $40 000 - $59 999 (15.1%), $60 000 - 

$99 999 (32.0%) and $100 000 or more (38.7%). Ten parents declined to report their income 

(4.4%). Parents’ internalising difficulties were representative of the normal population with 

7.11% scoring in the clinical range for anxiety, and 3.11% scoring in clinical range for 

depression (Aylard, Gooding, McKenna, & Snaith, 1987). Youth internalising difficulties 

were also representative of the normal population, with 8.9% of youth reporting anxiety 

levels in the clinical range, 8% of youth reporting depressive symptoms in the clinical range 

(intervention: n = 12; 10.0% ; control: n = 6, 4.8%) and mean parent-reported child anxiety 
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comparable to normal population means of the scale developers (Nauta et al., 2004; Spence, 

Barrett, & Turner, 2003). 

4.3.2 Procedure  

The study was conducted during 2008-2010 and targeted parents of grade 6 students. 

Schools rather than participants were selected as the unit of random assignment. Group 

randomisation is preferable when investigating the effects of an intervention delivered to 

identifiable groups (Murray, 1998) and minimizes contamination if all participants at a school 

are in the same condition.120 schools were chosen from lower- to middle-class 

socioeconomic regions of Melbourne and randomized (allocation ratio 1:1, using a computer 

randomizer) into either intervention (TINT) or control conditions. Schools were approached 

after randomisation and 55 schools (45%; 28 intervention; 27 control) agreed to participate. 

Reasons for non-participation of schools included the predominance of non-English speaking 

students at the school, commitment to other research projects and pre-existing 

parenting/transition programs. Information and consent forms were attached to school 

newsletters and given to all grade 6 students (N = 3359). Parents and youth in intervention 

schools were invited to take part in a research project where parents could attend a free 

parenting program and youth would receive a $30 CD voucher on completion of follow-up 

questionnaires. Parents and youth in control schools were invited to take part in a research 

project where youth would receive a $30 CD voucher on completion of follow-up 

questionnaires. Due to funding limitations, no incentive was offered to parents and we were 

unable to offer control parents the intervention.  

For both conditions information letters explained we were interested in examining 

factors that impact on young people’s socio-emotional functioning during the transition to 

adolescence/secondary school. For the intervention condition only, they were also invited to 

participate in a parenting program with a focus on helping youth develop emotional 

intelligence. Consent forms were signed by 323 parent-youth dyads (171 intervention), 

translating to a 9.25% response rate. This constitutes a comparable response rate to mail-out 

surveys (Gibson, Koepsell, Hale, & Diehr, 1999) and other universal parenting program 

recruitment efforts for parents of adolescents which typically recruit in schools (Ralph & 

Sanders, 2006b). The survey package sent to interested families included instructions for 

parents and youth to complete their questionnaires separately and youth were provided with 

separate envelopes to ensure their privacy. A total of 229 (70.9%) parent-youth dyads (125 
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intervention) returned completed baseline questionnaires and were assessed for eligibility. 

Baseline data collection occurred in waves, corresponding to 4 school terms during the final 

year of elementary school (6
th

 Grade). Follow-up was conducted on average 10.5 months (SD 

= .74; range 10-12 months) post baseline when children were at secondary school (7
th

 Grade). 

The study conformed to all ethical requirements for research.  

4.3.3 Measures 

Parent internalising difficulties (parent report only). Parents' internalising difficulties 

were evaluated using the anxiety and depression subscales (7 items each; rated 0-3) of the 

General Health Questionnaire (GHQ 28; Goldberg, 1981). Higher scores indicate greater 

difficulties. The GHQ has been widely used as a general screening measure of depression and 

anxiety and has shown good internal consistency, validity and test-retest reliability 

(Andersen, Sestoft, Lillebaek, Gabrielsen, & Hemmingsen, 2002; Aylard et al., 1987). The 

two subscales were strongly correlated (baseline r = .53; follow-up r = .57) and were 

combined to create one measure of parents’ internalising problems (Vickers, 2004). 

Cronbach’s alpha was .88 at baseline and .90 at follow up.  

Difficulties in emotion regulation (parent report only). The Difficulties in Emotion 

Regulation Scale (DERS; Gratz & Roemer, 2004) was used to assess parents’ own difficulties 

with emotion awareness and regulation. The scale is a 36-item self-report questionnaire rated 

from 1 (almost never) to 5 (almost always) and measures difficulties in: acceptance of 

emotions, ability to engage in goal-directed behaviour when distressed, impulse control, 

awareness of emotions, access to strategies for regulation, and clarity of emotions. The total 

scale was used in the current study in order to reduce multiple comparisons. Higher scores 

indicate greater difficulties in emotion regulation. The DERS has demonstrated very good 

internal consistency and good test-retest reliability and predictive validity (Gratz & Roemer, 

2004). In the current study, Cronbach’s alpha coefficients for the total scale were .94 

(baseline), and .93 (follow up).  

Parent emotion socialisation practices (parent and youth report). The 45-item 

Emotions as a Child Scale (EAC; Magai, 1996; Magai & O'Neal, 1997) was used to measure 

parent emotion socialisation practices for anger, sadness and anxiety (15 items for each 

emotion). Parent and youth report forms are identical, varying only according to the phrasing 

of questions from the parent or the youth’s perspective. The EAC measures five facets of 

emotion socialisation (9 items each): parental encouragement of the young person’s emotion 
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expression (e.g., “When my child was angry/sad/fearful, I asked my child what made her/him 

mad/sad/fearful.”); parental punishing responses (e.g., “When my child was 

angry/sad/fearful, I told my child that s/he was acting younger than his/her age.”), parental 

neglect (e.g., “When my child was angry/sad/fearful, I did not pay attention to her/his being 

angry/sad/fearful.”), parental matching/magnifying the child’s emotion (e.g., “When my 

child was angry/sad/fearful, I got very angry/sad/fearful.”), and parental overriding of the 

young person’s emotions (e.g., “When my child was angry/sad/fearful, I told her/him to cheer 

up.”). Acceptable internal consistency, test-retest reliability and validity statistics for various 

versions of the EAC with both adolescent and adult samples have been found (Garside & 

Klimes-Dougan, 2002; O'Neal & Magai, 2005; Silk et al., 2011). To reduce multiple 

comparisons and remedy problems of multi-collinearity between the facets of emotion 

socialisation (several subscales correlated >.60), the total emotion dismissing response 

variable was used. For the total scale the 9 encouragement of emotions items are reverse 

scored so that high scores reflect lower encouragement of anger, sadness and anxiety. All 

items are combined to measure parental responses on a continuum from emotion coaching to 

emotion dismissing. Scores were averaged and ranged from 1 (never) to 5 (very often) with 

higher scores indicating higher levels of emotion dismissing. In the current study, Cronbach’s 

alpha for the total emotion dismissing scale were .87 and .88 at baseline and .80 and .85 at 

follow up for parent and youth versions respectively. Further evidence of validity was 

indicated by moderate correlations between parent and youth report versions of the total EAC 

(r = .40; see Table 2). 

Youth internalising difficulties (parent and youth report). Youth anxiety symptoms 

were measured with the Spence Children’s Anxiety Scale (SCAS; Spence, 1998) and the 

Spence Child Anxiety Scale for Parents (SCAS-P; Nauta et al., 2004). The SCAS and the 

SCAS-P total scales are widely used and have shown excellent internal reliability, 

satisfactory test-retest reliability and adequate convergent and divergent validity (Nauta et al., 

2004; Spence et al., 2003). In the current study the total scale was used to reduce multiple 

comparisons. Cronbach’s alpha’s were .91 and .90 at baseline and .93 and .92 at follow up for 

parent and youth versions respectively. Inter-rater agreement between parent-youth dyads 

was moderate (see Table 2). A cut-off score of > 42 on the SCAS was used to identify youth 

within the clinical range of anxiety, as recommended by the scale authors. 
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Youth depressive symptoms (parent and youth report) were measured with the Child 

Depression Inventory short-form child self-report (CDI:S; Kovács, 1981; Kovács & Beck, 

1977) and the parent report (CDI:P; Garber, 1984). The CDI:S (10 items) is rated on a 3-point 

scale (0 = absence, 1 = mild symptoms, or 2= definite symptoms; range 0 - 20), and the 

CDI:P (17 items) uses a 4-point scale (0 = not at all, 1 = some of the time, 2 = often, 3 = 

much or most of the time; range 0 - 51). The psychometric properties of both versions of the 

CDI have been well established. In the current study, Cronbach’s alpha’s were .84 and .84 at 

baseline and .83 and .87 at follow up for the parent and youth versions respectively. Parent-

youth inter-rater agreement was moderate (see Table 2). 

4.3.4 Intervention 

A total of 12 TINT parenting groups were conducted at local community centres 

during 4 school terms (autumn, winter, spring, summer) in the first two years of the study. 

The program was delivered in a group format (between 6-13 parents) for two hours a week 

(7:15-9:15pm) for a total of six weeks with two facilitators (one of whom was the first or 

third author). Co-leaders were volunteers who were mental health professionals or 

psychology graduates and had taken part in the Tuning in to Kids training at Melbourne 

University. A structured manual was used (Havighurst et al., 2012) and fidelity checklists 

were completed by the facilitators immediately after each session showing high levels of 

fidelity (i.e., 100% of the compulsory content was delivered in each of the 12 parenting 

groups). Of the 121 parents in the intervention condition, 84% completed four or more 

sessions. Four parents only attended one session due to: work commitments (n = 2), child 

care issues (n = 1), and a family crisis (n = 1). If parents missed sessions, they were sent the 

materials and received a phone call. 

4.4 Results Study 1 

4.4.1 Preliminary Analyses 

Data were examined for missing values, normality, and outliers (note: see Appendix 

A, B and C for detailed description of preliminary analyses). Pearson-mean imputation was 

used to replace missing items with mean values, providing at least 80% of the data were 

available. This approach keeps accurate estimates of variances and covariances and was used 

given that missing data were minimal and considered missing at random 
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Table 2. Correlations between Parents’ Internalising Difficulties 

Correlations between Parents’ Internalising Difficulties, Parents’ Difficulties in Emotion Awareness and Regulation,  

Parents’ Emotion Dismissing Practices and Youth Internalising Difficulties at Baseline 

 Parent Variables Youth Variables 

1 2 3 4 5 6 7 

1.Parents’ internalising difficulties (P) -       

2.Parents’ difficulties in AW and ER (P) .57
***

 -      

3.Parent emotion dismissing (P) .21
**

 36
***

 -     

4.Youth anxiety (P) .30
***

 33
***

 .26
***

 -    

5.Youth depressive symptoms (P) .43
***

 43
***

 .23
**

 .56
***

 -   

6. Parent emotion dismissing (Y) .10 .20
**

 .40
***

 .17
*
 .24

***
 -  

7.Youth anxiety (Y) .05 .18
**

 .15
*
 .52

***
 .33

***
 .34

***
 - 

8.Youth depressive symptoms (Y) .21
***

 .23
***

 .19
**

 .36
***

 .41
***

 .36
***

 .62
***

 

Note. AW = emotion awareness; ER = emotion regulation; (P) = parent-rated; (Y) = youth-rated;  

*p<.05, **p<.01, ***p<.001. 
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(Bono, Ried, Kimberlin, & Vogel, 2007). The variables of parent internalising, parent 

difficulties in emotion awareness and regulation, and youth anxiety and depressive symptoms 

(parent- and youth-rated) were positively skewed and were transformed using square root and 

log transformations. For ease of interpretation, untransformed means are presented, but 

statistics given are for analyses conducted with transformed variables, unless analyses 

produced equal results. To determine covariates (Pocock, Assmann, Enos, & Kasten, 2002), 

t-tests, chi-square analyses and Pearson’s correlations were conducted to examine baseline 

differences and relationships between demographic and outcome variables. Pearson 

correlations between the parenting scales and youth outcomes at Time 1 are presented in 

Table 2. Overall, the pattern of correlations were in the expected direction and showed that 

higher levels of parental internalising difficulties, higher levels of emotion awareness and 

regulation difficulties, and higher levels of dismissing practices were related to greater youth 

anxiety and depressive symptoms as reported by parents. The same correlations were 

revealed for youth-reported variables, however, parents’ own internalising difficulties were 

unrelated to youth self-reported anxiety. 

Group comparison of demographic characteristics showed significant differences on 

two variables: youth in the intervention condition were slightly younger t(223) = -6.24, p < 

.001 (mean difference in months = -.36), and there were more boys (n = 67, 55.4%) in the 

intervention condition, compared with the control condition (n = 42, 40.4%), χ
2
 (1, N =225) 

=4.48, p = .035, phi = .15. It is possible that age differed due to significantly more baseline 

data being collected for control parents in the second half (term 2, 3, & 4) of the grade six 

school year, whereas data were collected throughout the year (term 1-4) for the intervention 

participants, χ
2
 (3, N = 225) = 57.34, p < .001, phi = .51. When follow-up data were collected, 

participants enrolled in the study in term 1 (n = 31) were followed up slightly later (Mmonths = 

12.00, SD = .00) when compared with participants enrolled in the study in term 2, 3 or 4 

(Mmonths = 10.3, SD = .46; t(179) = 50.06, p < .001, 95%CI: 1.6, 1.8). Hence, gender, the 

young person’s age, and baseline term of enrollment were all considered as covariates. 

Gender and baseline term of enrollment were also considered as moderators, however, 

interactions were not significant.  

Between-group comparisons of baseline data found no statistically significant 

differences in the scores for any of the youth-reported variables under study. However, 

baseline parent data showed intervention parents rated their youth significantly higher on 

anxiety (t(222) = 3.20; p = .002) and depressive symptoms (t(222) = 4.88; p < .001) 
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compared with control parents. Therefore, we controlled for baseline levels of parent-rated 

youth anxiety and depressive symptoms. Additionally, moderation analyses were conducted 

to further investigate the impact of this baseline difference. 

Of the 225 participants, 210 parent-youth dyads returned follow-up questionnaires 

resulting in a 93.3% response rate (see Figure 2 for participant flow). Parents failing to return 

questionnaires at follow-up (n = 15) did not significantly differ from the rest of the sample on 

any of the measures and there was no significant difference in questionnaire return rate 

between the intervention and control group (see also Appendix C). 

4.4.2 Multi-level Mixed Effects Modeling 

Due to the multi-stage sampling strategy, where schools were first sampled and then 

parent-youth dyads within these schools, intra-class correlations were computed and ranged 

between .000 and .087, suggesting that up to 8.7% of variance in some of the baseline 

outcome measures were explained by school membership (Heck et al 2010). Therefore, it was 

decided to conduct multilevel analyses using SPSS (Version 18) Mixed Models, which 

allowed us to examine the fixed effect of condition on outcome variables, while controlling 

for the random effect of school (Peugh & Enders, 2005). A baseline random intercept model 

(i.e., youth nested within schools) was initially constructed for each outcome measure. As 

indicated by the smallest Akaike information criterion (AIC) index, best model fit for the null 

model (Step 1) was achieved using maximum likelihood and a variance components 

covariance structure, with intercept and school as a random effect and time as fixed (Heck, 

Thomas, & Tabata, 2010). At Step 2, key variables (condition and time; each dummy coded 0 

and 1) were added into the model, followed by covariates (baseline time of enrollment, 

gender and youth age) at Step 3. For parent-reported variables we also controlled for baseline 

differences of youth anxiety and depressive symptoms as part of step 3. As indicated by chi 

square statistics for the change in -2 Log Likelihood, adding covariates significantly 

improved the model (p = .01) for all outcomes of interest (Field, 2009). Effect sizes were 

calculated using the recommended formula for multi-level analysis for controlled clinical 

trials (Feingold, 2009). This formula uses the difference between the estimated means of the 

slopes (unstandardized b-value) of the two groups (intervention and control over time) 

divided by the baseline standard deviation of raw scores (equivalent to the square root of the 

mean squared error from ANOVA), obtained from a one-way ANOVA with school as the 

group variable (see also Appendix D). Effect sizes (d) greater than .8 are generally considered 

large, while those equal to .5 are moderate and .2 are small (Cohen, 1988). 
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Schools randomized (n =120) 

 

Enrollment 

Intervention (n = 60) 

 

Control (n = 60) 

 

Declined to participate (n = 45) 

Allocation 

Intervention schools (n = 28) 

Sent 1759 letters of invitation to parent-youth 

dyads 

Received 171 consent forms (170 youth) 

Completed baseline questionnaires (n = 125) 

Excluded (n = 4): 

Group did not go ahead (n = 3) 

Time of program did not suit (n = 1) 

Received intervention (parents, n = 121) 

Control schools (n = 27) 

Sent 1600 letters of invitation to parent youth 

dyads 

Received 152 consent forms 

Completed baseline questionnaires (n = 104) 

Lost to follow up (n = 10) 

Did not return questionnaire (n = 9) 

Lost contact (n = 1) 

 

Lost to follow up (n = 5) 

Did not return questionnaire (n = 4) 

Lost contact (n = 1) 

Follow-Up 

Analysed (parent, n = 114; youth, n = 113) 

Intention to treat (parent, n =121; youth, n = 120) 

Analysed (parent, n = 99; youth, n = 99) 

Intention to treat (parent, n = 104; youth, 

n = 104) 

Analysis 

Figure 2. Participant flow 
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4.4.3 Intervention Outcomes 

Table 3 shows intervention outcomes for all variables, including significance figures 

for the interaction between time and condition. A significant interaction between time and 

condition reflects a significant difference in slopes for the two groups (i.e., the change over 

time varies according to condition membership). Main effects of time and condition will only 

be reported in text when the interaction between time and condition was not significant. 

Parent internalising difficulties and difficulties in emotion awareness and regulation. 

A significant interaction between time and condition indicated significantly greater change 

for intervention parents who reported lower internalising difficulties and lower difficulties in 

emotion awareness and regulation at follow-up, compared to control parents who reported no 

change.  

Parent emotion socialisation practices. A significant interaction between time and 

condition indicated significantly greater change for intervention parents (as reported by 

parents and youth), indicating reductions in parents’ emotion dismissing practices over time, 

compared to control parent-youth dyads who reported no change. 

Youth internalising difficulties. Interactions between time and condition indicated 

significantly greater reductions in parent-reported youth anxiety and depressive symptoms for 

the intervention group, compared to control group parents who did not report changes. Youth 

in the intervention condition also reported significantly greater reductions in anxiety over 

time, compared to control youth who reported no change. Youth from both conditions 

reported a significant reduction in the frequency of depressive symptoms over time, as 

indicated by a significant main effect of time (F(1, 209.98) = 10.50, p = .001). The 

interaction between condition and time was not significant. 

Finally, we examined whether baseline levels of parent-rated youth anxiety or 

depressive symptoms moderated youth- or parent-rated changes in youth anxiety and 

depressive symptoms. The two moderators were dummy coded using a median split (low 

scores = -1, high scores = +1) and interaction terms were added to the relevant models. The 

three-way interaction (condition*time* parent-rated youth anxiety) significantly predicted 

parent-rated youth anxiety at follow-up, F(3, 255.6) = 3.12, p = .026. Intervention parents 

who rated their young person’s baseline anxiety high (M = 18.48; SE = 1.12) reported greater 

reductions in youth anxiety at follow-up (Mchange = -5.79, SE = .86, 95% CI: -7.49, -4.08), 

when compared with intervention parents who rated their young person’s baseline anxiety  
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Table 3. Multi-level Mixed Effects Modeling: Intervention Outcomes 

Multi-level Mixed Effects Modeling: Intervention Outcomes 

 Adjusted Meana  

Baseline Follow-up Test of Interaction 

Measures  Mean SE Mean SE β SE df t p 95% CI d 

Parents’ internalising difficultiesb (P) Intervention 

Control 

6.85 

6.41 

.55 

.57 

5.42 

6.08 

.54 

.60 

-.30 .14 210.37 2.14 .033 -.58, -.02 .27 

Parents’ difficulties in AW and ERb (P) Intervention 

Control 

69.74  

69.76  

1.71  

1.87  

65.99 

69.53 

1.74 

1.89  

-.02 .01 208.39 -2.18 .030 -.05, -.00 .19 

Parent emotion dismissing (P) Intervention 

Control 

2.04 

2.05 

.04 

.04 

1.80 

2.10 

.04 

.04 

-.29 .04 212.67 -6.62 <.001 -.38, -.20 .76 

Parent emotion dismissing (Y) Intervention 

Control 

2.18 

2.17 

.04 

.04 

2.04 

2.17 

.04 

.04 

-.14 .05 211.9 -2.63 .009 -.24, -.03 .42 

Youth anxiety (P) Intervention 

Control  

15.18 

14.18 

.84 

.92 

10.94 

14.45 

.85 

.93 

-4.50 .91 215.42 -4.92 <.001 -6.29, -2.69 .46 

Youth anxietyb (Y) Intervention 

Control  

21.63 

23.49 

1.35 

1.45 

17.05 

21.79 

1.35 

1.45 

-.36 .17 217.36 -2.17 .031 -.69, -.03 .26 

Youth depressive symptomsb (P) Intervention 

Control  

10.75 

8.05 

.46 

.51 

9.23 

8.91 

.48 

.44 

-.47 .12 215.46 -4.06 <.001 -.71, -.25 .46 

Youth depressive symptoms (Y) Intervention 

Control  

1.99 

2.02 

.27 

.29 

1.45 

1.86 

.27 

.29 

-.38 .32 206.97 -1.17 .244 -1.03, .26 .14 

Note. (P) = parent-rated; (Y) = youth-rated; AW = emotion awareness; ER = emotion regulation; a adjusted for covariates; b transformed variable 
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low (M = 13.00; SE = 1.07; Mchange = -2.56, SE = .88, 95% CI: -4.31, -.82). For controls, both 

high and low anxiety groups showed no change in parent-reported youth anxiety. Moderation 

was not supported for any of the other outcomes of interest. 

Intention to treat. All analyses were repeated using missing participants (n =15) pre-

intervention data for their follow-up scores to take into account intention to treat. The 

findings held for all variables. 

4.5 Discussion of Study 1 Results 

This study sought to establish the efficacy of the TINT parenting program, which 

targets emotion socialisation-related parenting. Specifically, the study examined whether 

TINT, trialed as a universal prevention program, would reduce internalising difficulties in 

young people during the transition to secondary school. Few parenting programs are targeted 

towards parents of early adolescents, despite important changes in the parent child 

relationship that occur during the transition to adolescence. To our knowledge, this is the first 

study examining the efficacy of this approach with a large community sample, using a control 

comparison group and long term follow-up. Given that evaluations of existing programs 

targeting parents of older children have had difficulties engaging parents and have often had 

large rates of attrition (see Burke et al., 2010 for a review), high attendance and low attrition 

in this trial were noteworthy. In addition, this study collected both parent and youth report 

data. Overall, our results showed improvements on all variables, with primarily medium to 

large effect sizes for parent-reported outcomes, and small to medium effect sizes for youth-

reported outcomes. 

4.5.1 Parent Internalising Difficulties and Difficulties in Emotion Awareness and Regulation  

Intervention parents, but not control parents, reported significant improvements in 

parents’ internalising difficulties and reductions in parents’ difficulties with emotion 

awareness and regulation at follow-up. This finding, is consistent with results from an 

evaluation of the TIK program (on which TINT is based), which found parents of younger 

children who had received the TIK program reported reductions in psychological difficulties 

post intervention (Havighurst et al., 2009) and improved emotion awareness and regulation at 

six months follow up (Havighurst et al., 2010). Parents’ internalising difficulties have been 

implicated in both less responsive parenting and youth internalising difficulties (Morris et al., 

2007). TINT targets parents’ emotion awareness and regulation to help parents better identify 
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emotions in themselves and their young person and learn ways to manage strong emotions. 

These changes may have contributed to reduce internalising difficulties (Berking & 

Wupperman, 2012). In addition, parents were taught a communication style that was youth-

focused (e.g., empathic, reflective listening) and likely to decrease retaliation by the young 

person which might usually contribute to parental anger and distress (Gottman et al., 1997). 

