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Resumo

Introdução: Este estudo desenvolveu protótipos brasileiros 
de psicoterapia psicodinâmica (PP) e terapia cognitivo-
comportamental (TCC) para crianças com transtornos 
internalizantes (TI) e externalizantes (TE).
Método: Dezoito experts brasileiros em PP (n = 9) e TCC (n = 9) 
classificaram os 100 itens do Child Psychotherapy Q-Set (CPQ) 
descrevendo uma sessão hipotética típica de acordo com suas 
respectivas abordagens teóricas para crianças com TI. Depois, 
eles classificaram os mesmos itens descrevendo uma sessão 
hipotética típica para crianças com TE. Foi realizada uma análise 
fatorial do tipo Q com rotação varimax.
Resultados: As correlações dos experts foram altas, 
considerando ambas as abordagens teóricas e as duas categorias 
diagnósticas. A análise fatorial gerou três fatores independentes. 
As avaliações da TCC concentraram-se em um fator, enquanto as 
avaliações da PP geraram um fator que descreveu o tratamento 
de crianças com TI e um outro fator que descreveu o tratamento 
de crianças com TE.
Conclusão: O protótipo único da TCC refletiu uma conceptualização 
geral dessa abordagem, indiscriminada em relação aos sintomas 
da criança. O protótipo da PP para crianças com TI evidenciou 
um processo focado na interpretação, enquanto o protótipo da 
PP para crianças com TE caracterizou um processo suportivo com 
atenção à relação terapêutica. Infere-se uma maior variação no 
processo em PP para crianças com diferentes sintomatologias.
Descritores: Processos psicoterapêuticos, psicologia da criança, 
psicoterapia psicodinâmica, terapia cognitiva.

Abstract

Introduction: This study developed Brazilian psychodynamic 
psychotherapy (PDT) and cognitive-behavioral therapy (CBT) 
prototypes for children with internalizing disorders (ID) and 
externalizing disorders (ED).
Method: Eighteen Brazilian experts in PDT (n = 9) and CBT (n = 
9) rated the 100 items of the Child Psychotherapy Q-Set (CPQ) 
describing a hypothetical typical session based on their respective 
theoretical backgrounds for children with ID. They then rated the 
same items describing a hypothetical typical session for children 
with ED. A Q-type factor analysis with varimax rotation was 
performed.
Results: Expert correlations were high within each theoretical 
approach and each diagnostic category. The factor analysis 
identified three independent factors. CBT ratings concentrated on 
one factor, while PDT ratings loaded onto one factor describing 
treatment of children with ID and another factor describing 
treatment of children with ED.
Conclusion: The sole CBT prototype reflected a general 
conceptualization of this approach and was undifferentiated 
regarding treatment of children with ID and ED. The PDT 
prototype for children with ID provided evidence of a process 
focused on interpretation, while the PDT prototype for children 
with ED characterized a supportive process with attention to the 
therapeutic relationship. This infers greater variation in the PDT 
setting for children with different conditions.
Keywords: Psychotherapy, child psychology, psychodynamic 
psychotherapy, cognitive therapy.
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Introduction

This study was designed to develop Brazilian 
psychodynamic psychotherapy (PDT) and cognitive-
behavioral therapy (CBT) prototypes for children with 
internalizing disorders (ID) and externalizing disorders 
(ED). Over the last few years, an increasing body of 
evidence has been accumulating for the effectiveness 
of PDT and CBT for children with different symptoms,1,2 
reinforcing the relevance of these treatments. However, 
studies that focus on how psychotherapies promote 
change are scarce.3

In an attempt to bridge this gap, researchers have 
examined the psychotherapeutic process, which consists 
of assessment of phenomena present throughout these 
treatments that could be associated with the outcomes, 
such as the therapists’ interventions and the therapeutic 
relationships. The findings of these studies are relevant 
to promotion of more effective and parsimonious 
practices for therapists working in different contexts 
and from different backgrounds.3

