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Impact of COVID-19 on my research 

The main area of my research that was impacted by COVID-19 was my main research 

project. I began preparing for the project in November 2019 and I planned to do face 

to face research with participants coming into the laboratories at the University of 

Bath to carry out story stem/doll play tasks. By summer 2020 it became clear that 

this would not be possible due to the pandemic and time constraints of training. As 

such, we changed the research plan from the story stem/doll play task with children 

in the university lab to use the Parent Meta Emotion Philosophy interview, as this 

could be conducted with parents over the phone. This meant that I needed to 

resubmit my ethics application, delaying my research. Because of this, we could not 

gather any observational data of the children and the project solely relied on parent 

reports. Furthermore, as families were solely recruited through personal contacts 

online and over the phone, it meant that I was not able to complete more outreach 

recruitment by visiting nurseries and community settings to attract a more diverse 

sample.  

 

Although COVID-19 has impacted my research, these difficulties were not impossible 

to manage, and I hope this research will have important clinical and research 

implications.   
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Abstracts  
 
Critical Review of the Literature  

Anxiety disorders are the most prevalent mental health disorders in children and 

young people and can become chronic if left untreated. There has been a well-

established link between the way parents socialize their children’s negative 

emotions, and childhood internalizing disorders. However, it has become 

increasingly apparent that parents’ socialization of children’s positive emotions may 

also have important implications for the development of childhood anxiety disorders. 

The aim of this paper is to review evidence for a relationship between parental 

socialization of positive emotions and anxiety in children. This review synthesized 

theory and research on parent socialization of positive emotion, methods of 

assessing parent socialization of positive emotions, key questions to be addressed in 

future research and, clinical implications.  

 

Keywords: Emotion socialization, childhood anxiety, parenting, positive emotions 

 

Service-Related Project 

Crisis Resolution Teams (CRTs) aim to offer an alternative to hospital admission 

during mental health crisis, providing rapid assessment, home treatment, and 

facilitation of early discharge from hospital. Since their widespread implementation 

in the NHS, there has been little research examining what should be involved in crisis 

care. Some recent research has established that crisis teams should have access to a 

psychologist and provide psychological interventions to people referred to CRTs.  This 

study examined psychological interventions offered to service users referred to two 

crisis teams in the South-West (South Bristol and Bath). The authors developed an 

audit tool which was used to define psychological intervention, as there was no 

existing measurable definition. Results of the study found that over the two crisis 

teams, and sample of 60 clients, 47% of these clients were offered psychological 

interventions by crisis team staff, as measured by the audit tool. When comparing 

the two teams, the Bath team offered 50% of clients’ psychological interventions, 
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while the Bristol team offered 37% of client’s psychological interventions. Feedback 

to the teams is outlined in the discussion, along with study limitations and future 

directions.  

 

Keywords: Crisis resolution team, psychology, interventions, audit  

 

Main Research Project 

Parental socialization of positive and negative emotions has been linked to childhood 

psychopathology. Few studies have looked at the relationship between childhood 

anxiety and parental socialization of both positive and negative emotions, and no 

studies have examined the relationship between parent socialization of positive 

emotion and anxiety symptoms in the preschool age population. The current study 

examined parental socialization of positive and negative emotion and whether it was 

related to preschool aged children’s anxiety. Sixty-five parents of children aged 

between 3.5-6 years (51% girls) in a community sample were recruited through social 

media and personal contacts. Parents completed questionnaires assessing their 

socialization of children’s positive and negative emotions, child anxiety symptoms 

and parent emotional distress. Parents also completed the parental meta-emotion 

philosophy interview by telephone. No significant relationship between childhood 

anxiety and parent socialization of children’s positive and negative emotions was 

found. Parental anxiety was significantly related to increased child anxiety 

symptoms. Results of this study indicate that parental responses to children’s 

displays of positive and negative emotions were unrelated to childhood anxiety in a 

high-functioning community sample of preschool-aged children. Parents’ own meta-

emotion philosophy was also not significantly related to child anxiety symptoms. 

Limitations of the current study, implications for parenting interventions and 

directions for future research are discussed.  

 

Keywords: Parenting, emotion socialization, childhood anxiety, positive emotions, 
negative emotions 
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Introduction  
Anxiety disorders are the most prevalent mental health disorders in children and 

young people (Polanczyk et al., 2015), with rates ranging from 19-22% in early 

childhood to adolescence. Anxiety disorders tend to emerge in early childhood, can 

become chronic if left untreated and are predictive of later mental health difficulties 

such as depression, suicidal ideation, and substance abuse (Rapee et al., 2009). Given 

the widespread prevalence of childhood anxiety disorders and their impact on 

children and families, it is important to develop a better understanding of their 

aetiology and maintenance to inform evidence-based treatment. The developmental 

origins of anxiety are multi-faceted and stem from a complex interplay of biological, 

individual, and environmental factors. Anxiety tends to run in families, with research 

indicating that anxious children are more likely to have parents who experience 

anxiety (Lawrence et al., 2019). Traditional twin studies suggest that childhood 

anxiety symptoms are moderately heritable (Trzaskowski et al., 2012). This infers that 

anxiety runs in families, meaning that both genetic and environmental influences 

contribute to the development of childhood anxiety disorders.    

 

Much research has focused on identifying familial patterns of interaction that lead to 

the onset and maintenance of anxiety disorders in children. To date, this research 

has tended to focus on parenting and family factors in relation to children’s anxious 

behaviour and cognitions. However, in more recent decades there has been a shift 

to investigating family factors in relation to the domain of emotion. Anxious children 

tend to have more intense emotional reactions to situations and poor emotional 

regulation is thought to underpin the child’s difficulties (Hawes & Allen, 2016). 

Thompson (1994)  defined emotion regulation as “the extrinsic and intrinsic 

processes responsible for monitoring, evaluating, and modifying emotional 

reactions, especially their intensive and temporal features, to accomplish one’s 

goals” (pp. 27–28). Essentially, emotion regulation refers to attempts to change an 

emotional experience and can involve both behavioural and cognitive strategies, and 

can be explicit or automatic in nature (Cisler et al., 2010). There is a well-established 

link between child anxiety and emotion dysregulation (Thomson & Centifanti, 2017). 
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Research has shown that children who experience greater anxiety exhibit greater 

difficulties accessing emotion regulation strategies that were found to be effective in 

social interactions with peers, as well as lower confidence in their ability to regulate 

emotions in comparison to their non-anxious counterparts (Carthy et al., 2010).  

 

Parents play a critical role in supporting children to regulate their emotions in a 

process referred to as emotion socialization (Eisenberg et al., 1998). Previous 

research on parent emotion socialization and anxiety in children has predominantly 

focused on parents’ socialization of children’s negative emotions, such as fear, 

sadness, and anger.  The role of parents’ socialization of positive emotions, such as 

excitement and happiness, and the role these emotions might play in the aetiology 

and maintenance of childhood anxiety has mainly been overlooked (Yi et al., 2015). 

However, positive emotions are being increasingly researched in relation to child and 

adolescent psychopathology, following on from the positive psychology movement  

(Shatté et al., 2015). Positive psychology research holds great promise for increasing 

our understanding of childhood anxiety and child emotional development, and the 

potential to inform prevention and intervention work. The aim of this paper is to 

review evidence for the role of parental socialization of positive emotions in relation 

to childhood anxiety disorders. This review will synthesize theory and research on 

parent socialization of positive emotions, different methods of assessing parent 

socialization of positive emotions, key questions to be addressed in future research 

and clinical implications.  

 

Parent emotion socialization  
Parents play a crucial role in scaffolding their child’s ability to understand, recognize 

and regulate emotion from birth through childhood. Different ways that caregivers 

influence child emotion regulation include modelling responses to emotion-eliciting 

stimuli (e.g., parent’s own emotion expression and emotion regulation), the ways 

parents respond to their children’s expressions of emotion, and their discussions of 

emotions (Eisenberg et al., 1998). Finally, the broader family emotional climate may 

also influence children’s emotional development. Current theory proposes that the 

socialization of children’s positive emotions likely operates through similar pathways 
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as those for the socialization of negative emotions (Gentzler et al., 2015). Research 

examining the relationship between anxiety in children and these different forms of 

parent emotion socialization are reviewed below.  

 

Parent modelling of emotions 

Children may mirror observed responses to emotions through observation of their 

parents’ reactions during anxiety-provoking situations (Suveg et al., 2005). Parental 

modelling of emotions is a significant area of study in parental emotional 

socialization, and is heavily influenced by Bandura’s social learning theory (Bandura, 

1992). Children learn about emotions partly by observing the range of emotions 

expressed by their parents (Eisenberg et al., 1998). Social referencing, which is the 

process in which children look to their parents to interpret environmental cues, is 

seen in children as early as infancy and is a critical pathway by which children 

understand their emotional worlds  (Thomson & Centifanti, 2017). One famous 

paradigm designed to assess social referencing in infants is the ‘visual cliff’ 

experiment, where an infant is placed on the side of an optical illusion cliff and the 

mother encourages the infant to cross the cliff by using non-verbal cues (smiling and 

making hand gestures).  Infants were more likely to cross the cliff when the mother 

was encouraging. In contrast, when the mother exhibited fearful expressions, the 

infant was less likely to cross  (Sorce et al., 1985). Thus, infants used their mothers’ 

expression of emotion to guide their decision to approach or avoid the visual cliff. In 

another widely cited study examining social referencing in toddlers, Murray et al. 

(2008) found that infants of mothers with an anxiety disorder  showed increased 

avoidance of strangers between the ages of 10 and 14 months in comparison to 

infants of mothers without an anxiety disorder. The avoidance was also greater in 

children who scored higher on behavioural inhibition and this effect was mediated 

by maternal encouragement: that is, mothers with social anxiety disorder who had 

infants high in behavioural inhibition encouraged their infants the least to approach 

the stranger, whereas mothers without social anxiety disorder who had infants high 

in behavioural inhibition encouraged their infants the most. Furthermore, Denham 

et al. (1997) found that children of parents who displayed more positive affect in 

interactions with their preschool aged children displayed more social competence 
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and showed more positive affect with their peers.  Thus, parental expression of 

positive and negative emotion appears to be influenced by parental anxiety, which 

in turn influences both positive and negative outcomes for children.  

 

 An interesting subcategory of parental modelling of emotions is contagion, outlined  

by Morris et al. (2007). Studies suggest that emotion contagion begins in early infancy 

(Morris et al., 2007). Most previous research on emotional contagion has focussed 

on negative emotions. However, Morris et al., (2007) pointed out that parental 

expression of positive emotions such as happiness through smiling and laughter is 

important in emotion socialization given that shared positive affect between parents 

and children has been shown to improve attachment relationship quality 

(Mangelsdorf et al., 2000). In a longitudinal study (Planalp et al., 2017), parents of 

infants (n = 536 twin pairs) completed interviews on their infant’s temperament and 

infants were videotaped during two observational tasks designed to elicit positive 

emotions. They found that positive affect in infants was significantly associated with 

increased parent positive affect. These findings highlight the importance of the 

expression of positive affect in the family environment for the expression and 

development of positive affect in infancy through contagion.  

 

Parent responses/reactions  

Parental reactions to children's emotion expressions represent a primary mode for 

the socialization of emotion regulation in children (Shortt et al., 2010). When parents 

have supportive reactions to their children’s emotions and engage in discussions that 

assist children with opportunities to process and understand emotions, this supports 

children to learn emotion regulation skills (Morris et al., 2007). Positive child 

outcomes are associated with an ‘emotion coaching’ style characterized by parental 

encouragement of appropriate emotion expression, and a warm, accepting manner 

when responding to child distress (Morris et al., 2007).  In contrast, negative or 

passive parental reactions to children’s emotions such as sadness, are referred to as 

an ‘emotion dismissing’ style (Gottman et al., 1996). An emotion dismissing style of 

socialization has been related to poor emotion understanding, emotion 
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dysregulation and internalizing and externalizing problems in children (van der Pol et 

al., 2016).  

 

Research on parental reactions to children's emotion expression, particularly 

negative emotions, has established a link between greater emotion dismissing and 

less emotion coaching,  and anxiety in children (Hudson et al., 2008). Hudson et al. 

examined the role of parental responses to children’s positive and negative emotions 

in a sample of anxious (n = 55) and non-anxious children (n = 29). They found that 

mothers of anxious children were more likely to intrude in the child’s activity than 

mothers of non-anxious children in situations in which the child displayed a negative 

emotion (particularly anger). In terms of positive emotions, mothers of anxious 

children were less likely to intrude in the situations when the child talked about 

feeling happy. Suveg et al. (2005) also found that during parent-child discussions of 

emotion, mothers of children with an anxiety disorder (n = 26) spoke less to their 

children overall, used fewer positive emotion words and were also more discouraging 

of their children's expression of emotion than mothers of children without an anxiety 

disorder (n = 26). These findings suggest that the relationship between child anxiety 

symptoms and parental reactions to emotions may differ for children’s displays of 

positive and negative emotions, suggesting the need for more research into parents 

reactions to positive emotions.  

 

Family emotional climate 

The family emotional climate that children experience also has significant influence 

on their development and wellbeing. The emotional climate of a family is reflected 

in family relationships, the parent–child relationship, parenting styles, the 

attachment relationship, and general emotionality in the home (Darling & Steinberg, 

1993). When a  family emotional climate is negative, coercive, or unpredictable, 

children are at increased risk of becoming highly emotionally reactive (Morris et al., 

2007). In negative family emotional environments, children observe emotion 

dysregulation in their parents and may feel less emotionally secure (Cummings & 

Davies, 1996). In contrast, if children grow up in an environment that is emotionally 

consistent, where children know what to expect in terms of rules and limitations of 
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emotional expression (e.g., ‘anger is ok but hitting is not’) they will feel emotionally 

nurtured and accepted (Morris et al., 2017). Are and Shaffer (2016) found that higher 

levels of positive family expressiveness mediated the relationship between maternal 

emotion regulation difficulties and the adaptive emotion regulation of 3- to 5-year-

old children. This study highlights the potential impact of the family emotional 

climate on the socialization of positive emotion regulation in children. However, 

research has not yet been extended to its potential impact on child anxiety symptoms 

via emotion regulation.  

  

Regulation of positive emotions in anxiety in children and adolescents 
Previous research highlights the importance of positive emotion regulation in child 

and adolescent psychopathology (Breaux et al., 2022). However, most theory and 

research focuses on adolescent depression, given the evidence that depression can 

be characterized by an inability to savour and experience positive emotions (i.e., 

blunted positive emotions). Positive emotions can be regulated in a variety of ways, 

which include savouring, which is the process of up-regulating the emotion (Gilbert, 

2012) and dampening, which refers to the process of down-regulating the emotions 

(Feldman et al., 2008). Depression is most likely to have its initial onset in 

adolescence (Young et al., 2019), which may account for the focus on depression in 

the positive emotion socialization literature. Although low levels of positive affect 

are more characteristic of depression (Nigg, 2006), there is increasing evidence that 

deficits in positive emotion expression and regulation may also be important for the 

development of anxiety in children. A diminished capacity for positive emotion 

(anhedonia) is a symptom underlying many forms of psychopathology, including 

social anxiety disorder (Kashdan & Steger, 2006).  

 

There is increasing evidence that dysregulation of positive emotions is linked to 

anxiety disorders and internalizing disorders in children and adolescents (Gilbert, 

2012). One study found that adolescents with an anxiety disorder were found to 

exhibit dysregulated positive emotion and decreased savouring of positive 

experiences, and were less likely to pay attention to positive experiences in 

discussions in comparison to their less anxious counterparts (Eisner et al., 2009). 
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Furthermore, young adults without an anxiety disorder were found to rate happy 

faces as happier in comparison to young adults with an anxiety disorder, as well as 

showing greater attention to positive faces (Frenkel et al., 2009). Children with an 

anxiety disorder have also been shown to experience less positive affect, greater 

anxiety and cardiovascular arousal following an experimental stress induction (Cisler 

et al., 2010), while anxious adolescents report experiencing less daily happiness 

(Gilbert, 2012). Thus, existing evidence suggests that dysregulation of positive 

emotion may play a role in the aetiology and maintenance of childhood anxiety. 

