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Abstract: Psychological flexibility has been found as a protective factor for several psychological
problems, including the field of parenting. The present study aims to illustrate a clinical protocol,
session by session, for the promotion of parental psychological flexibility and emotion regulation in
a case study. The clinical protocol is based on third-wave behavior therapy in a brief intervention
of four sessions. The intervention is presented in a clinical case of a mother with a child diagnosed
with Oppositional Defiant Disorder. Both mother and child experienced problems with emotional
regulation and psychological flexibility. The results show clinically significant improvements in
psychological flexibility, emotional regulation, and stress parenting in the mother both after the
intervention and at follow-up. In the child, emotional perspective-taking skills, acceptance, and
valued actions improved. The case illustrates in detail the application of different strategies of
acceptance, mindfulness, emotion regulation, and emotional defusion applicable to parenting. Clinical
implications are discussed.

Keywords: adolescent; family; oppositional defiant disorder; third-wave therapy

1. Introduction

Psychological flexibility is defined as the disposition to remain in contact with unpleas-
ant experiences and private events, fully and consciously, in the direction of values [1]. This
skill has been explored as a positive factor in mental health, anxiety, or depression. Specifi-
cally, psychological flexibility allows individuals to adapt for greater personal functioning,
both cognitively and behaviorally. This makes psychological flexibility a protective factor
with respect to mental health [2,3]. Psychological flexibility is a response and a coping
style for distressing situations in life. In contrast to other perspectives in which cognitive
or behavioral avoidance is a valid strategy, psychological flexibility aims to enhance func-
tional patterns with acceptance-based coping strategies. Previous studies have shown that
emotional suppression and avoidance coping strategies have paradoxical effects [4,5]. It is
therefore not surprising that psychological flexibility is involved in parenting and bringing
up children [6], and this is called parental psychological flexibility. In fact, several studies
relate psychological flexibility as a protective factor with respect to the stress that parenting
may entail. It is also a mediating factor in parenting styles in parent–child interactions [7].
A flexible pattern in parenting has been shown to be related to fewer externalized and
internalized problems, better parenting practices, personal and family adjustment, and
reactivity [8–11]. Parenting focused on the present moment is related to better adaptive
emotion regulation and attachment in children [12], as well as more emotion regulation,
compassion, and psychological flexibility in adolescents [13]. Parenting styles in turn affect
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the development of psychological flexibility in their children, and authoritarian styles are
related with less psychological flexibility in children [14]. Regardless of psychological flexi-
bility, parenting practices have an influence on the psychological well-being of children [15].
Specifically, it has been found that authoritarian or permissive styles are directly related to
aggressive behaviors in children [16,17]. Similarly, authoritarian and neglectful parenting
styles are related to antisocial behaviors [18] and irritability or defiant disorders [19]. This
relationship is also found with the academic performance of the children [20,21].

Acceptance and Commitment Therapy (ACT; [1]) aims to enhance psychological
flexibility. In this sense, the training in this skill in ACT is supported by six interconnected
skills: acceptance, defusion, mindfulness, self as context, actions, and values. These skills
can be understood as three flexible response styles: a response style that is willing to
be in contact with their uncomfortable feelings (open), focused on the present moment
(aware), and engaged in their actions in the direction of values (active) [1]. ACT is part of
a group of therapies called third-wave behavior therapies that emphasize the contextual
and functional value of behavior [22]. The strategies of this therapy are based on the
behavioral principles of learning and language analysis through the Relational Frame
Theory (RFT; [23]).

Psychological flexibility, when included in parenting, is a way to relate with private
events (emotions, thoughts, feelings, etc.). It can therefore be understood as an adaptive
strategy for regulating emotions focused on acceptance for a value-driven purpose. ACT
has not been developed as a parenting intervention as such, but it has made use of strategies
and components to intervene with parents [24]. A review by Byrne et al. [25] noted that
the application of ACT in parents has shown positive effects in children with ASD, chronic
pain, in medical problems (such as acquired brain injury, cerebral palsy, asthma, diabetes,
deafness, etc.), and anxiety. In addition, mindfulness training programs for mothers have
shown reduction in aggressive behaviors in their children with autism spectrum disorders
(ASD) [26]. From an ACT perspective, Blackledge and Hayes [27] suggested that emotions
per se do not cause maladaptive emotion regulation, but are the consequence of attempts
at regulating these emotions and interference of these actions in one’s life, within the social,
cultural, and verbal context. In this regard, the concept of flexible emotion regulation
emphasizes the use of emotion regulation strategies adapted to contextual demands, and
considers the coherence of the strategy with the direction of personal goals [28]. A study by
Seligowski and Orcutt [29] found that in Gross’s [30] model, emotional distancing strategies
are a factor in proneness to emotion.

Emotion regulation of parents in terms of frequency, duration, and valence affects the
emotional development of their children and family dynamics [31]. Emotion regulation by
parents with children with or without a psychological disorder also differ [32]. It should
be considered that emotion regulation styles are not only learned by children following
parental models, but that those of children also affect their parents [33,34]. Similarly,
parenting styles affect the emotional development of children and family interaction [35,36].
Thus, the response of parents to the emotional reactions of their children is important
to their development. Parental response to their children’s behavior based on emotional
acceptance and validation positively affects emotion regulation and reactivity [37], whereas
responses such as invalidation can favor the development of psychological problems in
their children [38].

That is the reason why the intervention in families must consider the parents’ abilities,
not only of parenting, but also their abilities to face their emotions, thoughts, or sensations
in situations of managing their children’s behavior or emotions. The aim of this study is to
illustrate the application of a clinical protocol for the promotion of parental psychological
flexibility and emotional regulation through third-wave behavior therapy (or contextual
therapy) strategies in parents of children with psychological diagnosis in a secondary
analysis. This clinical protocol has been shown to be effective in improving psychological
flexibility, emotional regulation, and parental stress in different formats [39–41]. Specifically,
this study addresses this clinical protocol in the case of a mother with a child with Opposi-
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tional Defiant Disorder [24], as well as explores the effects of the intervention on children.
Considering evidence-based treatments for adolescents with behavioral disorders, level one
treatments (working well) are those that combine behavioral therapy, cognitive–behavioral
therapy, and family therapy [42]. Likewise, Division 53 of the APA [43] indicates as experi-
mental phase treatments some intervention programs with third-wave therapies, such as
mindfulness or Dialectical Behavioral Therapy. The role of parenting skills, the parent–child
relationship, social support, and parental emotional regulation are shown to be potential
factors (risk/protective factor) that may influence the development of Oppositional Defiant
Disorder [44–47]. Therefore, it is relevant to provide parental interventions in emotional
issues such as acceptance or emotional distancing that promote functional and constructive
parenting skills. This paper illustrates the application of an intervention, mainly based on
ACT strategies, due to the difficulties related to the mother’s rumination and cognitive
fusion, which are hypothesized to be the basis of the family interaction problems. It is
expected that the effects of the intervention with the mother will also improve the child’s
behavior, even if no intervention was made directly with the child, as observed in previous
studies [48].

2. Methods
2.1. Patient Presentation

David’s parents sought help worried about the problems they were experiencing
with their son. Over the prior year, David’s coexistence and behavior problems were
becoming worse, and his parents were looking for a solution so that David “learns to control
his emotions”. The parents felt they had tried many parenting strategies and had no more
resources to deal with their child’s behavior problems.

David is a 12-year-old Spanish boy with Oppositional Defiant Disorder [49], diagnosed
at age 8. This disorder is characterized by a pattern of anger, defiance, or vengefulness that
affects the person individually or their social environment (family, school, etc.), persisting
for at least six months. In the year before David’s parents decided to seek help, David’s
behavioral problems worsened. His symptoms were mainly explosive and aggressive
behavior associated with frustration tolerance, especially at home (e.g., losing in video
games or not being able to leave home). Those behaviors led his parents to use strategies of
control of stimulus and punishment, but those strategies were not efficient. His parents
felt discomfort associated with their family problem that made coexistence and family
dynamics increasingly complex. All participants gave their informed consent before starting
the study and they did not receive any financial incentive for study participation. This
study received the ethical approval of the Andalusian Health Service’s Almeria Research
Committee (reference: PI-REFLEX-ESFA-19, approved: 24 June 2020).

2.2. Clinical Case History

David lives with his mother (45 years old), his father (45 years old), and his older sister
(13 years old) in a single-family house in a municipality near to the provincial capital. They
are a middle-class family. The mother is an independent worker as a support teacher and
has higher education. She has been diagnosed with fibromyalgia and asthma. The father
has basic education and works as a freelancer with a music studio at home. Both consider
that they have received little support to face the problem of their son.

David was officially diagnosed with Oppositional Defiant Disorder [24] at age 8,
without having history or comorbidities of other disorders. Aripiprazol was prescribed
from the beginning, which with psychological support can stabilize behavioral problems.
However, these problems reappeared at age 11, mainly in the family context with defiant
attitude, irritability, impulsiveness, and vengeful behavior with their relatives.