In this context, Ablon and Jones4 made a significant 
contribution to the field of psychotherapy process 
research, developing the prototypes methodology. 
Psychotherapy prototypes are descriptions created 
by expert clinicians of an ideal or typical session for 
a specific therapeutic approach. These descriptions 
are used to profile the main characteristics of different 
intervention models (e.g., psychodynamic, cognitive-
behavioral) and to assess whether real treatments 
correspond to their theoretical assumptions.4,5

Beyond providing a description of the features of 
treatments, psychotherapy prototypes are also useful 
for identifying which elements of treatment are common 
to all modalities (i.e., are common factors) and which 
are exclusive to a given approach (i.e., are specific 
factors).4,5 Furthermore, prototypes allow for analysis 
of which “active ingredients” correlate with outcomes, 
as already addressed in the field of adult psychotherapy 
research.4,6

Based on comparison of prototypes with real video-
recorded psychotherapy sessions, studies have reported 
that PDT and CBT treatments exhibit characteristics 
of both theoretical approaches simultaneously.4,5,7 
Moreover, these studies have demonstrated that 
characteristics of the dyad influence how similar real 
sessions are to the prototypes.

Child psychotherapy prototypes
Goodman et al.8 were the first to develop 

child psychotherapy prototypes, using the Child 
Psychotherapy Q-Set (CPQ),9 which is an adaptation of 
the Psychotherapy Process Q-Set (PQS)10 for the child 

population. The CPQ is a child psychotherapy process 
assessment measure comprising 100 items that 
describe what can occur in a therapy session, including 
aspects of the child, the therapist, and the relationship 
between them.

Besides investigating the PDT and CBT prototypes 
for children, the authors of the above-mentioned 
study10 also addressed the mentalization-focused 
approach (abbreviated in the original study as RF, for 
“reflective functioning”, which is the operationalization 
of the construct of mentalization). The RF approach 
focuses on development of the mentalizing capacity, 
a construct that describes the capacity to understand 
one’s own and others’ behaviors in terms of underlying 
mental states.11

For the purposes of their study, Goodman et al.8 
invited PDT, CBT, and RF expert clinicians to rate the CPQ 
items, aiming to describe an ideal session within each 
of their respective approaches. After gathering all the 
expert clinicians’ ratings, the authors conducted a factor 
analysis. The investigation found that the PDT and CBT 
ratings loaded onto two distinct factors, while the RF 
ratings were spread across those two conceptualizations, 
not constituting a third factor. These results supported 
the conclusion that, according to the CPQ items, PDT and 
CBT processes with children comprise two empirically 
distinguished treatment modalities, while development 
of the mentalizing capacity is a common factor present 
in both approaches.

After formulating the prototypes, the authors 
calculated correlations between them. Contrary to 
the data found in Ablon and Jones’ original study,4 
where PDT and CBT prototypes for adults presented an 
almost null correlation,12 all of the child psychotherapy 
prototypes were significantly correlated. According 
to the authors, these findings indicated that child 
psychotherapy processes share more elements than 
adult psychotherapies, with emphasis on the therapeutic 
relationship.8

The PDT and CBT prototypes developed by Goodman 
et al.8 were subsequently employed by other authors to 
analyze video-recorded psychotherapies. For instance, 
Gastaud et al.13 used them to investigate the first year 
of PDT with two children in Brazil. One of the patients 
in this study was a boy diagnosed with adjustment 
disorder and dysthymia. He began his treatment when 
he was seven years old. The other was a boy who was 
eight years old at onset, diagnosed with Asperger 
Syndrome.

The data analysis showed that the first treatment 
was positively correlated with both prototypes, while 
the second did not exhibit significant correlations with 
either prototype. The authors discussed how some 
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characteristics of the patients and the therapists might 
have influenced these results.13

According to Gastaud et al.,13 the presence of CBT 
features in the first treatment may indicate that children 
with a precarious psychic structure require greater 
support from the psychodynamic psychotherapist, 
allowing for development of a capacity to explore their 
feelings in depth in further stages of the treatment. 
Whereas the second treatment, with a similarity to 
none of the prototypes, may have occurred following 
the therapist’s identification of the child’s specific 
needs. In that case, the therapist could have chosen to 
strengthen the therapeutic alliance and not adopt typical 
psychodynamic or cognitive-behavioral techniques.