 

In the context of parenting, expressing positive emotions allows parents to signal 

warmth and promote affiliation, to show responsiveness to their child’s needs, and 

promotes their child’s competence in social settings (Harker & Keltner, 2001). There 

is substantial evidence that supports the view that parental responses to emotions 

have a lasting impact on children’s emotional regulation (Leerkes & Bailes, 2019). 

Parents who have difficulty in regulating their own emotional reactions can 

negatively impact children’s ability to form positive social relationships and learn to 

regulate their own emotions, as well as increasing their vulnerability for child 

psychopathology, including anxiety disorders (Lunkenheimer et al., 2020).   

 

Parental socialization of positive emotions and anxiety in children 
Parents play a key role in socializing their children to positive emotions from early 

infancy. There is growing evidence that warm and supportive parental responses to 

children’s positive emotions are associated with children’s psychosocial adjustment 

(Breaux et al., 2022). Denham and Kochanoff (2002) found that parent–child 

conversations about positive emotions that were characterized by the acceptance of 

positive emotional expressions were associated with better emotional 

understanding in preschoolers, and more teacher-rated positive social behaviors 

(e.g., likability and friendliness) among third-grade children (McDowell et al., 2000). 

Therefore, these early studies suggest a link between parent socialization of positive 

emotions, children’s emotional understanding, and childhood anxiety.  
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Research has chiefly established a link between parents’ socialization of positive 

emotions and anxiety in older children and adolescents (aged 8 years and older). 

Parents’ encouragement of adolescents’ positive emotions has been linked to higher 

levels of independence and better emotion regulation among adolescents during 

interpersonal conflict (Ladouceur et al., 2002). A cross-sectional study conducted by 

Suveg et al. (2008) investigated whether parent and child gender were associated 

with parent socialization of emotion among children aged 8-12 years diagnosed with 

an anxiety disorder (n = 26) and without an anxiety disorder (n = 26). Both parents 

and children participated in an emotion discussion task where they each discussed 

for five minutes a situation where the child was happy, angry, and anxious. Both 

mothers and fathers of sons without an anxiety disorder used more emotion words 

in the discussion of an anger-inducing situation compared with parents of sons with 

an anxiety disorder, however there were no group differences for parents of girls 

during anger discussions. While there were no differences in the amount of emotion? 

words spoken by parents and children with and without an anxiety disorder in the 

happiness discussion, children with anxiety disorders showed lower levels of positive 

emotions overall during the parent-child emotion discussions. Thus, evidence to date 

provides support for a relationship between parental socialization of positive 

emotions and anxiety in children and adolescents but also suggests that parental 

responses to emotion may differ for boys and girls. 

 

Katz et al. (2014) found that parents of adolescents experiencing internalizing 

symptoms were more likely to dampen (e.g., criticise emotion) their adolescents’ 

positive emotion expressions in comparison to the parents of adolescents in the 

healthy control group. Luebbe et al. (2014) found that adolescents experiencing 

internalizing symptoms had difficulties maintaining and up-regulating positive 

emotion experiences with their parents during four parent child interaction tasks 

designed to elicit different emotions, including happiness. More recently, Lougheed 

et al. (2020) showed a significant relationship between parental dismissal of positive 

emotions, and adolescent social anxiety symptoms in a community sample of 

mothers and their daughters aged 13 to 16 years (n = 96). Specifically, during a 

positive interaction context, mothers whose daughters showed higher levels of social 
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anxiety symptoms expressed positive emotions during an ‘emotional rollercoaster’ 

task, which involved a series of five discussions of emotions mother and daughters 

felt towards each other, but this positive emotion expression was not reciprocated 

by their daughters. Daughters experiencing higher social anxiety symptoms found it 

more difficult to discuss positive emotions in comparison to negative emotions. 

Moreover, daughters experiencing lower levels of social anxiety were more likely to 

lead the expression of positive emotions in a task which required a discussion about 

events which made them feel worried or scared, which suggests that higher levels of 

social anxiety made it difficult for daughters to buffer the impact of past anxiety-

provoking events by expressing positive emotions.  

 

To date, most research on parent emotion socialization has focused on mothers 

(e.g.Gerhardt et al., 2020; Lougheed & Hollenstein, 2016), with few studies including 

fathers. Past studies have found that mothers and fathers may differ in their 

responses to daughters’ and sons’ negative emotions (Chaplin & Aldao, 2013). This 

may be due to cultural and societal expectations of children’s displays of emotions, 

such as research suggesting that mothers are more involved than fathers in 

socializing their children to different emotions (Klimes-Dougan et al., 2007). One 

prospective study looking at gender differences in parental response to emotions 

found that paternal reward of positive emotion was indirectly positively associated 

with greater young adult life satisfaction via greater positive emotional experience 

and interestingly, this finding was not the same for mothers (Ramakrishnan et al., 

2019). This shows that mothers and fathers may play unique roles in the socialization 

of their children’s positive emotions. The possibility that mothers and fathers of 

anxious children differ in their socialization of positive emotion depending on their 

child’s gender has yet to be investigated.  

 

Cultural differences in parental emotional socialization of emotions  

Given that most psychological research is conducted in middle to high income, White 

samples, it is important to acknowledge that the existing research evidence might 

not be applicable to more ethnically diverse communities. Raval and Walker (2019) 

proposed a framework that extends the original parent socialization theory proposed 
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(Eisenberg et al., 1998) to include cultural factors that may explain the variation in 

caregiver emotion socialization and child socio-emotional functioning in different 

ethnic and minority groups. Although there does not appear to be any studies 

examining cultural differences in parental socialization of positive emotions, there is 

emerging evidence of cultural differences in parents coaching of negative emotions. 

The link that has been established between negative youth outcomes and parents’ 

non-supportive socialization of emotions in predominately White samples, has not 

established a significant association with poor child and adolescent mental health 

among Black families (Dunbar et al., 2022) or Asian families (McCord & Raval, 2016). 

Different cultures hold different cultural beliefs about emotional expression, and 

differences in the socialization of positive emotions not surprising. For example, one 

recent study looking at adults found that Europeans tended to savour positive 

emotions and Asians tend to dampen positive emotions (Ma et al., 2018). To the best 

of my knowledge, there is currently no cross-cultural research looking at parental 

socialization of positive emotions. Research on cross-cultural differences in parent 

socialization of positive emotion is important to inform culturally sensitive 

interventions that draw on emotion socialization theory and research. Examining the 

role of parent socialization of positive emotions is particularly critical in cultures 

where individuals tend to dampen or minimize positive emotions, as is often the case 

in Eastern cultures (e.g., Raval et al., 2018). Furthermore, findings of parental non-

supportive, or dampening  responses such as ignoring or suppressing youth negative 

emotions (e.g., anger) being either beneficial or unrelated to youth emotional 

outcomes within Black (Dunbar, Lozada, et al., 2021) and Latinx families (e.g., Lugo-

Candelas et al., 2015; Pintar Breen et al., 2018), may not extend to parental 

socialization of children’s positive emotions. It is important for future research to 

examine cultural differences in parental beliefs about positive emotion expression, 

norms concerning positive emotions, and the expression and the regulation of 

positive emotions in children from different cultural and minority groups.   

 

Measurement of parental socialization of positive emotions  
There is currently only a limited number of measures that assess parent emotion 

socialization of positive emotions. Different methods to assess parent socialization 
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of positive child emotion include observational coding of parent emotion labels, 

emotion-related behaviours, and references to emotion causes during parent-child 

interaction tasks, and questionnaires assessing parental modelling and coaching of 

positive emotion regulation.  

 

Parent-Report Questionnaire Measures 

The Parents’ Responses to Children’s Positive Events Survey (PRCPE; Gentzler et al., 

2015) assesses different parental responses to child positive affect (PA) in response 

to five hypothetical positive events that children may have experienced. The PRCPE 

was designed for children aged 7 to 12 years. It has three scales that assess parent 

coaching, dismissing, and bragging of emotions. An example scenario is: “Your child 

comes home from school and just found out that he/she received an A in his/her 

most difficult class in school. Your child has been working hard for weeks.” Following 

each vignette, parents rate how likely they would be to respond by rating responses 

on a 5-point scale (0 = not at all, 4 = very likely). This measure has shown good 

reliability and validity with Gentzler and colleagues (2015) reporting how parents’ 

coaching of children’s savouring and dampening using the PRCPE was correlated in 

expected ways with parents’ reports of their responses to children’s PA displays 

(Ladouceur et al., 2002). Halberstadt et al. (2013) developed the Parental Beliefs 

About Emotions (PBACE) which is a 33-item questionnaire including a section that 

assesses the extent to which parents value their child’s positive emotions. The PBACE 

is designed for parents of children aged between 4-10 years old. It comprises three 

scales: ‘positive emotions are valuable’, ‘negative emotions are valuable’ and 

‘emotions are dangerous’. An example scenario assessing the first subscale including  

positive emotions is: ‘It’s important for children to be able to show when they are 

happy’. Parents are asked to rate responses on a 6-point  scale (1= completely 

disagree to 6=completely agree). The PBACE has good construct validity and internal 

reliability across a diverse sample (Halberstadt et al., 2013). Another questionnaire 

used to assess parents’ socialization of positive emotion is the vignette-based 

Parents’ Reactions to Children’s Positive Emotions Scale (PRCPS; Ladouceur et al., 

2002), which assesses parents’ likelihood of having certain reactions to their 

children’s (4-8 years old) positive emotions in 12 scenarios, in which children are 
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likely to experience positive emotions such as joy, pride, excitement, and curiosity. 

An example vignette is: ‘If we are in a store and my child curiously touches some of 

the objects, I would:’. Optional answers are then given to the parents including: ‘let 

my child explore’. The construct validity of the PRCPS has been established by 

significant correlations between its subscales. For example,  Gentzler and colleagues 

(2008) analysed the encouragement subscale individually (α = 0.67) and aggregated 

the other three subscales to create a discouragement scale (α = 0.87)  which was 

similar to what other research found (Yap et al., 2008).  

 

Observation of Parent-Child Interaction 

Observation of parent-child interaction was the most frequently used method found 

to assess parent socialization of positive emotion in the search of the literature. 

Suveg et al. (2008) used an emotion discussion task where parent-child dyads 

discussed for five minutes each a time when the child was happy and the discussions 

were recorded and coded for explanatory discussion of emotions, overall emotion 

expression during the discussion, and frequency of emotion words used. Pate et al. 

(2020) evaluated the quality of maternal talk during mother–child discussions 

concerning shared emotional events (one of the three scenarios was about an event 

where the child felt happy) and how it related to emotional competencies (ability to 

identify emotions, perspective-taking regarding the emotions of others, 

understanding the causes of emotions), with separate count variables for frequency 

of expressions of positive and negative emotions. In an intervention study aimed at 

reducing externalizing symptoms in children, Loop et al. (2017) used the Emotional 

Responsiveness Parental Scale, which is a scale assessing parents' socialization 

practices by coding parents responses to children’s emotions in free play and a task 

designed to elicit frustration in children, to assess parent socialization practices of 

positive emotions. Finally, Smit et al. (2022) used observational coding to examine 

intervention effectiveness on children’s positive emotion displays (i.e., the 

proportion of intervals in which the child displayed laughter, smiles, or jokes) during 

parent-child discussion about a challenging situation that the child experienced in a 

sample of children with a diagnosis of ADHD.  
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Lougheed et al. (2020) asked mothers and teenage daughters to engage in an 

emotion  discussion task (SPAFF5; (Lougheed & Hollenstein, 2016). Five mutually 

exclusive SPAFF5 codes were adapted specifically for the study, representing an 

adaptation of the original SPAFF5 codes. SPAFF5 codes capture emotional tone based 

on facial expressions, body language, and verbal characteristics. The five SPAFF5 

codes comprised of an aggregation of original codes and consisted of the following 

categories: (1) Positive Emotions (humour, joy, and affection); (2) Interest; (3) 

Neutral; (4) Internalizing Negative Emotions (e.g., fear, sadness); and (5) Externalizing 

Negative Emotions (e.g., contempt, anger). Lunkenheimer et al. (2020) applied a 

coding scheme to assess positive expressed emotions during challenging problem-

solving tasks completed by preschool-aged children and their parents. Examples of 

positive emotions included; warm physical contact, smiles, shared eye contact, and 

positive vocal inflection. Coders watched videos of the interactions and at each 

interval, ‘none’, ‘low’ or ‘high’ depending on whether positive emotions were 

observed.  

 

Given the varied findings on parent socialization of positive emotion in relation to 

child anxiety symptoms, it is clear that a multimethod approach is vital. This includes 

a range of methodologies, including family observation, and questionnaires to assess 

both parent socialization behaviours, consistent with the Research Domain Criteria 

initiative and recent calls for multi-method assessment of caregiver social processes 

(King et al., 2021).  Furthermore, it would be beneficial to have a standardised 

positive emotion coding interview, family observation tasks and coding schemes for 

positive emotion socialization, as all past studies used different interviews created 

specifically for their research, making cross-study comparisons difficult. Another 

method of assessing parent socialization of emotions is the use of story stem and doll 

play assessments which have been found to be a valid measure of children’s feelings, 

behaviours, and ‘construction of reality’ (Holmberg et al., 2007). Finally, a recent 

paper used the Electronically Activated Recorder (EAR), which is placed in the family 

home as a way to unobtrusively observe family interactions, to assess the emotional 

tone of the family  (Stoop & Cole, 2022).  
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Interventions for parental socialization of positive emotions   
There are multiple prevention and intervention programmes targeting parent 

socialization of emotion, but most are focused on child externalizing problems or 

exclusively aimed at improving child emotional competence, rather than trying to 

improve competence via change in parenting practices. Furthermore, in a recent 

review, Breaux et al. (2022) did not find any interventions targeting parent emotion 

socialization in positive emotions for internalizing problems. Interventions targeting 

parents’ emotion socialization of emotions, including positive emotions, has been 

added to Parent–Child Interaction Therapy (PCIT-ED) (Chronis-Tuscano et al., 2016), 

which has shown early promise as a treatment approach of emotion regulation of 

children with attention-deficit/hyperactivity disorder (ADHD). In a small open trial, 

PCIT-ED families reported decreased child depressive symptoms and behavioural 

problems post-treatment (Lenze et al., 2011). Another study added an emotion 

socialization module to an existing evidence-based treatment for managing ADHD 

(Behavioural Parent Training; (Herbert et al., 2013), which included the socialization 

of positive emotions. Results provided support for the effectiveness of this parenting 

program for a significant reduction in parent-reported attention-deficit hyperactivity 

disorder (ADHD) symptoms and associated behavioural problems in preschool-aged 

children. Similarly, some early work supports the addition of an emotion socialization 

focused module to Parent–Child Interaction Therapy for treatment of preschool 

depression (Lenze & Wetherell, 2022). An Emotion Enhanced Triple P (EETP) module 

has been added to the Triple P framework, based on emotion coaching theory 

(England-Mason & Gonzalez, 2020). In a randomized controlled trial (RCT), EETP was 

offered to parents of preschool aged children with early emerging symptoms of 

conduct disorder (n = 18). This study reported that at a 4-month follow up, parents 

demonstrated increased emotion discussion (i.e., emotion coaching statements, 

labelling and describing causes of emotions) during parent-child emotional 

reminiscing conversations (Salmon et al., 2014). However, in comparison to group 

Triple P, no significant differences relating to the child’s behaviour problems post-

intervention were found.  
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Another programme that teaches parents skills in emotion socialization is Tuning in 

to Kids (TIK; (Havighurst et al., 2010). The TIK program is an emotion-focused group-

parenting programme, and has been shown to be efficacious in improving parents’ 

emotion socialization and child emotional competence and reducing parent mental 

health difficulties and child behaviour problems (Duncombe et al., 2016; Havighurst 

et al., 2013; Havighurst et al., 2010). There are also adapted versions of this 

programme for toddlers (Tuning in to Toddlers) and teenagers (Tuning in to 

Teenagers). All of these programmes have had positive outcomes both in terms of 

improving parental emotion socialization practices and children’s emotional 

regulation when assessed in RCTs in comparison to waitlist controls (Havighurst, 

2010). In terms of positive emotions, the TIK program has been shown to improve 

children’s positive emotions, including their emotion vocabulary for positive emotion 

words (Havighurst et al., 2015).  