Teaching emotion regulation strategies alongside increasing parental empathy for the young 

person is important, because empathic over-arousal may result if parents are unable to 

regulate their emotions (Eisenberg, Cumberland, et al., 1998).  

4.5.2 Parent Emotion Socialisation Practices 

Emotion dismissing parenting has been related to less optimal outcomes for children, 

including lower emotional competence and higher levels of internalising difficulties (Morris 

et al., 2007). Both parents and youth in the intervention sample reported significant 

reductions in parents’ dismissing responses to the young person’s emotions, but there was no 

change for control dyads. In addition, these changes held regardless of whether parents 

showed high or low baseline levels of difficulties in emotion awareness/regulation or emotion 

dismissing. This is consistent with findings from efficacy and effectiveness trials that used an 

emotion coaching approach with parents of younger children (Havighurst et al., 2010). 

Findings are especially noteworthy given the long term follow-up and that adolescents rated 

their parents significantly lower in dismissiveness at a time when they view their parents’ 

more negatively and when family conflict peaks (Morris et al., 2007). 

Adaptive parent-child interactions depend in part on parents’ ability to recognize and 

be aware of emotions in themselves and their young person, especially lower intensity 

emotions (Gottman & DeClaire, 1997; Halberstadt et al., 2001). Parents often experience 

strong emotional reactions to their young persons’ behaviour, which may increase the 

likelihood of responding dismissively, especially if parents are not aware of these emotions in 

themselves or view the young person’s behaviour as manipulative (Gottman & DeClaire, 

1997; Halberstadt et al., 2001). In TINT, parents explored the physiological, cognitive and 

behavioural aspects of emotion experience and were taught to recognize feelings behind 

verbal statements, behaviours or body language. In addition, parents were asked to imagine 

similar adult equivalent situations to the young persons’ situation and consider how they 

might feel in such a situation. Re-appraising the young person’s emotion experience in this 

way, and viewing it as an opportunity to connect and teach youth about how to manage 

emotions may help parents’ remain calmer (Gross & John, 2003). Decreasing parents’ 
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emotional reactivity and increasing their tolerance and understanding of their young persons’ 

experience may also decrease the frequency or intensity of parent-youth conflict. Research 

has highlighted that conflict is not harmful to young people’s functioning or parent-youth 

connection if the young person feels secure and accepted and there is constructive 

communication (Collins & Madsen, 2003). 

4.5.3 Youth Internalising Difficulties 

Intervention but not control parents, reported significant reductions in youth anxiety 

and depressive symptoms. Further, moderation analyses found greater reductions in parent-

reported youth anxiety in those rated higher at baseline, compared to control participants. 

This suggests the program may especially benefit youth rated by their parents as high in 

anxiety. However, it is also possible that the association between the pre-treatment severity 

and the degree of change was due to those with higher baseline scores having greater scope 

for change. In addition, greater reductions in the high anxiety group may reflect shifts in 

reporting bias. Higher levels of parental internalising difficulties have been related to parents’ 

tendency to rate their adolescent higher in internalising difficulties, and low levels of parental 

internalising difficulties have been related to parents’ tendency to under-report their child’s 

internalising problems (Najman et al., 2001). Youth in the intervention as well as the control 

sample reported a decrease in depressive symptoms, but a reduction in youth-reported anxiety 

was only reported by intervention youth. This finding is notable, given that few parent 

training evaluations have found improvements in youth internalising difficulties, especially 

when assessed via the young person’s report. By responding to emotions in an accepting and 

validating manner, parents may not only facilitate closer and more affectionate relationships, 

but also create a supportive space for the young person to feel comfortable to express their 

feelings. This may help to lower the intensity and duration of the emotional experience, 

allowing the young person to process emotions by focusing on their feelings (Gottman et al., 

1997; Shenk & Fruzzetti, 2011) rather than internalising them. In addition, such 

conversations may also enable learning of additional strategies for regulating negative 

emotions (e.g., reappraisal or emotion acceptance) (Bastian et al., 2012; Gross & John, 2003) 

rather than trying not to think about it (i.e., suppression), which has been found to exacerbate 

the emotion experienced (Bastian et al., 2012). 

The interaction between time and condition did not reach significance for youth-

reported depressive symptoms, but an overall significant reduction was found for both 

groups. The onset of depressive symptoms typically occurs in mid adolescence not early 
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adolescence. Therefore it is not unexpected that although change occurred across the stressful 

transition for all participants regardless of condition, anxiety (which is more likely to have 

onset in early adolescence) was the problem that the intervention had a greater impact on. It 

is possible that the effect of the program on youth-reported depressive symptoms may 

become more noticeable only during mid-adolescence when rates of depressive symptoms 

typically increase (Trudeau et al., 2007). The addition of a version of TINT targeting the 

young person directly may strengthen outcomes.  

4.5.4 Limitations of Study 1 

Although the study results are encouraging and show a number of positive changes, 

there were limitations. First, although the randomisation resulted in two groups who were 

comparable across socio-economic status and youth-reported variables, participants were not 

blind to condition and control group parents were not offered an intervention on a waitlist 

basis. It is possible that parents in the intervention condition took part because they wanted to 

learn helpful strategies to help their young persons’ transition to adolescence, whereas 

parents in the control group wanted to support research on the transition to adolescence. 

Intervention parents reported greater youth internalising problems at baseline and may have 

anticipated greater problems in the future. Future studies should use a waitlist design and 

ensure parents are blind to condition when completing baseline questionnaires. Second, the 

study relied on self-report measures and parent reported changes may have been affected by 

an expectancy bias, however, this is somewhat tempered by their adolescents reporting 

similar changes. Future evaluation would benefit from using observational methods to assess 

parents’ emotion coaching skills. Third, the sample was relatively ethnically homogenous, 

limiting generalisability, especially given that cultural differences have been identified with 

regards to emotion socialisation. Third, the low rate of uptake and that youth came from 

predominantly middle- to higher income two-parent families may also limit generalisability 

of the findings. However, given that adolescents’ anxiety levels were comparable to the 

population norms provided by the scale developers (Nauta et al., 2004), and up-take rates 

were comparable to other universal prevention programs (Ralph & Sanders, 2006b), it is 

likely that the sample represents families who may typically engage in prevention programs. 

Fourth, program fidelity was self-rated by facilitators and independent observer-raters may 

have strengthened the reliability of this assessment. Finally, future studies should report on 

parents’ perception of the acceptability of the interventions goals, procedures, and outcomes 

to establish social validity of the program. 
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4.5.5 Conclusion Study 1 

This study is one of the first evaluations of a parenting program to utilize research 

linking parents’ emotion socialisation with young people’s mental health, applying it in 

practice with a sample of parents of pre-adolescents. Parents who participated in the 

intervention reported changes on all outcome variables, including reduced difficulties in 

emotion awareness and regulation and internalising difficulties for themselves, improvements 

in emotion socialisation parenting practices and reductions in internalising difficulties in their 

youth. Young people also reported their parents became less dismissing of their negative 

emotions and reported significant reductions in internalising difficulties. High program 

attendance and low attrition rates further strengthen results. Future research will aim to 

determine mechanisms by which this program leads to changes and follow-up of the current 

sample when youth are in their final year of secondary school to determine any lasting 

preventative effects of improved parent emotion socialisation practices. 
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CHAPTER 5. STUDY 2: INVESTIGATING MODERATORS OF PROGRAM EFFECTS 

AND MECHANISMS OF CHANGE OF AN EMOTION FOCUSED PARENTING 

PROGRAM 

5.1 Abstract Study 2 

The current study examined moderators of program effects and mechanisms of change of an 

emotion-focused group parenting program, TINT. This program has been evaluated with 

parents of pre-adolescents and was found efficacious in improving parental emotion 

socialisation and reducing youth internalising difficulties. Schools were randomized into 

intervention and control conditions. Data was collected from 225 parents and 224 youth 

during the young person’s final year of elementary school (6
th

 grade) and again, 10 months 

later in their first year of secondary school (7
th

 grade). Multilevel analyses were conducted to 

examine moderators of treatment effects. Regression analyses were conducted to examine 

mediators of program effects. Results showed greater intervention effects for intervention 

subgroups with high pre-intervention difficulties. Parental education, income, parental 

internalising difficulties, parental difficulties in emotion awareness and regulation, and 

attendance rate did not moderate program effects. Mediation analyses supported emotion 

socialisation theory and showed parents’ who participated in the TINT parenting program 

reported improvements in emotion socialisation, which were, in turn, related to reductions in 

youth internalising difficulties. 

5.2 Introduction Study 2 

Internalising difficulties, such as anxiety and depression, are amongst the most 

common mental health difficulties experienced by adolescents, often resulting in significant 

impairment even when symptoms do not meet criteria for a clinical diagnosis (Angold, 

Costello, Farmer, Burns, & Erkanli, 1999; Bongers et al., 2003). Consequently, prevention of 

mental health problems has been identified as a key public health strategy to prevent more 

serious internalising disorders and their long-term negative impact (O’Connell et al., 2009). 

Emotional competence, the ability to recognize, understand and regulate emotional 

experience and expressiveness in interpersonal and intrapersonal situations (Halberstadt et al., 

2001; Saarni, 1999) has been identified as an important protective factor for healthy social, 

emotional, and behavioural functioning (Morris et al., 2007). Both adolescents and adults 

with internalising difficulties (e.g., anxiety or depressive symptoms) show deficits in 
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emotional competence (Berking & Wupperman, 2012; Hannesdottir & Ollendick, 2007; 

Southam-Gerow & Kendall, 2002). Youth emotional competence is influenced by parental 

modelling expression of emotions, parental contingent reactions to their children’s emotions, 

and parental discussions and coaching about emotions (i.e., emotion socialisation; Eisenberg, 

Cumberland, et al., 1998; Morris et al., 2007). These findings have led researchers to argue 

for the inclusion of emotion-focused components in intervention or prevention programs that 

target child and adolescent internalising difficulties (Southam-Gerow & Kendall, 2002; 

Suveg et al., 2007). Emotion-focused prevention programs that target parents’ emotion 

socialisation have been found efficacious in improving parents’ emotional competence and 

emotion socialisation beliefs and practices, and reducing behaviour problems in young 

children and internalising difficulties in youth (Havighurst et al., 2010; Kehoe, Havighurst, & 

Harley, 2014). 

An important next step in evaluating interventions or prevention programs is to 

identify for whom this intervention approach is more or less beneficial by examining 

moderators of program effects, and why and how the program seems to work, that is, 

determining the mechanism of change (Horowitz & Garber, 2006; Kraemer et al., 2002). 

Moderator analyses use baseline scores on covariates (i.e., participants’ baseline 

characteristics) which have been identified as risk or protective factors of the outcome of 

interest, or as having an impact on treatment effects of an intervention (Kraemer et al., 2002). 

That is, moderator analyses can help inform clinicians and researchers as to who would most 

or least benefit from a particular intervention. Mediator analyses can establish the mechanism 

via which the program has an effect on the outcome variable of interest and identify which 

variable is a key contributor to change (Kraemer et al., 2002). Establishing mechanisms 

through which a program might achieve its effects, can help to identify key target variables 

and help to refine and strengthen the intervention (Kraemer et al., 2002). Because parent 

variables have rarely been measured in evaluations of parenting programs aimed at youth 

internalising difficulties, very little is known about which parental factors are important to 

target (Forehand et al., 2013; Sandler et al., 2011). An emotion-focused intervention, the 

Tuning in to Teens (TINT) parenting program (Havighurst et al., 2012) is one such program 

where greater examination of program outcomes would assist in better understanding for 

whom the program works and why. The current study sought to extend a recent study of 

TINT (Kehoe et al., 2014) by investigating both moderators of program effects as well as 

mechanisms of change. 
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5.2.1 Rationale Study 2 

Emotion socialisation theory has highlighted that maladaptive emotional 

communication within the family can place adolescents at risk for developing internalising 

difficulties (Katz et al., 2012; Morris et al., 2007). During early adolescence young people 

experience increases in mood variability (Buchanan & Eccles, 1992), greater negative 

emotionality (Brooks-Gunn et al., 1994), as well as an increase in the intensity of negative 

emotion experience (Flannery et al., 1993). This presents challenges for parents who often 

bear the brunt of their adolescents’ dysregulated reactions and report higher levels of stress 

and negative affect during this time (Steinberg, 2000). This, in turn, renders parents more 

vulnerable to reacting negatively themselves, particularly if they view the adolescent’s 

striving for autonomy as problematic behaviour (Dumas, 2005; Grolnick, 2003; Sedlar & 

Hanson, 2001).Youth of parents who dismiss, match, ignore, or punish emotions (i.e., 

emotion dismissing), have greater difficulties in emotional competence and higher levels of 

internalising difficulties (e.g., anxiety, depression). Youth of parents who are accepting of 

emotions, encourage their child’s emotion expression and respond supportively to help their 

young person manage their emotions (i.e., emotion coaching style) have better emotional 

competence and lower internalising difficulties. These relationships have been found using 

both cross-sectional (e.g., Lunkenheimer et al., 2007; Stocker et al., 2007), and longitudinal 

designs (e.g., Cunningham et al., 2009; Shortt et al., 2010). More recently, support for 

emotion socialisation theory has come from intervention studies, where parents’ emotion 

socialisation is targeted in emotion-focused parenting programs to improve children’s and 

adolescents’ emotional competence (Havighurst et al., 2010) and prevent internalising 

difficulties in adolescents (Kehoe et al., 2014). Yet, these studies have not directly tested the 

mechanism of change. It would be of interest to investigate which aspects of emotion 

socialisation are particularly important for promoting reductions in youth internalising 

difficulties (e.g., parental internalising difficulties, parental emotional competence or parental 

practices). Mediation analyses can identify such processes, and can provide a test of the 

theoretical premise behind a program. 

The TINT program (Havighurst et al., 2012) is an emotion-focused universal 

prevention program based on emotion socialisation models (Katz et al., 2012; Morris et al., 

2007). The program targets specific skills of emotion competence, such as emotion 

awareness, acceptance and regulation and aims to increase parental empathy. Targeting 

parents’ emotional competence is central, as deficits, such as poor emotion regulation, place 
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parents at risk for engaging in maladaptive parenting even after taking part in parenting 

interventions (Maliken & Katz, 2013). In addition, parents are taught emotion coaching skills 

(Gottman et al., 1997) for responding to emotions in ways that enhance emotional 

competence in the adolescent, while also improving parent-youth emotional communication 

and connectedness. The TINT program was evaluated in a recent randomised controlled trial 

with 225 families (see Kehoe et al., 2014). The six session program was administered to 121 

parents of pre-adolescents. At 10 months follow-up, parents who took part in the intervention 

reported significantly greater reductions in their own internalising difficulties and 

improvements in emotional competence when compared with control parents who did not 

receive the program. Intervention parents and adolescents reported significant reductions in 

parental emotion dismissing and youth anxiety. In addition, intervention parents reported 

greater reductions in adolescent depressive symptoms when compared to control families; 

however, both intervention and control youth reported reductions in depressive symptoms. 

The study also investigated youth gender and parent-rated baseline levels of youth 

internalising difficulties as moderators of the effect of the TINT program on youth 

internalising difficulties. Neither gender nor initial level of parent-rated youth depressive 

symptoms moderated treatment effects on parenting or youth internalising difficulties, 

suggesting the program was equally as effective for parents of boys or girls. Parents who 

rated their adolescent as high in baseline anxiety, however, reported greater changes in youth 

anxiety at follow-up when compared with parents who rated their adolescent baseline anxiety 

as low. These initial findings from the TINT evaluation provide support for the efficacy of 

the TINT program when implemented as a universal prevention program for internalising 

difficulties. An important next step is to identify and test potential moderators of the program 

effects. 

Investigations of moderators of intervention and prevention have found mixed results 

across behaviour-focused and emotion-focused programs. Only one study has examined 

moderators of emotion-focused programs. Duncombe et al. (Duncombe et al., Under Review) 

compared the relative effectiveness of an emotion- and behaviour-focused parenting program 

for children (aged 4-9 years) at risk for conduct disorder. In this study, child characteristics 

(e.g., age, gender, initial severity of behaviour problems) and parent characteristics (i.e., 

education, income, marital status, parent psychological wellbeing) were considered as 

moderators of program effects. For parents who participated in the emotion-focused program 

(Tuning in to Kids (TIK); Havighurst & Harley, 2007), greater treatment effects were found 
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for youth behaviour problems for children whose parents reported lower psychological 

wellbeing at baseline (i.e., higher anxiety, depressive symptoms and stress), when compared 

with parents who reported high psychological wellbeing at baseline. Child age was also found 

to significantly moderate the effect of the intervention on child problem behaviour, with 

larger reductions reported by teachers for older children. Duncombe et al. found no other 

parental characteristics moderated treatment effects and child gender and initial severity of 

behaviour problems also did not moderate outcomes.  

These findings were in contrast to findings described in recent reviews of more 

traditional, behaviour-focused parenting interventions. The review by Lundahl et al. (Lundahl 

et al., 2006) found parenting programs were more effective when delivered to parents of 

younger children and less effective for parents who report lower income or education. The 

review by Maliken and Katz (2013) found that the presence of parental anxiety or depression 

limited the effectiveness of parenting programs on child/youth outcomes. Similarly, the 

review by Nilsen et al. (Nilsen, Eisemann, & Kvernmo, 2013) found higher pre-treatment 

severity of youth depression and anxiety was related to poorer outcomes in depression 

treatments targeted at children (aged 4-18 years) with clinical level difficulties. Conversely, 

in their review of universal parenting programs, Sandler et al. (2011) found larger 

intervention effects when parents reported greater baseline difficulties (e.g., existing 

behaviour problems or family stressors). It is possible, that in universal prevention or 

intervention studies low pre-intervention scores may reflect high functioning with less room 

for improvement, and therefore larger changes are found in participants with higher baseline 

difficulties. That is, changes may not be detected due to floor or ceiling effects on measures.  

Another important factor which may moderate intervention outcomes is parental 

engagement in the program, often measured by program attendance. Parenting programs 

which are targeted at parents of adolescents have often failed to engage parents, with many 

evaluation studies reporting low attendance rates (see Burke et al., 2010 for a review). Low 

attendance has been found problematic because it results in parents missing key program 

components and thereby limits the benefits received (Heinrichs, Bertram, Kuschel, & 

Hahlweg, 2005). Attendance rate has not been examined as a moderator of emotion-focused 

programs, and it is not known if low attendance limits the efficacy of this approach. In TIK 

and TINT the foundational skills of emotion coaching are typically covered in the first three 

sessions, after which parents learn to apply the skills to particular problem areas (e.g., how to 

manage anxiety, anger or conflict). Therefore, although parents have ample opportunity to 
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learn and practice skills related to emotion coaching, it is not known if parents who miss 

three or more sessions may have more difficulties applying the skills, compared with parents 

who attend at least four of the six sessions. 

5.2.2 Aims and Hypotheses Study 2 

The current study examined moderators of program effects and mechanisms of 

change of the TINT parenting program (Havighurst et al., 2012). The study contributes to the 

literature by providing additional information about the findings by Kehoe et al. (2014). That 

is, examination of moderators will allow us to identify for whom the TINT parenting program 

works and examination of mediators of program effects, will allow examination of causal 

relations proposed by emotion socialisation theory (Halberstadt et al., 2001; Katz et al., 2012; 

Morris et al., 2007). Three sets of moderators were of interest: 1) parent characteristics and 

factors (i.e., family income, education, parents’ pre-intervention scores on internalising 

difficulties, difficulties in emotion awareness and regulation, and emotion dismissing); 2) 

youth factors (i.e., youth pre-intervention score on negative affect, anxiety, and depressive 

symptoms); and 3) Attendance rate (i.e., number of sessions parent attended). Because the 

study was conducted with a general population sample, it was expected that from baseline to 

follow-up greater program effects on parent practices or youth internalising difficulties would 

be found for subgroups with lower parent functioning and/or higher youth internalising 

difficulties and youth negative affect. In addition, it was expected that greater program effects 

would be found for parents with high program attendance, compared to parents with lower 

program attendance. 

The second aim of this study was to examine the theoretical premise of TINT, which 

suggests that changes in parents’ emotion competence and parental emotion socialisation 

practices will result in changes in youth outcomes. That is, TINT aims to improve youth 

internalising difficulties via improving parental emotion socialisation. This proposed 

mechanism of change was not directly examined in the program evaluation of TINT (Kehoe 

et al., 2014). Consequently it is not known if improvements in parents’ emotion awareness 

and regulation were related to reductions in emotion dismissing practices, or if emotion 

dismissing practices improved because parents reported lower internalising difficulties. 

Further, it is also not known if youth internalising difficulties improved because of the 

reduction in parents’ internalising difficulties, or because of improved emotional competence 

or emotion dismissing practices. Therefore we considered, 1) parental internalising 

difficulties, and 2) parent emotion awareness/regulation difficulties as mediators of program 
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effects on parent emotion dismissing; and 1) parental internalising difficulties, 2) parent 

emotion awareness/regulation difficulties, and 3) parent emotion dismissing practices as 

mediators of program effects on youth internalising difficulties. These factors were chosen 

because they were significantly reduced by the TINT program (Kehoe et al., 2014) and have 

been found related to youth anxiety and depressive symptoms (Maliken & Katz, 2013; Morris 

et al., 2007). It was expected that TINT would impact parent emotion dismissing via 

improvements in parental internalising difficulties and emotion awareness/regulation. It was 

further expected that TINT would impact youth internalising difficulties via improvements in 

parent emotion socialisation.  

5.3 Method Study 2 

5.3.1 Participants 

A community sample of 225 primary caregivers (Mean (M) age = 44.1 years, 

Standard Deviation (SD) = 5.1; 88.9% mothers) and their 224 pre-adolescent children (age 

range 10-13 years; Mage = 12.01; SD = .42; 49% boys) were recruited from schools in 

Metropolitan Melbourne, Australia. One parent did not provide consent for their child to 

participate. The majority of parents were married/de facto (82.7%), and only 28 parents had 

re-married/re-partnered (12.4%), and 5 (2.2%) were sole parents (5 parents did not report 

their marital status). Parents were predominantly White (89.7%) and spoke English as their 

first language (81.3%), with a minority of parents from European (8.4%), Asian (8.1%), and 

African (2.2%) backgrounds. Parents’ education, employment, and income levels were 

consistent with the normal distribution for the state of Victoria, Australia, indicating a similar 

average income (Australian Bureau of Statistics, 2008, 2011). Specifically, 75.6% of parents 

had completed high-school, 38.2% had completed a non-university qualification, and 43.5% 

had completed a bachelor degree or higher. The majority of parents were in paid employment 

(80.4%), worked an average of 29.5 hours (SD = 11.0), and reported gross annual combined 

family incomes of less than $40 000 (9.8%), $40 000-59 000(15.1%), $60 000-99 999 

(32.0%), and $100 000 or more (38.7%). Ten parents, or 4.4%, did not report their income. 