Agreeing with the findings of Gastaud et al.,13 other 
studies have presented a similar trend regarding the 
levels of similarities between real sessions and child 
psychotherapy prototypes. For example, Ramires et al.14 
employed the PDT, CBT, and RF prototypes to analyze 
four years of PDT with a boy diagnosed with disruptive 
mood dysregulation disorder who was seven years old 
at referral.

In this case, a high level of similarity to all 
prototypes was also detected. The authors stated 
that the patient’s symptomatology required the 
therapist to employ several different psychotherapy 
techniques. The interpretative stance and pointing out 
defenses, typical of the PDT prototype, were present 
throughout the treatment; however, the patient was 
also mobilized. To help the patient manage his strong 
feelings and impulses, the therapist sought to promote 
his mentalization, a prototypical characteristic of RF, 
and to use more directive and supportive techniques, 
typical of the CBT approach.14

Similar to studies with adult patients, studies of 
child psychotherapy prototypes have indicated that 
psychotherapies do not always correspond to their 
theoretical assumptions and that one treatment may 
simultaneously exhibit characteristics of different 
approaches.8,13,15 Likewise, there is evidence that 
characteristics of the dyad may influence the 
degree of similarity between the treatment and the 
prototypes.13,15

However, despite development of the PDT, CBT, and 
RF prototypes by Goodman et al.,8 there are still gaps 
regarding prototypical psychotherapy processes with 
children. A lack of prototypes focusing on specific regions 
may be an obstacle to analysis of the psychotherapeutic 
processes performed in different locations, considering 
that conceptions about such processes may vary between 
countries or continents. Furthermore, development of 
prototypes focusing on specific symptomatic conditions 
may contribute to our understanding of how different 

approaches meet their patients’ needs and of which 
treatments are best suited to each case. As indicated 
in previous studies of prototypes, some children may 
benefit from more structured and directive settings, 
while others may present better outcomes in non-
directive settings.13,15

In the present study, we considered children’s 
symptoms according to a dimensional disorder 
classification. This form of categorization is useful 
because it provides a complete understanding 
of psychopathologies, considering comorbidities, 
chronicity, and the existence of illness in a developmental 
continuum.16 This type of classification is widely 
employed in child psychology, with ID and ED being the 
most evident dimensions.17

Children who suffer from ID tend to feel their 
problems “inside” themselves,18 and their conditions 
are characterized by inhibition and poor interaction 
with peers and the environment.19 These symptoms 
include withdrawal and anxiety syndromes and also 
depression.

In contrast, children with ED present behavioral 
patterns such as lack of control and acting out.20 Unlike 
children with ID, these individuals’ emotions, cognitions, 
and conflicts are expressed in the environment. These 
conditions include conduct and oppositional-defiant 
disorders.19

Therefore, the objective of this study was to develop 
Brazilian PDT and CBT prototypes for children with ID 
and ED. The following hypotheses were tested: 1) expert 
clinicians should exhibit a high degree of agreement 
regarding the conceptualization of sessions for children 
with ID and ED within their respective theoretical 
approaches; 2) based on the consideration that the 
Q methodology could differentiate the PDT and CBT 
prototypical processes in various previous studies4,8,21 
and that the children’s psychopathological conditions 
impact the therapeutic process and the degree of 
similarity to the prototypes,13,14 it was expected that the 
expert clinicians’ ratings would generate four distinct 
factors, differentiating both theoretical approaches for 
both types of diagnoses.