 

Shortt et al. (2014) conducted a pilot study of an emotion-focused intervention for 

mothers who have been in prison prior to reunification with their children after their 

release from prison. The Emotions Program was based on Dialectical Behaviour 

Therapy (Linehan et al., 2007) and TIK (Havighurst et al., 2010),  with nine sessions 

focused on teaching mothers emotion regulation and six sessions targeting emotion 

coaching skills in negative emotions. In their sample (n=47) of children at risk of 

aggressive behaviour, some were randomly assigned to an intervention group (n=29) 

and others a comparison group (n=18).  Significant reductions in parent-reported 

youth internalizing and externalizing behaviour difficulties as well as improved affect 

regulation in youth were reported in the treatment group compared to the 

comparison group. Katz et al. (2020) developed an emotion coaching (EC) 

intervention for families who experienced interpersonal violence. This group was a 

12-week skills-based EC group and results found that, relative to children of mothers 

in the waitlist condition (n = 27), children in the sample (n=25) experienced less 

depression and decreased negativity in mother-child interactions. Although these 

studies did not specially target positive emotions, it shows promising evidence that 

parent emotion socialization interventions can be used in a range of settings with 

positive outcomes for vulnerable groups. Smit et al. (2022) examined the effect of 
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the Parental Friendship Coaching intervention, which teaches parents how to coach 

their children who have a diagnosis of ADHD in friendship skills using an emotion 

socialization framework. This intervention included sections on positive emotion 

socialization such as praise and warmth of positive emotion displays. At follow up, 

results found that parents provided more emotion strategies, praise and warmth, 

and children showed less withdrawn/depressed behaviour (Smit et al., 2022). 

However, this study did not find improvements in child positive emotions displayed, 

indicating that more research is needed in the area.  

 

Overall, existing evidence suggests that interventions either solely focused on 

emotion socialization or including a treatment component targeting parental 

emotion socialization can lead to improved coaching, less dismissing and better 

mental health outcomes for children and adolescents. A greater understanding of the 

role of parent socialization of positive emotions in relation to child anxiety will enable 

the development of effective prevention and treatment strategies. A parent emotion 

socialization-based treatment could either be delivered on its own as part of a 

universal prevention programme for anxiety, or form an additional component to 

existing evidence-based treatments, such as cognitive behavioural therapy (CBT), in 

clinical samples of anxious children and adolescents.  

 

Future directions and conclusions  
There is a greater need for consideration of positive emotions in the development of 

childhood anxiety, including contextual factors that shape emotion regulation in 

childhood, such as parent socialization. This review is the first of its kind to synthesize 

theory and evidence for parental socialization of positive emotions and links to 

childhood anxiety. Although research in this area is in its infancy, existing evidence 

suggests that there is a link between parent emotion socialization and anxiety 

symptoms in childhood and adolescence (e.g., Lougheed et al., 2020; Suveg et al., 

2008). More research is critically needed on parent socialization of positive emotions 

in the context of clinical populations including longitudinal research to examine 

bidirectional effects. A greater emphasis on the development and validation of 

methods to assess parent socialization of positive emotion is needed to facilitate 
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research, particularly approaches that incorporate child perspectives (e.g., story 

stem/doll play) and family observation methods that capture parent and child 

behaviour in different contexts. Furthermore, recent theory has highlighted that 

emotional socialization has mainly looked at emotional regulation in the context of 

parent-child dyads and has suggested the potential usefulness in studying emotion 

regulation as family-level processes that unfold across multiple family subsystems 

(Paley & Hajal, 2022). Future research would also benefit from examining in more 

details the mechanisms as to why child anxiety and parent socialization of emotions 

might be linked. Finally, future research on the role of parent socialization of positive 

emotion is needed with a greater diversity of caregivers, family structures, and 

cultural backgrounds.  
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Introduction 
Background 

A mental health crisis is defined as someone experiencing a period of acute 

psychological distress (Hasselberg, Gråwe, Johnson, & Ruud, 2011). A crisis can 

include someone who is experiencing mental health problems for the first time or a 

sudden deterioration of existing mental health problems. A crisis can be 

characterised by one or multiple of the following; overwhelming stress, emotional 

disturbances, vulnerability, breakdown in coping, somatic symptoms, disorganisation 

in functioning, reduced defensiveness, hopelessness, helplessness, entrapment, 

defeat, cognitive biases and thought disturbance (O’Connor & Nock, 2014). Crisis 

Resolution Teams (CRTs) aim to offer an alternative to hospital admission during 

mental health crisis, providing rapid assessment, home treatment, and facilitation of 

early discharge from hospital. Crisis Resolution Teams (CRT) can work with a full 

spectrum of difficulties and diagnoses (Carpenter, Falkenburg, White, & Tracy, 2013). 

Rather than being led by diagnosis, it is therefore recommended that CRTs focus on 

a mental health crisis.  

 

The first CRT model was developed in Australia in the early 70’s and this informed 

the development of the UK model. CRTs were implemented nationally in England 

following the NHS Plan (2000) based on the original Australian model and examples 

from other countries, such as the US (Johnson et al., 2005). This roll out represented 

an attempt to find a nationwide solution to a perceived “crisis in acute care” (Appleby 

2003), defined by extremely high rates of inpatient bed occupancy and widespread 

dissatisfaction with acute care.  In 2000 few areas had such teams, a decade later 

they were available in every trust in the country and several thousand mental health 

professionals were employed within them.  

 

Since the implementation of CRTs, there is little empirical evidence about what 

makes a CRT more or less effective (Wheeler et al. 2015). There is some support for 

longer opening hours (Glover, Arts, & Babu, 2006) and home-based treatment 
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(Hasselberg et al., 2011) as potential indicators of effective crisis teams. More recent 

NHS government guidance recommended that CRTs should be multi-disciplinary and 

able to provide medical, psychological and social interventions and should provide 

an easy access, rapid response, 24 hour service (Lloyd-Evans et al., 2017). Some single 

RCTs provide some evidence that CRTs can reduce the number of hospital 

admissions, increase service users’ satisfaction and cut the cost of services.   In  a  

randomized  controlled  trial  in the  London  Borough  of  Islington,  Johnson et al.  

(2005) reported  that  the  availability  of  crisis  resolution  was associated  with  a  

reduction  in  the  admission  rate  from 59% to 22%. However, overall reductions in 

admissions are not reported across the board and model implementation and 

outcomes across the NHS can vary considerably (Wheeler et al., 2015). Recurrent 

criticisms from service users have included: poor accessibility to CRT care; poor 

continuity of care; and a narrow medical focus and lack of choice regarding 

interventions provided to service users (Hopkins & Niemiec, 2007; Lyons, Hopley, 

Burton, & Horrocks, 2009). Therefore, there is a gap in the literature examining the 

effectiveness of crisis teams.  

 

Psychologists in CRTs  

Despite recommendations from the British Psychological Society (BPS), the Home 

Treatment Accreditation Team (HTAS), The Mental Health Policy Implementation 

Guide (MHPIG) and NICE guidelines (DoH, 2001), clinical/practitioner psychologists 

are not an essential requirement and many CRTs in the UK do not have access to 

clinical psychologists. In their study of 243 crisis teams across the UK, Onyett and 

colleagues (2008) found that only 8% of services had a clinical psychologist on their 

team, and the average time a psychologist was employed on the team was for only 

half a day per week. This study did not examine whether the team had access to 

consultation or training from a psychologist.  

 

A psychologist working in a CRT can play many different roles, from direct work with 

service users through to indirect work such as offering consultation, staff support and 

service level developments and research. The MHPIG recommends four phases of 

CRT work: Assessment, Planning, Intervention and Resolution. At each of these 
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phases, psychologists can draw on their skills and knowledge in applying 

psychological principles to the service user’s care. The psychologist has a role in 

teaching and training, for both psychologists and non-psychologists in the team. This 

can help staff feel empowered and supported in the delivery of psychological 

interventions (BPS, 2008). A Sainsbury report (2006), notes that a common criticism 

of CRTs is that ‘some CRHT teams offer little more than medication monitoring’ 

(p.18). Given that over 90% of crisis teams did not have access to a psychologist in 

2008 (Onyett et al., 2008), this is no surprise. In order to improve the effectiveness 

of team outcomes, the report suggested that ‘CRHT staff must engage properly with 

people on their caseload’ (p.19) and ‘should spend time talking to service users and 

their social networks’ (p.19). Both strong leadership and continuous training and 

development are deemed vital if CRT teams are to fulfil their therapeutic potential 

and maximise their effectiveness. Therefore, similar to the report by the British 

Psychological Society (2008), the author propose that the position of a psychologist 

should be a requirement in crisis teams.  

 

Psychological Interventions in CRTs 

A psychological intervention can give a person the tools or understanding to better 

manage their problems and support them to reduce their distress. There is some 

evidence to suggest that psychological interventions offered to service users in a 

crisis can have an impact on hospital admissions and patient satisfaction (Wheeler et 

al., 2008). One large scale study found that psychological interventions for service 

users by crisis staff was related to lower hospital admissions in an NHS Trust 

(Brynmor Lloyd-Evans et al., 2019). Furthermore, psychological interventions can 

help prevent future crisis and hospital admissions (Sullivan, 2018). 

 

One recent study looked at the feasibility of delivering a Comprehend, Cope, and 

Connect (CCC) model, a third wave Cognitive Behavioural Therapy approach to clients 

in crisis by a clinical psychologist or a psychologist practitioner (Bullock, Whiteley, 

Moakes, Clarke, & Riches, 2020).  They found that a single-session CCC was feasible 

and acceptable in acute and crisis psychology and found a significant increase in 

positive mood and patients reported moderate-high helpfulness of the service post-
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intervention. This single session was delivered by a clinical psychologist, a trainee 

clinical psychologist or an assistant psychologist. The authors also recommend that 

it would be feasible for clinical psychologists to supervise and train multidisciplinary 

staff in this intervention. Given that people may only be involved with the crisis team 

for short amounts of time, and long-term therapy does not fit the model, this study 

shows the feasibility of offering brief interventions, even if the client is only under 

the care of the crisis team for a couple of days. Although they had a relatively small 

sample size (n=23), studies like this one are important in beginning to identify specific 

psychological interventions that may be feasible for crisis teams to offer.  

 

There is some evidence that the psychological interventions offered vary across 

diagnosis and gender. One study looking at 8 crisis teams and a sample of 680 service 

users in Norway found that patients with depression received the longest treatments 

and showed most improvement in crisis (Hasselberg et al., 2011). Furthermore, 

patients with psychotic symptoms and substance abuse problems received the 

shortest treatments, showed least improvement, and were most often referred to 

other parts of the mental health services. There is also some research to suggest that 

women are more likely to ask for and receive psychological interventions than men, 

who are more likely to receive medication (Kung, Pearson, & Liu, 2003).  

 

Despite limited research highlighted above, more research is necessary to look at the 

applicability and effectiveness of psychological interventions across crisis teams 

(Bullock et al., 2020) as there remains a limited consistent psychological model for 

working with people in CRTs (Sullivan, 2018).  A recent large-scale study aimed to set 

out guidance for measuring psychological interventions and their effectiveness in 

crisis teams.  The Crisis resolution team Optimisation and RElapse prevention (CORE) 

study carried out in University College London (UCL) was funded by the national 

institute of clinical excellence (NICE) and aimed to improve the standard of support 

offered to users of CRTs (Lloyd-Evans et al., 2019).  A detailed survey of 75 CRTs (both 

staff and service users) was carried out, and the evidence derived from this was used 

in the development of a resource pack. The resource pack supported teams to adhere 
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to principles of best practice, measured by a fidelity scale. This scale was designed as 

a standard that crisis teams should adhere to.  

 

This study will focus on psychological interventions offered to service users referred 

to crisis team. To the author’s knowledge, there has not yet been a published paper 

examining psychological interventions offered by CRTs. 

 

From their research, the CORE study recommended that >30% of service users should 

be offered psychological intervention (Item 17c, CORE scale). The rationale for the 

present audit is to investigate whether services are meeting criteria, as set out by the 

CORE standard, for psychological interventions offered to clients referred to the crisis 

teams.  

 

Consultation with the team 

This service project was conducted in Avon and Wiltshire Mental Health Partnership 

Trust (AWP), which is a large mental health trust covering both rural and urban areas 

serving a population of 1.6 million people.  The trust has nine crisis teams which are 

organised geographically across the region. The initial research idea came from the 

CORE study, which was brought to the authors attention by a local psychologist who 

worked in a crisis team. Following a brief literature search into psychological 

interventions in crisis teams, it was clear that there was very little research in the 

area and little structure or guidance on how to audit psychology in crisis teams, 

despite it being highlighted as an important component. After multiple consultations 

with the psychologist supervisor, who was the only psychologist in the team, it 

became clear it would be interesting and helpful to find out whether other staff 

members were providing psychological interventions to patients, especially because 

the psychologist had provided training to the team in the past at a more local level. 

It was decided that this study would stretch across two crisis teams, and multiple 

meetings were held between teams to consider how the work load could be divided 

up. The main aim of the present paper is to look at psychological interventions in 

individuals. Using the same data collection, another clinical psychology trainee has 

written a paper about psychological interventions provided to families. 
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Initially it was planned that the audit would look only at patients with a diagnosis of 

psychosis spectrum disorder, however, it was then decided that it would be 

interesting and more helpful for the team to look at different psychological 

presentations to get a picture of whether people were offered different 

interventions. Given the results from the CORE audit indicating that a psychologist 

should be present in a crisis team, it was agreed that we would audit crisis teams 

which had access to a psychologist.  Furthermore, the crisis team staff also shared 

they would be interested to know what types of interventions were provided, to get 

an idea on potential areas where staff could be further trained. On consultation with 

the psychologist, the team manager, and the AWP QI team the researchers 

developed the aims below: 

 

Aims  

This audit has three primary aims:   

1. To assess what percentage of service users referred to two separate crisis 

teams are offered psychological interventions 

2. To explore the types of psychological interventions offered to clients by two 

separate crisis teams 

3. To explore the reasons why some service users are offered psychological 

interventions.  

Method 
Trust approval 

This service project was approved by AWP Quality Improvement (QI) team on 21st of 

January 2020. This involved liaising with the QI team and submitting an ethics form.  

 

Design 

A retrospective audit of practice was completed. This was done by reviewing a 

random sample of referrals to the Bath and Bristol crisis teams over a period of 3 

months.  
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The audit was based on item 17 of the CORE study. This item recommends that 

individual psychological interventions provided by crisis teams should be measured 

by the following instructions: 

‘Score based on case note review - Brief psychological interventions are broadly 

defined for criteria C. Examples include: cognitive behaviour therapy, solution- 

focused therapy, family therapy, motivational interviewing, mindfulness therapy, 

structured coping strategy enhancement, use of mood or activity diaries, structured 

problem solving; use of manualised programmes e.g. for anxiety management or 

sleep management.’ 

Furthermore, item 17 A states that a crisis team must include a qualified psychologist 

practitioner or accredited CBT therapist at least 0.4 of the full-time equivalent who 

sees CRT service users and offers training to staff. 

 

Participants  

60 service users (30 from Bath and 30 from Bristol services) who were referred and 

accepted to the crisis team during the three-month period were included in the 

study. Participants were chosen by the crisis team administrator. The administrator 

was asked to provide a sample of names that were under the crisis team during that 

period. The administrator was blind to the reasons for the study and therefore any 

bias was not present. The data collection began in March 2020. Due to the impact of 

the COVID-19 pandemic the administrator was unable to provide more participants 

and total randomization was not possible. The sample was composed of twenty-six 

females and thirty-four males. The sample age range was between 18-86, with the 

mean age being 40.2. The sample had forty-three people from a White British 

background, two people who were identified as Black British, five who were 

identified as any other white background, one former USSR, one mixed race and eight 

who did not have their ethnicity identified on their clinical notes.  