Parent and youth internalising symptoms were representative of the general population, with 

7.11% and 3.11% of parents, and 8.9% and 8.0% of youth scoring in the clinical range for 

anxiety and depression respectively (see Kehoe et al., 2014 for a detailed description). 
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5.3.2 Procedure 

The study procedure has been described in detail elsewhere (Kehoe et al., 2014). A 

group randomized design was used, which is preferable when investigating the effects of an 

intervention delivered to identifiable groups (Murray, 1998). Schools from lower to middle-

class socio-economic areas of Melbourne, Australia (n = 120) were randomized into 

intervention or control conditions (allocation ratio 1:1) using a computer generated number 

randomizer. After randomisation, schools were approached and 55 schools (45%, 28 

intervention; 27 control) agreed to participate. Schools from each condition did not differ in 

school size or on the Index of Community Socio-Educational Advantage (ICSEA; Barnes, 

2011), which is an indicator composed of student-level data on the occupation and education 

level of parents/carers, as well as socio-economic characteristics of the areas where the 

students live (the average ICSEA value is 1000, SD = 100). Specifically, there was no 

significant difference in ICSEA between intervention (M = 1069.0, SD = 61.7) and control 

(M =1056.7, SD = 61.7) participants, t(222) = 1.61, p >.05. Information and consent forms 

were attached to school newsletters and given to all grade six students (N = 3359). For 

intervention schools, parents and youth were invited to take part in a research project where 

parents could attend a free parenting program and youth would receive a $30 CD voucher on 

completion of Time 2 questionnaires. For control schools, parents and youth were invited to 

take part in a research project where youth would receive a $30 dollar CD voucher on 

completion of Time 2 questionnaires. No intervention or incentives were offered to control 

parents due to funding limitations. Consent forms were returned by 323 (9.25%) parent-youth 

dyads, who were mailed a survey package. This response rate is comparable to other 

universal parenting program recruitment efforts, which typically recruit in schools (Ralph & 

Sanders, 2006b; Toumbourou & Gregg, 2002). Upon return of completed questionnaires (n = 

229; 70.9%) parents were assessed for eligibility. Four intervention parents were excluded 

from the study and referred to other parent services because the group did not go ahead (n = 

3) or the group time did not suit the parent (n = 1; see Figure 2 for participant flow). Baseline 

data collection occurred in waves, corresponding to four school terms during the final year of 

elementary school (i.e., sixth grade). Time 2 data was collected on average 10.5 months (SD 

= .74; range 10-12 months) post baseline when youth were at secondary school (seventh 

grade). The study conformed to all ethical requirements for research. 
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5.3.3 Intervention 

The TINT program teaches parents how to communicate emotionally with their 

adolescent using the adaptive emotion socialisation style called ‘emotion coaching’. Emotion 

coaching involves parents responding to emotions by firstly becoming aware of the 

adolescents’ emotions, including when they are of lower intensity. Parents learn to view the 

adolescents’ emotion as an opportunity for intimacy and teaching, and to communicate 

understanding and acceptance of emotions using empathy. If appropriate, parents may also 

help the adolescent to use words to describe how they feel. Validating the young persons’ 

emotional experience prior to moving to problem solving or setting limits allows the young 

person to feel understood and connected. It also fosters a sense of autonomy and promotes 

emotion understanding and regulation (Gottman et al., 1997; Havighurst et al., 2012). Across 

the sessions, TINT focuses on increasing skills required for emotion coaching (see also Table 

1 for session content), and to do this, the program draws on several other theoretical 

perspectives including attachment theory (Ainsworth et al., 1978; Laible & Thompson, 1998), 

Dialectic Behaviour Therapy (DBT; Linehan, 1993a), Mindfulness (Kabat-Zinn & Kabat-

Zinn, 1997), interpersonal neurobiology (Siegel, 1999), and the humanistic approach, which 

values the importance of empathy and emotions in human relations (e.g., Ginott, 1965).  

Twelve parent groups (group size ranged from 6-13 parents) were conducted at local 

community centers during the first two years of the study. Groups were held one evening per 

week (19:15h-21:15h) for six consecutive weeks with two facilitators, one of whom was 

either the first or third author (who delivered content), and a co-leader who was a mental 

health professional or psychology graduate (support role only) who had completed the 

Tuning in to Kids training certificate and wanted to volunteer their time to gain experience in 

facilitating a group parent program. To ensure adherence to program, a structured manual 

was used (Havighurst et al., 2012), and fidelity checklists were completed after each session. 

These indicated that 100% of the compulsory content was delivered in each session. 

Attendance was high, with 84% of the 121 parents completing four or more sessions. Four 

parents only attended one session due to work commitments (n = 2), a family crisis, (n = 1), 

child care issues (n = 1). Parents who missed a session were sent session materials and 

received a phone call. 
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5.3.4 Measures 

A more detailed description of the measures has been previously reported (Kehoe et 

al., 2014). 

Parent internalising difficulties (parent report only). Parents’ internalising difficulties 

(anxiety and depression) were measured with the anxiety and depression subscales (7 items 

each); rated 0-3 of the General Health Questionnaire (GHQ-28; Goldberg, 1981). Higher 

scores indicate greater difficulties. The GHQ-28 has been widely used and has shown good 

internal consistency, validity and test-retest reliability (Andersen et al., 2002; Aylard et al., 

1987). Cronbach’s alpha was .88 at baseline and .90 at follow-up, respectively. 

Parents’ difficulties in emotion awareness and regulation (parent report). The total 

score of the 36-item Difficulties in Emotion Regulation Scale (DERS; Gratz & Roemer, 2004) 

was used to assess parents’ difficulties with emotion awareness/ regulation at baseline (rated 

from 1 = almost never to 5 = almost always). This scale includes subscales that measure 

difficulties in: acceptance of emotions, ability to engage in goal-directed behaviour when 

distressed, impulse control, awareness of emotions, access to strategies for regulation, and 

clarity of emotions. Higher scores indicate greater difficulties in emotion 

awareness/regulation. The DERS has shown very good overall internal consistency and test 

retest reliability. In the current study, Cronbach’s alpha for the total scale was .94. and .93 at 

baseline and follow-up, respectively. 

Parents’ emotion socialisation strategies (parent and youth report). The 45-item 

Emotions as a Child Scale (EAC; Magai, 1996; Magai & O'Neal, 1997) was used to measure 

parent emotion socialisation strategies in response to the young person’s negative emotion 

expressions (anger, sadness, fear) at baseline. Parent and youth report forms measure five 

emotion socialisation responses (a total of 9 items per subscale, which includes three items 

for each emotion; ranging from 1= never to 5 = very often. Items were identical for parents 

and children, differing only according to parent or youth perspective, e.g., parent: “When my 

child was angry/sad/fearful...” “… I asked my child what made her/him mad/sad/fearful.” 

Youth: When I was angry/sad/fearful…” “….my parent asked what made me mad/sad/fearful 

(encouragement response); “… I told my child that s/he was acting younger than his/her age.” 

(punishing response); “… I did not pay attention to her/his being angry/sad/fearful.” (neglect 

response); “…I got very angry/sad/fearful.” (matching/magnifying response), and “… I told 

her/him to cheer up.” (overriding response). Acceptable internal consistency, test-retest 
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reliability and validity statistics for various versions of the EAC has been found with both 

adolescent and adult samples (Garside & Klimes-Dougan, 2002; O'Neal & Magai, 2005; Silk 

et al., 2011). To reduce multiple comparisons and remedy problems of multi-collinearity 

(several subscales correlated >.60), the total emotion dismissing response variable was used. 

For the total scale the nine encouragement of emotions items were reverse scored, and items 

for all five subscales were combined and averaged. High scores reflect greater dismissing of 

anger, sadness and anxiety. In the present study Cronbach’s alpha coefficients for the total 

emotion dismissing scale were .87 and .88 at base line, and .80 and .85 at follow-up for the 

parent and youth versions, respectively. 

Youth internalising difficulties (parent and youth report). Youth anxiety symptoms 

were measured with the Spence Children’s Anxiety Scale (SCAS; Spence, 1998) and the 

Spence Child Anxiety Scale for Parents (SCAS-P; Nauta et al., 2004). The SCAS and the 

SCAS-P total scales are widely used and have shown excellent internal reliability, 

satisfactory test-retest reliability and adequate convergent and divergent validity (Nauta et al., 

2004; Spence et al., 2003). In the current study the total scale was used to reduce multiple 

comparisons. Cronbach’s alpha’s were .91 and .90 at baseline and .93 and .92 at follow up for 

parent and youth versions, respectively.  

Youth depressive symptoms (parent and youth report) were measured with the Child 

Depression Inventory short-form child self-report (CDI:S; Kovács, 1981; Kovács & Beck, 

1977) and the parent report (CDI:P; Garber, 1984). The CDI:S (10 items) is rated on a 3-point 

scale (0 = absence, 1 = mild symptoms, or 2= definite symptoms; range 0 – 20), and the 

CDI:P (17 items) uses a 4-point scale (0 = not at all, 1 = some of the time, 2 = often, 3 = 

much or most of the time; range 0 – 51). The psychometric properties of both versions of the 

CDI have been well established. In the current study, Cronbach’s alpha’s were .84 and .84 at 

baseline and .83 and .87 at follow up for the parent and youth versions, respectively. 

Baseline frequency of youth-reported negative affect was measured with the three 

global items from the Emotions as a Child Scales (EAC; O'Neal & Magai, 2005). The three 

items ask young people for each emotion (sadness, anger, anxiety): ‘over the past month how 

often did you feel … (sad or down/angry or frustrated/fearful or anxious?)’. Items were 

scored individually on a 5-point Likert scale (1 = never - 5 = very often) and summed to 

create a total negative affect score. Larger scores indicate higher frequency of negative 
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emotions. Cronbach’s alpha was .78 and corrected item intercorrelations were between .58 

and .67 indicating good reliability for a scale with three items (Pallant, 2007). 

Parents’ attendance. Attendance was measured via a log book completed by 

facilitators after each session. This variable was a count variable, with a score of 1 given for 

each session the parent attended. If the parent did not attend, a score of 0 was given. A total 

score was computed by adding the scores for the six sessions, yielding a possible score of 6 

for full attendance.  

5.4 Results Study 2 

5.4.1 Preliminary Analyses 

Data were examined for missing values, normality, and outliers. The variables of 

parent internalising, parent difficulties in emotion awareness and regulation, youth anxiety 

and depressive symptoms (parent- and youth-reported) were positively skewed and were 

transformed using square root and log transformations. For ease of interpretation, 

untransformed means are presented, but statistics given are for analyses conducted with 

transformed variables, unless analyses produced equal results. 

Group comparisons of demographic characteristics and baseline variables have been 

previously reported (Kehoe et al., 2014). In summary (see also Table 4), youth in the 

intervention condition were slightly younger (mean difference in months = -.36), and there 

were more boys in the intervention condition (n = 67, 55.4%) compared with the control 

condition (n = 42, 40.4%). The age difference may have occurred because significantly more 

baseline data were collected for control participants in the second half (term 2, 3, & 4) of the 

school year, whereas data were collected throughout the year (terms 1-4) for intervention 

participants. When follow-up data were collected, participants enrolled in the study in term 1 

(n = 31), were followed up slightly later (Mmonths = 12.00, SD = .00), when compared with 

participants enrolled in the study in term 2, 3, or 4 (Mmonths = 10.3, SD = .46). Hence, youth 

gender, youth age, and baseline term of enrollment were all included as covariates. Baseline 

term of enrollment was considered as a moderator of treatment effects, however, interactions 

were not significant (Kehoe et al., 2014). Further, although no baseline differences were 

found on youth-reported variables, intervention parents reported higher baseline differences 

on youth internalising difficulties (each, anxiety and depressive symptoms). Therefore,  
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Table 4. Demographic Characteristics for Intervention and Control Sample at Baseline 

Demographic Characteristics for Intervention and Control Sample at Baseline 

  Intervention (n = 121)  Control (n = 104) 

Youth Gender (% boys)* 67 (55.4) 42 (40.4) 

 Mean age (SD)* 11.7 (.43) 12.0 (.44) 

Family Marital Status (%) 

Original family 

Step family 

Sole parent 

Not given 

 

97 (80.2) 

3 (2.5) 

17 (14.0) 

4 (3.3) 

 

89 (86.4) 

2 (1.9) 

11 (10.7) 

1 (1.0) 

 Income (%): 

 $0-$19,999  

 $20,000- $39,999 

 $40,000- $59,999 

 $60,000- $99,999 

 $100,000 or more 

 Not given 

 

2 (1.7) 

6 (5.0) 

17 (14.0) 

42 (34.7) 

49 (40.5) 

5 (4.1) 

 

2 (1.9) 

12 (11.5) 

17 (16.3) 

30 (28.8) 

38 (36.5) 

5 (4.8) 

Parent Gender (% mothers) 111 (91.7) 89 (85.6) 

 Mean age in years (SD) 43.7 (4.6) 44.6 (5.7) 

 English spoken at home (%) 100 (82.6) 83 (79.8) 

 Weekly hours work (SD)  23.9 (13.7) 23.9 (16.9) 

 Completed high school (%) 95 (78.5) 75 (72.1) 

 Post school qualification (%) 106 (89.1) 78 (77.2) 

Parenta Internalising difficulties (SE) 6.85 (.55) 6.41(.57) 

 Difficulties in ER and AW (SE) 69.74 (1.71) 69.76 (1.87) 

 Emotion Dismissing (SE) 2.04 (.04) 2.05 (.04) 

 Youth anxiety* (SE) 15.18 (.84) 14.18 (.92) 

 Youth depressive symptoms* (SE) 10.75 (.46) 8.05 (.51) 

Youtha Emotion Dismissing (SE) 2.18 (.04) 2.17 (.04) 

 Youth anxiety (SE) 21.63 (1.35) 23.49 (1.45 

 Youth depressive symptoms (SE) 1.99 (.27) 2.02 (.29) 

Note. AW = emotion awareness, ER = emotion regulation; 
a
mean adjusted for covariates 

obtained from Mixed Model analyses; *p <.05, significant between groups difference. 
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parent-reported youth internalising difficulties variables were included as additional co-

variates in all analyses. 

5.4.2 Moderators of Program Effects –Analytic strategy 

To examine whether the TINT intervention was also efficacious for subgroups of 

participants who report high or low baseline difficulties, moderator analyses were conducted. 

Based on other research (Brand & Klimes-Dougan, 2010; Duncombe et al., Under Review; 

Nilsen et al., 2013), of interest were five sets of moderators: 1) parent demographic 

characteristics (education, income); 2) parents’ high versus low psychological difficulties at 

baseline (internalising difficulties, difficulties in emotion awareness/regulation); 3) parents’ 

high versus low levels of emotion dismissing at baseline; 4) youth high versus low scores on 

internalising difficulties at baseline; and 5) parents’ high versus low on intervention 

attendance. We were interested to know if these variables moderated program effects on 

parenting (i.e., emotion dismissing practices) or youth internalising difficulties (i.e., anxiety 

and depressive symptoms). To improve the interpretability of the results, all moderator 

variables were dummy-coded into high and low categories, so that they differed by one point, 

adding to zero (-1, 1). That is, ‘- 1’ indicated low education/no university degree, low annual 

income < 59 999, attending 3 or fewer sessions, or low scores on continuous variables; ‘1’ 

indicated high education/university degree, high income > 60 000, attending four or more 

sessions, or high scores on continuous variables. Correlations between moderators and 

condition were checked and showed moderators were unrelated to condition and thus suitable 

for use as moderators (Kraemer et al., 2002). 

Multi-level analyses using SPSS (version 18, SPSS Inc., Chicago, IL) Mixed Model 

were used for moderation analyses. The baseline random intercept model (i.e., youth nested 

within schools) was constructed for each outcome measure and the procedure for this has 

been reported in Kehoe et al. (2014). Briefly, Step 1 determined the best model fit for the null 

model. This was achieved using maximum likelihood and a variance components covariance 

structure, with intercept and school as a random effect and time as a fixed effect (Heck et al., 

2010). At step 2, the variables ‘condition’ and ‘time’ (each dummy coded 0 and 1) were 

added into the model, followed by covariates (baseline time of enrollment, gender, and youth 

age at step 3). Adding the covariates significantly improved the model (p = .01) for all 

outcomes of interest (Field, 2009). For parent-report models, baseline youth internalising 

variables (each anxiety, depressive symptoms) were added as additional covariates, given the 
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presence of baseline between-groups differences on these variables. Next, 

Moderator*Condition*Time interactions were added and treated as a fixed effect. Bonferroni 

corrections (to reduce the likelihood of inflating Type 1 error) were not applied following 

recommendations by Perneger (1998) and Lew (2012), who argue that such adjustments are 

not necessary, because they limit power in detecting significant findings, increase Type 2 

error rates and should not be used when re-testing hypotheses in intervention trials using 

subsamples. Therefore, in order to show the strength of evidence with the data against the 

null hypothesis, exact p-values are displayed, and more explanatory power is given to 

analyses with lower p values (Lew, 2012). 

5.4.3 Moderators of Program Effects: Results 

When assessing the impact of the intervention on parent-reported emotion dismissing 

at follow-up, a significant three-way interaction (moderator*condition*time) was found (see 

Figure 3) when the moderator was baseline levels of parent-rated emotion dismissing 

[F(3,309.3) = 7.54, p <.001]. Specifically, intervention parents who reported higher baseline 

emotion dismissing showed significantly greater reductions in emotion dismissing [b = -.25, 

SE = .06, t(213.9) = -4.47, p < .001], as measured by a decrease in adjusted mean of -.36 

points (95% CI: -.44, -.28), when compared with a decrease of -.11 points (95% CI: -.11, -.19, 

-.03) for intervention parents who reported low levels of emotion dismissing at baseline. 

Control parents with high baseline emotion dismissing reported no change (decrease in 

adjusted mean = -.01, 95% CI: -.09, .08), however, control parents with low baseline emotion 

dismissing reported a slight, but significant increase in emotion dismissing (decrease in 

adjusted mean = .09, 95% CI: .01, .18).  
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Figure 3. Baseline level of parent-reported (P) emotion dismissing as moderators of program 

effects on parent-reported emotion dismissing. 

 

Similarly, when assessing the impact of the intervention on youth-reported emotion 

dismissing, a significant three-way interaction (moderator*condition*time) was found when 

the moderator was baseline levels of youth-reported emotion dismissing [F(3, 313.59) = 5.45, 

p = .001]. As can be seen in Figure 4, intervention youth who rated their parents as high in 

emotion dismissing at baseline reported a significantly greater reduction [b = -.23, SE = .07, 

t(217.0) = -3.43, p = .001] in parents’ emotion dismissing at follow up, as measured by a 

decrease in adjusted mean of -.26 points (95% CI: -.36, -.16), when compared with 

intervention youths who reported low levels of parent emotion dismissing, who reported no 

change (decrease in adjusted mean = -.03, 95% CI: -.12, .07). Control youth who reported 

high baseline parent emotion dismissing (decrease in adjusted mean = -.08, 95% CI: -.18, .03) 

or low parent emotion dismissing (decrease in adjusted mean = .08, 95% CI: -.02, .17) 

reported no change in parent emotion dismissing. No other moderators were significant when 

predicting emotion dismissing.  
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Figure 4. Youth-reported (Y) baseline levels of emotion dismissing as moderators of program 

effects on youth-reported parent emotion dismissing. 

 

Next we examined moderators of program effects on youth internalising difficulties. 

For parent-reported youth anxiety (see Figure 5), results revealed significant three-way 

interactions when the moderator was baseline levels of youth-reported anxiety [F(3, 254.88) 

= 3.29, p <.021]. Intervention parents of youth who reported high levels of anxiety at baseline 

showed greater change [b = -3.20, SE = 1.24, t(215.2) = -2.58, p = .010], as measured by a 

decrease in adjusted mean of -.5.78 points from baseline to follow up (95% CI: -7.49, -4.08), 

when compared to intervention parents of youth who reported low levels of anxiety at 

baseline, who showed a decrease in adjusted mean of -2.59 from baseline to follow-up (95% 

CI: -4.33, -.84). Control parents whose youth reported high levels of anxiety at baseline 

(decrease in adjusted mean = .63, 95% CI: -1.21, 2.47), and control parents whose youth 

reported low levels of anxiety at baseline (decrease in adjusted mean = -.18; 95% CI: -2.02, 

1.65) did not report any changes in youth anxiety from baseline to follow-up. 
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Figure 5. Baseline level of youth-reported (Y) anxiety as moderator of program 

effects on parent-reported youth anxiety. 

 

None of the three-way interactions (moderator*condition*time) significantly 

predicted parent-reported youth depressive symptoms. When assessing the impact of the 

intervention on youth-reported depressive symptoms at follow-up, significant three-way 

interactions (moderator*condition*time) were found only when the moderators were baseline 

level of youth-reported anxiety [F(3,266.8) = 3.94, p = .009], and baseline level of youth 

negative affect (F(3,268.1) = 3.19, p = .024). As can be seen in Figure 6, intervention youth 

who reported high baseline levels of anxiety showed significantly greater reductions in 

depressive symptoms [b = -1.33, SE = .44, t(209.0) = -3.04, p = .003], as measured by a 

decrease in adjusted mean of -1.21 points from baseline to follow-up (95% CI: -1.81, -.60), 

compared with intervention youth who reported low anxiety at baseline (decrease in adjusted 

mean = .13, 95% CI: .49, .75), who reported no change. Control group participants did not 

report changes in depressive symptoms (i.e., high anxiety group decrease in adjusted mean = 

-.54, 95% CI: -1.18, .11; low anxiety group depressive decrease in adjusted mean = .21, 95% 

CI: -.44, .85). Similarly, as can be seen in Figure 7, intervention youth who reported high 

negative affect at baseline were the only group to report significant reductions in depressive 

symptoms [b = -1.05, SE = .44, t(208.5) = -2.38, p = .018], as measured by a decrease in 

adjusted mean of -1.09 points from baseline to follow-up (95% CI: -1.71, -.48), compared 

with intervention youth who reported low negative affect at baseline (decrease in adjusted 

mean: -.04, 95% CI: -.66, .57). Control group participants from either group did not report 

changes in depressive symptoms (high negative affect group decrease in adjusted mean = -
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.57, 95% CI: -1.24, .08; low negative affect group decrease in adjusted mean = .24, 95% CI: -

.40, .88). 

 

 

Figure 6. Baseline level of youth-reported anxiety as moderator of program effects on youth-

reported youth depressive symptoms. 

 

 

Figure 7. Baseline youth negative affect as moderator of program effects on youth-reported 

youth depressive symptoms. 

Parent demographic characteristics (education, income) and parents’ high versus low 

psychological difficulties at baseline (internalising difficulties, difficulties in emotion 

awareness/regulation) did not moderate program effects on parent emotion dismissing 

practices and youth internalising difficulties (parent- and youth-reported). 
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Finally, examination of attendance as a moderator of program effects on parent 

emotion dismissing practices and youth internalising difficulties (parent- and youth-reported) 

showed that attendance did not moderate treatment effects.  

5.4.4 Mediation Analyses: Analytic Strategy 

To more formally examine mechanisms of change, mediation analyses were 

conducted to investigate 1) whether the changes in parents’ internalising difficulties and 

difficulties in emotion awareness and regulation led to changes in parents’ emotion 

dismissing; and 2), whether the changes in each: parents’ internalising difficulties, parents’ 

difficulties with emotion awareness and regulation and parent emotion dismissing led to 

changes in youth internalising difficulties (i.e., anxiety, depression). Composite variables 

were computed with unit weighted z scores (e.g., composite emotion dismissing= zyouth-reported 

emotion dismissing + zparent-reported emotion dismissing) for all variables where both parent and youth report 

was available (Warner, 2012). This was done to reduce the number of analyses and justified 

because 1) for each variable there were moderately strong correlations at both baseline and 

follow-up respectively between the parent and youth reported responses on each variable 

(i.e., emotion dismissing: .40; youth anxiety: .52; youth depressive symptoms: .41), 2) 

variables were scored in the same direction with higher z scores reflecting worse functioning 

for all variables, and 3) separate analyses for a parent- or youth-report model produced 

identical results.  