Method

Participants
Eighteen expert child psychotherapy clinicians from 

the psychodynamic (n = 9) and cognitive-behavioral (n 
= 9) approaches participated in this study. Contact was 
made with the therapists selected by communication 
with recognized training institutions and through peer 
referral. The criteria for expertise were as follows: at 
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least 5 years of clinical practice with children, peer 
recognition of expertise, and experience as a teacher 
and/or supervisor in Brazilian higher education 
institutions. The sample size is equivalent to previous 
studies that have employed the same methodology,4,8 
and was defined according to the data analysis methods, 
which required a greater number of observations (the 
100 CPQ items) than variables (the expert clinicians).

The expert PDT clinicians had a mean of 18.44 years 
of clinical experience with children (SD = 12.25), while 
the expert CBT clinicians had a mean of 12.22 years 
(SD = 6.59). All participants had specializations in 
psychotherapy and 11 had undergone specific training 
for child therapy (61%); 7 had a master’s degree, and 
5 had a doctorate in the field of child psychotherapy 
(39% and 28%, respectively). According to a t-test for 
independent samples, the mean length of experience 
was equivalent between groups (t = 1.34, p < 0.20). 
The expert clinicians’ ratings were used to investigate 
prototypical conceptions for children with ID and ED, 
employing the CPQ.

Instrument
The CPQ is an ipsative measure used to describe child 

psychotherapy sessions. Developed by Schneider and 
Jones9,22 and formulated in a pan-theoretical manner, 
it can be employed in the assessment of sessions 
using different approaches, either in manualized or 
conventional treatments. The instrument comprises 
100 items that describe characteristics of the therapist, 
the child, and the dyad’s interaction.

In the traditional version of the CPQ, pairs of 
independent judges rate video-recorded sessions, 
sorting a specified number of items along a continuum 
from the least to the most characteristic (scores ranging 
from 1 to 9). In this methodology, a forced choice is 
made, resulting in a normal distribution of the items. 
Conversely, to determine the prototypes, raters have 
the liberty to assign any score to each item.

The CPQ was translated and adapted to Brazilian 
Portuguese by Ramires and Schneider.23 The CPQ has 
achieved good reliability indices in previous studies.8,24-26

Data collection and analysis
Participants were contacted via email and given 

links to the research forms. All ethical considerations 
were respected and the study was approved by the 
Research Ethics Committee at the university where it 
was conducted. The expert clinicians signed an informed 
consent form and filled out a sociodemographic 
questionnaire, which was designed to characterize 
the sample. Participants were asked to rate the 100 
items of the CPQ in order to describe a hypothetical 

typical psychotherapy session for children with ID that 
followed the guidelines of their respective theoretical 
approach. Next, they were asked to rate the same 
100 items in order to describe a hypothetical typical 
psychotherapy session for children with ED. Prior to 
the rating process, definitions of both ID and ED were 
provided to participants. The expert clinicians were 
also requested to consider the intermediate phase of 
treatment, i.e., after the contract has been established, 
but before the discharge discussion begins.

In this study, an adapted form of scoring was used for 
the CPQ, by which each item was rated in a non-forced 
manner using a Likert scale ranging from -4 (highly 
negatively characteristic) to +4 (highly characteristic), 
as employed by Goodman et al.8 Items with ratings 
around 0 were considered neutral or irrelevant. The 
expert clinicians’ ratings were converted to z-scores, 
which were then used in the subsequent statistical 
analyses.

Regarding the data analysis, in an initial step, 
Cronbach’s alpha was calculated to evaluate the expert 
clinicians’ agreement on the prototypical model for their 
approaches for children with ID and ED. In a second step, 
ratings were used to conduct Q-type factor analysis with 
varimax rotation to test whether the protocols generated 
empirically distinct factors (prototypes). In a third step, 
Spearman coefficients were calculated for correlations 
between the Brazilian PDT and CBT prototypes and with 
the international prototypes published by Goodman 
et al.,8 to investigate the degree of similarity between 
these treatment models. All data were analyzed with 
SPSS version 24.0.