The pregnancy proceeded normally, and he was born with branchial paralysis. There is
no history of medical illness. In the family there is a history of impulse control problems on
the maternal side (the father of the mother), with strong attacks of anger and aggressiveness,
aggravated by alcohol abuse.
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David has always been a contentious boy, with low academic motivation. He has
some basic housework responsibilities, although his mother ends up fulfilling his respon-
sibilities. At times he has been saturated with activities that he did not choose himself
(e.g., playing the piano). The parents describe a family environment in which each is
doing their own things and sharing little family time. The parents tried to control David’s
behavior by repeating the rules and even insulting him, yelling at him, and punishing him
by withdrawing privileges.

Before starting the intervention, the parents signed the informed consent. All the data
presented in this case study are masked to safeguard confidentiality.

2.3. Assessment
2.3.1. Parent Outcome and Family Functioning

The information reported in the clinical history section was obtained in an initial
interview attended by both parents. After that, the following instruments were applied.

Parental Acceptance Questionnaire (6-PAQ) [50] was applied to assess parental psycho-
logical flexibility and three related behavioral styles: open, aware, and active. The Spanish
version of the scale consists of 16 items on a four-point Likert scale. The overall scale scores
are between 4 and 64. The Spanish version of the instrument has a Cronbach’s alpha of
0.81 [51] (RCI total score: 6.83). (To estimate the clinical efficacy of the intervention, the
Reliable Change Index (RCI) was calculated using the method of Jacobson and Truax [52]
for all variables (see baseline results section for more details.)

Acceptance and Action Questionnaire-II (AAQ-II) [53,54] measures experiential avoid-
ance in 7 items on a 7-point Likert scale. The overall scale scores are between 7 and 49. The
Spanish version of the instrument has a Cronbach’s alpha of 0.88 (RCI total score: 10.63).

Difficulties in Emotion Regulation Scale (DERS) [55,56] was used to evaluate treatment
effects on emotion regulation. This scale measures a total score and 5 emotion regulation
processes in 28 items on a 5-point Likert scale. The overall scale scores are between 5 and
140. The total score for the Spanish version of the instrument has a Cronbach’s alpha of
0.91 (RCI total score: 12.91).

Parenting Stress Scale (PSS) [57,58] was used to asses stress related to parenting. This
scale consists of two dimensions in 12 items rated on a 5-point Likert-type scale: baby
rewards and parent stressors. The overall scale scores are between 5 and 60. The Spanish
version of the instrument has a Cronbach’s alpha of 0.77 (RCI total score: 7.98).

Satisfaction with Life Scale (SWLS) [59,60] was used to assess general satisfaction with
life. It consists of 5 items on a 5-point Likert scale. The overall scale scores are between 5
and 25. The Spanish version of the instrument has a Cronbach’s alpha of 0.88 (RCI total
score: 5.7).

Finally, the Parenting Style Questionnaire (CEEP) [61] was used to assess parenting
difficulties at pre-test. This scale consists of five dimensions in 110 items: family dynamics,
emotional competences, parent role, parenting style, and parenting practices. The Spanish
version of the instrument has a Cronbach’s alpha of 0.92.

2.3.2. Parent Process Outcome

To evaluate the progress of the intervention, at the beginning and at the end of
each session mood, coping and consistency in valued actions were assessed. Mood was
measured by asking “How do you feel right now?” followed by a 5-face visual scale that
has been used in previous studies [62]. Coping perception was assessed using the question
“How able do you feel to address your concerns about your children right now?”. At
pre-session, the implication in valued direction action was assessed on a 10-point Likert
scale (we transformed this score to a 5-point scale to make it comparable to the other
process outcomes). These questions were developed ad hoc for a momentary assessment of
the person’s progress in the intervention.
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2.3.3. Child Outcomes

Strengths and Difficulties Questionnaire (SDQ) [63,64] was used to assess treatment
effects in David. This scale consists of a total score and 5 factors: emotion symptoms,
behavioral problems, hyperactivity, problems with peers, and prosocial behavior. The
overall scale scores are between 0 and 50. The Spanish version of the instrument has a
Cronbach’s alpha of 0.77 (RCI total score: 8.77).

David’s psychological flexibility was assessed using the Avoidance and Fusion Ques-
tionnaire for Youth [65,66] that measures avoidance and cognitive fusion; it has a Cronbach’s
alpha of 0.87. The overall scale scores are between 0 and 68 (RCI total score: 0.76).

The Willingness and Action Measure [67,68] was used to assess acceptance and valued-
oriented actions. The overall scale scores are between 5 and 70. The Spanish version of the
instrument has a Cronbach’s alpha of 0.78 (RCI total score: 11.65).

2.3.4. Measure of Intervention Satisfaction

Client Satisfaction Questionnaire [69,70] was used to assess general satisfaction with
the treatment. It consists of 8 items on a 4-point Likert scale.

Acceptability, usability, and interest of the clinical protocol were evaluated with 3
questions on a 4-point Likert scale, developed ex post facto.

2.4. Baseline Assessment Results

The Jacobson and Truax [52] method was used to assess the clinical changes of the
intervention. Specifically, the Reliable Change Index (RCI) was calculated following the
“c” criteria. To obtain the cut-off score, the mean and standard deviation of the normative
sample (of the instrument validation population) and of the mother were used. A score
was considered “recovered” if its score on the post-test changed with respect to the RCI
value and if it was lower than the cut-off score. It was classified as “improved” if it was a
change in the RCI value but not in the cut-off score.

At pre-test, we found that the mother has difficulties to maintaining a parenting style
with psychological flexibility, especially in her abilities to behave in an open and aware
response style. That is, high scores were obtained on the 6-PAQ scale. For the AAQ-II score
we observed high experiential avoidance. We found high scores in difficulties to regulate
her emotions, especially for using acceptance, interference with goal-oriented behaviors,
and limited access to emotion regulation strategies. Furthermore, a high score was found in
parenting stress, both stressors and rewards. Satisfaction with life level was low compared
to the normative mean score of the instrument.

Regarding the mother’s parenting style, difficulties focused mainly on an excessive
parental role and emotional competences. That is, high scores were obtained in these
competences of parenting in relation to the mean score of the instrument. At a qualitative
level, these difficulties were found as excessive burden, impulsivity, lack of perception,
and management of emotions. On the other hand, we found problematic scores in terms
of how she interacts with her child to manage disruptive behaviors and uses adaptive
corrective strategies in her son. As for family dynamics, the presence of conflicts in family
environment stands out. The predominant educational style in the mother is permissive.

The father’s pre-test assessment showed high scores of parental psychological inflexi-
bility. In addition, scores above the normative mean in emotional regulation difficulties
(DERS) were found, especially in his attention to emotions and access to strategies for
emotion regulation. Like the mother, above-average scores on parental stress were found.

Finally, concerning David’s problem assessment through the SDQ, we found that
the mother reported higher scores (clinical scores) of emotional symptoms than the father,
while the father reported higher levels (clinical scores) of behavioral problems. Both parents
reported hyperactivity and problems with peers at a normal level. Additionally, David’s
self-report questionnaires showed high scores of cognitive fusion, experiential avoidance,
and action difficulties in distress situations.
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2.5. Case Conceptualization

Due to of all the above, we considered that it was necessary to carry out an intervention
with David’s parents to improve their parenting skills and emotion regulation strategies to
face distress situations with their son. David’s last episodes of impulsive and aggressive
behaviors were generating a coercive system in family dynamics. Based on the parents’
difficulties, a parenting intervention was proposed for both, although for work reasons the
father only went to the first session.

On the one hand, the mother was acting in a rigid and fused way, following her beliefs
and thoughts of: “my son is ill and cannot control himself”, “all my son’s actions are
revengeful”, “my son’s problem is an inheritance from my father”, or “he doesn’t care
about everything”. All these private events were maintaining her coherence to explain the
beginning and maintenance of the problem, locating the locus of control externally. When
David’s behavior problems happened, the parents impulsively described all these thoughts,
leading to some emotional invalidation. On the other hand, David showed ruminative
responses in situations of frustration. The most frequent thoughts were “everything sucks!”
and “what a disgusting life!”.

Given the literature reviewed of the effects of parents’ emotion regulation and psycho-
logical flexibility skills in their children, we hypothesized that the proposed intervention
would foster parenting skills and, similarly, improve David’s emotional well-being.

2.6. Treatment

The intervention took place in a public healthcare context, specifically in the infant’s
and children’s mental health unit in the province of Almeria (Andalusia, Spain). Group
treatment was administered in four two-hour weekly sessions (total of eight hours over one
month) and was attended by four more mothers. Although the intervention was carried
out as a group, the initial interview and follow-up were conducted individually.