As recommended by Hayes and Preacher (2012), specific indirect effects were 

calculated by bootstrapping (with 10000 re-samples). The interpretation of the mediation 

analysis focused on the 95% confidence interval of the bias-corrected and accelerated indirect 

effect rather than the statistical significance of the a (independent variable to mediator) and b 

(mediator to dependent variable) paths. The indirect effect is considered significant if zero is 

not in the interval. Given that the independent variable (condition) was not experimentally 

manipulated, we predicted follow-up outcomes using follow up parenting variables as 

mediators, whilst controlling for baseline outcome and mediator variables (Hayes, personal 

communication, September 19
th

, 2012). For example, when assessing whether parents’ 

internalising difficulties mediated program effects on parents’ emotion dismissing at 10 

month follow-up ‘Condition’ was used as the independent variable, and follow-up scores for 

parent internalising difficulties was used as the mediator, while controlling for baseline 

parent emotion dismissing and baseline parent internalising difficulties. In addition, we also 

entered term of recruitment, age, gender, baseline parent-reported youth anxiety and   
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Table 5. Mediation of the Effect of the Intervention on Emotion Dismissing and Youth Internalising through Parenting Variables 

Mediation of the Effect of the Intervention on Emotion Dismissing and Youth Internalising through Parenting Variables 

Outcomea Mediator Point Estimate SE BCa 95% CI 

Parent emotion dismissing (C) Parents’ internalising difficulties  

Parents’ difficulties AW and ER 

-.07 

-.22 

.06 

.11 

-.170, .012 

-.408, -.043* 

 

Youth Anxiety (C) 

 

Parents’ internalising difficulties 

Parental AW and ER 

Parents’ emotion dismissing (C) 

 

-.05 

-.10 

-.32 

 

.05 

.06 

.09 

 

-.137, .010 

-.209, -.012* 

-.482, -.174* 

Youth Depressive Symptoms (C) Parents’ internalising difficulties 

Parental AW and ER 

Parents’ emotion dismissing (C) 

-.02 

-.04 

-.25 

.03 

.04 

.09 

-.071, .028 

-.120, .016* 

-.403, .-.125* 

Note. BCa = bias corrected and accelerated; C = composite variable, AW and ER = Awareness and Regulation. *does not include zero, 

indicating mediation is supported 
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depressive symptoms as covariates in the parent models because these variables had shown 

baseline between groups differences (Kehoe et al., 2014).  

5.4.5 Mediation Analyses: Results 

Kehoe et al. (2014) determined that the TINT intervention was efficacious in reducing 

parents’ difficulties in emotion awareness/regulation, internalising difficulties and emotion 

dismissing practices. When investigating mechanisms of change for emotion dismissing in 

the current study, results of mediation analyses (see Table 5) revealed parents’ difficulties in 

emotion awareness/regulation mediated the effect of condition on parents’ emotion 

dismissing at follow-up. Mediation was not supported for parents’ internalising difficulties, 

suggesting that the reduction in parents’ emotion dismissing practices was not due to program 

effects on parents’ internalising difficulties. When investigating mechanisms of change for 

youth internalising difficulties (each anxiety, depressive symptoms), parents’ difficulties in 

emotion awareness/regulation and parents emotion dismissing were found to mediate the 

effect of condition on youth anxiety at follow-up. That is, the TINT program had an effect on 

youth internalising difficulties via improvements in parents’ difficulties in emotion 

awareness/regulation and parents’ emotion dismissing. Mediation was not supported for 

parents’ internalising difficulties, indicating that, although intervention parents’ reported 

significant reductions in parents’ internalising difficulties, these reductions did not predict 

reductions in youth internalising difficulties. 

5.5 Discussion of Study 2 Results 

The current study examined moderators of program effects and mechanisms of 

change of an emotion-focused parenting program, TINT (Havighurst et al., 2012), which was 

found efficacious in improving parental emotion socialisation and reducing youth 

internalising difficulties (Kehoe et al., 2014). An important part of evaluating intervention or 

prevention programs is to identify for whom the intervention is more or less beneficial by 

examining moderators of program effects (Horowitz & Garber, 2006; Kraemer et al., 2002). 

Further, emotion-focused programs are based on emotion socialisation theory. Mediation 

analyses that explicitly examine whether changes in emotion socialisation contributes to 

changes in child or youth outcomes can provide further validation for theoretical models, and 

establish mechanisms through which emotion-focused programs might achieve their effects 

(Kraemer et al., 2002). The current study extends the literature by investigating these 

processes. The hypotheses in the present study were partially supported: greater change in 



108 

parent emotion dismissing and youth internalising difficulties was found for subgroups who 

reported high pre-intervention difficulties on these variables. Parental education, income, 

parental internalising difficulties, parental difficulties in emotion awareness and regulation, 

and attendance rate did not moderate program effects. Mediation analyses supported emotion 

socialisation theory and showed parents’ who participated in the TINT parenting program 

reported improvements in emotion socialisation, which in turn was related to reductions in 

youth internalising difficulties. 

5.5.1 Moderation Analyses: For Whom is the Intervention More or Less Beneficial? 

Kehoe et al. (2014) reported significant reductions in parent- and youth-rated emotion 

dismissing for intervention participants, whereas control parents and youth had reported no 

changes from baseline to 10 month follow-up. The current study extended the study by 

Kehoe et al., by examining moderators of the TINT program effects using the same sample. 

Based on previous evaluations of universal parenting programs (Sandler et al., 2011), it was 

hypothesized that we would find larger improvements for participants who had greater 

difficulties at baseline, when compared with participants who had fewer difficulties at 

baseline. Results supported our hypothesis. Intervention parents who reported high emotion 

dismissing at baseline reported the largest reduction in emotion dismissing, suggesting that 

families with a more dismissive style benefited most from the TINT program. Intervention 

parents with low emotion dismissing at baseline also improved significantly, but reported less 

change, possibly because their initial scores were already quite low. Control parents who 

reported high emotion dismissing at baseline reported no change in emotion dismissing, 

whereas control parents who reported low emotion dismissing reported an increase in 

emotion dismissing practices. Similarly, intervention youth who rated their parents as high in 

emotion dismissing at baseline, reported significantly greater reductions in parent-emotion 

dismissing at 10 month follow up, when compared with youth in the other three groups, who 

reported no change. The increase in emotion dismissing rated by the control parents is in line 

with research which has highlighted that parent-adolescent interactions and parental overt 

affection toward their children declines during adolescence (Collins & Madsen, 2003). Past 

research has shown that parents report higher levels of stress and negative affect during their 

child’s transition to adolescence (Steinberg, 2000), which is thought to render parents more 

vulnerable to engage in reactive, non-supportive practices (Maliken & Katz, 2013) and may 

explain this increase. Conversely, intervention youth who reported their parents to be low in 

dismissing at baseline may have shown no change because their parents remained less 
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reactive across the transition to secondary school. This suggests that TINT prevented emotion 

dismissing practices from increasing for this subgroup. 

Kehoe et al. (2014) reported significant intervention effects on parent-and youth- 

reported youth anxiety from baseline to 10 months follow up, and no changes for control 

group parents or youth. In addition, Kehoe et al. reported that intervention parents who rated 

their adolescent as high in baseline anxiety, reported greater changes in youth anxiety at 10 

months follow-up, when compared with parents who rated their adolescents’ baseline anxiety 

as low. In the current study, baseline level of youth-reported youth anxiety was also found to 

be a significant moderator of parent-reported youth anxiety. Intervention parents of youth 

with high anxiety at baseline reported larger reductions in their young persons’ anxiety, when 

compared with intervention parents whose adolescent reported lower anxiety at baseline. 

Control parents from either group noted no change in youth anxiety. Thus, similar to the 

findings presented in our previous paper (Kehoe et al., 2014) and Sandler et al.(2011), youth 

citing higher anxiety at baseline showed greater intervention effects. This may be because 

there is greater room for change, or because TINT may be especially helpful for families with 

a high level of baseline difficulties. It is promising, however, that even families with low 

level difficulties reported significant changes if they took part in the intervention. This 

finding supports the applicability of TINT as a universal prevention program. 

Kehoe et al. (2013) reported significant intervention effects on parent-rated youth 

depressive symptoms, however, for youth-rated depressive symptoms a reduction was cited 

from baseline to follow-up by all youth (both intervention and control). In the current study, 

we investigated moderators of these treatment effects on parent-reported youth depressive 

symptoms. None of the moderation analyses were significant, indicating all intervention 

subgroups achieved similar reductions, whereas control parents from the various subgroups 

reported no change. For youth-reported depressive symptoms, however, youth-reported 

baseline levels of anxiety and negative affect moderated intervention outcomes. Intervention 

youth manifesting high pre-intervention anxiety or negative affect reported significant 

reductions in depressive symptoms, whereas intervention youth who reported low baseline 

anxiety or low baseline negative affect showed no change. In addition, control group youth 

from either group reported no change. This indicates that the overall reductions of youth-

reported depressive symptoms found by Kehoe et al. (2013) were driven by intervention 

youth with high levels of anxiety and negative affect at baseline. This finding highlights the 

importance of conducting moderation analyses to identify subgroups of participants who 
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score low or high on particular risk factors, who may or may not have benefited from the 

intervention (Kraemer et al., 2002). In the current study, intervention youth with low anxiety 

or depressive symptoms reported extremely low depressive symptoms at baseline, leading to 

a floor effect where reductions in depressive symptoms were not likely. For the intervention 

youth with higher levels of anxiety or negative affect the intervention produced reductions, a 

noteworthy finding, given that anxiety often precedes depression (Kessler et al., 2005). 

Further, the current findings suggest that TINT may be efficacious in reducing depressive 

symptoms in youth, especially if youth experience anxiety and anger alongside feelings of 

hopelessness and sadness. The presence of both depression and anxiety is related to more 

problematic outcomes when compared with either disorder alone (Cummings, Caporino, & 

Kendal, 2014; Wuthrich & Rapee, 2013), making intervening early to prevent problems from 

becoming more entrenched particularly important. It appears that in the current sample, youth 

who benefited most tended to have elevated levels of sadness, anger and anxiety. Parents’ 

responses to those emotions may have helped to reduce depressive symptoms in this 

intervention subgroup. Indeed, mediation analyses revealed that TINT had an effect on youth 

depressive symptoms via parents’ gaining greater emotion awareness and better emotion 

regulation skills, along with emotion dismissing responses to youth expressions of sadness, 

anxiety and anger. 

Contrary to expectations, parent education, income, parent internalising difficulties 

and parents’ difficulties in awareness and regulation did not moderate intervention effects on 

either parent emotion dismissing or youth internalising difficulties. Instead, across subgroups 

who showed high or low functioning on these variables, parents’ emotion dismissing 

practices and youth internalising difficulties reduced regardless, with changes reported by 

intervention parents and youth but not control parents and youth (Kehoe et al., 2014). Two 

meta-analyses have found that education and income do not moderate parenting program 

effects (Bakermans-Kranenburg, van IJzendoorn, & Juffer, 2003; Nilsen et al., 2013). 

Lundahl et al. found, however, that lower socio-economic status was related to poorer 

intervention response. It is possible that the non-significant results in the current study are 

due to a relatively homogeneous sample, where the majority of parents had completed high 

school, obtained a post school qualification and income was normally distributed. Yet, 

Duncombe et al. (Under Review) who examined the efficacy of an emotion focused 

intervention with an ‘at risk’ sample also did not find that education or income moderated 
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treatment effects, despite greater variability on education variables and a higher rate of low-

income families.  

In line with findings by Nilsen et al. (Nilsen et al., 2013), parents’ internalising 

difficulties or parents’ difficulties in emotion awareness and regulation also did not moderate 

treatment effects on parent emotion dismissing or youth internalising difficulties. This is in 

contrast to Duncombe et al. (Under Review) and the review by Maliken and Katz (2013), 

who found greater treatment effects for parents with high baseline psychological difficulties. 

Again, there were relatively few parents with clinical levels of anxiety or depression in the 

current study, and this may have contributed to this non-significant finding. It is possible also 

that differences in measurement contributed to the inconsistent findings. The measure used 

by Duncombe et al. included a subscale of parental stress, whereas the measure used in the 

current study measured parents’ anxiety and depressive symptoms, but not stress. 

Contrary to our hypothesis, attendance did not moderate treatment outcomes. 

Emotion-focused parenting programs evaluated with community samples have shown high 

attendance rates in the past (Havighurst et al., 2010; Wilson et al., 2012), and attendance was 

high in the current study, with 84% of parents completing four or more sessions. In addition, 

parents who missed sessions were sent program materials each week and also received a 

phone call to answer any questions. Therefore, it is likely that parents were still able to learn 

skills taught in the program, even if they did not attend all sessions. 

5.5.2 Mediation Analyses: How does the Program Work? Do Changes in Emotion 

Socialisation Contribute to Changes in Youth Internalising Difficulties? 

The current study was able to examine whether targeting important risk and protective 

factors during transition to secondary school and adolescence leads to a reduction in youth 

internalising difficulties. Results supported theoretical models of emotion-focused parenting 

intervention studies (Havighurst et al., 2012) and emotion socialisation theory (Katz et al., 

2012; Morris et al., 2007), which have highlighted that parents’ awareness, acceptance and 

regulation of emotions are related to higher dismissing and lower coaching of emotions, 

which, in turn, are related to lower youth behavioural and emotional functioning. Our results 

showed reductions in parents’ difficulties in emotion awareness and regulation predicted 

reductions in parents’ emotion dismissing at follow-up, however, reductions in parents’ 

internalising difficulties were not related to reductions in emotion dismissing. This suggests 

that TINT had an effect on parent emotion dismissing practices partly via improving parents’ 
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awareness and regulation of emotions. Although parents’ internalising difficulties have been 

identified as an important risk factor for engaging in maladaptive emotion socialisation 

practices (Maliken & Katz, 2013), the reduction in their internalising difficulties did not lead 

to reductions in emotion dismissing practices. TINT did not directly target parents’ 

internalising difficulties, but taught parents to respond supportively to adolescents’ emotional 

expression. This, in turn, may have reduced adolescents’ negative reactions during parent-

adolescent interactions (Katz & Hunter, 2007). Research has shown that parents’ internalising 

difficulties increase during early adolescents when parent-youth interactions are more 

conflictual (Steinberg, 2000). Therefore it is possible that instead of being a predictor of 

changes in parenting, parents’ internalising difficulties (a more distal factor, not directly 

targeted in TINT) reduced as a result of improved emotion awareness and regulation and 

improved emotional communication with youth. A meta-analyses of group parenting 

programs has shown that programs can reduce parents’ stress and improve their internalising 

symptoms and self-esteem (Barlow et al., 2012). 

When examining mediators of program effects on youth internalising difficulties, we 

found TINT had an effect on youth internalising difficulties (anxiety and depressive 

symptoms) via improving parents’ difficulties with emotion awareness/regulation and 

parents’ emotion dismissing practices. Improvement in parents’ internalising difficulties was, 

however, not related to changes in youth internalising difficulties. Although parents’ 

internalising difficulties have been consistently identified as a risk factor of youth emotional 

functioning (Maliken & Katz, 2013), it was reductions in parents difficulties in awareness 

and regulation and parents emotion dismissing practices that lead to improvements in youth 

internalising difficulties. Mothers with internalising difficulties have been found to have 

fewer and less effective emotion regulation strategies (compared with non-depressed 

mothers), are more reactive, and have difficulties in areas of communication and affective 

involvement (Hughes & Gullone, 2008; Maliken & Katz, 2013; Psychogiou & Parry, 2013). 

Parents’ reductions in difficulties in emotion awareness and regulation and their reduced 

dismissive responding may have been more noticeable for teens and, therefore, exerted a 

stronger impact on youth internalising difficulties.  

5.5.3 Limitations Study 2 

The current study shows a number of strengths, including an experimental, 

longitudinal design using both parent and youth report data. The large sample, high program 

attendance, and low attrition were further strengths. There were also a number of limitations. 
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These included, that we could not examine parent gender, age, or marital status as moderators 

of program effects due to the low number of fathers, low number of younger parents and the 

inclusion of mostly two-parent families. This may limit generalisability of the findings. Yet, 

given that internalising difficulties were comparable to norms provided by the scale’s 

authors, and that program uptake rates were comparable to other universal prevention 

programs (Ralph & Sanders, 2006b), it is likely that the sample represents families who 

might typically engage in prevention programs. It is also common that very few fathers 

participate in parenting interventions because few are primary caregivers (Burke et al., 2010; 

Duncombe et al., Under Review; Havighurst et al., 2010). 

Further, mediation analyses were conducted using a ‘half-longitudinal design’. 

Although this design is superior to mediational analyses conducted with cross-sectional data, 

it is inferior to mediational analyses that are conducted using three time points (Cole & 

Maxwell, 2003). This is because, unless there are three time points and the mediator is 

directly manipulated, temporal order of the mediator to outcome pathway cannot be 

established with certainty. However, even with three time points, it cannot be known with 

certainty that other potential variables (e.g., improved attachment relationships, or family 

conflict) may not also mediate the effect of the program (Bullock, Green, & Ha, 2010; Cole 

& Maxwell, 2003). The experimental aspects of the design in the current study provided 

additional strength to the ‘half-longitudinal design’, especially because only the mediators 

were manipulated (Bullock et al., 2010). That is, the intervention targeted mediators directly 

and youth outcomes were a secondary outcome, suggesting that it is more likely the direction 

of effects were as proposed in the current study, and less likely that the order of effects was 

reversed.  

Another limitation, reported previously (Kehoe et al., 2014), was that randomisation 

resulted in two groups who were comparable across socio-economic status and youth-

reported variables, however, participants were not blind to condition and control group 

parents were not offered an intervention on a waitlist basis. Therefore, it is possible that 

parents in the intervention condition took part because they wanted to learn strategies to help 

their young persons’ transition to adolescence, whereas parents in the control group wanted to 

support research on the transition to adolescence. Intervention parents reported greater youth 

internalising problems at baseline and may have anticipated greater problems in the future. In 

addition, the study relied on self-report measures and parent reported changes may have been 

affected by an expectancy bias, however, this interpretation is somewhat tempered by their 
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adolescents reporting similar changes. Last, post intervention data were not collected to 

reduce participant and administration burden and because of the prevention focus of the 

intervention. Therefore it is not known if the intervention produced effects immediately post 

intervention, or if the intervention effects became more evident with time. 

Future evaluations would benefit from: 1) using a waitlist design and ensuring parents 

are blind to condition when completing baseline questionnaires, 2) using observational 

methods to assess parents’ emotion socialisation practices, 3) obtaining samples of ongoing 

frequency, intensity and duration of negative affect at pre-established intervals, 4) including 

younger parents and more economically disadvantaged families, and 5) measuring changes at 

three or more time points. 

5.5.4 Conclusions Study 2 

Emotion-focused interventions have been found to be successful in improving 

emotion socialisation and reducing behaviour problems in children and internalising 

difficulties in youth. Very little is known about moderators of program effects of emotion 

focused programs. In addition, mechanisms of change have not been investigated. The 

current study supported the theoretical rationale of emotion-focused programs, highlighting 

that parental emotion awareness and regulation, as well as parent emotion dismissing 

practices are important factors to target in intervention or prevention programs. By helping 

parents to increase their emotion awareness and regulation and respond more supportively to 

adolescents’ expressions of anger, anxiety and sadness the TINT program was able to modify 

important factors during transition to adolescence, leading to a decrease in youth internalising 

difficulties. Parents and youth with greater difficulties appeared to show greater benefits from 

taking part in the intervention. The results suggest that the program may also be applicable 

for use with at risk samples, such as when young people show signs of internalising 

difficulties and/or when parents present with emotional awareness/regulation problems and 

greater emotion dismissing. Results of mediation analyses highlight that the relevant aspects 

of family functioning were targeted because changes in these variables contributed to change 

in youth internalising difficulties. 
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CHAPTER 6. STUDY 3: SOMATIC COMPLAINTS IN EARLY ADOLESCENCE: THE 

ROLE OF PARENTS’ EMOTION SOCIALISATION 

6.1 Abstract Study 3 

This study investigated the relationship between parent emotion socialisation and youth 

somatic complaints in an early adolescent sample using a longitudinal experimental design. 

An emotion-focused parenting intervention, which taught parents skills to improve their 

emotional competence and emotion socialisation, was used to examine whether changes in 

parents’ emotion socialisation impacted the young person’s somatic complaints. 

Questionnaires were completed prior to intervention and 10 months later by 225 youth (121 

intervention) and their parents. Results indicated that changes in parents’ awareness and 

regulation of emotion and emotion socialisation practices resulted in reduced youth somatic 

complaints. These findings have important implications for the prevention of somatic 

complaints. 

6.2 Introduction Study 3 

Somatic complaints (SC), such as recurrent headaches or stomach aches without any 

specific organic cause are common in childhood, occurring in 10-30% of children and 

adolescents (see Campo, 2012 for a review). Pain associated with SC is a source of great 

distress to both parents and their children and often results in considerable expense and 

multiple medical investigations at primary and secondary health care services (De Waal, 

Anrnold, Eekhof, & van Hemert, 2004; Garralda, 2011). Frequently, children’s academic and 

social functioning is compromised by reduced school attendance and lowered participation in 

extra-curricular activities (Campo, 2012). To date most studies examining familial factors in 

relation to child SC have compared clinical samples with ‘healthy’ controls, and are limited 

by small sample sizes and populations that differ widely in age. Understanding the 

developmental processes involved in SC in non-clinical samples is necessary to provide 

guidance on the risk and protective factors that should be targeted in intervention and 

prevention programs (Beck, 2008). 

Emotional competence, defined as the ability to recognize, understand and regulate 

emotions in interpersonal and intrapersonal situations (Saarni, 1999), is thought to play an 

important role in the development and maintenance of SC because emotions involve the 

activation of physiological systems (Terwogt et al., 2006). Children’s emotional 
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competencies are influenced by parents’ modeling of emotions, parents’ contingent reactions 

to children’s emotion expression and parents’ discussions and coaching of emotions (i.e., 

emotion socialization practices; Morris et al., 2007). Parents’ deficits in emotional 

competence, such as lack of awareness of emotions or difficulties regulating emotions, place 

them at risk for modeling maladaptive emotion regulation and engaging in unsupportive, or 

punitive socialisation practices (Maliken & Katz, 2013). This, in turn, has been found to 

impact negatively on children’s internalising difficulties (e.g., anxiety and depression) by 

inhibiting children’s adaptive affective development (Maliken & Katz, 2013; Morris et al., 

2007). Youth with SC show deficits in emotional competence and higher levels of anxiety 

and depression (Gilleland et al., 2009). Despite these findings, existing interventions 

involving parents, primarily aim to change parents’ responses to pain symptoms, rather than 

also targeting familial risk and protective factors related to children’s emotion regulation 

(Husain et al., 2007). Early adolescence may be an optimal time for investigating emotion 

socialisation, as it is a time when SC are thought to peak, and when children experience an 

increase in the frequency and intensity of negative affect (Campo & Fritsch, 1994; Flannery 

et al., 1993).  

This study investigated whether parents’ emotion competence and their emotion 

socialisation practices (i.e., emotion socialisation) predict youth SC. Our sample was drawn 

from a study that investigated the efficacy of a parenting program which focused on 

improving emotion socialisation. Therefore, we were able to research causal relations by 

examining whether improvements in parents’ emotion socialisation led to reductions in youth 

SC. 

6.2.1 Theoretical Rationale 

One of the developmental tasks during childhood is to recognize that emotions have 

associated physical sensations, and to be able to link the physiological experience of 

emotions with emotion words; in turn, this aspect of emotion awareness and understanding 

assists with the regulation of one’s emotions (Saarni, 1999). Children and adolescents with 

SC have been found to have particular difficulties with identifying, differentiating and 

analysing physical signals that stem from emotional arousal (Jellesma et al., 2006; Rieffe et 

al., 2004; Terwogt et al., 2006). They also have problems expressing negative emotions 

functionally (e.g., Rieffe et al., 2007), and experience negative affect more frequently and at 

greater intensity than children and adolescents without SC (Jellesma et al., 2006; Rieffe et al., 

2004). From childhood to adulthood, higher levels of internalising difficulties and negative 
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affect are consistently observed in samples with clinical levels of SC when compared with 

healthy controls (Campo, 2012; Weersing et al., 2012). Difficulties with the identification and 

understanding of emotions, coupled with greater negative affect, are thought to undermine 

effective emotion regulation and lead to an increased focus on internal sensations (Berking & 

Wupperman, 2012; Gilleland et al., 2009). 