Results

The indices of agreement between the psychodynamic 
psychotherapists, calculated as Cronbach’s alpha, 
were 0.93 for treatment of children with ID and 0.92 
for treatment of children with ED. Similarly, levels of 
agreement between the cognitive-behavioral therapists 
were 0.92 and 0.91, in the same order. These findings 
indicate that the participants shared highly similar 
conceptualizations of these prototypical treatment 
models.

The experts’ ratings were subjected to Q-type factor 
analysis with varimax rotation. Unexpectedly, three 
factors were identified that explained 66.41% of the 
items’ variation. All CBT prototypical ratings loaded 
significantly onto factor 1 (variation between 0.50 and 
0.79, mean = 0.71), including ratings for children with 
ID and for children with ED. All PDT ratings for children 
with ID had significant loadings on the second factor, 
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(variation between 0.41 and 0.89, mean = 0.73). All 
PDT protocols for children with ED loaded significantly 
onto the third factor (variation between 0.56 and 0.79, 
mean = 0.69).

In the last step, Spearman correlation coefficients 
were calculated to test for similarity between prototypes. 
None of the three factors exhibited significant 
correlations with any of the others, as shown in Table 
1. Next, the three factors were tested for correlations 
with the prototypes published by Goodman et al.8 
Factor 1 exhibited a high positive correlation27 with the 
international CBT prototype (s = 0.86, p < 0.01) and a 
significant but weak correlation27 with the international 
PDT (s = 0.22, p < 0.05) prototype. Factor 2 presented 
a high positive correlation27 with the international PDT 
prototype (s = 0.71, p < 0.01), while factor 3 had a 
moderate positive correlation with the same prototype 
(s = 0.52, p < 0.01).

Tables 2, 3, and 4 present the 15 most and least 
characteristic items in each factor. It is noteworthy 
that each prototype is composed of the 100 CPQ items 
in different orders and it should be pointed out that 
the decision to present 15 items is arbitrary. It should 
be highlighted that item 18, “therapist is judgmental 
and conveys lack of acceptance,” is present among 
the items least characteristic of all prototypes, while 
item 48, “therapist sets limits,” is among the items 
most characteristic of CBT and PDT for children with 
ED. Similarly, item 24, “therapist’s emotional conflicts 
intrude into the relationship,” is listed among the 
items least characteristic of CBT and PDT for children 
with ED, and item 98, “the therapeutic relationship is 
discussed,” is among the items most characteristic of 
both PDT prototypes. Item 46, “therapist interprets 
the meaning of child’s play,” is listed among the items 
least characteristic of the CBT prototype, but among 
those most characteristic of PDT for children with ID. 
The inverse occurs with item 93, “therapist is neutral,” 
which is among the items most characteristic of PDT for 
children with ID and those least characteristic of CBT.

Items 40, “child communicates without affect,” 
56, “child is distant from his or her feelings,” and 95, 
“child’s play lacks spontaneity,” are found among those 
least characteristic of CBT and PDT for children with 
ED. In contrast, items 17 “therapist actively exerts 
control over the interaction,” 27, “there is a focus on 
helping the child plan behavior outside the session,” 
37, “therapist behaves in a didactic manner,” and 87, 
“therapist informs child of the potential impact of his 
or her behavior on others,” are among the items most 
characteristic of CBT and least characteristic of PDT 
for children with ID. Furthermore, item 55, “therapist 
directly rewards desirable behaviors,” is characteristic 
of the CBT prototype, but is not characteristic of either 
PDT prototype.

Discussion

This study investigated Brazilian expert clinicians’ 
prototypical conceptions regarding the PDT and CBT 
therapeutic processes for children with ID and ED. Factor 
analysis identified three distinct conceptualizations of 
child psychotherapies.