The goal of the clinical protocol was developed following third-wave strategies to
promote parental psychological flexibility and emotion regulation for coping with situations
or contexts related to bringing up children who can generate stress. Specifically, this clinical
protocol makes use mainly of ACT [1] strategies. The clinical protocol was developed by
the authors of this article. The intervention was applied by a psychology Ph.D. student
with training and experience in the application of these therapies in children, adolescents,
and families. The protocol was supervised by two psychology department heads and
controlled with a checklist to ensure all the exercises were performed. The clinical protocol
was framed within a metaphor written for the purpose called “the Parenting Forest”, based
on which a series of exercises were performed for improving parental emotion regulation
strategies with acceptance, focusing on the present and directed at actions in the direction
of their values. Table 1 shows the clinical protocol contents and exercises.

Table 1. Exercises and objectives of the clinical protocol.

Contents O AW AC Objectives

1

The forest road metaphor x x Establish the therapeutic alliance, set out objective of the
intervention and introduce value-actions and some
mindfulness skills.

The mind is a lake metaphor x
Mindfulness to breathing x
The garden metaphor x

2

The garden metaphor x
Provide to families for some acceptance-based emotion
regulation, mindfulness, and decision-making strategies.

Body Scan x
Wise mind exercise x x
The star observatory x x

3

Mindfulness to sounds x x Promote acceptance through mindfulness and cognitive
defusion. Take into consideration functional analysis of
behavior and associate trained skills with analyzed
difficulties. Provide some positive parenting strategies.

The garden metaphor x
Functional analysis x
The cascade of emotions x x
Positive parenting x

4

The garden metaphor x Analyze the difficulties found in the management of
misbehavior or emotional dysregulation in children.
Provide new tools from behavior modification to manage
emotional and behavioral problems.

The tree of parenting metaphor x
“Connect and Shape” model x x x
Behavioral strategies x

Note: O—open response style (acceptance + defusion); AW—aware response style (mindfulness + self as context);
AC—active response style (actions + values).
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2.6.1. Session 1

The treatment program was introduced with a presentation and ice-breaker exercise
memorizing the names and some characteristics of the members of the group. In general,
the participants did not remember the characteristics of the others and we made use of this
to make an analogy with the concept of mindfulness. Then, the “Forest road” metaphor
was told. In this metaphor, they were asked to imagine that they were walking through
a forest and at the end of the road they would find “what was most important in their
lives”. While they were walking, the forest became dark, and things appeared that upset
them. Then, we asked the mothers whether they should go back to the beginning of the
forest or keep on to the end of the road. Later, we discussed what everyday things they
do with their children to get them closer to or farther away from the end of the road. In
this exercise, it was intended to identify what emotions, thoughts, feelings, or stimuli cause
them to become upset. Thus, the parents were able to identify the main sources of distress
in bringing up their children and what they were doing to palliate it, by working from
creative hopelessness. Attempts at avoidance maintained by negative reinforcement have
paradoxical effects in raising children. If it does not appear, it is important to introduce the
concept of acceptance in this metaphor and differentiate it from resignation.

Then, some pebbles were distributed to the participants and they were told that they
represented thoughts and emotions that appear in complicated situations or that cause
them distress, and then they performed the “The mind is a lake” exercise (inspired by “The
mind is a jar” exercise by [71]). In this exercise, the parents were asked to put the pebbles
in a jar of water and name emotions and thoughts as they did so. Then they shook up all
the stones causing a whirlpool, and they could see that this way they could not distinguish
or see thoughts and/or feelings clearly, and it is harder to regulate behavior. This exercise
emphasizes that the thoughts and emotions form part of the mind, that they are there and
are part of our nature. Strategies directed at eliminating or diminishing these private events
may be counterproductive.

In continuation, the strategies the parents used to regulate their emotions were ex-
plored, and the “mindfulness to breathing” exercise was performed as a useful strategy for
identifying emotions and paying attention to them.

Finally, values were clarified and general goals posed based on those values using
“The garden” metaphor [72]. Valued aspects are presented in this metaphor (children and
two chosen by the mother herself) as plants that must be cared for by a gardener (the
mother). Thus, goals were differentiated from the values as the basis for concrete actions to
achieve the goals proposed. The work on committed actions and values is ideographic and
guides the treatment.

For homework, they were asked to practice full attention with their children for at
least 30 min, avoiding distractions and thinking about what specific actions would meet
their goals toward values.

2.6.2. Session 2

The purpose of the second session was to provide the families with emotion regulation
skills related to acceptance, mindfulness, and decision-making (problem-solving).

It began by reviewing “the garden” metaphor in which the difficulties that could
come up while practicing full attention were discussed, and a series of specific actions for
achieving the goals were set (among them trying to include practicing full attention in the
time they devoted to their children).

Then, the “Body scan” mindfulness exercise was practiced. This exercise was intended
to expand the parents’ mindfulness skills by helping them to identify their physical sensa-
tions related to emotions. It was explained that these physical sensations can help identify
the emotions that drive behavior and can be a “warning signal” to make space.

Based on the barriers found in completing the homework assigned in the previous
session, the difficulties in regulating emotions and balancing actions carried out were
discussed. Then, the “wise mind” (Linehan, 1993) exercise was presented. In this exercise,
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mental states or mindsets were distinguished: the rational mind, which is guided by logical
thought, and the emotional mind, where mood and feelings at the moment guide behavior.
At this point, some example behaviors were suggested which use each of these two minds,
and their usefulness was discussed, always validating both mindsets depending on the
context. If they did not arrive at the conclusion of an intermediate approach on their own,
we presented the “wise mind” as a state in which the emotional and rational mind are
balanced, and personal values take the lead in guiding actions. From that moment on we
reminded them to use the wise mind to promote actions based on values with acceptance
(see Appendix A for a clinical dialogue with the mother).

Finally, a defusion exercise which we call “The star observatory” was practiced. Its
purpose is to strengthen perspective-taking in private events. The mother was asked to
imagine a thought or an emotion that generated distress in parenting. Then, she should
imagine this emotion in a starry night sky, like a constellation on which she should concen-
trate all her attention. She was asked to imagine different physical characteristics of this
constellation (shape, color, luminosity, etc.) and locate it from different perspectives. To
finish, she was supposed to distance herself from this constellation while observing that it
was part of a whole heaven of constellations. This was intended to show the participant
how to distance herself from that thought, reframing this private event in a hierarchy with
respect to herself as just another experience forming part of her whole context. It is expected
for this type of exercise to help de-literalize private events, making it easier for the parents
to take action in the direction of their values, and not necessarily toward what they think
or feel: that is, make space for acceptance. This exercise connects with the “Forest road”
metaphor and the “Mind is a lake” exercise.

As homework, they were asked to continue practicing informal full attention in some
activity with their children and for themselves. A list of informal full attention activities
was proposed (eating, showering, observing sounds, etc.). Finally, the garden metaphor
was taken up again, telling them that they needed to keep working on the garden.

2.6.3. Session 3

In the third session we reviewed the skills practiced and how they could be applied in a
functional analysis of the children’s and the parents’ own behavior. Afterwards, homework
was reviewed, and problems found were evaluated.

The session started with an exercise on mindfulness to sounds. The exercise began with
meditation concentrating on the present moment. The mothers were asked to concentrate
on the sounds while a track was played with sounds from nature. As in the rest of the
mindfulness exercises, they were reminded of the importance of paying full attention,
without judging the experience.

Later, actions were reviewed again with the “Garden” exercise. This way, we evaluated
progress during the sessions and identified the barriers that came up when these actions
were carried out. Based on the problems found during the week, they were asked to identify
a difficult situation with their child and make a functional analysis with the aid of a sheet.

First, they were asked to describe the situation but not judge it. The difference between
describing and judging an experience should be emphasized. A functional analysis was
conducted of both parents’ and children’s behavior, keeping in mind background factors,
problem behavior in terms of actions, private events, and physiological reactions, and their
consequences in these three terms. At this point, they reflected on whether the reaction
was consequent with their values, or if on the contrary, it was an impulsive response and
they had been fused with private events when they acted. They were asked how the skills
learned during the program could be employed in each of the links in this chain of behavior.
As an antecedent control, the mindfulness exercises may be of help in anchoring in the
present, observing the experience without judging it, and becoming aware of the private
events that are related to the reactions. The defusion and acceptance exercises can be of
help in taking a perspective on thoughts and emotions at the moment, so reactions are
not driven by private events, but with a space for their acceptance. Finally, the garden
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exercise regards values and actions which are the guide for identifying whether reactions
and consequences are in line with personal values and the sense they make in their own
lives. The goal of facilitating functional behavior analysis associated with the skills worked
on in the program is combined with parental emotion regulation by building up a flexible
response pattern in parenting.

Another defusion exercise called “The cascade of emotions” was carried out. As in the
previous session, the purpose was to de-literalize private events. The participants were
asked to imagine different thoughts that arise in an upsetting situation and to write them
down or draw on leaves that run along the course of a river. These exercises were also
intended as mechanisms for showing the mother how to lessen her reactivity to private
events so she would be able to relive them without needing to judge or react to them.