 

Defining ‘psychological interventions’  

In the CORE study there is not a clear definition for what ‘psychological interventions’ 

includes. Given that a psychological intervention is a broad term, this study used a 

list of key words taken from the Standards for the Home Treatment Teams 
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Accreditation scheme (2017) and from the CORE study to include as many 

interventions as possible as defined by the current literature. Following a review of 

the literature, this appears to be the most comprehensive standard for defining 

psychological work in CRTs.  Please see appendix for the full list.  

 

Audit tool  

An audit tool was devised for the purpose of this audit. The audit looked at the 

following areas (please see appendix for copy of the audit tool):  

• Clients referred to the crisis team and accepted on to the caseload  

• Clinical assessment and documentation of:  

1. Referrals to the crisis team 

2. Age, gender, ethnicity, and diagnosis (if any) of the client  

3. Whether a client was offered psychological intervention by the crisis 

team 

4. Where clients received psychological intervention, what type of 

psychological intervention they were offered  

5. A separate ‘other’ box of qualitative information gathered during the 

audit (e.g., whether the client was referred onwards or signposted 

elsewhere for psychological interventions) 

Results   
The aim of the study was to find out whether the services were meeting the minimum 

standard of having 30% of referrals offered and given psychological interventions by 

crisis team members of staff. Across the sample of 60 clients, it was found that 43% 

of the clients were offered psychological interventions. Of the 30 audited from the 

Bristol team, 11 (37%) of clients were offered psychological intervention and of the 

30 audited from the Bath team 15 (50%) of clients were offered psychological 

intervention (see Table 1).  

 

When looking at gender differences, 50% of females in the total sample were offered 

psychological intervention and 38% of males were offered psychological 

intervention. In both teams females received more psychological interventions 

compared to males (in Bristol 43% of females and 31% of males were offered 
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psychological interventions and in Bath 58% of females and 44% of males were 

offered psychological interventions).  

 

When looking at diagnosis codes, 62% of adults with a diagnosis of a mood disorder 

were offered psychological interventions, and 20% of adults with a diagnosis of 

psychosis spectrum were offered psychological interventions. Across the two 

services, there were 8 clients who had a diagnosis code of paranoid schizophrenia 

and none of these clients were offered psychological interventions.  

Table 1 Breakdown of participant demographics gathered from the audit 

Sample Demographics  Bath Bristol Total 
Age     

Range 18-71 19-86 18-86 
Mean 37.2 43.3 40.2 

Ethnicity    
White British  24 (80%) 19 (63%) 43 (72%) 

Any other white 2 (7%) 3 (10%) 5 (8%) 
Former USSR 0 1 (3%) 1 (2%) 

Mixed 0 1 (3%) 1 (2%) 
Black British 2 (7%) 0 2 (4%) 

Not Specified 2 (7%) 6 (20%) 8 (13%)  
    

Gender    
Female 14 (47%) 12 (40%) 26 (43%) 

Male  16 (53%) 18 (16%) 34 (57%) 
    

Table 2 Breakdown of individuals offered psychological interventions 

 Bath Bristol Total Sample 
Individuals Offered 
Psychological Interventions 

   

Yes 15 (50%) 11 (37%) 26 (43%) 
No 15 (50%)  19 (63%) 34 (57%) 

    
Families / Carers Offered 
Psychological Interventions 

   

Yes 8 (27%) 5 (17%) 13 (22%) 
No 22 (73%)  25 (83%) 47(78%) 

    
Gender     

Female    
% of females offered individual 

Psychological interventions 
7 (58%) 6 (43%) 13 (50%) 
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Male    
% males offered individual 

Psychological interventions 
8 (44%) 5 (31%) 13 (38%) 

    
Diagnosis Codes  
(number offered individual 
psychological interventions) 

   

Not specified  10 (5 {50}%) 17 (6 {35%}) 27 (11 {41%}) 
Psychosis/Schizophrenia 8 (2{ 25%}) 2 (0 {0%}) 10 (2 {20%}) 

Mood Disorders 7 (5 {7%}) 6 (3 {50%}) 13 (8 {62%}) 
Personality Disorders 4 (2 {50%}) 1 (1{100%}) 5 (3 {60%}) 

Anxiety Disorders  1 (1 {100%}) 2 (0) 3 (1 {33%}) 
Substance Abuse 0  1 (1 {100%}) 1 (1 {100%}) 

Organic Disorders  0 1 (1 {100%}) 1 (1 {100%}) 
 

The audit looked at the types of individual psychological interventions that were 

offered to clients (see figure 1 and 2 below). In Bristol the most common type of 

intervention offered was stress management and eight clients were offered this. Two 

clients were offered psycho-educational approaches and one client was offered a 

cognitive behavioural therapy approach by the crisis team. In the Bath team, some 

clients were offered more than one type of approach. It was found that seven clients 

were offered psycho-social approaches, five clients were offered stress management 

approaches, four clients were offered psychoeducational approaches and two clients 

were offered problem solving as a psychological intervention.  

 

 
Figure 1 Types of psychological intervention offered in Bristol 
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Cognitive Behavioural Therapy (CBT)
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Therapy (DBT) and Mindfulness-Based
Cognitive Therapy (MBCT)

Psycho-educational approaches

Stress management (grounding, relaxation,
de-escalation, breathing)

Types of Individual Psychological 
Interventions Bristol
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Figure 2  Types of psychological interventions offered in Bath 

Discussion 
The primary aim for the audit was to identify what percentage of the sample were 

offered psychological interventions. Over the two crisis teams, and sample of 60 

clients, 43% of these clients were offered psychological interventions by crisis team 

staff, as measured by the audit tool. These results meet the minimum percentage of 

30% set out by the CORE study. When comparing the two teams, the Bath team 

offered 50% of clients psychological interventions, while the Bristol team offered 

37% of clients psychological interventions. Although both teams met the minimum 

criteria for psychological intervention, Bath offered more interventions than the 

Bristol team.   

 

One possible reason for the difference seen between services is the availability of a 

clinical psychologist on the teams. Despite recommendations from various bodies 

such as the BPS, the HTAS, The Mental Health Policy Implementation Guide (MHPIG) 

and NICE guidelines (DoH, 2001), a clinical psychologist is not a requirement of a crisis 

team. The CORE study also suggests that a clinical psychologist should be on the team 

for at least 40% of the week. During the time that the audit took place, Bristol did not 

have a clinical psychologist working for the team, due to staff sickness and leave. 

Normally, the Bristol team had a psychologist working for a half a day every week. 

The Bath team had a clinical psychologist working with the CRT on two days per week. 

The psychologist’s role on the Bath team during this time was to offer occasional 
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formal training sessions on providing psychological interventions, direct work with 

service users, and consultation via team meetings. Therefore, having a psychologist 

on the team may have had an impact on whether the staff team were offering 

psychological interventions and may account for the difference in figures between 

the two services.  

 

There were also gender differences across both teams, where males were offered 

fewer psychological interventions than females. 50% of females were offered 

psychological interventions, whilst only 38% of males were offered psychological 

interventions. This is in line with previous research suggesting that men are more 

likely to receive an inpatient admission and medication than women who are 

referred to crisis teams (Kung, Pearson, & Liu, 2003). A possible reason for this is that 

women are offered more psychological interventions which lowers the admission 

rates. However, this theory will need to be explored further.  

 

Another interesting observation from the data was the difference of interventions 

offered across different diagnosis. In the sample, ten of the clients had received a 

diagnosis of psychosis spectrum disorder as per the ICD-10. Out of these ten clients, 

only two of them (20%) were offered psychological interventions, which is lower than 

the 30% standard set by the CORE across all diagnosis. Furthermore, eight of these 

ten clients who had a diagnosis of paranoid schizophrenia were  not offered a 

psychological intervention. Previous research suggests that clients with psychotic 

spectrum disorders received the shortest treatments, showed least improvement, 

and were most often referred to other parts of the mental health services 

(Hasselburg et al., 2011). Furthermore, services users who have a diagnosis of 

psychosis spectrum were also more likely to be offered medication from the crisis 

team opposed to any psychological intervention which is also in line with previous 

research (Hasselburg et al., 2011). Although this is a small sample size of clients with 

a diagnosis of psychosis spectrum, it shows more research is needed in this area and, 

if clients who have this diagnosis are less likely to receive psychological intervention, 

reasons for this should be explored. One possibility is staff not feeling sufficiently 

skilled to offer this intervention, and therefore more staff training might be useful to 
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support this. Furthermore, there is a dominance of medical model approaches in 

treating people with psychosis, meaning that services are much more likely to only 

offer medication to people diagnosed with psychosis, and  neglecting the important 

benefits and evidence base for psychological support in this population (Valiente et 

al., 2019).  

 

A further aim of the audit was to explore the types of psychological interventions 

that crisis staff were providing to service users. Despite the list of 16 interventions 

included in the audit, the teams were found to only offer four of these; psycho-

education approaches, CBT approaches, stress management and problem-solving 

approaches. One potential reason for this is that certain approaches were left out of 

the audit list. Other potential reasons might be a possible lack of training provided 

for the staff teams in different psychological approaches and, realistic expectations 

of already pressured NHS teams.  

 

Feedback to the team  

A feedback session was arranged with the B&NES CRT managers and psychologist to 

discuss the findings. Due to Covid-19 restrictions and staffing issues, there was not 

an opportunity to provide feedback to the Bristol team.  The session was an online 

presentation which included a PowerPoint presentation and an open discussion on a 

video call. In the session, the team agreed that it was time constraints, high staff 

turnover and, relative short periods of time clients are open to the service that were 

the main barriers to providing psychological interventions to clients. The team 

reflected that, potentially, not all interventions might have been recorded and 

agreed that they would speak to the team about the importance of recording specific 

psychological interventions in the notes. This would also help identify further training 

needs of the team accurately. It was important to feedback the results from the CCC 

(Bullock et al., 2020) which showed the usefulness of a single psychology session for 

service users in crisis. This was due to the staff’s concerns that service users were 

only on the CRT case load for short periods of time and their assumptions that 

psychological interventions might take longer to offer.  
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Limitations  

From the outset of the research, the data available made it difficult for the authors 

to define what a psychological intervention included. Also, there appeared to be a 

large difference between what types of interventions were offered and how long 

they were offered for. Furthermore, given that, to the authors knowledge, this is the 

first research of its kind, it was difficult to identify a standard. The audit tool was 

reductive and therefore when auditing, the length of time the intervention was 

offered, and the quality and effectiveness of the interventions was not explored. For 

example, one client may have received a 40-minute distress tolerance session and 

another client may have been given a leaflet of relaxation breathing, which appeared 

more of a ‘tick-box’ exercise rather a psychological intervention that may be 

important for the client.  

 

The sample size of this audit is relatively small compared to other studies and 

therefore a larger sample size would have produced more robust results. Another 

key limitation is the lack of ethnic diversity within the sample. This sample is a mostly 

White British group of clients who live in a specific area of South West England and 

therefore does not capture data on ethnic minority groups. Our sample was not as 

diverse as the actual population of the area and one reasons for this might be due to 

research highlighting the difficulties that people of minority groups have accessing 

mental health services due to reasons such as social exclusion and  structural racism 

in the NHS. Given previous research indicating that clients from ethnically diverse 

backgrounds are more likely to be hospitalised and less likely to access services 

(Memon et al., 2016), it would be interesting if future studies could examine whether 

there is a difference between whether they are offered psychological interventions 

or not. With a larger and more diverse sample size, we would be able to examine 

whether there was an impact of socio-economic status on whether clients were 

offered psychological intervention.  Further, the different types of intervention that 

are offered to different groups could also be examined in a larger and more diverse 

sample. Furthermore, the sample was not totally randomized. This study began 

during the beginning of the COVID-19 pandemic and teams were under considerable 

pressure to adapt to a new way of working during mental health crisis. Therefore, it 
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was not appropriate to request that the administration team provide any more 

participants due to the crisis in the NHS at the time.   

 

Future directions  

The present audit sheds light on potential gaps within the CRT model and 

psychological interventions available. Although this audit attempted to capture data 

on psychological interventions using the fidelity scale devised by the CORE study as 

a guide, it also identified difficulties with capturing this data. Firstly, the CORE study 

offers a vague definition of psychological interventions, which therefore makes it 

quite a broad factor to audit. Furthermore, although the present audit used a specific 

list of keywords, the researchers are aware that this is not an exhaustive list of 

psychological interventions and therefore some data may have been missed.  For this 

reason, future studies may benefit from interviewing staff members of crisis teams 

to obtain a list of interventions that they would offer.  

 

It is also possible that some of the clients who were included in the audit were 

already receiving ongoing psychological interventions from other teams. Therefore, 

crisis staff may have been less likely to offer psychological interventions in these 

cases. Future studies would benefit from auditing whether it is less likely that 

someone is offered psychological intervention in crisis if they are already open to 

psychology services.  Recent research (e.g. Bullock et al., 2020) offers potential 

psychological interventions that can support people in crisis, however, this study 

highlights the need for more research into this area.  

 

As this study is an audit of practice for psychological interventions offered by crisis 

staff, future research would be important to understand staff members’ perspectives 

on offering psychological interventions. When considering the CORE standard, it 

would be important to understand whether multidisciplinary staff feel supported, 

trained and confident in offering psychological interventions. Potential future 

research could examine staff attitudes towards offering psychological interventions. 

Perhaps staff focus groups may be helpful in understanding this. Further research 

into staff support provided by psychologists, particularly support in managing the 
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emotional demands of the work environment would also be an interesting area of 

future research. Finally, research examining ‘compassion fatigue’ in mental health 

services is also in its infancy and this would also be an interesting future direction, 

considering the high levels of burnout reported by staff working in mental health 

services in the NHS (Rossi et al., 2012). Finally, an important missing perspective from 

the audit is the voice of service users. Future studies would benefit from getting a 

service users’ perspectives on psychological interventions received, for example 

whether they found psychological interventions to be helpful, and the reasons for 

this.   

 

This audit sheds light on two important factors relating to psychological work within 

crisis teams. One factor is the difficulty there exists with attempting to audit 

psychological interventions for this clinical population. There is so much variation in 

the definition of psychological interventions and the quality and type of interventions 

that can be offered. Therefore, a specific, measurable and evidenced-based protocol 

might be useful in this instance. Secondly, there is still an absence of a specific 

evidence-based psychological intervention for this population. CRTs function as 

teams and the role of a psychologist in a CRT should be aligned to the shared task of 

the service, which includes the resolution of acute mental health crises, managing 

and reducing risk and identifying appropriate follow-up care. More research is 

needed into the role of psychology in crisis teams.  
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Introduction  
Anxiety disorders are the most prevalent psychological disorders in children 

(Polanczyk et al., 2015). Childhood anxiety disorders can emerge as early as preschool 

age, with 50% of cases emerging before the age of six (Dougherty et al., 2013). These 

disorders are stable across early childhood, with 50% of three-year-olds who meet 

criteria for an anxiety disorder retaining the diagnosis at six years of age (Bufferd et 

al., 2012). Anxiety disorders are predictive of later mental health difficulties, 

including depression, suicidal ideation, and substance abuse and can become chronic 

if they are untreated (Rapee et al., 2009). Childhood anxiety disorders can have a 

detrimental impact on family relationships and young children’s functioning, causing 

substantial distress (Morgan et al., 2016). Therefore, it is important to identify family 

risk factors for anxiety in early childhood, before the child’s difficulties become more 

severe, and family patterns of interaction become more entrenched (Allen et al., 

2013).  

 

Difficulty in regulating strong negative emotions such as fear, anger and sadness is 

thought to be an underlying factor in childhood anxiety (Hajal & Paley, 2020). Parents 

play a key role in helping children to learn how to express and manage strong 

emotions in response to challenging situations. Parent emotion socialization is 

defined as the way in which parents socialize their children to the experience and 

expression of emotion (Eisenberg et al., 1998). The three main ways which parents 

accomplish this task include; parental responses to children’s emotions, parental 

modelling of emotional expression and regulation, and explicit teaching and 

discussion of how to manage emotions and experiences of distress (Katz et al., 2012). 