Similar to what has been observed in previous 
studies, Brazilian expert clinicians, within their respective 
approaches, exhibited a high level of agreement on the 
characteristics of prototypical sessions for children with 
different symptoms. The high degree of consistency 
between ratings confirmed hypothesis 1 raised in this 
study. Regarding factor analysis, CBT ratings were 
concentrated on only one factor. According to the 
data obtained, the CBT psychotherapeutic process for 
children is characterized by greater therapist control, 
in that they actively exert control over the interaction 
(CPQ item 17), behave in a didactic manner (item 37), 
attempt to modify distortions in the child’s beliefs (item 
57), and help the child to manage his or her feelings 
(item 82). Within this approach, there is also an 
emphasis on behaviors and their unfolding, either inside 

Table 1 - Spearman correlation coefficients between prototypes

CBT PDT-INT PDT-EXT CBT-2016 PDT-2016
CBT -
PDT-INT 0.10 -
PDT-EXT 0.01 0.01 -
CBT-2016 0.86* 0.17 0.11 -
PDT-2016 0.22† 0.71* 0.52* 0.36* -

CBT = Brazilian cognitive-behavioral therapy prototype; CBT-2016 = international cognitive-behavioral therapy prototype; PDT-2016 = 
international psychodynamic psychotherapy prototype; PDT-EXT = Brazilian psychodynamic psychotherapy prototype for children with 
externalizing disorders; PDT-INT = Brazilian psychodynamic psychotherapy prototype for children with internalizing disorders. 
* p < .01; † p < .05.
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or outside the sessions (items 55, 27, and 87). This 
characterization corresponds to the literature on this 
approach, which focuses on the relationship between 
feelings, thoughts, and behaviors in a more structured 
setting.28,29

Considering the availability of different treatment 
manuals, it is inferred that the CBT therapeutic 
process is adapted to the patient’s psychopathology. 
For example, in the treatment of children with ID, the 
therapeutic work may focus on taking the child from a 
passive stance and enabling them to face their negative 
and ruminative thoughts that should be changed.30 In 
this manner, there is intense monitoring of the child’s 
thoughts and activities and the therapist helps the 
child to engage in pleasurable activities that they do 
not perform or have stopped performing.31 In turn, 

systematic desensitization is used for treatment of 
children with anxiety, wherein techniques of exposure to 
anxiogenic situations and relaxation are employed.32,33

Concerning CBT for children with ED, this approach 
primarily focuses on developing strategies to cope with 
anger, frustration, and disruptive behaviors. Techniques 
that are often employed include identification of 
previous factors and consequences of aggressive 
behaviors, development of recognition and regulation 
of anger expressions, and testing of socially appropriate 
behaviors that can replace disruptive reactions.34,35

Intriguingly, the findings of the present study 
indicate that there are no conceptually distinct models 
of the prototypical CBT processes for children with ID 
and ED. Despite the variety of manuals for treatment 
of different psychopathologies employing CBT, the 

Table 2 - Most and least characteristic items for the Brazilian CBT prototype

Item Item description z-score
15 most characteristic items

Item 55 T directly rewards desirable behaviors. 1.75154
Item 27 There is a focus on helping C plan behavior outside the session. 1.70854
Item 57 T attempts to modify distortions in C’s beliefs. 1.63523
Item 17 T actively exerts control over the interaction. 1.62019
Item 37 T behaves in a didactic manner. 1.59235
Item 68 Real rather than fantasized meanings of experience are actively differentiated. 1.18621
Item 87 T informs C of the potential impact of his or her behavior on others. 1.1524
Item 77 T’s interaction with C is sensitive to the C’s level of development. 1.05425
Item 3 T’s remarks are aimed at encouraging C’s speech. 1.01292
Item 82 T helps C manage feelings. 0.98647
Item 64 C draws T into play. 0.98073
Item 74 Humor is used. 0.96376
Item 4 There is discussion of why C is in therapy. 0.95799
Item 48 T sets limits. 0.89379
Item 99 T offers help or guidance. 0.88613