The session ended with the “Connect and Shape” model developed by Whitting-
ham [73], as a positive parenting model following a series of steps in managing child
behavior problems. To summarize, first the child is validated emotionally to understand
their emotions in relation to the situation. After that, it should be attempted to reorient
behavior by facilitating an opportunity to respond adequately, without explicitly solving
the problem. The third step consists of paying attention and waiting, at a certain distance,
and accepting a new opportunity for molding. If during any of these three steps their
behavior comes closer to adequate adaptive behavior, it should be immediately reinforced.

Homework was to apply this reaction model and identify the barriers found when
applying it. Then, they were to keep practicing the exercises and skills they had been
training in throughout the protocol, especially considering their actions in the direction of
values and full attention exercises.

2.6.4. Session 4

The purpose of the last session was to provide the parents with some strategies for
managing their children’s behavior and emotional problems. We reviewed the actions
proposed in “the garden” exercise and valued the importance of continuing to progress
in actions for achieving goals even though “the forest is getting dark”. The “Parenting
tree” metaphor, which makes an analogy between each part of the tree and aspects of
parenting, was introduced. The roots, which give the tree sustenance and sustainability,
represent parental values and family dynamics. Emotional competencies are represented
as the trunk, which provides a structure and support for the branches of the tree, which
represent educational styles and patterns. These points were worked on up to this session
in the program. In this last session, concrete educational patterns and styles with flexible
positive parenting were worked on to form the tree’s canopy.

Based on the “Connect and Shape” [73] schema presented in the previous session, the
difficulties found during the week of their application were discussed. At this time, all
the acceptance, perspective-taking, and mindfulness skills learned in the protocol need to
be put into practice to carry out this schema. Options for applying it suitably were given
with examples. Different behavioral strategies that could be useful for managing behavior
problems were added to it. Specifically, the following behavior modification techniques
were practiced: models and modeling, identification of reinforcers, positive and negative
reinforcement, control of antecedent stimuli, differential reinforcement, Premack principle,
extinction, overcorrection, and timeout. Other educational patterns, such as emotional
validation of the children, setting rules and limits, giving orders, and managing information
were also practiced.

The session ended by urging the families to keep working on the “Garden” exercise
and applying the program skills.

3. Results
Treatment Outcomes and Follow-Up

David’s mother’s progress in treatment was positive. Figure 1 shows the mother’s
mood and coping progress over the course of the intervention. Mood process outcomes



Int. J. Environ. Res. Public Health 2022, 19, 5014 10 of 18

showed an improvement at the end of the sessions from the second one. This increase was
especially pronounced in the last session, in which we found the lowest level of mood in
the pre-session test. Furthermore, we observed how mood was lower at the beginning
of each session (more sadness) and it always improved at the end. Regarding perception
of coping, we found maintenance in the two first sessions. Like mood, in sessions three
and four we observed the lowest levels of coping at the beginning of each session, which
increased at the end to a high level of coping. The largest difference was found in the last
session.

Figure 1. Process outcome of mood, coping ability, and valued actions.

Regarding valued actions (assessed at the start of the sessions), we found a decrease
in scores throughout the sessions. It is possible that there is a relationship between these
three variables. At follow-up, valued actions score increased to a high level.

Table 2 shows scores assessed with the instruments described above. We observed an
improvement between pre- and post-test score in all variables, except for an aware response
style, parenting stressors, and satisfaction with life. Following Jacobson and Truax [52], we
found significant clinical changes in total score for emotion regulation skills (DERS total
score), emotional acceptance, access to emotion regulation strategies, and baby’s rewards.
At the end of the intervention, the mother considered that she should continue improving.
She specifically noted, “when he misbehaves, I would like not to be so negative, because I get very
sad”. She also noted some strategies to regulate herself, such as “to breathe and think at this
moment how much I love him” and “I try not to think about the harm he does to me and my family”.

Table 2. Pre, post, and follow-up scores on the mother.

Variable Pre Post Follow-Up

6-PAQ 34 32 * 29 **
Open 13 12 * 9 **
Aware 13 13 12 *
Active 8 7 * 8

AAQ-II 43 35 * 27 *
DERS 101 79 ** 73 **

Attention 7 4 * 4 *
Clarity 7 5 * 6 *
Acceptance 32 24 ** 28 *
Goals 17 17 9 **
Strategies 38 29 ** 26 **

PSS 40 38 * 30 **
Rewards 16 11 ** 8 **
Stressors 24 27 22 **

SWL 14 11 15 *
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Table 2. Cont.

Variable Pre Post Follow-Up

SDQ 30 30 27 *
Emotional symptoms 7 5 * 4 **
Behavior problems 6 6 6
Hyperactivity 6 6 6
Peers’ problems 3 6 ** 4
Prosocial 6 5 5

Note: * clinically significant change improvement; ** clinically significant change recovery.

Regarding satisfaction with the intervention we found a high score (29). On the other
hand, protocol exercises and contents of the clinical protocol were rated as very useful (4),
satisfactory (4), and it seemed quite easy to carry out (3).

A follow-up was conducted 3 months after treatment. We found improvements in
all variables evaluated except in active response style. These changes are clinically signifi-
cant [52] in parental psychological flexibility, an open response style, emotion regulation
skill (DERS total score), achievement of goals in distress situations, access to emotion
regulation strategies, general parenting stress, baby’s rewards, and parental stressors. At
follow-up, the mother noted that to regulate herself, she “thinks of the good times with him”.

As for David’s improvements measured with SDQ, we found that the mother perceived
a clinically significant change in problems with peers. She also perceived a decrease in
emotional symptoms, which was the biggest problem that she scored at the beginning of the
intervention. To evaluate David’s emotional well-being, the self-report version of the SDQ
was applied. All scores of the SDQ were found in a normal range. Scores were lower for
problems with peers (1), emotional symptoms (2), and behavioral problems (2). Prosocial
behavior scored high (9). On the other hand, we found clinically significant improvements
in experiential avoidance, cognitive fusion, and value-directed actions, which could be
interpreted as an increase in psychological flexibility (Table 3).

Table 3. Pre and post scores on David’s self-report.

Variable Pre Post

WAM 27 16 *
Willingness 5 0 *
Action 22 12 **

AFQ 3.29 1.41 **
Cognitive fusion 3.13 1.25 **
Experiential Avoidance 3.44 1.56 **

SDQ - 19
Emotional symptoms - 2
Behavior problems - 2
Hyperactivity - 5
Peers’ problems - 1
Prosocial - 9

Note: * clinically significant change improvement; ** clinically significant change recovery. SDQ scores were not
taken at pre-test.

4. Discussion

This article presented a family intervention employing contextual therapies, mainly
Acceptance and Commitment Therapy (ACT) [1], to promote psychological flexibility skills
and emotion regulation of parents through a case study of a mother and son with behavior
problems. The results showed improvement in parental psychological flexibility, emotion
regulation, and parental stress.

The study illustrates the application of various strategies for strengthening acceptance
of private events that can appear while managing one’s children’s emotional and behavior
problems. Several different exercises were used to promote perspective-taking (or defusion)
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to make space for this acceptance. One of the main problems that David’s mother had
was cognitive fusion with her thoughts. Thoughts such as: “My son inherited his problem
from his grandfather”, “All this makes us suffer as a family”, or “I am afraid that he’ll end up
with a personality problem like my father”, along with all the emotional burden involved,
were lived as if they were real here and now, and furthermore maintained the coherence
of a dysfunctional interaction between mother and son, leading to coercive responses in
impulsive reactions. Cognitive fusion in parenting can lead to dysfunctional reactions [6].
Most of these reactions can be explained by functional analysis as a pattern of experiential
avoidance of these private events which are maintained by short-term negative reinforce-
ment [74,75]. Rumination about parenting is also related to higher stress, which emotional
awareness and acceptance skills modulate [76]. The emotional distancing exercises may
have promoted psychological flexibility and an open disposition to distressful experiences,
reducing avoidance and parental stress. Similarly, Ascanio-Velasco and Ferro García [77]
found improvements in the level of stress in a family whose son had behavior problems
after applying Parent and Child Interaction Therapy (PCIT) and ACT defusion and valuing
elements.

There was also a context of verbal regulation based on judgements of her son’s
good/bad behavior. This led to a diversity of emotional invalidation reactions in David
that led to developing similar regulation patterns in him, for example constant rumination
about “everything is shit” or “what a shitty life”. This rumination pattern could be one of the
factors involved in David’s aggressive [78] and avoidance behaviors [79]. At the end of
the intervention with the mother, a reduction in experiential avoidance, more acceptance,
and score within normative ranges on self-perceived behavior problems were achieved.
Nevertheless, the mother still thought her son had behavior problems.

The clinical protocol applied included mindfulness exercises for promoting full atten-
tion, both in private events and interactions in family relations [80]. These skills cannot be
considered disconnected from those mentioned above. Mindfulness to experience without
judging and with a disposition to openness involves exposure that gradually decreases
the emotional reactivity [81]. It should also be borne in mind that the reactions to these
thoughts are mostly maintained by negative reinforcement, since they continue to palliate
in some way the immediate aversive consequences one feels in a certain context, not only
behavior (observable), but also by cognitive emotional avoidance processes (unobserv-
able behavior). As in the case illustrated, previous studies have shown that intervention
for parents with children with problem behavior employing mindfulness strategies have
improved stress levels [82].