Children learn to interpret, express, and manage their emotions largely in the context 

of social interactions. There is a well-established link between parenting and child/adolescent 

emotional competence and internalising difficulties (see Eisenberg, Cumberland, et al., 1998; 

Morris et al., 2007). When parents dismiss, match, ignore, or punish emotions (i.e., emotion 

dismissing), children tend to have lower emotional competence and show higher levels of 

negative affect, anxiety and depression. On the other hand, when parents are accepting of 

emotions, encourage their child’s emotion expression and respond supportively to help their 

child manage their emotions (i.e., emotion coaching), children tend to have better emotional 

competence and lower levels of anxiety or depression (Morris et al., 2007). One of the only 

direct investigations of the role of emotion socialisation practices in child SC was conducted 

in India by Raval and colleagues (Raval & Martini, 2011). While Raval et al. contend that 

there are likely cultural differences in socialisation goals (i.e., relational versus individualistic 

goals) which may limit generalisability of this study to Western populations, their findings 

mirrored those conducted with Western populations, that have found that emotionally 

dismissive parenting is related to higher levels of internalising and externalising difficulties in 

children. In Raval et al.’s study, mothers of children (aged 6-8 years) with clinical levels of 

SC reported more negative affect and were more punitive and minimizing (i.e., emotion 

dismissing) of children’s negative emotion expressions, when compared with mothers of 

children without SC. Interestingly, this study showed that mothers of children with clinical 

levels of SC reported significantly less sympathy in response to children’s anger expression 

compared to mothers of children who were in the clinical range for anxiety/depressive 

symptoms, externalising difficulties or normal controls (Raval & Martini, 2011). 

To date, research investigating familial factors in relation to children’s SC has largely 

focused on factors related to children’s pain behaviours rather than emotions. This research 

has shown, parental behaviours that may model (e.g., parents’ illness behaviours or beliefs) 

or reinforce pain behaviours (e.g., contingent responses, such as attention or sympathy to the 

child’s pain experience or allowing the child to avoid school/chores), are related to higher 

levels of children’s and adolescent’s SC (Jellesma et al., 2008; Levy et al., 2004; Walker et 
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al., 2006). More consistent support has been found for the link between children’s and 

parents’ SC (i.e., the ‘modeling of illness behaviours’ hypothesis) rather than parents’ 

contingent responses to pain. Currently, however, we know very little about why this 

relationship exists. The high co-morbidity between SC and anxiety and depressive symptoms 

in children with SC suggests that additional emotion-related socializing factors may be 

involved. Parents with high SC may be unresponsive to children’s emotional needs which 

may negatively impact the attachment relationship (Schulte & Petermann, 2011). They may 

engage in maladaptive emotion socialisation, and dismiss children’s emotions because they 

are pre-occupied with their own physical pain symptoms, lack emotional awareness or find 

emotions difficult to manage (Berking & Wupperman, 2012; Gilleland et al., 2009; Raval & 

Martini, 2011). If parents dismiss children’s emotions they may inadvertently heighten 

children’s negative affect and anxiety and promote unhelpful emotion regulation strategies 

(e.g., suppression or avoidance), which may, in turn, increase the likelihood that children 

experience prolonged negative affect placing them at risk for experiencing SC. In addition, if 

children gain greater parental attention when talking about their physical symptoms (rather 

than their emotions), they may not learn to identify their internal states accurately. 

Interestingly, compared to healthy controls, children with clinical levels of SC have been 

found more likely to endorse beliefs that emotions are insignificant or trivial and 

communicating them is useless (Raval et al., 2010).  

Other familial risk factors related to children’s SC are parental psychopathology, 

dysfunctional family climate, and insecure attachment (Schulte & Petermann, 2011), all of 

which have been found to be related to parents’ deficits in emotional competence and 

maladaptive parenting and may be able to be targeted via group parenting programs (Maliken 

& Katz, 2013). Yet, there are currently no published evaluations pertaining to prevention or 

treatment of child/youth SC that target familial risk factors via group-based parent training. 

This is surprising, given the prevalence of SC is similar to that of other internalising 

difficulties and parental factors play an important role in the development and maintenance of 

SC (Campo, 2012; Schulte & Petermann, 2011). In addition, treatment of children’s SC has 

primarily focused on teaching self-management of pain rather than on managing emotions 

(Husain et al., 2007). Thus, when parents are involved in their child’s treatment, parental 

components of interventions often teach parents to ignore mild pain symptoms and to 

encourage the child’s engagement in routine activities. Focusing solely on pain symptoms 

and not also teaching parents how to recognize and validate the child’s emotions (aspects of 
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adaptive emotion socialisation), may lead to missed opportunities for parents to foster the 

young persons’ healthy affective development. 

One parenting intervention that has been found to be efficacious in improving parents’ 

emotion socialisation is the Tuning in to Kids program (TIK; Havighurst et al., 2010). A 

variant of this program, called TINT (TINT; Havighurst et al., 2012), has been adapted for 

parents of adolescents. Both TIK and TINT aim to increase children and young people’s 

emotional competencies via improving parents’ emotion socialisation (see Havighurst et al., 

2009; Kehoe et al., 2014 for a description of the program including theoretical 

underpinnings). Parents are taught skills to improve their own emotional awareness and 

regulation, increase empathic responding- and reduce dismissive responding to children’s 

emotions (i.e., an emotion coaching style) (Gottman et al., 1997). An evaluation of the impact 

of TINT on youth internalising problems (using the same sample) showed reductions in 

parents’ difficulties with emotion awareness and regulation, emotion dismissing parenting 

responses and young people’s internalising problems (anxiety and depressive symptoms) 10 

months later (Kehoe et al., 2014). The current study examined whether these changes in 

parents’ emotion socialisation would also lead to changes in youth SC. This would allow 

examination of emotion socialisation as a causal factor in youth SC. 

6.2.2 Aims of Study 3 

Research investigating the relationship between parent emotion socialisation and 

youth SC is in its infancy. Therefore, to extend research by Raval et al. (2011), using a 

Western population, and controlling for youth negative affect and anxiety, we first used 

baseline data to investigate our research question: ‘Do parental SC, parent difficulties with 

emotion awareness and regulation and parents’ emotion dismissive responses uniquely 

explain variance in youth SC over and above the variance explained by youth negative affect 

and anxiety?’ Second, to allow examination of emotion socialisation as a causal factor of 

youth SC, we investigated the efficacy of TINT in reducing youth SC using both baseline and 

10 months follow-up data. We hypothesized that there would be greater reductions in youth 

SC for participants in the intervention condition compared to the control condition. Finally, to 

explain causal relations between emotion socialisation and youth SC, we investigated 

whether improvements in youth SC could be explained by changes in parents’ emotion 

socialisation. Specifically, we hypothesized that reductions in parents’ difficulties with 

awareness and regulation of emotion and emotion dismissing parenting would lead to 

reductions in youth SC.  
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6.3 Method Study 3 

6.3.1 Participants  

Participants were grade six students aged 10-13 years (M = 12.01, SD = .42) and their 

primary caregiver (200 mothers, 25 fathers; Mage = 44.1, SD 5.13). Fathers selected 

themselves into the study as ‘primary caregivers’ and did not differ from mothers on any of 

the variables apart from rating themselves as more emotionally dismissive (M = 2.28, SD = 

.30) compared with mothers (M = 2.02, SD = .38); t(219) = 4.01, p < .001, 95%CI: .13, .39). 

Fathers were retained in the study because 1) fathers were primary caregivers, 2) fathers in 

each condition did not differ in levels of emotion dismissing, and 3) fathers have generally 

been found to be more dismissing of emotion with their children, but fathers’ responses to 

their adolescents’ emotions have been found to be important for healthy development of 

emotional competence (Brand & Klimes-Dougan, 2010). One parent withdrew consent for 

their child to participate in the study prior to questionnaire completion, leaving 225 parent 

and 224 youth participants (48.7% boys). Parents were predominantly Caucasian (89.8%) and 

Asian (8%), mostly married/defacto (82.7%), 28 parents (12.4%) had re-partnered, five 

(2.2%) were sole parents, and five (2.7%) had not reported their marital status. Most parents 

spoke English as their first language (81.3%), and had completed high school (75.6%); 38.2% 

had completed a non-university qualification and 43.5% had completed a bachelor degree or 

higher. Parents were mostly in paid employment (80.4%), worked 29.5 hours per week on 

average (SD = 11.0), and reported gross annual combined family incomes of less than 

$40,000 (9.8%), $40,000 - $59,999 (15.1%), $60,000 - $99,999 (32.0) and $100 000 or more 

(38.7%). Ten parents did not report their income (4.4%). Participants’ education, 

employment, and income levels were consistent with the normal distribution for Australia 

(Australian Bureau of Statistics, 2011). Youths with a score of two, indicating a definite 

presence of SC (Steinhausen & Winkler Metzke, 2007) on nine SC items (Achenbach, 1991) 

were as follows: Dizzy (9%), overtired (14.7%), aches and pains (7.6%), headaches (6.2%), 

nausea (4%), eye problems (6.2%), skin problems (6.2%), stomach ache (3.6%), vomiting 

(.4%). Youth anxiety was also representative of the normal population, with 8.9% of the 

young people reporting levels in the clinical range and mean parent-reported youth anxiety 

comparable to normal population means (Nauta et al., 2004; Spence et al., 2003). 

6.3.2 Procedure  

The study was conducted from 2008-2010 (see Kehoe et al. for a detailed 

description). Briefly, using a computer randomizer, schools (n = 120) were randomized (ratio 
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of 1:1) into either intervention (TINT Parenting program) or control condition (questionnaire 

study on transition to secondary school). Group randomisation minimizes contamination and 

is preferable when investigating the effects of an intervention delivered to identifiable groups 

(Murray, 1998). After randomisation, schools were approached and 55 schools (45%; 28 

intervention; 27 control) agreed to participate. Reasons for non-participation of schools 

included a predominance of non-English speaking families at the school, and commitment to 

other research projects and parenting/transition programs. A total of 3359 information letters 

and consent forms (1759 intervention) attached to the school newsletter were sent home to 

year 6 students and their parents. Letters were identical for each condition (explaining that we 

were researching factors related to successful transition to secondary school); however, 

intervention parents were also invited to participate in a six session parenting program. Three 

hundred and twenty three parent-student dyads (171 intervention) returned signed consent 

forms and were sent a survey package, translating to a 9.25% response rate. This represents a 

comparable initial response rate to other universal parenting program recruitment efforts for 

parents of adolescents which typically recruit in schools (e.g., Ralph & Sanders, 2006b). 

Incentives were offered to participating youth in the form of a $30 CD voucher receivable on 

completion of follow-up questionnaires. Parents and youth were asked to complete 

questionnaires separately and provided with individual envelopes to ensure their privacy. A 

total of 229 parent-youth dyads (70.9%, 125 intervention) returned completed baseline 

questionnaires and were assessed for eligibility. Four parents allocated to the intervention did 

not proceed (group did not go ahead due to insufficient number of parents, n = 3; and times of 

program did not suit parent, n = 1). These parents were provided with alternative support 

options and were not included in the study. Follow-up was conducted on average 10.5 months 

(SD = .74; range 10-12 months) post baseline when youth were at secondary school (7
th

 

Grade). The study conformed to all ethical requirements for research. 

A total of 12 TINT parenting groups (group size between 6-13 parents) were 

conducted during 4 terms (autumn, winter, spring, summer) in the first two years of the study. 

The program was delivered in the evening over six consecutive weeks (2 hours per week). 

Two facilitators (one of whom was the first or the third author) used a structured manual 

(Havighurst et al., 2012) delivering 100% of the compulsory content for all groups. High 

attendance was recorded, with 84% of parents completing four or more sessions (31% of 

parents attended all six sessions). Four parents only attended one session due to work 

commitments (n = 2), child care issues (n = 1), and a family crisis (n = 1). If parents missed 
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sessions, they were sent materials and phoned to discuss any questions or concerns. The study 

had excellent retention, with only 15 of intervention and control participants failing to return 

questionnaires at follow-up. These participants did not significantly differ from the rest of the 

sample on any of the measures and there was no significant difference in questionnaire return 

rate between the intervention (n =111, 91.7%) and control group dyads (n = 99, 95.2%), 
2
 

(1, n =225) = .59, p = .442, phi = -.07.  

6.3.3 Measures 

Youth somatic complaints (parent and youth report). Frequency of youth SC were 

measured at baseline and 10 months post intervention using the 9-item somatic complaints 

subscale (rated 0 = not true to 2 = very true or often true) from the Child Behavior Checklist 

(CBCL; parent-report) and the Youth Self-Report version (Achenbach, 1991). Internal 

consistency, test-retest reliability and validity of the CBCL is well established (Achenbach & 

Rescorla, 2001) and was comparable in the current study to previous findings (Cronbach 

alpha values were .69 and .70 at baseline and .67 and .76 at follow up for the parent and 

youth versions respectively). Inter-rater agreement (parent-youth) was moderate (see Table 

2).  

Youth anxiety (youth self-report). Baseline youth anxiety symptoms were measured 

with the Spence Children’s Anxiety Scale (SCAS; Spence, 1998). The SCAS is widely used 

and has shown excellent reliability (including test-retest reliability) and validity (Nauta et al., 

2004). In the current study the total scale was used in order to reduce multiple comparisons. 

Cronbach’s alpha coefficient was .90, at baseline indicating high internal consistency. 

Youth negative affect (youth self-report). Baseline frequency of negative affect was 

measured with the three global items from the Emotions as a Child Scales (EAC; O'Neal & 

Magai, 2005). The three items ask young people for each emotion (sadness, anger, anxiety): 

‘over the past month how often did you feel … (sad or down/angry or frustrated/fearful or 

anxious?)’. Items were scored individually on a 5-point Likert scale (1 = never - 5 = very 

often) and summed to create a total negative affect score. Larger scores indicate higher 

frequency of negative emotions. Cronbach’s alpha was .78 and corrected item 

intercorrelations were between .58 and .67 indicating good reliability for a scale with three 

items (Pallant, 2007). 

Parental somatic complaints (parent-report). Baseline levels of parental SC were 

measured using the SC subscale (7 items; rated 0-3) from the General Health Questionnaire 

(GHQ 28; Goldberg, 1981), with higher scores indicating higher presence of parental SC. The 
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GHQ has been widely used as a general screening measure of psychological wellbeing and 

has shown good internal consistency and test retest reliability in previous studies (Andersen 

et al., 2002). Cronbach’s alpha for the SC subscale was .82. 

Parents’ difficulties in emotion awareness and regulation (parent report). The 

Difficulties in Emotion Regulation Scale (DERS; Gratz & Roemer, 2004) was used to assess 

parents’ own difficulties with emotion awareness/ regulation. The scale is a 36-item self-

report questionnaire rated from 1 (almost never) to 5 (almost always) and measures 

difficulties in: acceptance of emotions, ability to engage in goal-directed behaviour when 

distressed, impulse control, awareness of emotions, access to strategies for regulation, and 

clarity of emotions. Higher scores indicate greater difficulties in emotion 

awareness/regulation. The DERS has demonstrated very good overall internal consistency 

and test retest reliability. In the current study, Cronbach’s alpha for the total scale was .94 

(baseline) and .93 (follow-up). 

Parents’ emotion socialisation strategies (parent and youth report). The 45-item 

Emotions as a Child Scale (EAC; Magai, 1996; Magai & O'Neal, 1997) was used to measure 

parent emotion socialisation strategies in response to the young person’s negative emotion 

expressions (anger, sadness, fear). Parent and youth report forms are identical, varying only 

according to the phrasing of questions from the parent or the young person’s perspective. The 

EAC measures 5 emotion socialisation responses (a total of 9 items per subscale, which 

includes 3 items for each emotion; ranging from 1= never to 5 = very often): e.g., “When my 

child was angry/sad/fearful...” “… I asked my child what made her/him mad/sad/fearful.” 

(encouragement response); “… I told my child that s/he was acting younger than his/her 

age.” (punishing response); “… I did not pay attention to her/his being angry/sad/fearful.” 

(neglect response); “…I got very angry/sad/fearful.” (matching/magnifying response), and 

“… I told her/him to cheer up.” (overriding response). Acceptable internal consistency, test-

retest reliability and validity statistics for various versions of the EAC with both adolescent 

and adult samples have been found (Garside & Klimes-Dougan, 2002; O'Neal & Magai, 

2005; Silk et al., 2011). To reduce multiple comparisons and remedy problems of multi-

collinearity (several subscales correlated >.60), the total emotion dismissing response 

variable was used. For the total scale the 9 encouragement of emotions items are reverse 

scored, and items for all 5 subscales are combined and averaged. High scores reflect greater 

dismissing of anger, sadness and anxiety. In the present study Cronbach’s alpha coefficients 

for the total emotion dismissing scale were .87 and .88 (baseline) and .80 and .85 (follow-up) 

for the parent and youth versions respectively. 
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6.4 Results Study 3 

6.4.1 Analytic Strategy 

Preliminary analyses included bivariate correlations and hierarchical regression 

analyses to investigate the relationship between the variables at baseline; and independent 

samples t-tests and chi-square tests to examine condition comparability and determine 

covariates to be included when examining the efficacy of the intervention (Pocock et al., 

2002). In all analyses we controlled for youth negative affect and anxiety to allow 

examination of unique contributions of parent variables to youth SC. Due to the multi-stage 

sampling strategy, where schools were sampled first, followed by the parent-youth dyads 

within these schools, intra-class correlations (ICC) were computed. The computation of ICC 

enables the variance in the baseline variables affected by school membership to be assessed. 

Results showed ICC ranged between .000 and .015, suggesting that higher level grouping (by 

school) did not affect the estimates in any meaningful way and single-level analyses were 

appropriate for baseline analyses (Heck et al., 2010). However, for examination of 

intervention effects, multilevel linear mixed model regression analyses were conducted 

(SPSS version 18) to examine the effects of treatment condition over time on youth SC, while 

controlling for school-related influence on intervention outcomes (Heck et al 2010). Best 

model fit was achieved using maximum likelihood and a variance components covariance 

structure, with intercept and school as random effect and time and covariates as fixed (Heck 

et al., 2010). Thus, the dependent variable was regressed on time, treatment condition and 

their interaction while controlling for covariates. Interpretation of the results focused on 

results for the time*condition interaction (rather than main effects) to examine whether 

greater change was found for intervention as compared with the control participants. Effect 

sizes were calculated using the recommended formula for multi-level analysis for controlled 

clinical trials (Feingold, 2009). Effect sizes (d) greater than .8 are generally considered large, 

while those equal to .5 are moderate and .2 are small (Cohen, 1988). 

To investigate whether the TNT program led to changes in youth SC via changes in 

parents’ emotion socialisation, a series of mediation analyses were conducted. Because 

mediation analyses produced identical results for the parent and youth model, composite 

scores were created with unit weighted z scores (e.g., composite emotion dismissing= zyouth-

reported emotion dismissing + zparent-reported emotion dismissing) (Warner, 2012) and the results presented are 

for combined scores. As recommended by Preacher and Hayes (Preacher & Hayes, 2008), 

indirect effects were calculated by bootstrapping (with 1000 resamples). With this approach, 
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confidence intervals are computed by repeatedly sampling from the data set and estimating 

the indirect effect in each set, adjusting for bias and skewness in the bootstrap distribution; 

the statistical significance of the a (independent variable to mediator) and b (mediator to the 

dependent variable) paths is not considered. Instead, the interpretation of the mediation 

analysis focused on the 95% confidence interval, where the absence of zero in the interval 

indicated that the indirect effect was statistically significant. Given that the independent 

variable (condition) was not experimentally manipulated, we predicted follow-up outcomes, 

using follow up parenting variables as mediators, whilst controlling for baseline outcome and 

mediator variables (Hayes, personal communication, September 19
th

, 2012). For example, 

when assessing whether parents’ emotion dismissing mediated program effects on youth SC 

at 10 months follow-up ‘Condition’ was used as the independent variable, and follow-up 

scores on parents’ emotion dismissing was used as the mediator, while controlling for 

baseline youth SC and baseline parents’ emotion dismissing.  

6.4.2 Preliminary Analyses 

Due to violation of normality, square root and log transformations were applied to the 

variables parental SC (skewness: from 1.46 to .72; and kurtosis: from 2.29 to .43), and parent 

emotion awareness/regulation (skewness: from 1.12 to .17; kurtosis: from 2.99 to .24). For 

ease of interpretation, untransformed means are presented, but statistics given are for analyses 

conducted with transformed variables. 

Bivariate correlations using baseline data showed different patterns of relations 

among the sets of predictors and dependent variables, depending on whether youth or parents 

were reporting (see Table 6). Youth-reported SC correlated positively with parent-reported 

youth SC, negative affect, anxiety and parent emotion dismissing. Parent-reported youth SC 

correlated positively with negative affect, anxiety, parental SC, and parents’ difficulties with 

emotion awareness/ regulation. Contrary to expectations, youth-reported SC were unrelated 

to parents’ difficulties with emotion awareness/regulation and parental SC; and parent- 

reported youth SC were unrelated to parent-reported parent emotion dismissing. Parent 

emotion dismissing and parents’ difficulties in emotion awareness/regulation were, however, 

positively correlated with youth negative affect and anxiety (parent and youth report). None 

of the demographic variables correlated with parent or youth variables. 

Next, hierarchical regression analyses were conducted which examined if parent 

emotion dismissing (youth model) or parental SC and parents’ difficulties in emotion 
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Table 6. Means, Standard Deviations, and Bivariate Correlations for Parent and Youth Variables at Baseline 

Means, Standard Deviations, and Bivariate Correlations for Parent and Youth Variables at Baseline 

 Subscale M (SD) 1 2 3 4 5 6 7 

1 Youth SC (Y) 4.25 (3.0) -       

2 Youth SC (P) 2.71 (2.3)  .37*** -   - - - 

3 Youth negative affect (Y) 6.8 (2.3)  .56*** .31*** -  - - - 

4 Youth anxietyt (Y) 22.19 (13.0) .55***  .32*** .63*** -    

5 Parental SC (P) 4.95 (3.5)  .06  .25***  .18** .07 - - - 

6 Parents’ difficulties AW/ ERt(P) 69.81 (20.1)  .11  .32***  .21** .17*  .41*** - - 

7 Emotion dismissing (Y) 2.17 (0.3)  .23***  .11  .28*** .34***  .03  .19** - 

8 Emotion dismissing (P) 2.05 (0.4)  .04  .09  .14* .15*  .09 .38***  .40*** 

Note. (Y)= youth-rated; (P) = parent-rated; SC = somatic complaints; AW/ER = emotion awareness and regulation; 

t
transformed variable. * = p < .05; ** = p < .01; *** = p < .001. 
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Table 7. Hierarchical Multiple Regression Predicting Baseline Youth Somatic Complaints 

Hierarchical Multiple Regression Predicting Baseline Youth Somatic Complaints 

 Predictor    b SE b  β R2 ΔR2 

Youth somatic complaints (Y)       

Step 1  Youth negative affect .45 .09 .35***   

 Youth anxiety
t
 .71 .15 .33*** .38  

Step 2 Youth negative affect .44 .09 .35***   

 Youth anxiety
t
 .69 .15 .32***   

 Parent emotion dismissing (Y) .26 .51 .23 .38 .001 

 

Youth somatic complaints (P) 

     

Step 1 Youth negative affect  .19  .08 .19*   

 Youth anxiety
t
  .32  .14 .19* .12 - 

Step 2 Youth negative affect .13 .08 .12   

 Youth anxiety
t
 .32 .13 .19*   

 Parental somatic complaints
t
 .54 .23 .15*   

 Parent difficulties AW and ER
 t
 4.17 1.40 .20** .20 .09 

Note. All variables measured at baseline. (Y) = youth-rated, (P) = parent-rated, AW and ER= 

emotion awareness and regulation. 
t
transformed. *p < .05, **p <.01, ***p <.001. 