15 least characteristic items
Item 9 T is nonresponsive [vs. affectively engaged]. -2.38352
Item 24 T’s emotional conflicts intrude into the relationship. -2.13738
Item 41 C does not feel understood by the therapist. -2.1017
Item 42 C ignores or rejects T’s comments and observations. -1.87968
Item 18 T is judgmental and conveys lack of acceptance. -1.77472
Item 44 C feels wary or suspicious [vs. trusting and secure]. -1.69582
Item 56 C is distant from his or her feelings. -1.67876
Item 40 C communicates without affect -1.65156
Item 46 T interprets the meaning of C’s play. -1.63852
Item 93 T is neutral. -1.59413
Item 49 C conveys or expresses mixed or conflicted feelings about the T. -1.45069
Item 95 C’s play lacks spontaneity. -1.41247
Item 1 C expresses negative feelings toward T [vs. expresses approval or admiration]. -1.30022
Item 11 Sexual feelings or thoughts emerge. -1.28182
Item 26 C is socially misattuned or inappropriate. -1.27813

C = child; T = therapist.
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characteristics of the psychotherapeutic process within 
this approach may remain quite similar when treating 
different psychopathologies.

One hypothesis raised for this conceptual pattern 
addresses the model in which the treatment manuals are 
applied, developed, and validated. Often underpinned 
by experimental designs, such programs may not 
accurately reflect usual clinical practice.36 In contrast, 
in the present study examinations were performed on 
conceptions of typical psychotherapeutic processes 
and the results may demonstrate greater parsimony 
in CBT clinical practice in relation to the multiplicity of 
protocols.

The CBT factor may constitute a general 
conceptualization of this approach, applicable to children 
with different clinical problems. In general, according to 

Stallard,31 CBT treatment protocols typically begin with 
a psychoeducational approach. In the subsequent steps, 
the therapist works on identification and management 
of the child’s emotional states as well as recognition and 
substitution of maladaptive cognitions. Finally, there 
is a behavioral focus in which the child’s experiences 
are used as a basis for acquiring new behaviors that 
promote a better capacity to deal with problems.

Another hypothesis raised is that the CPQ could 
not capture subtleties of CBT that would differentiate 
between treatments for children with ID and ED. For 
example, one of the most prevalent CBT approaches for 
children with ED is focused on parent training.37-39 In 
this regard, the CPQ may not be suitable for describing 
these treatments since its items are specifically focused 
on sessions with the child.

Table 3 - Most and least characteristic items for the Brazilian PDT prototype for children with internalizing disorders

Item Item description z-score
15 most characteristic items

Item 93 T is neutral. 1.68598
Item 67 T interprets warded-off or unconscious wishes, feelings, or ideas. 1.59958
Item 46 T interprets the meaning of C’s play. 1.59498
Item 36 T points out C’s use of defenses 1.27224
Item 90 C’s dreams or fantasies are discussed. 1.26531
Item 71 C engages in make-believe play. 1.24598
Item 92 C’s feelings or perceptions are linked to situations or behavior in the past. 1.16181
Item 76 T makes links between C’s feelings and experience. 1.1147
Item 28 T accurately perceives the therapeutic process. 1.08684
Item 29 The quality of C’s play is fluid, absorbed [vs. fragmented, sporadic]. 1.07079
Item 94 C feels sad or depressed [vs. cheerful and joyous]. 1.06808
Item 97 T emphasizes verbalization of internal states and affects. 1.03954
Item 35 C’s self-image is a theme 1.0348
Item 98 The therapy relationship is discussed. 1.03219
Item 62 T points out a recurrent theme in the C’s experience or conduct. 1.02552

15 least characteristic items
Item 37 T behaves in a didactic manner. -2.22772
Item 55 T directly rewards desirable behaviors. -2.12517
Item 17 T actively exerts control over the interaction. -2.11295
Item 89 T acts to strengthen existing defenses. -1.90235
Item 27 There is a focus on helping the C plan behavior outside the session. -1.67804
Item 20 C is provocative; challenges the T or rules and boundaries of the therapy hour -1.65222
Item 9 T is nonresponsive [vs. affectively engaged]. -1.61633
Item 21 T self-discloses. -1.60836
Item 18 T is judgmental and conveys lack of acceptance. -1.54588
Item 12 T models unspoken or unelaborated emotions. -1.52111
Item 87 T informs C of the potential impact of his or her behavior on others. -1.3667
Item 39 C is competitive, rivalrous with the T. -1.33474
Item 42 C ignores or rejects T’s comments and observations. -1.31019
Item 83 C is demanding. -1.30329
Item 66 T is directly reassuring. -1.30164