Finally, there were significant improvements in the mother’s emotion regulation
skills, especially in emotional acceptance, the use of strategies to achieve objectives, and
access to emotion regulation strategies in distressful situations. The strategies included are
based on emotional validation of the behavior and emotional responses of children and
on improvement of emotional awareness using Dialectical Behavioral Therapy (DBT) [83]
exercises and strategies for strengthening full awareness and emotional acceptance. In
this case, David’s mother referred to several occasions when she had learned to use her
“wise mind”, and even made the gesture of taking a step back to remind herself to take
perspective. The strategies employed in DBT have already been explored in populations
without borderline personality disorder as effective in promoting emotion regulation [84].
Its effectiveness has been explored in some cases of mothers with emotion regulation
problems where improvements were found in parenting, in emotion regulation skills, and
in stress levels [85,86]. Similar results have been found in parents with children with
behavior problems [87]. These results are comparable with those found in this study, in
which inclusion of emotion regulation strategies based on acceptance, mindfulness, and
defusion achieved similar results.

In general, all the aspects of flexibility and emotion regulation were framed in a context
of values. This makes sense of and motivates the acceptance-based change. The original
creative hopelessness processes serve as the basis for generating the motivation to change.
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From there on, targets and goals are posed from more specific to more abstract terms and
are present in the background of the change in motivated behavior in the direction of
values [88]. Sometimes, the need for change is motivated by the perception of affection in
these vital areas. Specifically, in the case illustrated, the distress associated with “the family”,
as a socially constructed value, was given by the problems in family dynamics, which from
the mother’s point of view were caused by David. Another aspect worth mentioning found
in the process measurements is the relationship observed at the beginning of the sessions
between actions in the direction of values during the week, and the mood and perceived
ability to cope. Thus, the sessions in which there were less achievement of actions coincided
with lower mood and coping.

This study had some limitations. In the first place, the intervention was performed only
with the mother, which led us to reflect on the difficulties that would come up in applying
these interventions with involvement of both parents, which would be extremely enriching.
In this sense, it is a future line that both parents are involved in the intervention. It should
be noted that although this study presents the results as a single case, the intervention
was performed in a small group, so the results should be considered with this format in
mind. Furthermore, the measures employed were mostly self-reported. We tried to palliate
this limitation by including several informants and a starting interview. Aside from this,
although process measurements were included, this could be improved with ecological
momentary assessment [28,89], as well as observational records (both observable and verbal
behavior) could be included to assess changes during the therapeutic interaction. Due to
design limitations, it was not possible to calculate the effect size; however, to compensate
for this limitation, the clinically significant change analysis method was used. Likewise,
this study shows an application to a specific disorder, but it would be beneficial to prove its
effects on other disorders.

In conclusion, the intervention in this case study showed positive results in improving
parental psychological flexibility skills, emotion regulation, and the mother’s stress, both at
post-test and follow-up. We also observed improvement in David’s psychological flexibility,
with less experiential avoidance and cognitive fusion and more acceptance and willingness
to action. These findings suggest the benefits of applying these techniques in family
intervention and encourage continuing to explore what each of the factors and components
of the protocol contribute.

5. Conclusions
Clinical Implications

This study presents a series of exercises and metaphors which may be applied and
adapted to family intervention with third-wave therapies, mainly ACT [1]. The intervention
mainly considered aspects related to emotion regulation and flexibility from a perspective
of acceptance. Thus, we did not pursue control or change in emotion, but attempted to
change how they interacted with these emotions. The use of emotion regulation strategies
directed at modifying or changing emotions is common in psychological problems [90], but
may provide responses of emotional invalidation, both in the client and in others (in this
case, the children). Work on experiential acceptance of emotions and thoughts that arise
during parenting or management of behavior problems is therefore of special relevance.

Experiential acceptance makes sense if the intervention is framed within a context
of values which decide, within the variability of the behavior, what actions will take one
nearer to a life with sense in one’s personal values [88]. It should also be emphasized that
the use of metaphors and exercises must not be applied indiscriminately following the
protocol word for word, but should be presented in coordination with both observable and
verbal clinically relevant behaviors [91]. Similarly, the metaphors and exercises should be
directed at strengthening various skills at the same time (acceptance, perspective-taking,
full attention), so they should be connected to each other. For example, the exercise on full
attention to emotions can also promote acceptance of emotions at the same time.
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Functional analysis of behavior is also present throughout the clinical protocol, both
in the son’s behavior as reported by the mother and of the mother herself in her in-session
and out-of-session reactions.
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Appendix A

Table A1. Example of a clinical protocol dialogue with the mother.

M: This week I’m coming in badly. The problem is that it all comes from his grandfather, he’s a
video game addict, and if what he wants doesn’t happen, he explodes and is aggressive.
T: At what point does this happen?
M: All the time, he behaves like this continuously. He challenges me.
T: Tell us what happened this week.
M: For telling you something . . . I have them written down, eh? (Looking to her mobile) Since he
couldn’t go out on the street when he wanted to, he went to hurt me where he knows it hurts the
most. He broke a picture of the amusement park that we lined up for hours.
T: And in that moment how did you react?
M: Well, yes, I shouted at him . . . but I couldn’t control myself.
T: So, at that time . . . where were you headed?
M: I walked away from my goals, but I couldn’t control it.
T: Can you control what you feel? Can we control how those thoughts or emotions move in the
whirlpool?
M: I try.
T: How?
M: I try not to think about the damage it does to us, or about my father when all this happens.
T: Can we get what we feel out of our minds?
M: Yes, if I think of something positive, something else.
T: And if I told you right now not to think about a pink elephant, what would you be thinking
about?
M: The pink elephant. Yeah, but at that moment I can’t see anything clearly. I see everything black.
T: Who was in charge?
M: Yes, I’ve totally given in to my emotions.

ClinicalTrals.gov
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Table A1. Cont.

T: Then there’s this thought of “he’s doing it to hurt me” “this is all coming from his grandfather”
and . . .
M: And then I feel that everything turns around and I answer.
T: Who is having that thought at that moment?
M: Me.
T: So, can you make a choice to do one or the other?
M: I don’t know.
T: Think for a moment what you could have done in that moment if you used your wise mind.
Think about what has stopped you from following your wise mind, from following the path of
your forest.
M: Yes, I can step back and pay attention to how I feel . . .
T: If you make space for your thoughts and emotions, if you let them be there for a while, we may
not necessarily have to respond as if they were there. So, which direction would you go?
M: That would bring me closer to my goals.

Note: M: mother, T: Therapist.

References
1. Hayes, S.C.; Strosahl, K.; Wilson, K.G. Acceptance and Commitment Therapy: The Process and Practice of Mindful Change; Guilford

Press: New York, NY, USA, 2012; ISBN 978-1-60918-962-4.
2. Kashdan, T.B.; Rottenberg, J. Psychological flexibility as a fundamental aspect of health. Clin. Psychol. Rev. 2010, 30, 865–878.

[CrossRef] [PubMed]
3. Masuda, A.; Tully, E.C. The Role of Mindfulness and Psychological Flexibility in Somatization, Depression, Anxiety, and General

Psychological Distress in a Nonclinical College Sample. J. Evid. Based Integr. Med. 2012, 17, 66–71. [CrossRef]
4. Rosebrock, L.E.; Hall, K.A.A.; Rando, A.; Pineles, S.L.; Liverant, G.I. Rumination and Its Relationship with Thought Suppression

in Unipolar Depression and Comorbid PTSD. Cogn. Ther. Res. 2019, 43, 226–235. [CrossRef]
5. Wang, D.; Hagger, M.S.; Chatzisarantis, N.L.D. Ironic Effects of Thought Suppression: A Meta-Analysis. Perspect. Psychol. Sci.

2020, 15, 778–793. [CrossRef]
6. Coyne, L.W.; Wilson, K.G. The Role of Cognitive Fusion in Impaired Parenting: An RFT Analysis. Int. J. Psychol. Psychol. Ther.