Supportive, ‘emotion-coaching’ parent behaviours are characterized by encouraging, 

validating, and accepting reactions to child emotions, and supporting the child to 

develop emotion-focused or problem-focused solutions to their distress. In contrast, 

an ‘emotion-dismissing’ parenting style is characterized by punishment, 

minimization, and invalidation of children’s emotional experiences and distress 

reactions (Gottman et al., 1996). Parents who have an emotion dismissing style may 

socialize their children to suppress their feelings, which may then result in these 

feelings being released in an intense and dysregulated way (Buck, 1994). In contrast, 
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emotion coaching responses when responding to child distress are related to more 

positive child outcomes such as better social adjustment and peer relations (Morris 

et al., 2007).  

 

Gottman et al. (1996) proposed a theoretical model outlining the relationship 

between parental attitudes and beliefs about emotion socialization and their 

responses to children’s displays of emotion and internalizing symptoms. Parental 

meta-emotion philosophy (PMEP) is defined as an organized set of attitudes, 

thoughts and feelings about parents’ own and their child’s emotions, including 

parents’ awareness, acceptance, and coaching of emotions (Gottman et al., 1996, 

1997; Katz et al., 2012). According to the PMEP model, parental emotion coaching 

attitudes and behaviours in response to children’s negative emotions lead to 

increased child emotional competence and well-being. Parent emotion coaching 

consists of a cognitive component (i.e., parental attitudes towards emotions), an 

emotional component (i.e., empathy and validation), and a behavioural component 

(i.e., parental reactions to children’s emotions). A central principle underlying PMEP’s 

framework is the idea that parents’ thoughts, feelings and behaviours associated 

with their own emotions can be related to their thoughts, feelings and behaviours 

related to  their children’s emotions. The PMEP framework has also been linked to 

childhood anxiety. Hurrell et al. (2017) compared PMEP in a sample of anxious (n=74) 

and non-anxious (n=35) children aged between 7-15 years. They found that parents 

of anxious children were less aware of their own and their children’s emotions and 

engaged in significantly less emotion coaching behaviours in comparison to their 

non-anxious counterparts. There is also evidence that PMEP may differ between 

older and younger children. One longitudinal study of children at ages 5, 9 and 11 

years old study found that parental coaching of children’s negative emotions 

increased as the child got older (Stettler & Katz, 2014). Parents may have different 

expectations of older children, anticipating that they will show greater autonomy in 

emotion regulation.  Research has yet to examine how PMEP relates to anxiety 

symptoms in preschool-aged children.  
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 Previous studies of emotion socialization in relation to anxiety in children have 

focused largely on parenting behaviours and responses to children’s feelings but are 

yet to examine parents’ thoughts and feelings about their own emotions as 

important contributors to how they respond to child affect (Gottman et al., 1996; 

Katz et al., 2012). It is important to understand the relationship between parents’ 

meta-emotion philosophy and child anxiety symptoms to identify potential targets 

for prevention and intervention. Internalizing disorders such as anxiety and 

depression tend to run in families (Lawrence et al., 2019) and often parenting 

practices that contribute to the development and maintenance of anxiety in children 

are exacerbated when parents are anxious themselves (Lawrence et al., 2019). There 

is emerging evidence indicating that interventions targeting parent emotional 

socialization can prevent internalizing problems, such as anxiety, and promote 

positive adjustment for young children starting school (Havighurst et al., 2010). There 

is also evidence suggesting that parents who are distressed may respond to their 

child’s displays of negative emotion in a dismissing manner as a form of experiential 

avoidance (Cheron et al., 2009). Therefore, effective treatments are likely to need to 

address parents’ meta-emotion philosophy in addition to their responses to their 

child’s displays of emotion, particularly if the parent is also experiencing high levels 

of distress. Therefore, a better understanding of the role of parental socialization of 

emotion, including parental beliefs, attitudes and parenting behaviours in response 

to child emotional displays in the context of early childhood anxiety is important.    

 

Parent emotion socialization practices appear to vary by child and parent gender 

(Brody & Hall, 2010). In a meta-analysis of 166 studies examining gender and the 

expression of emotions, Chaplin and Aldao (2013) found evidence for a small gender 

difference, with girls displaying more positive emotions such as happiness, and also 

greater fearfulness while boys displayed more anger. For child sadness expression, 

fathers minimized sadness more frequently, whereas mothers tend to provide 

greater support for sadness expression (Chaplin & Aldao, 2013). In another study, 

looking at children aged between 8-11 and their parents (n=82),  for girls, having a 

parent who engaged in positive emotional responses to sadness was associated with 

better psychosocial functioning and for boys, a mixture of parental responses (e.g., 
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one positive response parent, one less responsive and more dismissive parent) was 

found to be associated with better psychosocial functioning (Poon et al., 2017).  

 

There have been numerous studies looking at the relationship between parent 

emotional socialization of negative emotions and childhood anxiety. Suveg et al. 

(2005) examined parent-child discussion of emotion and found that mothers of 

children with an anxiety disorder (n = 26) spoke less to their children overall, used 

fewer positive emotion words and were also more discouraging of their children's 

expression of emotion in comparison to mothers of children without an anxiety 

disorder (n = 26). More recent research has found that parents’ acceptance of 

children’s negative emotions was significantly related to children’s ability to regulate 

their distress reactions, in a community sample of mothers and children (n = 165) 

aged 7 to 9 years old (Rogers et al., 2016). Mirabile et al. (2018) found that parents' 

self-reported emotion and problem-focused reactions to children's negative 

emotions were associated with greater emotion regulation and lower levels of 

internalizing and externalizing symptoms amongst 3–6-year-old children (n = 81) in a 

community sample. Hudson et al. (2008) examined the role of parent responses to 

children’s emotions in clinically anxious (n = 37) and non-anxious children (n = 20) 

aged 7 to 16 years. They found that mothers of anxious children were more likely to 

intrude in the child’s activity than mothers of non-anxious children in situations in 

which the child displayed a negative emotion (particularly anger), but not in 

situations involving positive emotion. This suggests that the relationship between 

child anxiety symptoms and parental socialization of emotion may differ for 

children’s displays of positive and negative emotions. 

 

Previous research on parent emotion socialization and anxiety in children has 

predominantly focused on parent’s responses to negative emotions. However, 

theory and past research also highlights the importance of parental acceptance, 

encouragement, and capitalization on positive emotions (e.g., encouraging children 

to express and talk about happy experiences) for positive child adjustment (Salovey 

& Mayer, 1990). Current theory postulates that the socialization of children’s positive 

emotions likely operates through similar pathways as those for the socialization of 
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negative emotions, such as parental modelling, responses to, and discussion of 

positive emotions with children (Gentzler et al., 2015). Parents’ discouragement or 

dampening of their children’s positive emotions has been linked to internalizing 

symptoms in children aged 7 years and older (Yi et al., 2015). Conversely, parental 

socialization strategies that encourage savouring of positive emotions (e.g., matching 

positive emotion and reflecting on happiness of event) have been associated with 

more positive social adjustment in a community sample of 60 children aged 4-5 years 

(Denham et al., 1997). (Calkins et al., 1998)	found that mothers (n = 76) who were 

dismissive of their toddlers’ positive emotional expressions during play had children 

who displayed poorer regulation of emotions, which was assessed via observation of 

the child’s behaviour during four frustrating tasks.	

	

Past research has primarily focused on parental responses to positive emotion in 

older children (Gentzler et al., 2018). Younger children are especially reliant on 

parents’ support in managing strong emotions such as anxiety (Hawes & Allen 2016). 

Anxiety in preschool children differs from that in older children and adults, with pre-

schoolers less likely to recognise their emotional states and less capable of verbally 

expressing subjective feelings of fear, anxieties, sadness, or other negative emotions 

(Allen et al., 2013). The preschool years represent a critical period in development 

during which children’s emotional lives and skills continue to expand and the process 

of establishing autonomy begins. It is also a relatively long period of development, in 

the fact that children are normally twice as old at the end of this developmental stage 

than they were when it commenced. As a result of this, parents’ socialization 

strategies may need to be sensitive to the substantial changes that occur during this 

developmental period. Adapting emotion socialization practices that are supportive 

of children’s negative emotions in age-appropriate ways might occur through several 

different processes. For example, parental matching or mirroring of positive 

emotions may be uniquely beneficial to infants and younger children, whereas their 

modelling of prosocial responses may have a greater impact on children who are 

cognitively able to attend to, understand, and internalize parents’ messages 

(Denham et al., 1997).  
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Much research is also related to adolescent depression (Gentzler et al., 2018). For 

example, parental responses that dampen adolescents’ positive emotions (e.g., 

showing discomfort when their child displays a positive emotion) were found to be 

more common in conflictual and controlling family environments, and were related 

to adolescents’ increased expressions of negative emotions (Halberstadt et al., 2013; 

Ladouceur et al., 2002). Given the links between positive emotion socialization and 

depression, parent emotion socialization of positive emotions should be considered 

an important contributor to children’s emotional competence and should therefore 

be examined in relation to other emotional disorders in childhood, including anxiety 

disorders (Sosa-Hernandez et al., 2020). During cognitive-behavioural treatment 

(CBT) parents help to plan, implement, and later discuss their child’s attempts to 

overcome feared situations during graded exposure. Parents therefore share an 

emotional journey with their child – a transition from anxiety and apprehension to 

mutual pride, joy and even excitement as the child achieves mastery of a previously 

feared situation. Thus, it is important to examine how parental meta-emotion 

philosophy and parental responses relate to the full breadth of children's emotional 

experiences. 

 

The aim of the present study was to investigate the relationship between parent 

socialization of both positive and negative emotions and anxiety symptoms in a 

community sample of preschool-aged children. It is important to conduct research 

with younger children who are especially reliant on parents’ support in managing 

strong emotions such as anxiety (Hawes & Allen, 2016). Furthermore, no previous 

studies have focussed on childhood anxiety symptoms in relation to parent responses 

to their child’s emotions as well as their thoughts and feelings about their own 

emotions as parents. It was predicted that child anxiety symptoms would be 

significantly related to higher levels of parent emotional distress, more emotion 

dismissing and fewer emotion coaching responses to children’s displays of negative 

emotion. It was also predicted that child anxiety symptoms would be significantly 

related to greater parental dampening and less savouring of positive emotions. In 

terms of parental meta-emotion philosophy, it was predicted that relative to parents 

of children who reported lower anxiety, parents of children displaying higher anxiety 
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would self-report a meta-emotion philosophy that is lower on both emotion coaching 

and emotional regulation across three different emotion types (i.e., fear, sadness, 

and anger).    

 

Method 
Participants 

Participants were 65 parents of children between the ages of 3.5 - 6 years old (M = 

4.6 years, SD = 1.00; 51% female). All parents were the child’s primary caregiver. 

Primary caregivers included mothers (n = 59) and fathers (n = 5). Parents were aged 

26 - 55 years old (M = 38.54 years, SD = 5.31). Thirty-two parents identified as white 

British (49%), 14 (22%) as white Irish, 6 (9%) as white-other, 8 (12%) as ‘other’ (mixed, 

Arab, and Latin American), 3 (5%) as black African and 2 (3%) parents identified as 

Asian. Thirty-five (54%) parents had a weekly income of above £1000, 19 (29%) 

parents had a weekly income of between £600-1000, while the remaining 11 (17%) 

parents had a weekly family income of less than £600. Fifty-eight (89%) had been 

educated past A-level (or equivalent) and 7 (11%) had received some secondary 

school level education.   

 

Families were included in the study only if the child was considered to have no 

current or past history of developmental delay, or significant health problems, and if 

the parent had no severe psychiatric problem or addiction. Parents were recruited 

through personal contacts, parenting groups on social media and nurseries. 

Participants were entered in a raffle for two £50 vouchers, of their choice, for 

participation. 9 parents were excluded from the final analysis due to not completing 

all the variables of interest. Parents who did (n = 56) and did not complete the 

interview (n = 9) were compared on sociodemographic variables and questionnaire 

scale scores using independent samples t-tests for continuous variables (e.g., child 

age, PAS total and DASS total scores) and chi-squared analyses for categorical 

variables (e.g., child gender, single parent family status). There were no significant 

differences between interview completers and non-completers on 

sociodemographic variables, parent distress or child anxiety symptoms, all p values > 

.05.  
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Measures  

Family Socio-Demographic Questionnaire 

Parents completed a questionnaire assessing child and family socio-demographic 

characteristics including family structure, English as a first language, child and parent 

gender, child and parent age, parent relationship to child, family weekly income, 

marital status, child and parent ethnicity, and parental education level. 

 

Coping with Children's Negative Emotions Scale (CCNES; Fabes, Eisenberg, & 
Bernzweig, 1990).  
Parental socialization of negative emotions was assessed using the Coping with 

Children's Negative Emotions Scale (CCNES). This parent-report questionnaire 

includes 12 hypothetical scenarios of children expressing negative affect (e.g., ‘if my 

child was panicky and couldn’t go to sleep after watching a scary TV show I would…’). 

Parents rate how likely they would be to respond to the child each scenario in six 

ways on a 7-point Likert scale from 1 (Very Unlikely) to 7 (Very Likely). The six parental 

responses to negative emotions include minimization, punitive reactions, distress 

reactions, problem-focused reactions, emotion focused reactions, and expressive 

encouragement. For example, one scenario stated: “If my child becomes angry 

because he/she is sick or hurt and can’t go to his/her friend’s birthday party, I 

would…”: i) send my child to her room (punitive), ii) get angry at my child (distress), 

ii) help my child think about ways to still be friends (problem-focused coping), iv) tell 

my child not to make a big deal over it (minimization), v) encourage my child to 

express his/her feelings (expressive encouragement),or vi) soothe my child (emotion-

focused reaction). The minimization, punitive reactions, distress reactions scale 

scores are summed to form an emotion dismissing score, and the problem-focused 

reactions, emotion focused reactions, and expressive encouragement scales are 

summed to form an emotion coaching score  (Fabes et al., 2002). The CCNES has been 

shown to be a reliable and valid measure of parents’ responses to children's display 

of negative emotions (Fabes et al., 2002). Alphas in the current study sample were 

.78 for emotion dismissing responses and .78 for emotion coaching responses.  
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Parents’ Responses to Children’s Positive Events Survey (PRCPE; Gentzler et al., 2015) 

The Parents’ Responses to Children’s Positive Events Survey (PRCPE) was used to 

assess parent-report of their responses to child positive affect (PA) in relation to five 

hypothetical positive events that their child may have experienced. The PRCPE was 

originally designed for children aged 7 to 12 years. Therefore, three events were 

altered to be age appropriate for the preschool-aged children in the current study. In 

consultation with the research team (two clinical psychologists, a trainee clinical 

psychologist and a Masters student) possible changes of the survey were suggested. 

These changes were then presented to an expert panel which included a Doctor of 

Educational Psychology trainee and two parents of children with children in the 

target age group to pilot the adapted questionnaire. Once all parties were in 

agreement that the questionnaire items were appropriate for the developmental 

stage of the children targeted, the changes were made. For example, the event ‘your 

child just found out that he/she received an A in their more difficult class at school’ 

was changed to ‘Your child shows you some letters that he/she had written 

independently’ (see the Appendix for the full list of changed events). Parents were 

asked to rate how likely they were to facilitate or encourage their child to engage in 

several different regulatory responses to the hypothetical events on a 5-point Likert 

scale ranging from 0 (not at all) to 4 (very likely). Scales indexing parents’ coaching 

the child to savour their positive emotional experience (9 subscales: share PA, 

express PA, celebrate, mark, reflect on PA, reflect on self, reward, show affection, be 

thankful, α = 0.92), and parents’ coaching the child to dampen positive emotion 

(three subscales: minimize PA, discourage child from talking about PA, focus on the 

negative; α = 0.63) were created by averaging specific strategies across all vignettes.  

 

Preschool Anxiety Scale (PAS; Spence, Rapee, McDonald, & Ingram, 2001). 