 

awareness and regulation (parent model) predicted unique variance in youth SC. To control 

for youth-reported anxiety and negative affect these variables were entered at Step 1, 

followed by parent emotion dismissing (youth model) or parental SC and parent difficulties 

in awareness and regulation (parent model) at Step 2. The youth-report model was significant 

at Step 1(F(2, 218) = 65.77, p < .001) and Step 2 (F(3, 218) = 43.78, p < .001) and the final 

model explained 38% of the variance in youth SC. However, only youth negative affect and 

anxiety were significant predictors of youth SC (see Table 7). In the parent-report model, 

parental SC, parents’ difficulties with emotion awareness/regulation significantly improved 

the model when entered at Step 2. The model was significant (F(4, 221) = 13.77, p < .001) 

and explained 20% of the variance in youth SC. Only parent difficulties with emotion 

awareness/ regulation and youth anxiety remained significant predictors of youth SC (see 

Table 7). 
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6.4.3 Intervention Analyses 

Next, we investigated whether the TINT parenting program was efficacious in 

reducing youth SC. Between-group comparisons of baseline data found no statistically 

significant differences in the scores for any of the youth-reported variables under study. 

However, parent data showed, at baseline, that intervention parents rated their youth 

significantly higher on SC (t(221) = 3.50; p = .001) compared with control parents. In 

addition, youth in the intervention group were slightly younger t(223) = -6.24, p < .001 (mean 

difference in months = -.36), and there were more boys (n = 67, 55.4%) in the intervention 

group, compared with the control group (n = 42, 40.4%), χ
2
 (1, N =225) =4.48, p = .035, phi 

= .15. Youth age differences may have occurred due to significantly more baseline data being 

collected for control participants in the second half (term 2, 3 & 4) of the grade six school 

year, whereas data was collected throughout the year (term 1-4) for the intervention group, χ
2
 

(3, N = 225) = 57.34, p < .001, phi = .51. In addition, participants enrolled in the study in 

term 1 (n = 31) were followed up slightly later (Mmonths = 12.00, SD = .00) compared to 

participants who enrolled in the study in term 2, 3 or 4 (Mmonths = 10.3, SD = .46; t(179) = 

50.06, p < .001, 95%CI: 1.6, 1.8). Hence, parent-rated youth SC, gender, the young person’s 

age, and baseline term of enrollment were all included as additional covariates. Gender and 

baseline term of enrollment were also included as moderators, but interactions were not 

significant and are not reported.  

Multi-level mixed effects modeling. For youth -reported youth SC, the main effect of 

time and the interaction between time and condition were not significant, indicating that 

young people from both conditions reported no change in SC. For parent-reported youth SC, 

a significant time*condition interaction was found (β = -.66, SE = .29, df = 208.9, t = -2.25, 

95%CI: -1.23 to -.08, p = .025, d = .28), indicating greater reductions for the intervention 

group from baseline (M = 3.32, SE = .21) to follow-up (M = .2.70, SE = .21), compared to 

control parents who reported no change from baseline (M = 1.95, SE = .23) to follow up (M = 

1.98, SE = .23).  
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Table 8. Mediation of the Effect of the Intervention on Youth Somatic Complaints 

Mediation of the Effect of the Intervention on Youth Somatic Complaints through Parent 

Emotion Socialisation Variables 

Outcome Mediator Point Estimate SE BCa 95% CI 

Youth SC (C) Parental AW and ER
t
 

Parents’ emotion dismissing (C) 

-.12* 

-.30* 

.07 

.10 

-.234, -.017 

-.467, -.154 

Note. BCa = bias corrected and accelerated. C = parent-rated and youth-rated composite 

score; AW and ER = parent emotion awareness and regulation. 
t
transformed variable. 

*significant indirect effect. 

 

Finally, examination of mediators of treatment effects showed both parents’ 

difficulties in emotion awareness and regulation and parents emotion dismissing were found 

to mediate the effect of condition on youth SC at follow-up (see Table 8).  

 

6.5 Discussion of Study 3 Results 

This study explored the relationship between parent emotion socialisation and youth 

SC. To date, most studies examining familial factors in relation to child or adolescent SC 

have compared clinical samples with ‘healthy’ controls using cross-sectional designs. In 

contrast, the current study was conducted with a large community sample, using an 

experimental longitudinal design, with both parent- and youth-reported data. Further, this 

study was the first to investigate whether a group parenting program, which aims to improve 

emotion socialisation would reduce youth SC. The hypothesis that greater reductions in youth 

SC would be found for participants in the intervention condition as compared with the control 

condition was partially supported. In addition, the hypothesis that reductions in parents’ 

awareness and regulation of emotion and emotion dismissing parenting would lead to 

reductions in youth SC was supported. The study extends the literature on SC by considering 

parents’ emotional competence and emotion socialisation practices as predictors of youth SC 

alongside parents’ own SC.  

To examine whether parenting variables explained unique variance over and above 

youth negative affect and anxiety, bivariate correlations and two hierarchical regression 

analyses were conducted using the baseline data. Relations between variables differed 
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depending on who reported: youth or parents. In the youth-reported model, bivariate 

correlations revealed significant correlations between parents’ emotion dismissing and youth 

SC. Regression analyses showed, however, when controlling for negative affect and anxiety, 

parents’ emotion dismissing was no longer a significant predictor. Youth negative affect and 

anxiety have been identified as important risk factors for young people’s SC (Campo, 2012; 

Gilleland et al., 2009; Weersing et al., 2012) and in the current study were the strongest 

predictors of youth -reported SC. The results suggest that emotion socialisation may exert its 

influence on youth SC indirectly, via youth negative affect and anxiety. When parents use 

more emotionally dismissive parenting this may contribute to greater negative affect and 

anxiety in the young person, which may lead to more somatic difficulties. This suggestion is 

supported by research that has found parent emotion dismissing practices are related to higher 

levels of young people’s negative affect and anxiety (Morris et al., 2007) and youth with 

higher levels of internalising difficulties and negative affect report higher SC (Campo, 2012; 

Weersing et al., 2012). Raval and colleagues also found in India, that parents of children with 

clinical levels of SC were less sympathetic and more emotionally dismissive in response to 

children’s negative emotion when compared with normal controls (Raval & Martini, 2011). 

Our study provides support for Raval et al.’s findings using a Western population. The 

findings highlight the importance of considering and measuring youth negative affect and 

anxiety when investigating or intervening with youth SC. They also support the targeting of 

parental factors that are related to youth anxiety and negative affect when treating or 

preventing SC. 

For the parent-report model, parents’ difficulties with emotion awareness and 

regulation, parental SC and youth anxiety remained significant predictors of youth SC. 

Parents’ difficulties with emotion awareness and regulation emerged as the most important 

predictor of parent-reported youth SC, over and above parental SC and youth negative affect 

and anxiety. Interestingly, despite the link between deficits in emotional competence and SC 

in adult populations (Campo, 2012), no other study has examined parents’ difficulties in 

aspects of emotional competence as a predictor of children’s SC. Consistent with prior 

research, bivariate correlations showed parents’ difficulties in emotion awareness and 

regulation were related to greater parental SC (Campo, 2012) and greater parent- and youth-

reported emotion dismissing responses (Morris et al., 2007). When parents are unable to 

manage their own emotions effectively they are likely to have difficulties accessing strategies 

to work through emotional problems, including with their adolescents. This may result in 
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youth not learning adaptive problem solving around emotional situations and this, in turn, 

may impact their emotion understanding and regulation resulting in heightened negative 

affect (Maliken & Katz, 2013). In addition, parents’ modeling of dysregulation may reflect 

parental psychopathology, or contribute to a dysfunctional family climate and insecure 

attachment, each of which has been found to be a risk factor for youth SC (Maliken & Katz, 

2013; Schulte & Petermann, 2011). Although not examined in this study, parents’ difficulties 

in awareness and regulation are also likely to influence parents’ contingent responses to 

children’s pain experience, which has been found related to child SC (e.g., Levy et al., 2004). 

If children’s complaints about pain arouse negative emotions in the parent, a parent who finds 

emotions difficult to tolerate may choose a solution which will reduce negative affect more 

immediately (i.e., allow the child to avoid school or chores). Our findings highlight the 

importance of considering parents’ emotional competence when examining familial factors 

related to youth SC. 

In the extant literature there has been a significant focus on the relationship between 

parental SC and child/youth SC, because parents’ SC are thought to effect their children’s 

attitudes and beliefs about illness. Similar to other studies, the current study found parental 

SC predicted parent-reported youth SC (Gilleland et al., 2009; Levy et al., 2004). In contrast 

to Levy et al., but, similar to Gilleland et al., we did not find a relationship between parental 

SC and youth -reported youth SC. When parents’ experience greater levels of SC they may be 

more self-focused and therefore may not notice the young person’s emotions or they may be 

more reactive in response to the young person’s negative emotions due to being in pain or not 

having energy to respond. In turn, young people may feel overlooked, frustrated, or sad about 

this lack of support leading to higher levels of negative affect. We found that higher rates of 

parental SC were related to higher levels of youth negative affect (which included sadness 

and anger) which supports this hypothesis. Finally, it is possible that parents with higher 

levels of SC themselves are more empathic with the young persons’ pain experience. Future 

studies should investigate if parents of children with SC are indeed more responsive when 

children express their emotions by describing the physical sensations versus when they 

express emotions using emotion labels. 

Examination of the impact of the TINT program on youth SC allowed us to study 

whether changes in parent emotion socialisation would lead to changes in youth SC. A 

significant interaction between time and condition was found for parent-reported youth SC, 

indicating greater change for those in the intervention condition, who reported significantly 
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less youth SC at follow-up compared to control parents who reported no change. The effect 

size was small to medium. This finding highlights that an intervention which targets parent 

emotion socialisation can lead to a reduction in parent-reported youth SC. Although young 

people’s report of their SC did not change, baseline analyses found that youth anxiety and 

negative affect were important predictors of youth SC. In other research we have found a 

reduction in youth-reported anxiety after parents completed the emotion socialisation 

program (Kehoe et al., 2014). Perhaps, greater change happens in youth perceptions of their 

anxiety which may over time contribute to changes in SC, in particular to changes in duration 

or intensity of SC and subsequent impairment. It is also possible that the frequency, duration 

or intensity of the pain may have been reduced at home (due to parental emotion coaching), 

but not at school. We did not, however, assess intensity or duration of SC, nor did we assess 

functional impairment or visits to pediatric clinics or contact with school nurses during 

school hours. Hence it is not known whether youth-reported SC occurred at home or at 

school, or whether there were changes in duration or intensity of SC. Further research should 

investigate if the intervention reduces SC using these other measures. Another possibility is 

that, after taking part in the intervention, parents in the current study may have been better 

able to recognize emotions in their children and attribute emotional distress as a cause of the 

pain, therefore reporting fewer symptoms ‘of unknown origin’. Nevertheless, youth anxiety 

and negative affect were important predictors of youth SC, and changes in parents’ emotion 

socialisation resulted in reduced parent-reported youth SC. Therefore both: a) parents ability 

to respond supportively to negative emotion expression, and b) the young persons’ ability to 

recognize, differentiate, understand, express and manage their emotions may prove fruitful 

additions to existing intervention or prevention programs that target child or youth SC, and 

warrant further investigation. 

6.5.1 Limitations Study 3 

A number of limitations need to be considered when interpreting these findings. First, 

to assess youth SC, a parent and youth-reported questionnaire was used, and so intervention 

outcomes may have been affected by an expectancy bias, especially on parent-report. 

Observation of parent emotion socialisation and independent medical evaluations to verify 

changes in SC would have strengthened the study. Second, sampling of frequency, intensity 

and duration of SC would have strengthened measurement and provided clearer information 

on which dimensions of SC were most impacted by changes in parents’ emotion socialisation. 

Third, although the randomisation resulted in two groups who were comparable across socio-
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economic status and youth-reported variables, participants were not blind to condition and 

parents who selected to take part in the intervention reported greater youth SC at baseline. 

Fourth, mediation analyses were conducted using a ‘half-longitudinal design’, which, 

although superior to mediational analyses with cross-sectional data, is inferior to mediational 

analyses that use a full longitudinal design (Cole & Maxwell, 2003). This is because, unless 

there are three time points and the mediator is directly manipulated, temporal order of the 

mediator to outcome pathway cannot be established with certainty. However, even with three 

time points, other potential variables (e.g., improved attachment relationships, or family 

conflict) may mediate the effect of the program (Bullock et al., 2010; Cole & Maxwell, 

2003). A strength of the current study was that only the proposed mediators were a direct 

target of the intervention (Bullock et al., 2010). Therefore, it is likely that the proposed 

direction of effects is the most plausible explanation of the mechanisms of change. Fifth, the 

sample contained few families from multicultural or very low socioeconomic status 

backgrounds which may limit generalisability of the findings. However, given that the sample 

was comparable to the general population of Australia in regards to socio-economic status 

variables (Australian Bureau of Statistics, 2011), youth levels of anxiety (Nauta et al., 2004), 

and SC (Steinhausen & Winkler Metzke, 2007), and that up-take rates were comparable to 

other universal parenting prevention programs (Ralph & Sanders, 2006b), it is likely that the 

sample represents families who may typically participate in community based research and 

preventive interventions. 

6.5.2 Conclusion Study 3 

Children and adults with somatic complaints show higher levels of internalising 

difficulties and negative affect when compared with healthy controls, which, in part, has been 

attributed to difficulties in emotional competence. This study adds to research that has linked 

emotional competence and somatic complaints by investigating the role of parental emotion 

socialisation. The results indicated that changes in parents’ awareness and regulation of 

emotion and emotion socialisation practices led to changes in youth SC, when controlling for 

youth anxiety and negative affect. This study found support for the use of an emotion-focused 

group parenting intervention, which targets parents’ emotion socialisation for prevention of 

youth SC.  
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CHAPTER 7. GENERAL DISCUSSION 

In this thesis, an emotion-focused parenting intervention was evaluated with a sample of 

parents of pre-adolescents using a group-randomised control design, and including long term 

follow-up. Specifically, it was of interest to examine whether the TINT parenting program 

(Havighurst et al., 2012) was efficacious in improving parent emotion socialisation and 

reducing youth internalising difficulties. An important step in program evaluation is to 

identify for whom the intervention is more or less beneficial and establish mechanisms 

through with the program might achieve its effects (Kraemer et al., 2002). Therefore, 

moderators and mediators of the program effects on parent and youth outcomes were also 

examined.  

Based largely on emotion socialisation theory, the TINT program targets parents’ 

emotional competence and parents’ emotion socialisation practices and aims to increase 

parent-child connection and youth emotional competence. The findings from the research 

studies presented in this thesis provide the first evidence for the efficacy of the TINT 

program. In addition, a major contribution of this thesis is that it contains the first research to 

provide causal evidence for emotion socialisation theory with a sample of pre-adolescents. 

Further, as was highlighted in chapter two of this thesis, there are no published evaluations of 

group-based parent training pertaining to the prevention or treatment of child/youth SC. 

Therefore, Study 3 of this thesis reports on the first research evaluation which examined the 

efficacy of a group parenting program for reducing youth somatic complaints (SC). The 

outcomes from the three studies have important implications for prevention and treatment 

models of youth internalising difficulties. 

This chapter integrates the findings from the studies presented in this thesis. It begins 

with a summary of the results and then presents an integrated discussion of the results in light 

of theoretical models of emotion socialisation. Second, the proposed theoretical model, 

described in the introductory section of this thesis, is revisited and refined based on the 

findings. Third, the implications of the research for prevention and treatment of internalising 

difficulties are discussed. Finally, the methodological limitations of the research are 

summarised and directions for future research are proposed. 
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7.1 Review and Integration of the Research Findings 

The first two studies presented in this thesis reported on the TINT programs’ effect on 

parental emotion socialisation and youth anxiety and depressive symptoms. Study 1 

examined three research questions: ‘Does TINT reduce parents’ difficulties in emotion 

awareness and regulation and parents’ internalising difficulties?’, ‘Does the program improve 

parents’ emotion socialisation practices?’, and ‘Does the program reduce youth anxiety and 

depressive symptoms?’ The results of Study 1 supported the efficacy of TINT. Specifically, 

at 10-month follow-up, intervention parents’ reported greater reductions in their internalising 

difficulties as well as their emotion awareness/regulation difficulties when compared to 

control parents. Further, intervention parents and youth reported greater reductions in 

parents’ emotion dismissing practices and youth anxiety when compared with control parent-

youth dyads. Although intervention parents reported greater reductions in youth depressive 

symptoms when compared with control parents, youth from both conditions reported 

reductions in depressive symptoms. 

Study 2 expanded on Study 1, by investigating moderators of program effects and 

mechanisms of change. Specific research questions were: ‘Do parent or youth baseline 

characteristics, or the number of sessions parents attend, moderate the effect of the TINT 

program on parent emotion dismissing practices and youth internalising difficulties?’; ‘Does 

TINT reduce parents’ emotion dismissing practices directly, or via reducing parents’ 

difficulties in emotion awareness and regulation?’ , and ‘Do improvements in parents’ 

difficulties in emotion awareness and regulation, and reductions in parents’ internalising 

difficulties and emotion dismissing practices lead to reductions in youth anxiety and 

depressive symptoms?’ The findings from the moderation analyses suggested TINT may be 

especially efficacious when there are high levels of baseline difficulties such as parent 

emotion dismissing, youth negative affect, or youth internalising difficulties. In addition, the 

results showed that intervention youth who reported high baseline negative affect or anxiety, 

showed significantly greater reductions in depressive symptoms when compared with control 

youth. Further, the intervention effects appeared to hold regardless of socio-economic 

variables, parent difficulties managing their emotions, or the number of TINT sessions 

parents attended. Moreover, results provided support for emotion-socialisation theory, 

including showing that reductions in parents’ difficulties in emotion awareness and regulation 

and emotion dismissing practices led to changes in youth internalising difficulties. Thus, the 
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study is the first to directly examine explanations of causal pathways for an emotion-focused 

program.  

The focus in Study 3 was on youth (SC). As described in the literature review section 

of this thesis, although research has linked deficits in emotional competence to youth SC, 

very little was known about parental emotion socialisation factors related to the development 

or maintenance of youth SC. Study 3 first examined parents’ emotion socialisation as a 

predictor of SC using baseline data. By controlling for youth anxiety and negative affect this 

investigation allowed examination of the unique contribution of emotion socialisation to 

youth SC. Study 3 involved three key areas of exploration. The first examined cross-sectional 

analyses to understand the relations between emotion socialisation and youth SC. The second 

examined the efficacy of TINT on youth SC, and the third examined explanations of the 

causal pathways. The research questions in Study 3 were: 1) ‘When controlling for youth 

negative affect and anxiety, what is the best predictor of youth SC: parental SC, parent 

difficulties with emotion awareness and regulation or parent emotion dismissiveness?’ ‘Does 

parents’ participation in TINT lead to changes in youth SC?’ and finally, ‘Do improvements 

in parents’ difficulties in emotion awareness and regulation, and reductions in parents’ 

emotion dismissing practices lead to reductions in youth SC?’ Results of Study 3 have 

important implications for understanding causal processes involved in the development of 

youth SC and suggest that targeting parental emotion socialisation may enhance existing 

treatment models. Results of Study 3 also suggest that a standalone emotion-focused group 

parenting program may be an effective preventive intervention. 

The following section will examine the results in light of key theories of emotion 

socialisation.  

7.2 Theoretical Models of Parenting: Emotion Socialisation as an Important Risk/Protective 

Mechanism  

Emotion socialisation theory has highlighted that maladaptive emotional 

communication within the family can place adolescents at risk for developing internalising 

difficulties (Katz et al., 2012; Morris et al., 2007). Youth of parents who dismiss, match, 

ignore, or punish emotions (i.e., emotion dismissing), tend to have greater difficulties in 

emotional competence and higher levels of internalising difficulties (e.g., anxiety, 

depression). Youth of parents who are accepting of emotions, encourage their young person’s 
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emotion expression and respond supportively to help them manage their emotions (i.e., 

emotion coaching style) tend to have better emotional competence and fewer internalising 

difficulties. These outcomes have been consistently found, using a variety of measurement 

(e.g., self-report, observational, interview), and both cross-sectional (e.g., Lunkenheimer et 

al., 2007; Stocker et al., 2007), and longitudinal research designs (e.g., Cunningham et al., 

2009; Shortt et al., 2010). Intervention studies have also lent support for the relations between 

parent emotion socialisation and outcomes in children, however, only with parents of pre-

schoolers and only in relation to child externalising difficulties (e.g., Havighurst et al., 2010). 

In Study 1 of this thesis, intervention parents reported reductions in their difficulties 

with emotion awareness and regulation, and both intervention parents and youth reported 

reductions in parents’ emotion dismissing practices. Control families reported no change. 

These findings show that the TINT parenting program is efficacious in improving emotion 

socialisation in parents of pre-adolescents. Intervention parents, but not control parents also 

reported significant reductions in their own internalising difficulties, however, this change 

did not appear to impact on improvements in parenting or reductions in youth anxiety. 

Further, Study 2 showed that reductions in parents’ difficulties with emotion awareness and 

regulation explained reductions in parents’ emotion dismissing practices. The findings 

provide support for parts of the theoretical model of emotion socialisation, as proposed by 

Morris et al. (2007). As described in the introductory section of this thesis, this model argues 

that parental reactivity, their emotion regulation and mental health difficulties influence youth 

affective functioning via 1) their impact on the family emotional climate/attachment, 2) 

parents’ emotion socialisation practices (e.g., responses to emotions, and discussion of 

emotions), and 3) processes of observation (e.g., parents’ role modeling, social referencing, 

emotion contagion). 

Therefore, the results presented in this thesis suggest that it is possible to change the 

way parents model-, react to- and discuss emotions with their young person via a parenting 

intervention and that such changes can help to reduce youth internalising difficulties. By 

targeting parents’ emotional competence, their beliefs and attitudes to emotions and teaching 

them the adaptive emotion socialisation style of emotion coaching, parents were able to 

reduce emotion dismissive responses to their young persons’ emotion expression. Perhaps 

when parents feel more accepting of and tuned in to emotions, they may be calmer and less 

emotionally reactive, better able to listen to and be present with their child. Young people 

may feel more comfortable expressing their emotions which allows them to process 
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experiences with the help of their parents. Supportive responses from parents are also likely 

to provide the young person with a model for internal dialogue, promoting the development 

of adaptive emotion regulation skills.  

7.3 Social Learning Theory 

Social learning theory states that children and adolescents learn via observing 

behaviours that are modelled by significant others and via parents’ contingent responses to 

their behaviours. Yet, in parenting interventions principles of social learning theory have only 

been applied to improve youth behaviours or cognitions but have not specifically focused on 

emotions or improving emotional competence. That is, programs based on social learning 

theory use the principles of reinforcement and punishment to increase desirable behaviours 

(i.e. use of praise to reinforce X) and extinguish undesirable behaviours (i.e., use of planned 

ignoring to extinguish whining or giving time out/withdrawal of privileges for inappropriate 

expression of anger) without separating out emotions from these behaviours. The TINT 

program applies the principles of social learning theory as proposed by emotion socialisation 

theory, which highlights that parents’ responses to children’s emotions are important for 

raising emotionally healthy adolescents. In TINT parents are encouraged to recognise and 

respond to the emotions that may underlie inappropriate behaviours, and respond also when 

they are at the lower intensity (e.g., whining). They are encouraged to clearly distinguish 

between emotions and behaviour, and to accept emotions using empathy while setting clear 

limits around unacceptable or unwanted behaviours. In addition, to provide opportunities for 

youth to witness appropriate expression and regulation of emotions, parents are encouraged 

to model adaptive emotion regulation strategies themselves and use a greater emotion 

vocabulary in their communications. 

Responding to emotions when they are at lower intensity provides opportunity for 

youth to reflect on their emotional experience when emotions are still at a relatively low level 

of intensity (Havighurst et al., 2012). If low level feelings are ignored, youth may in the 

future either not disclose emotions or may resort to escalating emotions to receive a response 

- both are not optimal for teaching about emotions (Buck, 1984; Gottman et al., 1997; Raval 

et al., 2010). Responding to lower level emotions and remaining calm and well regulated may 

also help to break the coercive cycle of interacting, where responses and emotions of both 

parties become increasingly escalated in an attempt to achieve goals (Patterson, 1982). This 

also provides opportunities for youth to witness appropriate expression and regulation of 
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emotions or emotion regulation. These processes may be especially important in relation to 

youth internalising difficulties, because youth who present with anxiety, depressive 

symptoms or SC often show deficits in aspects of emotional competence.  