2004, 4, 469–486.
7. Fonseca, A.; Moreira, H.; Canavarro, M.C. Uncovering the links between parenting stress and parenting styles: The role of

psychological flexibility within parenting and global psychological flexibility. J. Context. Behav. Sci. 2020, 18, 59–67. [CrossRef]
8. Brassell, A.A.; Rosenberg, E.; Parent, J.; Rough, J.N.; Fondacaro, K.; Seehuus, M. Parent’s psychological flexibility: Associations

with parenting and child psychosocial well-being. J. Context. Behav. Sci. 2016, 5, 111–120. [CrossRef]
9. Whittingham, K.; Sanders, M.R.; McKinlay, L.; Boyd, R.N. Parenting Intervention Combined with Acceptance and Commitment

Therapy: Processes of Change. J. Child. Fam. Stud. 2019, 28, 1673–1680. [CrossRef]
10. Emerson, L.M.; Aktar, E.; de Bruin, E.; Potharst, E.; Bögels, S. Mindful Parenting in Secondary Child Mental Health: Key Parenting

Predictors of Treatment Effects. Mindfulness 2019, 12, 532–542. [CrossRef]
11. Van Schoors, M.; De Paepe, A.L.; Lemiere, J.; Morez, A.; Norga, K.; Lambrecht, K.; Goubert, L.; Verhofstadt, L.L. Family

Adjustment When Facing Pediatric Cancer: The Role of Parental Psychological Flexibility, Dyadic Coping, and Network Support.
Front. Psychol. 2019, 10, 1–12. [CrossRef]

12. Zhang, W.; Wang, M.; Ying, L. Parental Mindfulness and Preschool Children’s Emotion Regulation: The Role of Mindful Parenting
and Secure Parent-Child Attachment. Mindfulness 2019, 10, 2481–2491. [CrossRef]

13. Moreira, H.; Canavarro, M.C. Mindful Parenting is Associated with Adolescents’ Difficulties in Emotion Regulation Through
Adolescents’ Psychological Inflexibility and Self-Compassion. J. Youth Adolesc. 2020, 49, 192–211. [CrossRef]

14. Williams, K.E.; Ciarrochi, J.; Heaven, P.C.L. Inflexible Parents, Inflexible Kids: A 6-Year Longitudinal Study of Parenting Style and
the Development of Psychological Flexibility in Adolescents. J. Youth Adolesc. 2012, 41, 1053–1066. [CrossRef]

15. Albanese, A.M.; Russo, G.R.; Geller, P.A. The role of parental self-efficacy in parent and child well-being: A systematic review of
associated outcomes. Child. Care Health Dev. 2019, 45, 333–363. [CrossRef]

16. Masud, H.; Ahmad, M.S.; Cho, K.W.; Fakhr, Z. Parenting Styles and Aggression Among Young Adolescents: A Systematic Review
of Literature. Community Ment. Health J. 2019, 55, 1015–1030. [CrossRef]

17. Perez-Gramaje, A.F.; Garcia, O.F.; Reyes, M.; Serra, E.; Garcia, F. Parenting Styles and Aggressive Adolescents: Relationships with
Self-esteem and Personal Maladjustment. Eur. J. Psychol. Appl. Leg. Context 2020, 12, 1–10. [CrossRef]

18. Garcia, O.F.; Lopez-Fernandez, O.; Serra, E. Raising Spanish Children with an Antisocial Tendency: Do We Know What the
Optimal Parenting Style Is? J. Interpers. Violence 2021, 36, 6117–6144. [CrossRef]

19. Ezpeleta, L.; Penelo, E.; De La Osa, N.; Navarro, J.B.; Trepat, E. Irritability and parenting practices as mediational variables
between temperament and affective, anxiety, and oppositional defiant problems. Aggress. Behav. 2019, 45, 550–560. [CrossRef]

20. Boonk, L.; Gijselaers, H.J.; Ritzen, H.; Brand-Gruwel, S. A review of the relationship between parental involvement indicators and
academic achievement. Educ. Res. Rev. 2018, 24, 10–30. [CrossRef]

http://doi.org/10.1016/j.cpr.2010.03.001
http://www.ncbi.nlm.nih.gov/pubmed/21151705
http://doi.org/10.1177/2156587211423400
http://doi.org/10.1007/s10608-018-9935-4
http://doi.org/10.1177/1745691619898795
http://doi.org/10.1016/j.jcbs.2020.08.004
http://doi.org/10.1016/j.jcbs.2016.03.001
http://doi.org/10.1007/s10826-019-01386-9
http://doi.org/10.1007/s12671-019-01176-w
http://doi.org/10.3389/fpsyg.2019.02740
http://doi.org/10.1007/s12671-019-01120-y
http://doi.org/10.1007/s10964-019-01133-9
http://doi.org/10.1007/s10964-012-9744-0
http://doi.org/10.1111/cch.12661
http://doi.org/10.1007/s10597-019-00400-0
http://doi.org/10.5093/ejpalc2020a1
http://doi.org/10.1177/0886260518818426
http://doi.org/10.1002/ab.21850
http://doi.org/10.1016/j.edurev.2018.02.001


Int. J. Environ. Res. Public Health 2022, 19, 5014 16 of 18

21. Garcia, O.F.; Serra, E. Raising Children with Poor School Performance: Parenting Styles and Short- and Long-Term Consequences
for Adolescent and Adult Development. Int. J. Environ. Res. Public Health. 2019, 16, 1089. [CrossRef]

22. Hayes, S.C.; Villatte, M.; Levin, M.; Hildebrandt, M. Open, Aware, and Active: Contextual Approaches as an Emerging Trend in
the Behavioral and Cognitive Therapies. Annu. Rev. Clin. Psychol. 2011, 7, 141–168. [CrossRef]

23. Torneke, N. Learning RFT: An Introduction to Relational Frame Theory and Its Clinical Application; New Harbinger Publications:
Oakland, CA, USA, 2010; ISBN 978-1-57224-908-0.

24. Whittingham, K.; Coyne, L.W. Acceptance and Commitment Therapy: The Clinician’s Guide for Supporting Parents; Academic Press:
Cambridge, MA, USA, 2019; ISBN 978-0-12-814669-9.

25. Byrne, G.; Ghráda, Á.N.; O’Mahony, T.; Brennan, E. A systematic review of the use of acceptance and commitment therapy in
supporting parents. Psychol. Psychother. 2020, 94, 378–407. [CrossRef]

26. Singh, N.N.; Lancioni, G.E.; Medvedev, O.N.; Hwang, Y.-S.; Myers, R.E. A Component Analysis of the Mindfulness-Based Positive
Behavior Support (MBPBS) Program for Mindful Parenting by Mothers of Children with Autism Spectrum Disorder. Mindfulness
2021, 12, 463–475. [CrossRef]

27. Blackledge, J.T.; Hayes, S.C. Emotion Regulation in Acceptance and Commitment Therapy. J. Clin. Psychol. 2001, 57, 243–255.
[CrossRef]

28. Aldao, A.; Sheppes, G.; Gross, J.J. Emotion Regulation Flexibility. Cogn. Ther. Res. 2015, 39, 263–278. [CrossRef]
29. Seligowski, A.V.; Orcutt, H.K. Examining the Structure of Emotion Regulation: A Factor-Analytic Approach. J. Clin. Psychol. 2015,

71, 1004–1022. [CrossRef]
30. Gross, J.J. The Emerging Field of Emotion Regulation: An Integrative Review. Rev. Gen. Psychol. 1998, 2, 271–299. [CrossRef]
31. Bariola, E.; Gullone, E.; Hughes, E. Child and Adolescent Emotion Regulation: The Role of Parental Emotion Regulation and

Expression. Clin. Child. Fam. Psychol. Rev. 2011, 14, 198–212. [CrossRef]
32. Shenaar-Golan, V.; Wald, N.; Yatzkar, U. Patterns of emotion regulation and emotion-related behaviors among parents of children

with and without ADHD. Psychiatry Res. 2017, 258, 494–500. [CrossRef] [PubMed]
33. Kiel, E.J.; Kalomiris, A.E. Current themes in understanding children’s emotion regulation as developing from within the

parent–child relationship. Curr. Opin. Psychol. 2015, 3, 11–16. [CrossRef] [PubMed]
34. Li, D.; Li, D.; Wu, N.; Wang, Z. Intergenerational transmission of emotion regulation through parents’ reactions to children’s

negative emotions: Tests of unique, actor, partner, and mediating effects. Child. Youth Serv. Rev. 2019, 101, 113–122. [CrossRef]
35. Manzeske, D.P.; Stright, A.D. Parenting Styles and Emotion Regulation: The Role of Behavioral and Psychological Control During

Young Adulthood. J. Adult Dev. 2009, 16, 223–229. [CrossRef]
36. Rutherford, H.J.; Wallace, N.S.; Laurent, H.K.; Mayes, L.C. Emotion regulation in parenthood. Dev. Rev. 2015, 36, 1–14. [CrossRef]
37. Shenk, C.E.; Fruzzetti, A.E. The Impact of Validating and Invalidating Responses on Emotional Reactivity. J. Soc. Clin. Psychol.