The Preschool Anxiety Scale (PAS) is a 28-item parent report measure of anxiety 

symptoms in preschool children. The PAS consists of five subscales:  separation 

anxiety disorder (5 items), physical injury fears (7 items), social phobia (6 items), 

obsessive–compulsive disorder (5 items) and generalized anxiety disorder (5 

items). Each item is rated on a 5-point Likert scale from 0 (not true at all) to 4 (very 

often true). A PAS total score is calculated by summing the subscale scores. This scale 
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has been shown to be a reliable and valid measure for assessing anxiety in children 

aged 3 to 5 years (Edwards, Rapee, Kennedy, & Spence, 2010). Alpha for the PAS total 

score was .90. 

 

Depression Anxiety Stress Scales- 21 (DASS-21; Lovibond & Lovibond, 1995). 

The Depression Anxiety Stress Scales- 21 (DASS-21) is the brief version of the original 

42-item DASS (Lovibond & Lovibond, 1995). It was used to assess parent report of 

depression, anxiety, and stress symptoms. Each item is rated on a four-point scale 0 

(did not apply to me at all) to 3 (applied to me very much, or most of the time). The 

depression, anxiety and stress scales are summed to form a total DASS-21 score 

(range 0-63). This scale has been shown to be reliable and valid measure of 

depression, anxiety, and stress in adults (Antony et al., 1998). Alpha was .92 for the 

DASS-21 total score.  

 

Parent Meta-Emotion Philosophy Interview- revised (PMEI; Katz & Gottman, 2008).  

The Parent Meta-Emotion Philosophy Interview (PMEI) is a semi-structured interview 

that assesses parents’ awareness of their own emotions, parents’ awareness of child 

emotions, parents’ emotion coaching, and child emotion regulation. In each of these 

areas, three emotions were coded, namely sadness, anger, and fear. Sample 

questions included, ‘What’s it like when your child is sad?’, ‘how do you help your 

child get over feeling the emotion?’ and ‘what do you teach your child about 

(sadness/anger/fear)?’. Parent emotion coaching and regulation of their child’s 

emotions scales were used in the final analysis as these were the most relevant for 

the current study aim. Parents’ emotion coaching of child was assessed according to 

the degree of involvement, interest and knowledge parents reported in relation to 

his/her child’s emotional experiences, respect towards their child’s emotions, 

sharing of emotional experiences with their child, and thought and energy given to 

what his/her child knows about emotions. For example, participants were asked, 

(‘What do you do to help your child with this emotion?’). Total emotion coaching 

scores ranged from 1 to 46, with higher scores indicating more emotion coaching 

behaviours. Sample items in the regulation subscales include “child has difficulty 

regulating the intensity of the emotion” and “This emotion is difficult to get over.” A 
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total emotion-regulation score was created by summing across the coding of 

sadness, fear, and anger regulation for the child, with higher scores relating to better 

emotion regulation for the child. Total emotion regulation scores ranged from 0-50.  

 

The PMEI-revised was coded using the Meta Emotion Coding System (Katz et al., 

2006). Inter-rater reliability was determined by randomly selecting a subset of 

participants (n = 18) and comparing the ratings of the two interviewers using 

intraclass correlation coefficient (ICC). Interviewers were presented with recordings 

and coded the sample. The level of agreement between the two interviewers was 

calculated using ICC. ICC’s ranged from between .63-.96 for each of the variables, 

which is consistent with other studies that have used the measure (e.g. Stettler & 

Katz, 2014).  

 

Procedure 

Ethical approval for the current study was obtained from the university ethics 

committee. Parents who contacted the research team were sent information sheets 

by email. Those who were interested in participating were asked to complete an 

online consent form and some brief screening questions to assess study eligibility.  

Parents who met study eligibility criteria were sent the link to the questionnaires 

online using Qualtrics (https://www.qualtrics.com). Parents completed a semi-

structured interview about their experience and attitudes towards their child’s 

expression of emotions over the phone. Interviews lasted approximately 20-50 

minutes (M = 34.2 minutes, SD = 12.7) and were recorded using a digital recorder to 

enable later coding. Interviews were conducted between May 2021 – January 2022.  

 

Interviews were conducted by the researcher and an independent rater who 

completed comprehensive training in the administration and coding of the PMEP 

using resources provided by the laboratory of Katz and Gottman, the developers of 

the interview (Katz & Gottman, 1986). Training included using the coding manual and 

practicing coding 20 interviews and subsequently comparing codes to the gold 

standard codes. The manual provided a syntax to understand how reliable a coder 
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the researcher was. Once at least six interviews had kappas > .6 the researcher was 

considered a reliable coder.  

 

Results 
Descriptive statistics were obtained for all variables of interest and to check that the 

data met the assumptions for parametric analysis (see Table 1). Data was skewed for 

several variables; scores on the PAS and DASS were significantly positively skewed 

and the CCNES dismissing variable was slightly negatively skewed. The remaining 

variables were normally distributed. Examination of boxplots identified some outliers 

for the DASS total scores, PAS total and CCNES dismissing scores. However, given that 

there was no difference in the nature or significance or non-significance of study 

findings following their removal, these outliers were included in the final analyses.  

 

Relationships between Child Characteristics, Parent Distress and Parent Socialization 

of Emotion 

Due to the skewed data for several variables including scores on the PAS and DASS 

(see Table 1), two-tailed Spearman’s correlations were conducted to assess 

relationships between main study variables in the whole sample. Greater parent 

distress was significantly related to increased child anxiety symptoms, higher levels 

of parental emotion dismissing, and lower levels of parental savouring (see Table 2). 

Parent emotion coaching (CCNES) was significantly related to more parental 

savouring of positive emotions and less dismissing of negative emotions. Greater use 

of child coaching (PMEI) was significantly related to less dismissing of negative 

emotions (CCNES). Greater use of dismissing of negative emotions was significantly 

related to greater use of dampening of positive emotions by parents. More frequent 

use of dismissing of negative emotions and dampening of positive emotions were 

significantly related to older child age. No other relationships between main study 

variables were significant.   
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Table 1  

Descriptive Statistics for Child Anxiety Symptoms (PAS), Parent Distress (DASS), and 

Parent Socialization of Emotion on CCNES, PRCPE and PMEI 

Measures  Mean SD Range Skewness Kurtosis 

DASS Total 10.26 8.56 39 1.15 1.23 

PAS total  13.248 7.63 45 1.76 5.31 

CCNES Coaching 17.52 1.54 6.59 -.43 -.40 

CCNES Dismissing  6.49 1.53 6.17 .27 -.63 

PRCPE Savouring 2.45 .52 2.45 -.52 .24 

PRCPE Dampening .18 .24 .79 1.22 .25 

PMEI Coaching 23.23 2.47 8.33 .39 -.46 

PMEI Regulation 26.74 1.77 10 -.09 -.04 
Note: PAS= preschool anxiety scale (Spence, Rapee, McDonald, & Ingram, 2001), DASS= depression and anxiety scale (Lovibond & 
Lovibond, 1995), CCNES = children’s coaching of negative emotions scale (Fabes, Eisenberg, & Bernzweig, 1990), PRCPE=parents response 
and coaching to positive emotions (Gentzler et al., 2015), PMEI=parent meta emotion interview (Katz & Gottman, 2008). 
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Table 2: Correlations between main study variables  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note: *p 

< .05 **p<.01 

PAS= preschool anxiety scale (Spence, Rapee, McDonald, & Ingram, 2001), DASS= depression and anxiety scale (Lovibond & Lovibond, 1995), CCNES = children’s coaching of negative emotions scale (Fabes, Eisenberg, & Bernzweig, 

1990), PRCPE=parents response and coaching to positive emotions (Gentzler et al., 2015), PMEI=parent meta emotion interview (Katz & Gottman, 2008). 
 
 
 
 
  

 Age Gender PAS 
total  

DASS 
total  

CCNES 
Coaching 

CCNES 
Dismissing  

PRCPE 
Savouring 

PRCPE 
Dampening 

PMEI 
Coaching 

PMEI 
Regulation 

Age -          

Gender  -         

PAS total .08 -.11 -        

DASS Total  -.19 -.11 .32** -       

CCNES Coaching -.15 .09 .04 -.21 -      

CCNES Dismissing -.40* -.01 .09 .26* -86* -     

PRCPE Savouring -.10 -.14 -.01 -.27* .37* .14 -    

PRCPE Dampening .27* -.08 .05 .06 .75 .41** .06 -   

PMEI Coaching  .11 .23 .-.09 -.15 .14 -.34* -.20 -.06 -  

PMEI Regulation  .15 .13 -.01 .00 .13 .11 -.21 .02 .56** 
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Regression model examining child characteristics, parent distress and parental 

socialization of emotion as predictors of child anxiety symptoms 

A multiple regression analysis was conducted to determine whether parent 

socialization of positive and negative emotions as reported on the i) CCNES, ii) PRCPE 

and iii) the PMEI significantly predicted child anxiety symptoms (PAS total scores), 

accounting for child age, gender, and parent distress (see Table 3). This was to test 

the predictions that child anxiety symptoms would be significantly related to higher 

levels of parent emotional distress, more emotion dismissing and fewer emotion 

coaching responses to children’s displays of negative and positive emotions. 

Furthermore, the regression analysis also tested the prediction that parent self-

reported anxiety would be significantly related to a meta-emotion philosophy that is 

lower on both emotion coaching and emotional regulation across three different 

emotion types (anger, sadness, fear). The associations between parents’ coaching 

and dismissing of emotions and child anxiety symptoms were examined by 

calculating bootstrap estimates of confidence intervals in the multiple regression 

analysis. Bootstrapping is a nonparametric approach to statistical inference that does 

not make a priori assumptions about a sampling distribution (e.g., does not 

necessitate a normal distribution of scores for a given variable), and empirically 

derives its sampling distribution from the study’s data (Davison & Hinkley, 1997).  

 

Prior to conducting the multiple regression analysis, data were checked to ensure 

that the residuals for all three models were normally distributed. Collinearity 

statistics, including variance inflation factors (VIF) and tolerance values are reported 

for all analyses, given that several PMEI scales indexing parent socialization of 

negative emotion were highly correlated (rs > .70). Given high correlations between 

parental awareness, acceptance, and behavioural strategies in response to child 

expressions of positive emotion as assessed by the PMEI, these scales were removed 

from the analysis to reduce the risk of multicollinearity. The PMEI variables focused 

on parental coaching and parental regulation as predictors of child anxiety symptoms 

that were most relevant to the study aim and hypotheses, and the correlation 

between these two scales suggested that they represented separate, but related 
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constructs (r = .58, p < .01).  All the VIF values of the variables in the regression 

analysis were less than 10 and tolerance statistics were above 0.1, suggesting that 

multicollinearity is not a cause for concern (Myers, 1990). The model was not 

significant overall in the prediction of child anxiety symptoms, p > .05. In terms of 

individual predictors in the model, greater parent distress was significantly related to 

increased child anxiety symptoms, but no other predictors were significant. The 

results of the regression model including standardized regression coefficients and 

collinearity statistics are presented in Table 3 below.   
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Table 3: Regression analysis for main study variables 

 B SE b b Tolerance VIF R2 

(Constant) 6.38 24.43    .18 

Gender -1.02 2.13 -.07 .94 1.07  

Age .59 1.25 .07 .73 1.14  

PRCPE Savouring 2.57 2.49 .17 .68 1.15  

PRCPE Dampening -.24 5 -.07 .75 1.32  

CCNES Coaching .61 .79 .12 .76 1.34  

CCNES Dismissing  .20 .86 .04 .57 1.74  

PMEI Coaching .08 .52 .03 .68 1.50  

PMEI Regulation -.20 .72 -.03 .67 1.40  

DASS Total  .39 .14 .42* .75 1.32  
Note: *p < .05  

PAS= preschool anxiety scale (Spence, Rapee, McDonald, & Ingram, 2001), DASS= depression and anxiety scale (Lovibond & Lovibond, 
1995), CCNES = children’s coaching of negative emotions scale (Fabes, Eisenberg, & Bernzweig, 1990), PRCPE=parents response and 
coaching to positive emotions (Gentzler et al., 2015), PMEI=parent meta emotion interview (Katz & Gottman, 2008). 
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Discussion 
The aim of the present study was to investigate the relationship between parent 

socialization of both positive and negative emotions and anxiety symptoms in a 

community sample of preschool-aged children. Few studies have examined the 

relationship between parental socialization of both positive and negative emotions 

and childhood anxiety, and to the best of the authors’ knowledge, none have looked 

at both concurrently in preschool aged children. The prediction that child anxiety 

symptoms would be significantly related to more emotion dismissing and fewer 

emotion coaching responses to children’s displays of negative emotion was not 

supported. This finding was consistent across both the parent interview and parent-

report questionnaire measures assessing parental socialization of negative emotion. 

The hypothesis that childhood anxiety symptoms would be associated with greater 

parental dampening and less savouring of positive emotions was also not supported. 

Finally, the prediction that parents who reported poor regulation of their own and 

their children’s negative emotions and less use of coaching of negative emotions in 

children on the PMEI would also report higher anxiety in their children, was also not 

supported. The present findings found that parental socialization of positive and 

negative emotions was not related to child anxiety symptoms in a community sample 

of children aged between 3.5-6 years old which is not consistent with previous 

research conducted with older children (e.g.Hudson et al., 2008; Suveg et al., 2005). 

The only significant predictor of child anxiety in the present study was parent 

emotional distress, consistent with theory and past research (Hudson & Dodd, 2012). 

Children who experience anxiety tend to have parents who also experience anxiety 

(Anticich et al., 2012). Possible causes for the relationship between parental anxiety 

and childhood anxiety include genetic influences, parental modelling of anxious 

behaviour, and parental overprotection ((Murray et al., 2009). Current study findings 

suggest that reducing parent distress is likely to be important for addressing anxiety 

symptoms in preschool-aged children.  

 

There are several reasons why the current findings might be inconsistent with theory 

and past research. The fact that parent emotion socialization has not yet been looked 

at in younger children and our results did not find significant results suggests anxiety 



 71 

symptoms at the preschool age may be influenced by other parenting factors. These 

factors are included in traditional cognitive-behavioural models of the aetiology and 

maintenance of anxiety in children such as parental overprotection and  

reinforcement of children’s anxious behaviours (Murray et al., 2009). Given that past 

studies which found a link between parent emotion socialization and child anxiety 

were conducted in older children and adolescents, the current non-significant 

findings may be due to changes in parenting across different developmental periods. 

Parents may provide similar levels of emotion coaching and emotion dismissing to 

younger children regardless of their anxiety level, given their recognition of their 

child’s developmental level and parental responsibility to support their emotion 

regulation in early childhood. In contrast, parents may expect older anxious children 

and adolescents to show more independence in regulating negative emotions, and 

thus increase dismissing responses to negative emotions and reduce savouring of 

positive emotions. Furthermore, anxiety in preschool children differs from that in 

older children and adults, with pre-schoolers less likely to recognise their emotional 

states and less capable of verbally expressing subjective feelings of fear, anxieties, 

sadness, or other negative emotions (Egger & Angold, 2006). Thus, parents may be 

less aware of their child’s emotions at younger ages, precluding them from 

responding in either an emotion coaching or dismissing manner. Future research 

should examine parent emotion socialization practices and child anxiety symptoms 

from early childhood to adolescence using a longitudinal design to investigate this 

possibility.  

 

Another reason our hypotheses were not supported may relate to our focus on only 

the main caregiver. Previous research conducted by McElwain et al. (2007) found 

that poorer socioemotional outcomes were found for 4- to 6-year-old children when 

both parents used high levels of emotionally supportive reactions to children’s 

negative emotions, compared to when only one parent provided high levels of 

emotional supportiveness in a community sample. This suggests that children benefit 

when parents differ in their reactions to children's emotions(McElwain et al., 2007). 

Thus, it may be that parent socialization of emotion only has a significant impact on 

child anxiety symptoms when both parents respond to the child’s emotion 
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expressions in an emotion coaching or emotion dismissing manner. Future research 

should consider including both parents when children belong to a two-parent family 

to further investigate the link between parental emotion socialization and child 

anxiety.  