Social learning theory has also been used to explain the consistent overlap between 

parent and youth internalising difficulties. That is, parents with high levels of internalising 

difficulties are thought to model anxious behaviours and cognitions (Ginsburg et al., 2004; 

Morris et al., 2007; Piche et al., 2011). As described in the literature review of this thesis, 

mothers identified with internalising disorders have been found to have fewer and less 

effective emotion regulation strategies (compared with non-depressed mothers) and have 

difficulties in areas of communication and affective involvement (Dix, 1991; Dix & 

Meuniera, 2009; Hughes & Gullone, 2008; Maliken & Katz, 2013; Psychogiou & Parry, 

2013). Therefore, teaching parents skills in emotional competence and emotional 

communication may be important, especially for parents who present with clinical levels 

internalising difficulties themselves.  

7.4 Mindfulness Theory 

This thesis also provides support for Mindfulness theory as applied to parenting, 

because TINT incorporates several ideas and activities that were based on this theory. As 

described in chapter 3 of this thesis, parents were taught mindfulness meditation and were 

also encouraged to be more present during interactions with their young person. Asking 

parents to focus on emotions which may underlie youth statements or behaviours is likely to 

provide an anchor for present moment awareness. Greater present moment awareness has 

been found to foster adaptive emotion regulation (Bargh & Ferguson, 2000; Dumas, 2005), 

and being mindfully and non-judgementally attentive to others thoughts and feelings is also 

thought to enhance empathic responding and facilitate greater intimacy and connection 

(Block-Lerner et al., 2007). In addition, mother’s awareness of their own and their 

adolescent’s emotions has been found to facilitate more accepting and sensitive parenting 

during normative, unchallenging interactions (Yap, Allen, Leve, et al., 2008).  

The TINT parenting program views mindfulness as particularly relevant for parent-

adolescent relationships. Compared to when children are younger, parents experience higher 

levels of negative affect and family conflict during the early adolescent years (Steinberg & 

Morris, 2001), parent-adolescent interactions are more automatised and difficult to change 
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(Dumas, 2005), and adolescents are better at masking emotions (Rosenblum & Lewis, 2003). 

Therefore, mindfulness may help parents to better recognise emotions because it reduces 

parental reactivity and promotes parents being more fully present during interactions. Further, 

decreasing parents’ emotional reactivity and increasing their tolerance and understanding of 

their young persons’ experience may help to reduce the young person’s emotional reactivity 

(see also Schwartz et al., 2011; Shenk & Fruzzetti, 2011). 

7.5 Attachment Theory 

While not directly measured in this thesis, improving parents’ emotion socialisation is 

also likely to impact youth internalising difficulties via enhancing attachment relationships. 

As described in chapter two, secure relationships, where the parent engages in sensitive and 

responsive care-giving, create a sense of self-worth in the child, are calming and lead to 

higher sociability and more adaptive emotion regulation (Ainsworth et al., 1978; Colle & Del 

Giudice, 2011; Mikulincer et al., 2003; Thompson, 1999). Insecure relationships, on the other 

hand, when children’s emotional needs are met inconsistently, create environments where 

children perceive a lower sense of self-worth, experience their environment as less 

predictable, are less sociable, and are unable to learn adaptive emotion regulation (Ainsworth 

et al., 1978; Mikulincer et al., 2003; Thompson, 1999). Insecure attachment has been related 

to adolescent internalising difficulties and disorders (Brumariu & Kerns, 2010; Milan et al., 

2013).  

Transition points, such as through early adolescence, are thought to be times when 

attachment relationships can undergo transformations – highlighting that this is a time both of 

risk and opportunity for change (Scharfe, 2003). It is believed that emotional communication 

is an important factor necessary to promote improvements in attachment relationships 

(Diamond & Stern, 2003; Levy & Orlans, 2003). Mothers who value and accept emotions 

(i.e., have an emotion coaching philosophy) have children who perceive parent-child 

attachments to be secure (Chen et al., 2012). The results from this thesis suggest it is possible 

to change emotional communication via a parenting intervention and that this approach may 

be useful for families where attachment difficulties are a key feature.  
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7.6 Review of the Theoretical Model 

Based on the research literature presented in chapter two, a theoretical model was 

proposed to explain how the TINT parenting program would work to impact youth 

internalising difficulties. It was expected that the program would facilitate change in parents’ 

difficulties with emotion awareness and regulation, parents’ own internalising difficulties, 

and parents’ emotion-related parenting practices, and thereby lead to changes in youth 

internalising difficulties. The model also considered the moderating effect of risk and 

protective factors, such as parent characteristics (e.g., sex, age, education, income), youth 

characteristics (e.g., sex, age), parent baseline functioning (e.g., high or low scores on 

emotion socialisation variables), youth baseline functioning (e.g., high or low scores on 

negative affect or internalising difficulties) and environmental stressors (e.g., school 

transitions, financial difficulties). In addition, the model acknowledged the complex 

bidirectional relationships between parent and youth variables as proposed in existing models 

of emotion socialisation (Eisenberg, Cumberland, et al., 1998; Halberstadt et al., 2001; 

Morris et al., 2007). 

The research conducted in this thesis directly tested the proposed model and, overall, 

found support for the proposed mechanisms of change. There were, however, aspects of the 

model that could not be tested. For example, the model proposed TINT would have an effect 

on youth internalising difficulties partly via improvements in parents’ internalising 

difficulties. This pathway was not supported, with results suggesting instead that reductions 

in parents’ difficulties in emotion awareness and regulation and dismissing practices better 

explained the causal relations between TINT program participation and youth internalising 

difficulties. Perhaps this finding was partly due to few parents showing clinical level 

difficulties (7.11% scoring in the clinical range for anxiety, and 3.11% scoring in clinical 

range for depression) and the pathway may hold when the program is evaluated with parents 

who present with clinical levels of anxiety, depressive symptoms or SC.  

7.7 The role of Parenting Programs in the Prevention of Youth Internalising Difficulties  

This thesis has important implications for prevention and treatment of youth 

internalising difficulties. Chapter two highlighted that there are few evidence-based universal 

group parenting programs that are suitable for parents of adolescents and few that are 

efficacious in reducing youth internalising difficulties. Yet, adolescence is a period of 
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development where more serious internalising difficulties often begin to emerge and where 

rapid changes in biology, psychological development, and social relationships occur. 

Changes in the parent-adolescent relationship also occur during this time (Steinberg, 2000) 

and the successful balancing and reorganizing of this relationship plays a critical role in 

healthy development (Diamond & Stern, 2003). As outlined in the literature review section, 

even in normal population samples early adolescence has been found to coincide with 

increases in the young person’s mood variability (Buchanan & Eccles, 1992), greater 

experience of negative emotionality (Brooks-Gunn et al., 1994), an increase in the intensity 

of negative emotion experience (Flannery et al., 1993), as well as a peak in the experience of 

SC (Campo & Fritsch, 1994). Parents experience higher levels of stress and report increases 

in internalising difficulties during their child’s transition to adolescence (Steinberg, 2000). 

This thesis has argued that these factors make this a time where emotion-focused parenting 

interventions that teach parents skills in responding to the young persons’ emotions may 

promote protective factors and reduce risk factors related to the development of more serious 

internalising difficulties.  

As described in chapter two of this thesis, a limitation of parenting interventions 

targeted at parents of adolescents was that programs were often an upward extension of those 

used with parents of younger children. They were typically based on behavioural theories and 

designed to reduce externalising difficulties. Yet, as outlined in the literature review section 

of this thesis, research has identified that such programs are less effective for parents of 

adolescents and less effective for targeting youth internalising difficulties (Burke et al., 2012; 

Forehand et al., 2013; McNeil & Hembree-Kigin, 2010; Toumbourou & Gregg, 2002). In 

addition, with the exception of two studies (Burke et al., 2012; Trudeau et al., 2007) 

parenting programs for parents of adolescents are plagued by very low engagement and 

attendance rates. It appears that when programs are more emotion-focused and/or 

relationship-focused, they are more likely to engage parents and reduce youth internalising 

difficulties in at risk (Moretti & Obsuth, 2009) and general population samples (e.g., findings 

from this thesis; Joussemet et al., 2013). The evaluation of TINT in this thesis showed parents 

were engaged and the program was able to improve parenting and reduce youth internalising 

difficulties. These findings provide further evidence for the use of emotion-focused and 

relationship-focused programs with parents of adolescents.. 

The ability to recognise, understand and regulate emotional experience and expression 

(aspects of emotional competence) are important protective factors for adolescents’ healthy 
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social-, emotional-, and behavioural functioning (Berking & Wupperman, 2012; Hannesdottir 

& Ollendick, 2007; Southam-Gerow & Kendall, 2002). As reviewed in chapter two, 

adolescents with anxiety or depression are poorer at identifying facial expressions of 

happiness, sadness and disgust, have less emotion understanding, and are less emotionally 

aware. In addition, young people who somatise emotional distress have particular difficulties 

with identifying and analysing physical signals that stem from emotional arousal, have 

problems identifying, analysing, expressing, and labelling negative emotions and experience 

prolonged heightened physiological arousal. Parental emotion socialisation theory has 

demonstrated that parents play a key role in helping children and adolescents develop these 

competencies. Currently, despite increased knowledge about the role of emotional processes 

in adolescents’ normal and atypical development there are no evaluations of programs that 

take an emotion-focused approach with parents of youth. The research findings in this thesis 

highlight that a parenting intervention which targets these aspects of functioning can perform 

a significant role in reducing youth internalising difficulties. The findings also support the 

argument by Suveg et al (2007), that in addition to targeting behavioural and cognitive 

difficulties to reduce internalising difficulties, interventions need to address emotion-related 

deficits to provide a more holistic approach that targets all aspects of maladaptive 

functioning. Several researchers have argued that deficits in aspects of emotion competence 

underlie most mental health disorders, including internalising difficulties. Targeting these 

deficits presents a more transdiagnostic approach to treatment, an approach particularly 

suitable to efforts of prevention (Kring, 2010; Trosper, Buzzella, Bennett, & Ehrenreich, 

2009).  

7.8 Clinical and Research Implications 

The results of the current study have a number of clinical implications, particularly for 

the prevention and treatment of anxiety, depressive symptoms and SC in youth using 

psychological interventions that involve parents. The transition from childhood to 

adolescence coincides with an increase in anxiety, and there is a post-pubertal rise in 

depression by mid-adolescence, particularly for girls (Hankin et al., 1998; Kessler et al., 

2005). Research indicates that up to 50% of all adult psychological disorders have their onset 

during adolescence (Belfer, 2008). Many adolescents, however, do not present for help for 

internalising difficulties, often due to concerns about confidentiality, stigma or lack of 

knowledge about available services (Geist et al., 2008; Sawyer et al., 2001; Yap et al., 2013). 
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Therefore, adolescent internalising difficulties frequently go untreated, especially if parents 

have internalising difficulties themselves, do not detect difficulties in their youth or are 

unaware of where they can seek help (Barwick et al., 2013). When treatment is not sought, 

internalising difficulties can result in long-term adverse consequences for the young person 

(Kessler et al., 2005). Consequently, prevention of mental health problems has been 

identified as a key public health strategy to prevent more serious internalising disorders and 

their long-term negative impact (O’Connell et al., 2009). Research with adolescents who 

experience mental health difficulties has found that parents are often the preferred person to 

approach for help (Yap & Jorm, 2012; Yap et al., 2013), yet, many parents feel ill equipped 

to respond to their young person’s needs and emotions (Ralph et al., 2003), and fail to engage 

in parenting programs (Brown, 2008). The results of this thesis provide support for using an 

emotion-focused parenting program to prevent internalising difficulties in adolescence and 

suggest that parents are still an important avenue for delivering effective prevention efforts 

for youth and will engage in programs which may better match their needs. 

The direct effect of TINT on parent internalising difficulties and parents’ difficulties 

in emotion awareness and regulation also have important clinical implications. Parents’ 

deficits in emotional competence place them at risk for engaging in maladaptive parenting 

even after taking part in interventions (Maliken & Katz, 2013). However, Study 2 found 

parents’ difficulties in emotion awareness and regulation did not moderate the effect of TINT 

on parenting practices or youth outcomes. This suggests that the inclusion of components 

which directly target parent emotional competence may be an important addition in parenting 

programs. In addition, parenting group programs may be an effective way to target parents’ 

own mental health difficulties. Such programs allow parents to feel they are not alone in their 

struggles, provide opportunities for social support and can impart important skills. When 

parents can attend a program to ‘learn parenting strategies’ they may feel less stigmatised and 

then be more likely to attend rather than if they went specifically to a session aimed at 

reducing their own internalising difficulties. Thus, a parenting group program may be an 

effective way of reducing this parental risk factor.  

Last, an important research and clinical implication of the results presented in this 

thesis are the findings related to youth SC. Although SC are classified as part of internalising 

difficulties, the existing evidence-based approaches to treatment have occurred in parallel 

with interventions that target youth anxiety or depressive symptoms. This is despite the fact 

that youth who present with SC often show elevated levels of anxiety and depressive 
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symptoms, as well as deficits in emotional competence. As was reviewed in chapter two of 

this thesis, existing interventions involving parents, mainly aim to change their responses to 

pain symptoms, rather than also targeting familial risk and protective factors related to 

children’s emotional functioning (Husain et al., 2007). This was a reflection of the state of 

research, which had primarily focused on parental behaviours that may model (e.g., parents’ 

illness behaviours or beliefs) or reinforce pain behaviours (e.g., contingent responses, such as 

attention or sympathy to the child’s pain experience or allowing the child to avoid 

school/chores) in aetiological models of SC. The results of this thesis highlighted that 

emotion socialisation processes play a causal role in youth SC and are important to consider 

when examining causal pathways between parenting and youth SC. Further, the intervention 

findings suggest that parenting interventions may be central to target to reduce the young 

person’s SC and that a focus on their emotions and how to help them pay attention to these 

may reduce SC.  

7.9 Strengths and Limitations of the Studies Presented in this Thesis 

The strengths and limitations specific to the three studies have been discussed in 

sections 7.4, 11.3, and 15.1 of this thesis. To summarise strengths, the three studies presented 

in this thesis were based on a large sample size with high study retention at 10 months 

follow-up. In contrast to other published studies, intervention parents’ attendance rates with 

the TINT program were high, and fidelity checklists indicated parents received 100% of the 

program content. Moreover, data was collected from both parents and youth, allowing direct 

examination of youth perceptions of change in their parents’ emotion socialisation and their 

own internalising difficulties. The long-term follow-up conducted after the young person had 

moved to secondary school allowed investigation of risk and protective factors during an 

important transition period, where youth may encounter environmental stressors which may 

contribute to the increase in internalising difficulties reported in the literature. The group 

randomised control design enabled comparison with a control group, which, in turn, allowed 

conclusions to be drawn regarding the efficacy of the program’s effect on parenting and 

youth internalising difficulties. The group-randomised design also significantly reduced 

dangers of contamination, which may be present if parents from the same school are in 

control and intervention conditions. Finally, the use of multi-level analyses allowed 

controlling for the nested data structure (i.e., families within schools) when investigating 

program efficacy, thereby allowing us to rule out any school-related impact on outcomes. 
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Nevertheless, there were limitations. Although the randomisation resulted in two 

groups who were comparable across socio-economic status and youth-reported variables, 

participants were not blind to condition and control group parents were not offered an 

intervention on a waitlist basis. Therefore, as previously mentioned, it is possible that parents 

in the intervention condition took part because they wanted to learn helpful strategies to help 

their young persons’ transition to adolescence, whereas parents in the control group wanted to 

support research on the transition to adolescence. Intervention parents reported greater youth 

internalising problems at baseline and may have anticipated greater problems in the future. 

Future studies should use a waitlist design and ensure parents are blind to condition when 

completing baseline questionnaires.  

The study relied on self-report measures and parent-reported changes may have been 

affected by an expectancy bias. This is, however, somewhat tempered by adolescents 

reporting similar changes in themselves and their parents. Future evaluation would benefit 

from using observational methods to assess parents’ emotion coaching skills. Moreover, with 

regards to measurement of parental SC (GHQ 28; Goldberg, 1981), it cannot be known with 

certainty, whether the symptoms reported are not caused by conventional disease. With 

regards to youth SC, however, the Youth Self Report and Child Behaviour Checklist 

(Achenbach, 1991) state that the complaints have to occur ‘without obvious reason or without 

a known medical cause’, making it more likely that SC in the form of medically unexplained 

symptoms were measured. Further, SC were assessed at two time points, 10 months apart, 

asking parents and youth to report retrospectively on their somatic symptoms. It would be of 

interest to collect more state-dependent ongoing information that also provides information 

about the intensity and duration of SC. This could be done via collecting independent medical 

reports or school sick bay information. Similarly, assessment of frequency, intensity and 

duration of youth negative affect would have strengthened measurement. This could be done 

via diaries or a log book. Such improvements to measurement can provide clearer 

information on which dimensions of negative affect or SC were most impacted by changes in 

parents’ emotion socialisation.  

The current study did not obtain data on youth emotional competence. This precluded 

testing a proposed pathway of the effect of TINT on youth internalising difficulties via youth 

emotion competence: namely, that teaching parents skills which foster adaptive emotion 

socialisation would promote youth emotional competence which, in turn, would lead to 

reductions in youth internalising difficulties. Future studies should assess these factors and 
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conduct mediation analyses that directly test this model. There are now several reliable tools 

available which would allow investigation of the impact of TINT on youth emotional 

competence (e.g., Neumann et al., 2010; Zeman, Klimes-Dougan, Cassano, & Adrian, 2007). 

The sample was relatively ethnically homogenous and predominantly from middle- to 

higher income two-parent families, limiting generalisability of the findings, especially given 

that cultural, economic, and family structure variables have been found to influence parents’ 

emotion socialisation beliefs and practices (Brand & Klimes-Dougan, 2010; Dunsmore & 

Halberstadt, 2009). Future studies should investigate the efficacy of TINT with a more 

diverse heterogeneous group of families. In addition, the inclusion of a larger number of 

fathers in an evaluation study would allow examination of the impact of parent gender and 

ascertain whether the program works equally well for mothers and fathers. Intervention 

studies allow investigation of causal processes and could elucidate the incremental role 

mothers and fathers play in relation to youth internalising difficulties. 

The low rate of uptake and lack of information on parents who chose not to express 

interest in participating does not allow us to compare characteristics of the sample with those 

who did not participate. However, adolescents’ anxiety levels were comparable to those 

found in the general population (8.9% of youth reporting anxiety levels in the clinical range, 

8% of youth reporting depressive symptoms in the clinical range) and comparable to 

population norms provided by the scale developers (Nauta et al., 2004). Further, up-take rates 

were comparable to other universal prevention programs (Ralph & Sanders, 2006a). 

Therefore, it is likely that the sample represents families who may typically engage in 

prevention programs and who show signs of risk. 

Program fidelity was self-rated by facilitators and independent observer-raters may 

have strengthened the reliability of this assessment. In addition, obtaining information from 

parents about the perceived usefulness of each session and the acceptability of the 

interventions goals, procedures, and outcomes may be important to establish social validity of 

the program. It is likely, however, that the acceptability of the program was most clearly 

communicated by the very high attendance rates, especially because parents who had an 

adolescent with higher levels of internalising difficulties were more likely to attend more 

sessions. 

Finally, data were collected at baseline and 10 months follow-up, but not immediately 

post intervention. Thus, it is not known if changes in parent emotion socialisation or youth 
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internalising difficulties were present post intervention. This also impacted examination of 

the mechanisms of change, which were conducted using a ‘half-longitudinal design’. In this 

design the predictor precedes both the mediator and the outcome (which is desirable), 

however the mediator and the outcome were both assessed at the same point in time. As 

stated previously in Study 3, although this design is superior to mediational analyses 

conducted with cross-sectional data, it is inferior to mediational analyses that are conducted 

using three time points (Cole & Maxwell, 2003). This is because, unless there are three time 

points and the mediator is directly manipulated, temporal order of the mediator to outcome 

pathway cannot be established with certainty. Even with three time points, however, other 

potential variables (e.g., improved attachment relationships, or family conflict) may mediate 

the effect of the program (Bullock, Green, & Ha, 2010; Cole & Maxwell, 2003). Strength of 

the current study was that only the proposed mediators were a direct target of the intervention 

(Bullock, et al., 2010). Therefore, it is likely that the proposed direction of effects is the most 

plausible explanation of the mechanisms of change. 

7.10 Future Directions 

This thesis has provided important information on the efficacy of using an emotion-

focused group parenting program to prevent or reduce internalising difficulties in early 

adolescence. There are a number of avenues that could be explored to address the limitations 

outlined in the previous section.  

Future studies should evaluate TINT using longer follow-up. With a focus on 

prevention, the current study targeted young people prior to when many problems with 

mental health are found. Serious mental health difficulties generally emerge during the mid- 

or late adolescent years (Hankin et al., 1998). Longer term follow-up (i.e., at least two years 

post intervention) would enable investigation of the programs’ efficacy in preventing more 

serious internalising disorders from emerging. In addition, the findings that greater 

improvements were found for participants with more difficulties at baseline suggests that the 

TINT program may also be useful for families where young people are identified at risk for 

developing problems, or where parents engage in higher emotion dismissing. Emotion-

focused programs have been found to be successful in improving emotion socialisation and 

child emotional competence in a sample of children with behaviour problems (e.g., 

Havighurst et al., 2013). Future studies should evaluate TINT with a more at risk or clinical 

population. 
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Theoretical overlap is also a question for further research. The current study focused 

on emotion socialisation as a parenting construct, but it would be useful to explore whether 

an emotion-focused program reduced other prominent parental risk factors related to youth 

internalising difficulties (e.g., overcontrolling parenting, over protective/enmeshed parenting; 

family conflict). Elevated negative affect in mothers with anxiety and depression has been 

found to be related to a number of other familial risk factors such as higher negativity, more 

intrusive, overcontrolling and hostile parenting (Breinholst et al., 2012; Brumariu & Kerns, 

2010; Burrous et al., 2009; Goodman, 2007; Psychogiou & Parry, 2013). It would be 

interesting to explore whether improving parents’ emotional competence and teaching a more 

supportive way of responding to their young person’s emotions would lead to reductions in 

the aforementioned familial risk factors. Further, mediation analyses could be conducted to 

investigate if changes in these familial risk factors lead to changes in youth internalising 

difficulties. 

Finally, future studies could examine whether emotion-focused parenting components 

taught in TINT would enhance existing prevention or treatment models that target youth 

directly. The finding that TINT is able to reduce youth internalising difficulties when 

delivered as a standalone parenting program makes it a promising parenting component for 

multi-systemic interventions. Currently parenting programs which accompany youth 

interventions have struggled to engage parents and have not shown incremental value (see 

section 2.5 of this thesis). Future studies should evaluate if TINT would add incremental 

value over and above youth components that target internalising difficulties both in group or 

individually delivered interventions. 