2011, 30, 163–183. [CrossRef]
38. Ferrajão, P.C. The role of parental emotional validation and invalidation on children’s clinical symptoms: A study with children

exposed to intimate partner violence. J. Fam. Trauma Child. Custody Child. Dev. 2020, 17, 4–20. [CrossRef]
39. Flujas-Contreras, J.M.; García-Palacios, A.; Gómez, I. Intervención en flexibilidad parental a través de una intervención grupal en

familias. Behav. Psychol. 2020, 28, 25–57.
40. Flujas-Contreras, J.; García-Palacios, A.; Gómez, I. Effectiveness of a Web-Based Intervention on Parental Psychological Flexibility

and Emotion Regulation: A Pilot Open Trial. Int. J. Environ. Res. Public Health. 2021, 18, 2958. [CrossRef]
41. Flujas-Contreras, J.M.; Gómez, I.; García-Palacios, A.; Chavez, A.; Chavez-Askins, M. Protocolo de intervención en flexibilidad

psicológica y regulación emocional con terapia contextual en familias: Una serie de casos. Rev. Psicol. Clín. Niños Adolesc. 2021, 8,
50–58. [CrossRef]

42. McCart, M.R.; Sheidow, A.J. Evidence-Based Psychosocial Treatments for Adolescents with Disruptive Behavior. J. Clin. Child
Adolesc. Psychol. 2016, 45, 529–563. [CrossRef]

43. Rule Breaking, Defiance, & Acting Out; Effective Child Therapy; Society of Clinical Child and Adolescent Psychology: 2021. Avail-
able online: https://effectivechildtherapy.org/concerns-symptoms-disorders/disorders/rule-breaking-defiance-and-acting-out/
(accessed on 13 February 2022).

44. Dunsmore, J.C.; Booker, J.; Ollendick, T.H. Parental Emotion Coaching and Child Emotion Regulation as Protective Factors for
Children with Oppositional Defiant Disorder. Soc. Dev. 2012, 22, 444–466. [CrossRef]

45. Li, L.; Lin, X.; Chi, P.; Heath, M.A.; Fang, X.; Du, H.; Wang, Z. Maltreatment and Emotional and Behavioral Problems in Chinese
Children with and Without Oppositional Defiant Disorder: The Mediating Role of the Parent-Child Relationship. J. Interpers.
Violence 2016, 31, 2915–2939. [CrossRef] [PubMed]

46. Tung, I.; Lee, S.S. Negative parenting behavior and childhood oppositional defiant disorder: Differential moderation by positive
and negative peer regard. Aggress. Behav. 2013, 40, 79–90. [CrossRef] [PubMed]

47. Trepat, E.; Granero, R.; Ezpeleta, L. Parenting practices as mediating variables between parents’ psychopathology and oppositional
defiant disorder in preschoolers. Psicothema 2014, 26, 497–504. [CrossRef]

48. Flujas-Contreras, J.M.; Gómez, I. Improving flexible parenting with Acceptance and Commitment Therapy: A case study. J.
Context. Behav. Sci. 2018, 8, 29–35. [CrossRef]

49. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders: DSM-5; American Psychiatric Association:
Washington, DC, USA, 2013; ISBN 0890425540890425558 9780890425541 9780890425558.

http://doi.org/10.3390/ijerph16071089
http://doi.org/10.1146/annurev-clinpsy-032210-104449
http://doi.org/10.1111/papt.12282
http://doi.org/10.1007/s12671-020-01376-9
http://doi.org/10.1002/1097-4679(200102)57:2&lt;243::AID-JCLP9&gt;3.0.CO;2-X
http://doi.org/10.1007/s10608-014-9662-4
http://doi.org/10.1002/jclp.22197
http://doi.org/10.1037/1089-2680.2.3.271
http://doi.org/10.1007/s10567-011-0092-5
http://doi.org/10.1016/j.psychres.2017.08.090
http://www.ncbi.nlm.nih.gov/pubmed/28890229
http://doi.org/10.1016/j.copsyc.2015.01.006
http://www.ncbi.nlm.nih.gov/pubmed/25745639
http://doi.org/10.1016/j.childyouth.2019.03.038
http://doi.org/10.1007/s10804-009-9068-9
http://doi.org/10.1016/j.dr.2014.12.008
http://doi.org/10.1521/jscp.2011.30.2.163
http://doi.org/10.1080/15379418.2020.1731399
http://doi.org/10.3390/ijerph18062958
http://doi.org/10.21134/rpcna.2021.08.3.6
http://doi.org/10.1080/15374416.2016.1146990
https://effectivechildtherapy.org/concerns-symptoms-disorders/disorders/rule-breaking-defiance-and-acting-out/
http://doi.org/10.1111/j.1467-9507.2011.00652.x
http://doi.org/10.1177/0886260515624234
http://www.ncbi.nlm.nih.gov/pubmed/26811315
http://doi.org/10.1002/ab.21497
http://www.ncbi.nlm.nih.gov/pubmed/23918473
http://doi.org/10.7334/PSICOTHEMA2014.102
http://doi.org/10.1016/j.jcbs.2018.02.006


Int. J. Environ. Res. Public Health 2022, 19, 5014 17 of 18

50. Greene, R.L.; Field, C.E.; Fargo, J.D.; Twohig, M.P. Development and validation of the parental acceptance questionnaire (6-PAQ).
J. Context. Behav. Sci. 2015, 4, 170–175. [CrossRef]

51. Flujas-Contreras, J.M.; García-Palacios, A.; Gómez, I. Spanish validation of the Parental Acceptance Questionnaire (6-PAQ). Int. J.
Clin. Health Psychol. 2020, 20, 163–172. [CrossRef]

52. Jacobson, N.; Truax, P. Clinical Significance: A Statistical Approach to Defining Meaningful Change in Psychotherapy Research. J.
Consult. Clin. Psychol. 1991, 59, 12–19. [CrossRef]

53. Bond, F.W.; Hayes, S.; Baer, R.A.; Carpenter, K.M.; Guenole, N.; Orcutt, H.; Waltz, T.; Zettle, R.D. Preliminary Psychometric
Properties of the Acceptance and Action Questionnaire—II: A Revised Measure of Psychological Inflexibility and Experiential
Avoidance. Behav. Ther. 2011, 42, 676–688. [CrossRef]

54. Ruiz, F.J.; Herrera, I.L.; Luciano, C. Measuring experiential avoidance and psychological inflexibility: The Spanish version of the
Acceptance and Action Questionnaire-II. Psicothema 2013, 25, 123–129. [CrossRef]

55. Gratz, K.L.; Roemer, L. Multidimensional Assessment of Emotion Regulation and Dysregulation: Development, Factor Structure,
and Initial Validation of the Difficulties in Emotion Regulation Scale. J. Psychopathol. Behav. Assess. 2004, 26, 41–54. [CrossRef]

56. Hervás, G.; Jódar, R. Adaptación al Castellano de La Escala de Dificultades En La Regulación Emocional the Spanish Version of
the Difficulties in Emotion Regulation Scale. Clínica Salud 2008, 19, 139–156. [CrossRef]

57. Berry, J.O.; Jones, W.H. The Parental Stress Scale: Initial Psychometric Evidence. J. Soc. Pers. Relatsh. 1995, 12, 463–472. [CrossRef]
58. Oronoz, B.; Alonso-Arbiol, I.; Balluerka, N. A Spanish adaptation of the Parental Stress Scale. Psicothema 2007, 19, 687–692.
59. Diener, E.; Emmons, R.A.; Larsen, R.J.; Griffin, S. The Satisfaction with Life Scale. J. Pers. Assess. 1985, 49, 71–75. [CrossRef]
60. Vázquez, C.; Duque, A.; Hervás, G. Satisfaction with Life Scale in a Representative Sample of Spanish Adults: Validation and

Normative Data. Span. J. Psychol. 2013, 16, E82. [CrossRef]
61. Gómez, I.; Martínez de Salazar, A.; García Barranco, R.; Cobos, L.; Filippo, C. Validación Del Cuestionario de Estilos Educativos

Parentales: Estudio Piloto. In Proceedings of the II Symposium Nacional de Psicología Clínica y de la Salud con Niños y
Adolescentes, Elche, Spain, 21–23 November 2012.

62. García-Palacios, A.; Herrero, R.; Belmonte, M.Á.; Castilla, D.; Guixeres, J.; Molinari, G.; Baños, R.M.; Botella, C. Ecological
momentary assessment for chronic pain in fibromyalgia using a smartphone: A randomized crossover study. Eur. J. Pain 2014, 18,
862–872. [CrossRef]

63. Gómez-Beneyto, M.; Nolasco, A.; Moncho, J.; Pereyra-Zamora, P.; Tamayo-Fonseca, N.; Munarriz, M.; Salazar, J.; Tabarés-
Seisdedos, R.; Girón, M. Psychometric behaviour of the strengths and difficulties questionnaire (SDQ) in the Spanish national
health survey 2006. BMC Psychiatry 2012, 13, 95. [CrossRef]

64. Goodman, R. Psychometric Properties of the Strengths and Difficulties Questionnaire. J. Am. Acad. Child Adolesc. Psychiatry 2001,
40, 1337–1345. [CrossRef]

65. Valdivia-Salas, S.; Martín-Albo, J.; Zaldivar, P.; Lombas, A.S.; Jiménez, T.I. Spanish Validation of the Avoidance and Fusion
Questionnaire for Youth (AFQ-Y). Assessment 2016, 24, 919–931. [CrossRef]

66. Greco, L.A.; Lambert, W.; Baer, R.A. Psychological inflexibility in childhood and adolescence: Development and evaluation of the
Avoidance and Fusion Questionnaire for Youth. Psychol. Assess. 2008, 20, 93–102. [CrossRef]

67. Larson, C.M. Stories: A Revision of the Willingness & Action Measure for Children and Adolescents (WAM-C/A); University of North
Texas: Denton, TX, USA, 2008.