 

The nature of the study sample may also explain why current results differ from past 

research. The present study recruited from the community, and as such, overall 

levels of child anxiety were low. The mean score on the PAS for our sample was 13, 

while the mean total PAS score in the official measure norms for boys and girls of 

preschool age is 19 (Edwards et al., 2010). Therefore, child anxiety levels are lower 

in the study sample in comparison to norms for community samples. Furthermore, 

most families in our sample came from a white, middle-class background, and 

socioeconomic status (SES) is a strong predictor of child anxiety and other negative 

outcomes for children. The relationship between low SES and increased child anxiety 

is likely explained by increased exposure to child and family adversity due to social 

disadvantage (Murray et al., 2009). A possible mechanism  as to why SES is a strong 

predictor of parenting practices is that lower SES might mean a more chaotic 

environment and as a result lead to harsher and more punitive environments which 

might lead to heightened anxiety in the home. Thus, it may have been difficult to 

detect significant associations between parent socialization of emotion and child 

anxiety symptoms due to the high-functioning nature of our sample.  In future 

research, it would be useful to investigate the link between parent emotion 

socialization and anxiety in a clinical sample of anxious children and/or children at 

risk for poor mental health outcomes due to social disadvantage. Furthermore, the 

relationship between parent emotion socialization and child anxiety should be 

investigated in a sample representative of the UK population to enable findings to be 

generalized to the wider community. 

 

 

Current findings must be interpreted in light of several methodological limitations. It 

may be that anxiety symptoms in preschool-aged children drive parent emotion-

related socialization behaviours over time, rather than parent emotion-related 
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socialization behaviours constituting a causal factor for anxiety in children. Future 

longitudinal research could shed light on any reciprocal relationships between child 

anxiety and parent emotion socialization. Another potential reason for findings 

inconsistent with past research is the reliance of the current study on parent report 

questionnaires and interviews. Our findings may have been influenced by response 

biases and mechanisms such as social desirability, especially considering we were 

asking parents to report on their parenting (Bornstein et al., 2015). Other potential 

methods to overcome subjective bias and include child perspectives would be to 

include family observational methods to assess parent emotion-related behaviours 

during parent-child interaction (e.g., Hudson et al., 2008; Suveg et al., 2005) and 

projective methods such as story stem/doll play narratives which have been widely 

accepted as reliable and valid method of assessing young children’s emotions and 

anxiety symptoms (Holmberg et al., 2007; Pass et al., 2012).  

 

Another limitation is that the current study used assessment measures that were 

designed for older children (e.g. PRCPE: Gentzler et al., 2015 ;  PMEI: Katz & Gottman 

2008), the PRCPE (Gentzler et al., 2015) was adapted for preschool children which 

also might explain results inconsistent with previous research. However, the PRCPE 

dampening scale scores were significantly positively related to the CCNES dismissing 

scale scores, and the PRCPE savouring scale was significantly related to the CCNES 

coaching scale scores, providing evidence for the validity of the modified PRCPE for 

preschool-aged children. Furthermore, the PRCPE was adapted using an expert panel 

of clinical academics, trainees and parents of preschool-aged children, as highlighted 

above. Likewise, the PMEI coaching significantly negatively correlated with the 

CCNES dismissing score. It should be acknowledged that the internal reliability of the 

dampening scale of the PRCPE was modest (alpha = .6), however, this is similar to the 

internal reliability of the PRCPE in studies featuring samples of older children (e.g. 

Gentzler et al., 2018; Gentzler et al., 2015). The study sample size was small and 

therefore it may have lacked the power to detect significant relationships between 

parent emotion socialization and child anxiety. The sample also lacked diversity, with 

children and families predominantly identifying as White with high levels of family 
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income and parent education. Future research should aim to recruit a larger and 

more representative sample in terms of socioeconomic status and ethnicity.  

 

This research is the first to examine parental responses to both positive and negative 

emotions using a multi-method approach in relation to anxiety in preschool-aged 

children. Contrary to theory and research (e.g. Hudson et al., 2008; Suveg et al., 

2005), the present study found that parent socialization of both positive and negative 

emotions was not significantly related to parent report of child anxiety symptoms in 

a community sample of preschool children. Findings may be due to our small sample 

size and the high-functioning nature of our sample. Alternatively, as past research 

focused on older children, it may be that parent emotional socialization practices 

important for the onset and maintenance of anxiety symptoms emerge when 

children are older. Findings suggested that parent or family risk factors other than 

emotion socialization, such as parent distress, are important for anxiety in preschool-

aged children. Thus, family treatment approaches to anxiety in young children should 

include support for parents to overcome distress.  
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Critical Review of the Literature  
Parents play a critical role in socializing their children’s understanding, expression 

and regulation of emotions. It has been well established that the way parents 

socialize their children to different emotions can influence the risk for childhood 

psychopathology. Much previous research has investigated the way parents socialize 

their children to negative emotions, such as anger, sadness and fear, and links to 

mental health in children. However, less research has focused on the way in which 

parents socialize their children to positive emotions, such as happiness. There is 

emerging evidence that the way parents socialize their children to positive emotions 

is related to childhood anxiety, although the evidence base is fairly limited. This paper 

synthesises evidence for the emerging theory that the way parents socialize 

children’s positive emotions has links to childhood anxiety. The main findings from 

the review supported a potential link between parent socialization of positive 

emotions and childhood anxiety, but more research is needed using a multi-

informant, multimethod approach and using a longitudinal design. The evidence for 

parenting intervention programmes targeting parent socialization of emotions is 

reviewed, with findings suggesting that  they show promise as either a sole 

intervention or in conjunction with more established family interventions for child 

and adolescent mental health problems. More research is critically needed, 

particularly research considering how the relationship between parent positive 

emotion socialization and child anxiety in different cultural groups and for families 

who are socially disadvantaged.  

 

Service-Related Project 
This study was interested in gaining a better understanding of psychological 

interventions offered as part of crisis resolution teams (CRTs) for people having a 

crisis in mental health. CRTs were implemented nationally in England following the 

NHS Plan (2000) and now every trust in the country has a crisis team. Despite this, 

there are very few guidelines on how a CRT should be run and the role of psychology 

within the team. The Crisis resolution team Optimisation and RElapse prevention 

(CORE) study based at UCL was funded by the national institute of clinical excellence 

(NICE) and aimed to improve the standard of support offered to users of CRTs (Lloyd-
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Evans et al., 2019). The CORE study found that >30% of people referred to the crisis 

team should be offered ‘psychological interventions’. This audit used this as a 

baseline to assess whether two CRTs in the South-West were meeting this standard. 

Results assessing two CRTs in Bath and Bristol found that 43% of clients in a sample 

of 60 were offered psychological interventions. Although this indicates these teams 

were meeting the required standards, the results must be taken with caution. The 

CORE study did not define what ‘psychological interventions’ included and therefore 

an audit tool was developed for this research. This research highlights the need for 

more formal definition and standards for the role and benefit of psychology in CRTs.  

 

Main Research Project 
Parent emotion socialization is defined as the way in which parents socialize their 

children to the experience and expression of emotion (Eisenberg et al., 1998). 

Supportive, ‘emotion-coaching’ parent behaviours are characterized by encouraging, 

validating, and accepting reactions to child emotions. In contrast, an ‘emotion-

dismissing’ parenting style is characterized by punishment, minimization, and 

invalidation of children’s emotional experiences and distress reactions (Gottman et 

al., 1996). It is well established that children whose parents have a more emotion 

dismissing style of socialization are at increased risk for difficulties in regulating 

strong emotions, such as fear and sadness, and for both internalizing and 

externalizing problems. Much research has focussed on parental socialization of 

negative emotions, with comparatively less looking at the socialization of positive 

emotions. Furthermore, parental emotion socialization has mainly focused on older 

children and adolescents, despite theory highlighting the important influence of 

parents on emotion understanding, expression and emotion regulation early in child 

development.  

 The present study aimed to assess parental socialization of both positive and 

negative emotions in relation to childhood anxiety in a community sample of 

preschool-aged children. It was predicted that childhood anxiety would be linked to 

less parental coaching and more parental dismissing of both positive and negative 

emotions in their children. No significant relationship between childhood anxiety and 

parent emotion socialization was found. Possible reasons for this are the high-
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functioning nature of the sample and the reliance on parent-report of parental 

emotion socialization. Due to delays with COVID-19 the study was not able to include 

a sample of clinically anxious children, which may have shown significant differences 

to a healthy control sample. A significant relationship was present between parent 

emotional distress and child anxiety symptoms. This study highlights the importance 

of assessing and targeting both parent and child emotional distress in treatment.  
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Appendices  
Appendix A: Trust Approval For SRP  
 

 
  

Chair 
Charlotte Hitchings  

Trust Headquarters 
Bath NHS House, Newbridge Hill, Bath BA1 3QE  

Chief Executive 
 Dr Hayley Richards  

_______________________________________________________________________________ 
'We are a teaching, learning and research Trust; we aim to inform you about relevant opportunities,  

unless you tell us otherwise.'  
 

 
 

Carla Carter 
Quality Improvement & 
Clinical Audit Manager 

AWP NHS Trust 
Victoria Centre 
53 Downs Way 

Swindon SN3 6BW 
 

T: 01793 327876 
Or dial reception on:  

01793 327800 
Date:  14.04.20   

Dear  Ellen    
 
Re:    Clinical Audit of psychological interventions for clients with psychosis spectrum 
disorder referred to the crisis response team      
 
Following a discussion of your project proposal with a member of AWP’s Quality Team, I am 
pleased to confirm approval of your Clinical Audit by AWP NHS Trust. 
 
Please note that this approval has come from AWP’s Quality Team and not AWP’s Research 
and Development Team.  We expect a good level of governance will be achieved from the 
ethical scrutiny by your University, as well as adherence to general ethical principles for the 
protection of patients.  The specific ethical principles and patient protection laws to be 
followed are: 
 

x Data protection and privacy – You need to consider how you are going to ensure that your 
data is stored safely and that participant privacy is protected. You will need to adhere to the 
Data Protection Act (2018) and the General Data Protection Regulation (GDPR). 

 
Bethany Duckworth (bethany.duckworth@nhs.net) has been assigned as your allocated AWP 
Quality Team Facilitator.  Please contact this Facilitator if you have any queries or require 
further support or information during your project.  They will email you at regular intervals for 
updates, so that progress of your project can be updated on our central project database, and 
fed into Trust committees.  You will be assigned an AWP Project Reference Number by your 
Facilitator once we have confirmation that data collection has commenced and the project has 
actually started. 
 
The importance of dissemination of all Service Evaluation or Quality Improvement work 
cannot be over emphasised.  For this reason, the findings of all Projects should be shared 
with the Quality Team so that we can make judgements regarding risk and champion and 
disseminate the results across the rest of the Trust so that good practice can be shared and 
replication kept to a minimum.  Reports may require approval by Locality Governance Groups 

Ellen O’Gormon 
Trainee Clinical Psychologist 
Complex Psychological 
Interventions  
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Appendix B: List of words used to define psychological intervention in SRP 
 

1. Psychological Intervention - Type 
2. Cognitive Behavioural Therapy (CBT) approaches including Dialectical 

Behaviour Therapy (DBT) and Mindfulness-Based Cognitive Therapy 
(MBCT)  

3. Psychodynamic approaches including Interpersonal Psychotherapy (IPT) 
and Cognitive Analytic Therapy (CAT)  

4. Psycho-educational approaches  
5. Solution-Focused Brief Therapy (SFBT)  
6. Problem-Solving approaches  
7. Family Interventions for Psychosis  
8. Motivational Interviewing  
9. Person-Centred approaches  
10. Systemic approaches 
11. Stress management (grounding, relaxation, de-escalation, breathing) 
12. Supportive counselling 
13. Relapse prevention 
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Appendix C: University of Bath Ethical Approval for Main Research Project  
	
Dear	Ellen 

  
  
 
 
On	behalf	of	the	Committee,	I	am	pleased	to	confirm	that	you	have	received	a	
favourable	ethical	opinion	for	the	above proposal from the Psychology	Research	
Ethics	Committee.  
  
However please be aware that a researcher (or supervisor in the case of UG or Msc. 
students) is responsible for ensuring full GDPR compliance. Please seek further 
advice from dataprotection-queries@lists.bath.ac.uk	if you have any concerns.  
Under current Covid restrictions, if you are proposing lab based or field research 
involving in-person testing you will also need to get approval from the Psychology 
Research Restart Group (PRRG) before you can start to gather data. More 
information can be found here:  
  
https://wiki.bath.ac.uk/display/PC/Psychology+COVID-19+Home  
  
If you intend to display recruitment posters/materials, please ensure you obtain the 
appropriate permission to do so from those who manage the location(s) you choose.  
Please inform PREC about any substantial amendments made to the study if they 
have ethical implications.  
  
Please make sure you quote your unique PREC code, 20-217, in any future 
correspondence.  
  
 
Rebecca	Wise	 
On behalf of Psychology Research Ethics Committee  
  

Full	title	of	study:		Expression	of	Emotions	and	Anxiety	in	Young	Children. 
PREC	reference	number:		20-217 
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Appendix D:  Information sheets, consent forms and debrief details for 
parents  
 

 

Dear Parents,  

My name is Ellen O’Gorman and I am a trainee clinical psychologist studying at the 

University of Bath. As part of my doctoral thesis I am completing a study with parents 

of children aged between 3.5 and 6 years old and I very much hope that you will be 

willing to take part. This study is based on child emotional understanding. I would 

aim for this to be a fun and interesting experience for you as well as contributing to 

knowledge about an important area of child development.  

The aim of my study is to better understand children’s emotions and feelings. We 

particularly want to look at parent’s reactions to their children’s emotions and how 

this might be related to childhood anxiety or worry. We will use a range of methods 

in the study, including questionnaires and a telephone interview. This information 

will help us to extend our understanding of factors that influence anxiety in children 

and potentially help in the development and/or improvement of treatments of 

anxiety in children. 

If you are interested in taking part in this study please contact me by email on 

eog26@bath.ac.uk.  

I would then arrange a convenient time to call you to discuss the study and any other 

questions you may have. The study will take approximately 120 minutes and would 

be conducted at a time that suits you and your family, such as the weekend or during 

the holidays.   

Please read the attached sheet for more information and do not hesitate to contact 

us if you have any questions. Thank you very much in advance for your time and 

help with our study.  
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Best wishes, Ellen O’Gorman.  

 
 

 

INFORMATION	SHEET	FOR	PARTICIPANTS	

	
REC	Reference	Number:	[to	be	inserted	following	receipt	of	ethics	approval]	
	
YOU	WILL	BE	GIVEN	A	COPY	OF	THIS	INFORMATION	SHEET	
	
Expression of Emotions and Anxiety in Young Children 
 
Thank you for your interest in our study!  
	
You	are	invited	to	participate	in	this	research	project,	conducted	by	a	team	based	from	
the	Clinical	Psychology	Department	in	the	University	of	Bath	under	the	supervision	of	Dr	
Jennifer	Allen.	Before	you	decide	whether	you	want	to	take	part,	it	is	important	for	you	to	
understand	why	 the	 research	 is	 being	 done	 and	what	 your	 participation	will	 involve.	
Please	take	time	to	read	the	following	information	carefully	and	discuss	it	with	others	if	
you	wish.	Please	ask	us	 if	 there	 is	anything	 that	 is	not	clear	or	 if	you	would	 like	more	
information.	
	
What is the purpose of the study? 
We are interested in parents’ reactions (or socialization) to their children’s emotions. We 
would like to better understand how parent socialization of children’s positive emotion is 
associated with anxiety and worry in young children.  
	
Who can take part?  
We	are	looking	for	parents	of	children	aged	3-6	years	with	no	current	or	past	history	of	
significant	emotional	problems	or	significant	child	health	or	developmental	problems	
(for	example,	autism	or	developmental	delays	regarding	not	meeting	milestones	such	as	
speaking	and	motor	skills.	It	is	important	that	parents	are	fluent	in	English.	This	research	
is	also	not	suitable	for	parents	with	a	severe	mental	health	difficulty	or	an	addiction.	
	
Do I have to take part? 
No.	We	are	pleased	that	you	are	interested	in	taking	part,	but	you	should	only	participate	
if	you	want	to.	If	you	decide	to	take	part,	you	are	still	free	to	withdraw	at	any	time	and	
without	giving	a	reason.	You	can	email	the	main	researcher	to	let	them	know	that	you	
have	chosen	to	withdraw.		A	decision	to	withdraw	at	any	time,	or	a	decision	not	to	take	
part,	will	not	disadvantage	you	in	any	way.	You	may	also	withdraw	any	data/information	
you	have	already	provided	up	until	two	weeks	after	participation.		
	