7.11 Conclusion 

The results from this evaluation of the TINT parenting program showed that parents 

play a key role influencing internalising difficulties in young adolescents. Previous research 

has provided an important theoretical model for understanding that the way parents respond 

to emotions influences their teen’s development. The research conducted in this thesis 

provided some of the first evidence that an emotion-focused parenting intervention could 

have benefits both for parents and for adolescents during the challenging and often highly 

stressful transition to starting secondary school. Improvements in emotion socialisation were 

related to reductions in youth internalising difficulties. These outcomes were found by both 

parents and adolescents, suggesting that changes in youth internalising difficulties were not 
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just the from a parent’s perspective. In addition, the TINT program was able to engage 

parents of adolescents who typically have shown low program attendance. Further, the 

program was able to show changes in parents and youth 10 months post interventions, 

suggesting that TINT may be an effective program for prevention of more serious difficulties 

in adolescence. Examinations of moderators of program effects highlighted that the program 

may be especially beneficial for parents and youth who present with high difficulties at 

baseline. Finally, the program appeared equally useful for families with high or low 

difficulties in emotion awareness and regulation or internalising difficulties, risk factors 

which have shown to limit the efficacy of other parenting programs. 
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APPENDIX A 

Detailed Description of Preliminary Analyses 

Missing Data 

For youth-report data, at baseline the SCAS had 47 instances of missing data (0.5%), 

the CDI had 12 instances of data missing (0.5%), and the YSR somatic complaints scale had 

22 missing data instances (1.0%). Further, there were five instances of missing data for the 

negative affect scale (0.6%), and the EAC had 61 instances of missing data (0.6%). At 

follow-up, using data for those who returned questionnaires, the SCAS had 15 instances of 

missing data (0.2%), the CDI had 14 instances of data missing (0.7%), the YSR somatic 

complaints scale had 5 missing data instances (0.2%), and the EAC-A had 74 instances of 

missing data (0.8%). In order to determine if data were missing completely at random, 

Little’s MCAR test (Little, 1988) was conducted using all available data. At both baseline 

and follow-up the test was not significant (p >.05), indicating that data were missing 

completely at random (MCAR).  

For parent-report data, at baseline the GHQ (somatic complaints, depression and 

anxiety scale items) had 27 instances of missing data (0.6%), the DERS had 59 instances of 

missing data (0.7%), the SCAS had 62 instances of missing data (0.6%), the CDI had 38 

instances of data missing (1.0%), the CBCL somatic complaints scale had 31 missing data 

instances (1.2%), and the EAC had 108 instances of missing data (1.1%). At follow-up, using 

data for those who returned questionnaires, the GHQ (somatic complaints, depression and 

anxiety scale items) had 5 instances of missing data (0.1%), the DERS had 21 instances of 

missing data (0.3%), and the SCAS had 24 instances of missing data (0.3%). Further, the CDI 

had 18 instances (0.5%) of data missing, the CBCL somatic complaints scale had 19 (0.9%) 

missing data instances, and the EAC had 25 instances of missing data (0.3%). In order to 

determine if data were missing completely at random, Little’s MCAR test (Little, 1988) was 

conducted using all available data. At both baseline and follow-up the test was not significant 

(p >.05), indicating that data were missing completely at random (MCAR). 

Because there were so few instances of missing data, person-mean imputation was 

used to replace missing items, with subscale means providing at least 80% of the subscale 

data was available. This imputation technique is acceptable when data are considered missing 

completely at random and increases statistical power compared to both listwise and pairwise 

deletion (Bono et al., 2007; Tabachnick & Fidell, 2001).  
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Normality 

In order to assess normality, z tests of skewness and kurtosis were conducted on each 

of the outcome measures. For parent-rated variables, parental internalising difficulties, 

parents’ difficulties in emotion awareness and regulation, and youth anxiety were found to 

exceed the recommended z values of  2.575, p.<.01 (Tabachnik & Fidell, 2001). 

Examination of the histograms and normal probability plots suggested deviation from 

normality for parent-rated youth depressive symptoms. Square root transformations were 

applied to parental internalising difficulties, parental somatic complaints and parent-rated 

youth anxiety and depressive symptoms. Log transformations were applied to parents’ 

difficulties in emotion awareness and regulations (see Table A1).  

 

Table A1. Normality Statistics Parent-rated Baseline Measures 

Normality Statistics Parent-rated Baseline Measures 

 

Scale 

Untransformed Transformed 

Skewness 

(SE) 

Kurtosis 

(SE) 

Skewness 

(SE) 

Kurtosis 

(SE) 

Parental internalising 

difficulties 

1.63 

(.17) 

3.59 

(.33) 

.03 

(.17) 

.28 

(.34) 

Parental somatic 

complaints 

1.46 

(.17) 

2.29 

(.33) 

.72 

(.17) 

.43 

(.33) 

Parents’ difficulties in AW 

and ER 

1.45 

(.16) 

2.99 

(.32) 

.61 

(.16) 

.24 

(.32) 

Parent emotion dismissing -.05 

(.17) 

-.25 

(.34) 

n/a n/a 

Youth anxiety 1.77 

(.17) 

5.31 

(.33) 

.54 

(.17) 

.90 

(.33) 

Youth depression .82 

(.17) 

.78 

(.34) 

-.26 

(.17) 

.23 

(.33) 

Youth somatic complaints 1.08 

(.16) 

1.00 

(.32) 

n/a n/a 

Attendance -1.18 

(.22) 

.97 

(.44) 

n/a n/a 

Note. AW = emotion awareness; ER = emotion regualation 
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Table A2. Normality Statistics Parent-rated Follow up Measures 

Normality Statistics Parent-rated Follow up Measures 

 

Scale 

Untransformed Transformed 

Skewness 

(SE) 

Kurtosis 

(SE) 

Skewness 

(SE) 

Kurtosis 

(SE) 

Parental internalising 

difficulties 

2.56 

(.17) 

9.33 

(.33) 

.50 

(.17) 

1.22 

(.33) 

Parental somatic 

complaints 

.95 

(.17) 

.96 

(.33) 

.25 

(.17) 

-.29 

(.33) 

Parents’ difficulties in AW 

and ER 

1.12 

(.17) 

2.65 

(.34) 

.17 

(.17) 

.23 

(.34) 

Parent emotion dismissing -.06 

(.17) 

-.68 

(.34) 

n/a n/a 

Youth anxiety 2.39 

(.17) 

9.19 

(.33) 

.44 

(.17) 

-.43 

(.33) 

Youth depression .73 

(.17) 

.46 

(.33) 

-.32 

(.17) 

.18 

(.33) 

Youth somatic complaints .82 

(.17) 

-.23 

(.33) 

n/a n/a 

Note. AW = emotion awareness; ER = emotion regulation 

 

For youth-rated variables youth depressive symptoms (baseline and follow up) and 

youth anxiety at follow up were found to exceed the recommended z values (see Table A2). 

Square root transformations were used for youth-rated anxiety. Youth depressive symptoms 

were very low and square root, log or inverse transformations did not remedy non-normality. 

Instead, the formula ‘-1/(variable*variable) was applied to this variable (S. Finch, personal 

communication, May 19, 2011). Z tests of skewness and kurtosis showed the transformations 

had helped to create a more normal distribution. All analyses performed in this thesis were 

conducted using both transformed and untransformed variables. If analyses produced equal 

results untransformed variables were used.  
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Table A3. Normality Statistics Youth-rated Baseline Measures  

Normality Statistics Youth-rated Baseline Measures 

 

Scale 

Untransformed Transformed 

Skewness 

(SE) 

Kurtosis 

(SE) 

Skewness 

(SE) 

Kurtosis 

(SE) 

Parent emotion dismissing  .00 

(.17) 

-.13 

(.34) 

n/a n/a 

Youth negative affect .68 

.17 

.44 

.34 

n/a n/a 

Youth anxiety 

 

.96 

(.17) 

.88 

(.33) 

n/a n/a 

Youth depression 

 

1.82 

(.17) 

2.93 

(.34) 

-.84 

(.17) 

-.36 

(.34) 

Youth somatic complaints .70 

(.16) 

.20 

(.32) 

n/a n/a 

 

 

Table A4. Normality Statistics Youth-rated Follow-up Measures 

Normality Statistics Youth-rated Follow-up Measures 

 

Scale 

Untransformed Transformed 

Skewness 

(SE) 

Kurtosis 

(SE) 

Skewness 

(SE) 

Kurtosis 

(SE) 

Parent emotion dismissing  -.04 

(.17) 

-.32 

(.34) 

n/a n/a 

Youth anxiety 

 

1.52 

(.17) 

3.59 

(.33) 

.43 

(.17) 

.48 

(.34) 

Youth depression 

 

2.74 

(.17) 

9.94 

(.34) 

-1.06 

(.17) 

.04 

(.34) 

Youth somatic complaints 1.13 

(.17) 

1.46 

(.33) 

n/a n/a 
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Outliers  

To investigate univariate outliers box plots were examined to detect extreme outliers. 

For parent reported variables, extreme univariate outliers were found in the parental 

internalising difficulties scale (3 at baseline and 5 at follow-up), the parental somatic 

complaints scale (3 at baseline, none at follow-up), parents’ difficulties in emotion awareness 

and regulation (1 at baseline and 1 at follow-up), and the parent-rated youth anxiety variables 

(2 at baseline and 4 at follow-up). There were two extreme outliers in the youth-reported 

anxiety variable at follow-up, 1 extreme outlier in the youth-reported depressive symptoms 

variable at baseline and 5 extreme outliers in the youth-reported depressive symptoms 

variable at follow-up. The 5% trimmed mean values of the variables showed that variables 

were not markedly impacted by the outliers. Therefore, given their limited number in general, 

transformations were successfully used as remedy and these cases were retained in the 

analyses. 

Multi-variate outliers. To examine the presence of multivariate outliers, investigation 

of Mahalanobis distance and Cook’s distance at the level of .001 (Tabachnik & Fidell, 2001) 

was undertaken separately for baseline and follow up variables, with the obtained critical 

values not exceeding those indicated in the critical values tables. 

Multi-collinearity: Examination of bivariate correlations showed that none of the 

parent- or youth-reported outcome variables were correlated higher than the recommended 

conservative threshold of r = .70 as suggested by Tabachnick and Fidell (2001) indicating no 

multi-collinearity problems were present in the data. 
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APPENDIX B 

Intra-Class Correlations and Design Effect 

Participants were recruited from Schools, with an average of 6.6 parent-youth dyads 

nested within schools (ranging from 3 to 15 participant dyads). Because participants 

belonging to the same school (i.e., cluster) are not independent of one another, intraclass 

correlations (ICC) were computed to investigate the amount of variance that lies within 

schools. An intraclass correlation of <.05 is considered small (suggesting the higher level 

grouping does not affect the estimates in any meaningful way), and intraclass correlations of 

.10 and .15 are medium and large respectively (Heck, Thomas, & Tabata, 2010). Intraclass 

correlations and average cluster size are used to compute a design effect. A design effect 

greater than 2 is thought to indicate that the clustering in the data (i.e., families nested in 

schools) needs to be taken into account during analyses (Muthen & Satorra, 1995). The 

formula for calculating the design effect is: DEFF = 1 + ICC (n-1), where DEFF is the design 

effect, ICC is the intraclass correlation for the variable in question and n is the average size of 

the cluster (Ukoumunne, Gulliford, Chinn, Sterne, & Burney, 1999). In the current study, 

only parent internalising difficulties and youth-rated depressive symptoms showed intraclass 

correlations >.05 (see table B1 and B2), however, the design effect remained < 2. Therefore, 

single level analyses were appropriate for use with this data (Heck et al., 2010).  
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Table B1. Intraclass Correlation Coefficients for Time 1 Variables 

Intraclass Correlation Coefficients for Time 1 Variables 

Variable ICC Design 

Effect 

Wald Z p 

Parent-rated 

Parent internalising difficulties 

 

.087 

 

1.49 

 

1.11 

 

.268 

Parent somatic complaints .000    

Parent difficulties in AW and ER .004 1.02 .122 .903 

Parent emotion dismissing .000    

Youth anxiety .006 1.03 .21 .837 

Youth depressive symptoms .038 1.19 .84 .403 

Youth somatic complaints .000    

Attendance .000    

Youth-rated 

Parent emotion dismissing 

 

.015 

 

1.08 

 

.27 

 

.791 

Youth negative affect .007 1.05 .04 .841 

Youth anxiety .049 1.25 .90 .366 

Youth depressive symptoms .059 1.30 1.03 .305 

Youth somatic complaints .000    

Note. ICC = intraclass correlation; AW = emotion awareness; ER = emotion regulation.  
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Table B2. Intraclass Correlation Coefficients for Time 2 Variables 

Intraclass Correlation Coefficients for Time 2 Variables 

Variable ICC Design 

Effect 

Wald Z p 

Parent-rated 

Parent internalising difficulties 

 

.000 

   

Parent somatic complaints .000    

Parent difficulties in AW and ER .000    

Parent emotion dismissing  .000    

Youth anxiety .000    

Youth depressive symptoms .028 1.16 .65 .515 

Youth somatic complaints .000    

Youth-rated 

Parent emotion dismissing 

 

.000 

   

Youth negative affect .000    

Youth anxiety .000    

Youth depressive symptoms .052 1.29 .99 .32 

Youth somatic complaints .000    

Note. ICC = intraclass correlation; AW = emotion awareness; ER = emotion regulation.  
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APPENDIX C 

Descriptive Statistics 

Table C1. Demographic Characteristics for Intervention, Control and Total Sample 

Demographic Characteristics for Intervention, Control and Total Sample 

  

 

Intervention 

n = 121 

Control 

n = 104 

Total 

N = 225 

Youth Gender (% boys)* 67 (55.4) 42 (40.4) 109 (48.0) 

 Mean age (SD)* 11.7 (.43) 12.0 (.44) 11.9 (.47) 

 Number of Siblings  

Only child 

1 sibling 

2 siblings 

3 or more siblings 

 

18 (15.0) 

57 (47.5) 

39 (32.5) 

6 (5.0) 

 

11 (10.6) 

47 (45.2) 

35 (33.7) 

11 (10.6) 

 

29 (12.9) 

104 (46.2) 

74 (32.9) 

17 (7.5) 

Family Marital Status (%) 

Original family 

Step family 

Sole parent 

Not given 

 

97 (80.2) 

3 (2.5) 

17 (14.0) 

4 (3.3) 

 

89 (86.4) 

2 (1.9) 

11 (10.7) 

1 (1.0) 

 

186 (82.7) 

28 (12.4) 

5 (2.2) 

5 (2.2) 

 Income (%): 

 $0-$19,999  

 $20,000- $39,999 

 $40,000- $59,999 

 $60,000- $99,999 

 $100,000 or more 

 Not given 

 

2 (1.7) 

6 (5.0) 

17 (14.0) 

42 (34.7) 

49 (40.5) 

5 (4.1) 

 

2 (1.9) 

12 (11.5) 

17 (16.3) 

30 (28.8) 

38 (36.5) 

5 (4.8) 

 

4 (1.8) 

18 (8.0) 

34 (15.1) 

72 (32.0) 

87 (38.7) 

10 (4.4) 

Parent Gender (% mothers) 111 (91.7) 89 (85.6) 200 (88.9) 

 Mean age in years (SD) 43.7 (4.6) 44.6 (5.7) 44.12 (5.13) 

 English spoken at home (%) 100 (82.6) 83 (79.8) 183 (81.3) 

 Weekly hours work (SD)  23.9 (13.7) 23.9 (16.9) 23.9(15.3) 

 Completed high school (%) 95 (78.5) 75 (72.1) 170 (75.6) 

 Post school qualification (%) 106 (89.1) 78 (77.2) 184 (83.7) 

Note. *p <.05, indicates significant between groups difference. 
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Table C2. Between Groups Differences at Baseline for Parent-rated Variables 

Between Groups Differences at Baseline for Parent-rated Variables 

Variable M SD n t df p 

Parent internalising difficulties 

   Intervention 

   Control 

 

7.34 

5.92 

 

5.82 

6.09 

 

120 

104 

 

1.78 

 

222 

 

.076 

Parent somatic complaints 

   Intervention 

   Control 

 

5.31 

4.54 

 

3.78 

3.18 

 

120 

104 

 

1.64 

 

222 

 

.102 

Difficulties in AW and ER 

   Intervention 

   Control 

 

71.54 

67.83 

 

20.21 

19.81 

 

119 

104 

 

1.38 

 

221 

 

.169 

Emotion dismissing  

   Intervention 

   Control 

 

2.17 

2.17 

 

.34 

.33 

 

119 

103 

 

-.14 

 

221 

 

.889 

Youth anxiety 

   Intervention 

   Control 

 

16.43 

12.85 

 

9.28 

10.16 

 

120 

104 

 

2.75 

 

222 

 

.006 

Youth depressive symptoms 

   Intervention 

   Control 

 

1.14 

7.49 

 

5.92 

5.34 

 

120 

103 

 

4.79 

 

221 

 

.000 

Youth somatic complaints 

   Intervention 

   Control 

 

3.20 

2.14 

 

2.54 

1.96 

 

120 

103 

 

3.52 

 

218.74 

 

.001 

Note. AW = emotion awareness; ER = emotion regulation.  
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Table C3. Between Groups Differences at Baseline for Youth-rated Variables 

Between Groups Differences at Baseline for Youth-rated Variables 

Variable M SD n t df p 

Parent emotion dismissing  

   Intervention 

   Control 

 

2.17 

2.17 

 

.34 

.33 

 

117 

103 

 

-.14 

 

 

218 

 

.889 

Youth negative affect 

   Intervention 

   Control 

 

6.92 

6.72 

 

2.41 

2.24 

 

120 

104 

 

.65 

 

222 

 

.515 

Youth anxiety 

   Intervention 

   Control 

 

22.00 

22.40 

 

12.77 

13.30 

 

120 

104 

 

-.23 

 

222 

 

.817 

Youth depressive symptoms 

   Intervention 

   Control 

 

2.10 

1.88 

 

3.00 

2.51 

 

120 

104 

 

.57 

 

222 

 

.572 

Youth somatic complaints 

   Intervention 

   Control 

 

4.35 

4.13 

 

3.09 

2.79 

 

119 

104 

 

.55 

 

221 

 

.584 
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Table C4. Demographic Characteristics for Dyads  

Demographic Characteristics for Dyads who Completed Follow-up Questionnaires versus 

Non-Completers 

  

 

Completers 

n = 211 

Non-Completers 

n = 14 

Youth Gender (% boys) 102 (48.3) 7 (50.0) 

 Mean age (SD) 11.9 (.47) 11.8 (.43) 

 Number of Siblings  

Only child 

1 sibling 

2 siblings 

3 or more siblings 

 

26 (12.3) 

98 (46.4) 

71 (33.6) 

16 (7.6) 

 

3 (23.1) 

6 (46.2) 

3 (23.1) 

1 (7.7) 

Family Marital Status (%) 

Original family 

Step family 

Sole parent 

Not given 

 

177 (83.9) 

5 (2.4) 

24 (11.4) 

5 (2.4) 

 

9 (64.3) 

0 (0) 

4 (28.6) 

1 (7.1) 

 Income (%): 

 $0-$19,999  

 $20,000- $39,999 

 $40,000- $59,999 

 $60,000- $99,999 

 $100,000 or more 

 Not given 

 

3 (1.4) 

15 (7.1) 

31 (14.7) 

70 (33.2) 

83 (39.3) 

9 (4.3) 

 

1 (7.1) 

3 (21.4) 

3 (21.4) 

2 (14.3) 

4 (28.6) 

1 (7.1) 

Parent Gender (% mothers) 187 (88.6) 13 (92.9) 

 Mean age in years (SD) 44.3 (5.1) 41.6 (5.7) 

 English spoken at home (%) 174 (82.5) 9 (64.3) 

 Weekly hours work (SD)  24.5 (15.4) 24.3 (15.8) 

 Completed high school (%) 159 (75.4) 11 (78.6) 

 Post school qualification (%) 175 (85.8) 9 (90.0) 
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Table C5. Between Groups Differences at Baseline for Parent-rated Variables for Dyads 

Between Groups Differences at Baseline for Parent-rated Variables for Dyads who 

Completed Follow-up Questionnaires versus Non-completers 

Variable M SD n t df p 

Parent internalising difficulties 

   Completers 

   Non-completers 

 

6.43 

10.69 

 

5.51 

10.64 

 

211 

14 

 

1.43 

 

12.4 

 

.177 

Parent somatic complaints 

   Completers 

   Non-completers 

 

4.85 

6.54 

 

3.47 

4.20 

 

211 

14 

 

1.68 

 

222 

 

.094 

Difficulties in AW and ER 

   Completers 

   Non-completers 

 

69.10 

81.32 

 

19.25 

29.05 

 

210 

14 

 

1.50 

 

12.7 

 

.159 

Emotion dismissing  

   Completers 

   Non-completers 

 

2.04 

2.19 

 

.38 

.38 

 

209 

14 

 

1.31 

 

219 

 

.192 

Youth anxiety 

   Completers 

   Non-completers 

 

14.86 

13.29 

 

9.61 

9.61 

 

211 

14 

 

-.56 

 

222 

 

.578 

Youth depressive symptoms 

   Completers 

   Non-completers 

 

9.46 

9.36 

 

5.92 

6.38 

 

210 

14 

 

-.06 

 

221 

 

.954 

Youth somatic complaints 

   Completers 

   Non-completers 

 

2.71 

2.82 

 

2.35 

2.33 

 

210 

14 

 

.17 

 

221 

 

.868 

Note. AW = emotion awareness; ER = emotion regulation.  
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Table C6. Between Groups Differences at Baseline for Youth-rated Variables for Dyads 

Between Groups Differences at Baseline for Youth-rated Variables for Dyads who Completed 

Follow-up Questionnaires versus Non-completers 

Variable M SD n t df p 

Parent emotion dismissing  

   Completers 

   Non-completers 

 

2.18 

2.02 

 

.34 

.26 

 

206 

14 

 

-1.67 

 

 

218 

 

.097 

Youth negative affect 

   Completers 

   Non-completers = 

 

6.87 

6.29 

 

2.32 

2.37 

 

210 

14 

 

.-90 

 

222 

 

.367 

Youth anxiety 

   Completers 

   Non-completers 

 

22.50 

17.43 

 

13.20 

13.20 

 

210 

14 

 

-1.42 

 

222 

 

.157 

Youth depressive symptoms 

   Completers 

   Non-completers 

 

1.99 

2.00 

 

2.63 

4.61 

 

210 

14 

 

.003 

 

222 

 

.998 

Youth somatic complaints 

   Completers 

   Non-completers 

 

4.34 

2.84 

 

2.95 

2.67 

 

210 

14 

 

-1.77 

 

221 

 

.077 
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APPENDIX D 

Effect Size 

To demonstrate the strength of the impact of the intervention on outcomes, effect 

sizes for intervention outcomes were calculated in accordance with recommendations by 

Feingold (2009). Feingold’s formula is specifically recommended for repeated measures 

design, where data are nested (i.e., for use with multi-level analyses). The numerator of the 

formula was obtained from the unstandardised b-value, which reflected the difference 

between the means of the slopes of the intervention and control groups over time. The 

denominator of the formula was the baseline standard deviation pooled within schools 

obtained via a one-way ANOVA (with school as the group variable). Mathematically, this 

formula can be expressed as  

d = b/SDraw, 

where b is the difference between the model-estimated means of the two groups over 

time (adjusted for baseline differences between groups), and SDraw is the pooled within-group 

standard deviation of the raw scores at baseline, adjusted for school. 
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APPENDIX E 

Questionnaires 

This appendix presents further information about the questionnaire used in this thesis. 

The measures have also been described in the method section of study 1, 2 & 3. With the 

exception of the General Health Questionnaire (GHQ), only total scale scores have been used 

in this thesis. For the GHQ, items representing the somatic symptoms subscale are A1-A7, 

items representing the anxiety subscale are B1-B7, and items representing the depressive 

symptoms subscale are D1-D7. The social dysfunction subscale (items C1-C7) was not used.  

Questionnaires were identical for intervention or control condition with one 

exception. In the instruction for the Emotions as a Child Questionnaire (EAC), the instruction 

for the control group adolescents read: “Think about your parent or carer that is completing 

the parent questionnaire.” The instruction for the intervention group read: “Think about your 

parent or carer that is completing the parent questionnaire and taking part in the parenting 

program.” 

At 10 months follow-up the same questionnaires were administered a second time. A 

shorter version of the demographic information was used, asking only the parents’ name, and 

current income. The majority of parents (78%) did not complete income information at 

follow-up. Details about the origins of each scale are described in Study 1 and Study 3 

method sections. A copy of the questionnaire used in the current study is not attached to this 

thesis due to copyright restrictions of the Child Depression Inventory and the Youth Self 

Report and Child Behavior Checklists. 