68. Cobos-Sánchez, L.; Flujas-Contreras, J.M.; Gómez, I. Willingness and Action Measure for Adolescents: Psychometric validation in
Spanish adolescents. J. Context. Behav. Sci. 2020, 15, 46–51. [CrossRef]

69. Larsen, D.L.; Attkisson, C.; Hargreaves, W.A.; Nguyen, T.D. Assessment of client/patient satisfaction: Development of a general
scale. Evaluation Program. Plan. 1979, 2, 197–207. [CrossRef]

70. Roberts, R.E.; Attkisson, C. Assessing client satisfaction among hispanics. Evaluation Program. Plan. 1983, 6, 401–413. [CrossRef]
71. Hanh, T.N.; Hanh, N. Planting Seeds, Practicing Mindfulness with Children; Parallax Press: Berkeley, CA, USA, 2011.
72. Hayes, S.C.; Strosahl, K.D.; Wilson, K.G. Acceptance and Commitment Therapy: An Experiential Approach to Behavior Change; Guilford

Press: New York, NY, USA, 1999.
73. Whittingham, K. Connect and shape: A parenting meta-strategy. J. Context. Behav. Sci. 2015, 4, 103–106. [CrossRef]
74. Emerson, L.-M.; Ogielda, C.; Rowse, G. The Role of Experiential Avoidance and Parental Control in the Association Between

Parent and Child Anxiety. Front. Psychol. 2019, 10, 262. [CrossRef]
75. Tiwari, S.; Podell, J.C.; Martin, E.D.; Mychailyszyn, M.P.; Furr, J.M.; Kendall, P.C. Experiential avoidance in the parenting of

anxious youth: Theory, research, and future directions. Cogn. Emot. 2008, 22, 480–496. [CrossRef]
76. Moreira, H.; Canavarro, M.C. The Association Between Self-Critical Rumination and Parenting Stress: The Mediating Role of

Mindful Parenting. J. Child. Fam. Stud. 2018, 27, 2265–2275. [CrossRef]
77. Ascanio-Velasco, L.; Ferro-García, R. Combinando la terapia de aceptación y compromiso con la terapia de interacción padres-hijos

en un niño con graves problemas de conducta. Revista Psicología Clínica Niños Adolescentes 2018, 5, 57–62. [CrossRef]
78. Peled, M.; Moretti, M.M. Rumination on Anger and Sadness in Adolescence: Fueling of Fury and Deepening of Despair. J. Clin.

Child. Adolesc. Psychol. 2007, 36, 66–75. [CrossRef]
79. Dickson, K.S.; Ciesla, J.A.; Reilly, L.C. Rumination, Worry, Cognitive Avoidance, and Behavioral Avoidance: Examination of

Temporal Effects. Behav. Ther. 2012, 43, 629–640. [CrossRef]

http://doi.org/10.1016/j.jcbs.2015.05.003
http://doi.org/10.1016/j.ijchp.2020.03.002
http://doi.org/10.1037/0022-006X.59.1.12
http://doi.org/10.1016/j.beth.2011.03.007
http://doi.org/10.7334/PSICOTHEMA2011.239
http://doi.org/10.1023/B:JOBA.0000007455.08539.94
http://doi.org/10.1128/AEM.01840-06
http://doi.org/10.1177/0265407595123009
http://doi.org/10.1207/s15327752jpa4901_13
http://doi.org/10.1017/sjp.2013.82
http://doi.org/10.1002/j.1532-2149.2013.00425.x
http://doi.org/10.1186/1471-244X-13-95
http://doi.org/10.1097/00004583-200111000-00015
http://doi.org/10.1177/1073191116632338
http://doi.org/10.1037/1040-3590.20.2.93
http://doi.org/10.1016/j.jcbs.2019.11.006
http://doi.org/10.1016/0149-7189(79)90094-6
http://doi.org/10.1016/0149-7189(83)90019-8
http://doi.org/10.1016/j.jcbs.2015.03.002
http://doi.org/10.3389/fpsyg.2019.00262
http://doi.org/10.1080/02699930801886599
http://doi.org/10.1007/s10826-018-1072-x
http://doi.org/10.21134/rpcna.2018.05.1.8
http://doi.org/10.1080/15374410709336569
http://doi.org/10.1016/j.beth.2011.11.002


Int. J. Environ. Res. Public Health 2022, 19, 5014 18 of 18

80. Duncan, L.G.; Coatsworth, J.D.; Greenberg, M.T. A Model of Mindful Parenting: Implications for Parent-Child Relationships and
Prevention Research. Clin. Child. Fam. Psychol. Rev. 2009, 12, 255–270. [CrossRef]

81. Treanor, M. The potential impact of mindfulness on exposure and extinction learning in anxiety disorders. Clin. Psychol. Rev.
2011, 31, 617–625. [CrossRef]

82. Neece, C.L. Mindfulness-Based Stress Reduction for Parents of Young Children with Developmental Delays: Implications for
Parental Mental Health and Child Behavior Problems. J. Appl. Res. Intellect. Disabil. 2014, 27, 174–186. [CrossRef]

83. Linehan, M. Cognitive-Behavioral Treatment of Borderline Personality Disorder; Guilford Press: New York, NY, USA, 1993; ISBN
978-0-89862-183-9.

84. Neacsiu, A.D.; Eberle, J.W.; Kramer, R.; Wiesmann, T.; Linehan, M.M. Dialectical behavior therapy skills for transdiagnostic
emotion dysregulation: A pilot randomized controlled trial. Behav. Res. Ther. 2014, 59, 40–51. [CrossRef]

85. Martin, C.G.; Roos, L.E.; Zalewski, M.; Cummins, N. A Dialectical Behavior Therapy Skills Group Case Study on Mothers with
Severe Emotion Dysregulation. Cogn. Behav. Pr. 2017, 24, 405–415. [CrossRef]

86. Ben-Porath, D.D. Dialectical Behavior Therapy Applied to Parent Skills Training: Adjunctive Treatment for Parents with
Difficulties in Affect Regulation. Cogn. Behav. Pr. 2010, 17, 458–465. [CrossRef]

87. Wilks, C.R.; Valenstein-Mah, H.; Tran, H.; King, A.M.; Lungu, A.; Linehan, M.M. Dialectical Behavior Therapy Skills for Families
of Individuals with Behavioral Disorders: Initial Feasibility and Outcomes. Cogn. Behav. Pr. 2017, 24, 288–295. [CrossRef]

88. Wilson, K.G.; Murrell, A.R. Values Work in Acceptance and Commitment Therapy: Setting a Course for Behavioral Treatment. In
Mindfulness & Acceptance: Expanding the Cognitive-Behavioral Tradition; Hayes, S.C., Follette, V.M., Linehan, M., Eds.; Guilford
Press: New York, NY, USA, 2004; pp. 120–151.

89. Shiffman, S.; Stone, A.; Hufford, M. Ecological Momentary Assessment. Annu. Rev. Clin. Psychol. 2008, 4, 1–32. [CrossRef]
90. Kashdan, T.B.; Barrios, V.; Forsyth, J.P.; Steger, M.F. Experiential avoidance as a generalized psychological vulnerability: Compar-

isons with coping and emotion regulation strategies. Behav. Res. Ther. 2006, 44, 1301–1320. [CrossRef]
91. Foody, M.; Barnes-Holmes, Y.; Barnes-Holmes, D.; Törneke, N.; Luciano, C.; Stewart, I.; McEnteggart, C. RFT for clinical use: The

example of metaphor. J. Context. Behav. Sci. 2014, 3, 305–313. [CrossRef]

http://doi.org/10.1007/s10567-009-0046-3
http://doi.org/10.1016/j.cpr.2011.02.003
http://doi.org/10.1111/jar.12064
http://doi.org/10.1016/j.brat.2014.05.005
http://doi.org/10.1016/j.cbpra.2016.08.002
http://doi.org/10.1016/j.cbpra.2009.07.005
http://doi.org/10.1016/j.cbpra.2016.06.004
http://doi.org/10.1146/annurev.clinpsy.3.022806.091415
http://doi.org/10.1016/j.brat.2005.10.003
http://doi.org/10.1016/j.jcbs.2014.08.001

	Introduction 
	Methods 
	Patient Presentation 
	Clinical Case History 
	Assessment 
	Parent Outcome and Family Functioning 
	Parent Process Outcome 
	Child Outcomes 
	Measure of Intervention Satisfaction 

	Baseline Assessment Results 
	Case Conceptualization 
	Treatment 
	Session 1 
	Session 2 
	Session 3 
	Session 4 


	Results 
	Discussion 
	Conclusions 
	Appendix A
	References