What will happen if I take part? 
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You	will	first	be	contacted	by	the	researcher	for	an	initial	screening	interview	(this	will	
be	 a	 telephone	 or	 video	 call	 –	 whichever	 you	 feel	 more	 comfortable	 with)	 to	 check	
whether	this	study	is	suitable	for	you.	Once	this	has	been	confirmed	you	will	be	invited	
to	take	part	in	some	questionnaires	online	(no	longer	than	20	minutes).		
	
Finally,	you	will	be	asked	to	take	part	in	an	interview	(approx.	2	hours)	which	will	be	
voice	recorded.	This	will	take	place	on	the	telephone	or	in	person	(depending	on	your	
preferences	and	COVID-19	restrictions	at	the	time).		
	
What are the possible benefits of taking part? 
The	information	you	and	other	families	provide	could	help	to	further	knowledge	in	the	
field	of	childhood	anxiety	and	help	with	discovering	new	ways	to	treat	it.	This	study	has	
been	carefully	designed	so	as	to	explore	aspects	of	childhood	anxiety	without	causing	
any	 distress	 or	 discomfort	 to	 parents.	 The	 study	 aims	 to	 be	 a	 fun	 and	 interesting	
experience	for	parents.	Furthermore,	your	name	will	be	entered	in	to	a	raffle	to	win	an	
Amazon	voucher	worth	£50.		
	
	
	
	
	
 
INFORMATION SHEET FOR PARTICIPANTS 
 
Title of Study: Expression of emotions and anxiety in young children. 
 
REC Reference Number: [to be inserted following receipt of ethics approval] 
If you have any concerns related to your  participation in this study please direct them to the 
Department of Psychology Research Ethics Committee, via email: psychology-
ethics@bath.ac.uk 
 
Will information about me and my child be kept confidential? 
All information we collect about you and your child will be always kept strictly confidential. 
Any contact information such as your name and address will be kept separately from the 
information you provide about you and your family.  In this way, all information collected by 
your researchers will remain anonymous. All information will be stored according to the 
requirements of the Data Protection Act (1998). Access to the information will be strictly 
restricted to authorised staff. 
 
What will happen to the results of the research? 
You will have the option to receive a report about the study once we have collected 
information from all families taking part and you will be given an option to opt into this. If 
you opt in, your contact information (email address) will be kept separate from research data 
and the two will not be linked. We will also publish the results in academic journals and 
present study findings at conferences aimed at people working in child mental health.  
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Please do ask us if there is anything that is not clear or if you would like more information. 
If you agree to take part in the study, please sign the consent form overleaf.  
 
If this study has harmed you in any way you can contact Bath University using the details 
below for further advice and information: Ellen O’Gorman, Clinical Psychologist in Training, 
University of Bath: eog26@bath.ac.uk.   
 
 



 91 

Consent Form 
 

 

I ___________________________ * agree to participate in the 

Parent Socialization of Emotions research study. 

 

By signing below, I am agreeing that:  

•  I have read and understood the Participant Information Sheet 

•  Questions about my participation in this study have been answered satisfactorily 

•  I am aware of the potential risks (if any) 

•  I agree for my interview to be voice recorded 

•  I understand that I can withdraw from the study, without repercussions, at any time, 

whether before it starts or while I am participating. 

•  I understand that I can withdraw permission to use the data within two weeks of the 

interview, in which case the material will be deleted. 

•  I am aware that only group data will be published and I will not be identifiable in any 

arising publications 

• I understand that unidentifiable extracts from my interview may be quoted in the 

thesis and any subsequent publications if I give permission below: 

(Please tick one box:) 

I agree to quotation/publication of extracts from my interview  □ 

I do not agree to quotation/publication of extracts from my interview □ 

 

 

Participant Signed_________________________________*   Date 

________________ 

Email address ____________________________________** 

Researcher Signed _________________________________             Initials 

(Researcher)______________________ 

 

*Participants wishing to preserve some degree of anonymity may use their initials (from 

the British Psychological Society Guidelines for Minimal Standards of Ethical Approval in 

Psychological Research  

** Participants wishing to receive a summary of the findings may provide us with their 

email address 
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Debrief Details:  
 
Thank you for your help in contributing to the study of the parent socialisation of emotion. The 
aim of the study is to better understand how the expression of emotion is associated with 
anxiety in young children. You contribution will give us more information in to childhood 
anxiety and ways that we may be able to support anxious children.  
 
All of the information you have given me will be help anonymously, which means it will not be 
possible for anyone to identify you from this.  
 
Please let me know if you have any questions or feedback on the interview today and do not 
hesitate to contact me on the details provided if you think of a question at a later date.  
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Appendix E: Adapted PRCPE for parents  
(based on: Gentzler et al., 2014) 
 

1. Your child shows you some letters that he/she had written independently. Your child 
had been practicing their writing for weeks. 

 
• How happy would you be about this event? 

0------1------2------3------4-----5-----6-----7-----8-----9-----10 
Not happy at all                                         Somewhat happy                                 Extremely 
happy 

 
• How proud would you be about this event? 

0------1------2------3------4-----5-----6-----7-----8-----9-----10 
                    Not proud at all                                  Somewhat proud                              Extremely 
proud 
 

• How much would you think that this was in your child’s control (resulting from his/her 
behavior)? 

0------1------2------3------4-----5-----6-----7-----8-----9-----10 
Not at all in his/her control                   Somewhat in his/her control        Totally in his/her 
control 

 
 
 
How likely are you to… 

Not 
at all 

 Som
e-
what 
likel
y 
 

 Very 
likely  

Encourage your child to be proud of his/her writing. 0 1 2 3 4 
Encourage your child to express his/her happiness in some 
way (smile, etc.). 

0 1 2 3 4 

Discourage your child from continuing to talk about the 
letters after the initial conversation. 

0 1 2 3 4 

Remind your child that they still have a lot to learn. 0 1 2 3 4 
Encourage your child to think about how good or proud 
he/she must feel. 

0 1 2 3 4 

Express affection towards your child (pat them, hug them, 
etc.).  

0 1 2 3 4 

Encourage your child to tell a friend or family member 
about his/her writting.  

0 1 2 3 4 

Do something to celebrate such as go out to dinner. 0 1 2 3 4 
Tell your child he/she probably guessed how to write the 
letters. 

0 1 2 3 4 

Encourage your child to tell someone (friend, sibling) who 
struggles to write. 

0 1 2 3 4 

Reward your child for doing so well with their writing 
(e.g., buy them something special). 

0 1 2 3 4 

Encourage your child to put his/her writing on the 
refrigerator or somewhere else to mark this achievement. 

0 1 2 3 4 

Tell your child how smart he/she is or encourage them to 
think about it. 

0 1 2 3 4 
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Encourage your child to keep working hard in the future to 
improve their writing. 

0 1 2 3 4 

 
2. Your neighbours stop by with a thank you note that says how great your child did on 

a job that they gave him/her. They say they are impressed by your child’s work and 
they want him/her to work for them again.  
 

• How happy would you be about this event?                  
        0 ------ 1 ------ 2 ------ 3 ------ 4 ------ 5 ------ 6 ------ 7 ------ 8 ------ 9 ------ 10 
Not happy at all                             Somewhat happy                              Extremely happy 

 
• How proud would you be about this event? 

        0 ------ 1 ------ 2 ------ 3 ------ 4 ------ 5 ------ 6 ------ 7 ------ 8 ------ 9 ------ 10 
Not at all                                       Somewhat proud                               Extremely proud 

 
• How much would you think that this was in your child’s control (resulting from his/her 

behavior)? 
        0 ------ 1 ------ 2 ------ 3 ------ 4 ------ 5 ------ 6 ------ 7 ------ 8 ------ 9 ------ 10 
Not at all in his/her control          Somewhat in his/her control               Totally in his/her 
control 

 
 
How likely are you to… 

Not 
at 
all 

 

 Some-
what 
likely 

 
 

Very 
Likely 

 

Tell your child to think about how good of a worker 
he/she is. 

 0   1 2 3 4 

Tell your child that your neighbours are just being  
nice and it wasn’t a big deal what your child did/anyone 
could have done it. 

 0   1 2 3 4 

Tell your child he/she will probably never do good work in 
the future. 

 0   1 2 3 4 

Encourage your child to tell someone (friend, sibling) who 
is lazy or whose neighbours don't like them. 

 0   1 2 3 4 

Encourage your child to tell a friend or family member 
about his/her good work. 

 0   1 2 3 4 

Express affection toward your child (pat them, hug them, 
etc.). 

 0   1 2 3 4 

Encourage your child to be grateful that he/she can do 
good work. 

 0   1 2 3 4 

Encourage your child to post the thank you note from 
your neighbour on their refrigerator to mark this 
achievement. 

 0   1 2 3 4 

Encourage your child to think about how good or proud 
he/she must feel. 

 0   1 2 3 4 

Reward your child for behaving so well (e.g., buy them 
something special). 

 0   1 2 3 4 

Do something to celebrate such as go out to dinner.  0   1 2 3 4 
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Encourage your child to express his/her happiness in 
some way (smile, etc.). 

 0   1 2 3 4 

Encourage your child to keep working hard in the future 
so your neighbours will continue to give him/her jobs. 

 0   1 2 3 4 

Discourage your child from continuing to talk about the 
good work he/she did after your neighbour leaves. 

 0   1 2 3 4 

3. Your child just won a running race at a children’s sports day.  
 

• How happy would you be about this event?                  
        0 ------ 1 ------ 2 ------ 3 ------ 4 ------ 5 ------ 6 ------ 7 ------ 8 ------ 9 ------ 10 
Not happy at all                             Somewhat happy                              Extremely happy 

 
• How proud would you be about this event? 

        0 ------ 1 ------ 2 ------ 3 ------ 4 ------ 5 ------ 6 ------ 7 ------ 8 ------ 9 ------ 10 
Not at all                                     Somewhat proud                               Extremely proud 

 
• How much would you think that you caused this event to happen? 

        0 ------ 1 ------ 2 ------ 3 ------ 4 ------ 5 ------ 6 ------ 7 ------ 8 ------ 9 ------ 10 
Not at all in his/her control        Somewhat in his/her control              Totally in his/her 
control 
 

 
 
How likely are you to… 

Not at 
all 

 

 Some-
what 
likely 

 
 

Very 
Likely 

 
Encourage your child to tell a friend or family member 
about his/her game winning point. 

 0   1 2 3 4 

Tell your child to think about how good at running he/she 
is. 

 0   1 2 3 4 

Tell your child he/she will probably never run that quickly 
in the future. 

 0   1 2 3 4 

Discourage your child from continuing to talk about the 
race after it is over. 

 0   1 2 3 4 

Tell your child that he/she got lucky.  0   1 2 3 4 
Encourage your child to express his/her happiness in some 
way (smile, etc.). 

 0   1 2 3 4 

Encourage your child to think about how good or  
proud he/she must feel. 

 0   1 2 3 4 

Do something to celebrate such as go out to dinner.  0   1 2 3 4 
Encourage your child to display something from the race 
like a trophy or picture so he/she can remember winning 
the race.  

 0   1 2 3 4 

Express affection toward your child (pat them, hug them, 
etc.). 

 0   1 2 3 4 

Reward your child for winning the race (e.g., buy them 
something special). 

 0   1 2 3 4 

Encourage your child to be grateful for winning the race.  0   1 2 3 4 
Encourage your child to tell someone (friend, sibling) who 
lost a race.  

 0   1 2 3 4 
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Encourage your child to keep working hard in the future so 
he/she can win more races  

 0   1 2 3 4 

4. Your child won a random contest by entering his/her name that gives your child a 
voucher to get something from their favourite toy shop.  
 

• How happy would you be about this event?                  
        0 ------ 1 ------ 2 ------ 3 ------ 4 ------ 5 ------ 6 ------ 7 ------ 8 ------ 9 ------ 10 
Not happy at all                             Somewhat happy                              Extremely happy 

 
• How proud would you be about this event? 

        0 ------ 1 ------ 2 ------ 3 ------ 4 ------ 5 ------ 6 ------ 7 ------ 8 ------ 9 ------ 10 
Not at all                                      Somewhat proud                               Extremely proud 
 

• How much would you think that you caused this event to happen? 
        0 ------ 1 ------ 2 ------ 3 ------ 4 ------ 5 ------ 6 ------ 7 ------ 8 ------ 9 ------ 10 
Not at all in his/her control        Somewhat in his/her control                Totally in his/her 
control 
 

 
 
How likely are you to… 

Not 
at 
all 

 

 Some-
what 
likely 

 
 

Very 
Likely 

Encourage your child to buy something special with the 
voucher as a reward. 

 0   1 2 3 4 

Express affection toward your child (pat them, hug them, 
etc.). 

 0   1 2 3 4 

Tell your child to think about how he/she deserved to win.  0   1 2 3 4 
Do something to celebrate such as going out for a family 
meal 

 0   1 2 3 4 

Tell your child he/she will probably never win another raffle 
again. 

 0   1 2 3 4 

Tell your child that winning the voucher was not a big deal.  0   1 2 3 4 
Encourage your child to save the voucher or letter to 
remind him/her about winning the raffle. 

 0   1 2 3 4 

Encourage your child to tell a friend or family member 
about winning the raffle 

 0   1 2 3 4 

Encourage your child to enter more raffles in the future so 
that he/she could win again. 

 0   1 2 3 4 

Encourage your child to be grateful for winning the raffle.  0   1 2 3 4 
Encourage your child to think about how good he/she must 
feel. 

 0   1 2 3 4 

Discourage your child from continuing to talk about winning 
the raffle after it is over. 

 0   1 2 3 4 

Encourage your child to express his/her happiness in some 
way (smile, etc.). 

 0   1 2 3 4 

Encourage your child to tell someone (friend, sibling) who 
did not win the raffle to buy things. 

 0   1 2 3 4 
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5. Your child is excited about being invited to a friend’s special birthday party.  

 
• How happy would you be about this event? 

0------1------2------3------4-----5-----6-----7-----8-----9-----10 
Not happy at all                                         Somewhat happy                                 Extremely 
happy 

 
• How proud would you be about this event? 

0------1------2------3------4-----5-----6-----7-----8-----9-----10 
Not at all                                                    Somewhat proud                                   Extremely 
proud 

 
• How much would you think that you caused this event to happen 

0------1------2------3------4-----5-----6-----7-----8-----9-----10 
Not at all in his/her control                   Somewhat in his/her control                 Totally in his/her 
control 

 
 
 
How likely are you to… 

Not at 
all 

 Some
-what 
likely 
 

 Very 
likely  

Encourage your child to express his/her happiness in some way 
(smile, etc.). 

0 1 2 3 4 

Encourage your child to think about how good he/she must 
feel. 

0 1 2 3 4 

Tell your child not to get too excited because the party may not 
be as fun as he/she is thinking. 

0 1 2 3 4 

Remind your child to tell someone (friend/sibling) who did not 
get invited to the special party. 

0 1 2 3 4 

Encourage your child to be grateful for getting invited to the 
party. 

0 1 2 3 4 

Encourage your child to think about how popular he/she is.  0 1 2 3 4 
Express affection towards your child (pat them, hug them, 
etc.). 

0 1 2 3 4 

Encourage your child to be a good friend so he/she can get 
invited to more parties in the future. 

0 1 2 3 4 

Encourage your child to put the invitation on the refrigerator to 
remember the special party. 

0 1 2 3 4 

Tell your child that the party isn’t a big deal and that probably 
everyone got invited to the party. 

0 1 2 3 4 

Reward your child (e.g., buy them something special like an 
outfit for the party). 

0 1 2 3 4 

Encourage your child to tell a friend or family member about 
being invited to the special party. 

0 1 2 3 4 

Do something to celebrate. 0 1 2 3 4 
Discourage your child from continuing to talk about the party 
invitation after the initial conversation. 

0 1 2 3 4 
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