C = child; T = therapist.
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In relation to the second factor, comprising PDT 
ratings for children with ID, a psychotherapeutic 
process was identified and characterized by a neutral 
therapist (item 93) who interprets the child’s play and 
unconscious contents (items 46, 67) and points out their 
defenses (item 36). The PDT prototype for children with 
ID resembled the classical PDT assumptions that include 
the understanding of a dynamic unconscious and the 
phenomena of transference, countertransference, and 
resistance.40,41

The third factor contained the experts’ ratings 
regarding the PDT process for children with ED. In this 
prototype, an emphasis on the child items was identified 
(i.e., items 20, 25, 39, 72, and 83). These findings 
highlight how demanding and possibly mobilizing 

these children may be in the therapeutic setting. 
Regarding therapist items, this treatment modality 
prioritizes the therapeutic relationship (item 98) and 
its possible connections with other relationships (item 
100). Furthermore, the therapist’s tolerant stance 
when faced with the child’s strong affects and impulses 
(item 45) indicates that attention must be paid to 
countertransferential reactions when treating children 
with these conditions. This was also identified in a 
previous study using the CPQ.14

While the Brazilian PDT prototype for children with 
ID and the Brazilian CBT prototype resembled the 
international prototypes, the conceptualization of PDT 
for children with ED presented in this study reveals a 
prototypical process distinct from previously published 

Table 4 - Most and least characteristic items for the Brazilian PDT prototype for children with externalizing disorders

Item Item description z-score
15 most characteristic items

Item 20 C is provocative; challenges the T or rules and boundaries of the therapy hour. 1.93796
Item 39 C is competitive, rivalrous with the T. 1.85937
Item 25 C has difficulty leaving the session. 1.58184
Item 83 C is demanding. 1.51339
Item 72 C is active. 1.42051
Item 84 C expresses anger or aggressive feelings. 1.40056
Item 58 C appears unwilling to examine thoughts, reactions, or motivations related to problems. 1.29129
Item 1 C expresses negative feelings toward T [vs. expresses approval or admiration]. 1.26032
Item 34 C blames others, or external forces, for difficulties. 1.24306
Item 42 C ignores or rejects therapist’s comments and observations. 1.17397
Item 48 T sets limits. 1.07023
Item 98 The therapy relationship is discussed. 1.00936
Item 49 C conveys or expresses mixed or conflicted feelings about the T. 0.97405
Item 100 T draws connections between the therapeutic relationship and other relationships. 0.92728
Item 45 T tolerates C’s strong affect or impulses. 0.9164

15 least characteristic items
Item 078 C is compliant. -2.19431
Item 053 C conveys awareness of own internal difficulties. -2.12946
Item 061 C feels shy and embarrassed [vs. un-self-conscious and assured]. -2.05707
Item 024 T’s emotional conflicts intrude into the relationship. -1.88034
Item 080 C behaves in a dependent fashion [vs. insists on independence]. -1.66623
Item 029 The quality of C’s play is fluid, absorbed [vs. fragmented, sporadic]. -1.65251
Item 070 C struggles to control feelings or impulses. -1.64499
Item 018 T is judgmental and conveys lack of acceptance. -1.54903
Item 095 C’s play lacks spontaneity. -1.54041
Item 055 T directly rewards desirable behaviors. -1.43581
Item 085 C’s aggression is directed toward self. -1.3889
Item 040 C communicates without affect -1.38718
Item 073 C expresses fears or displays phobic behavior. -1.38657
Item 054 C is clear and organized in verbal expression. -1.24431
Item 056 C is distant from his or her feelings. -1.15499

C = child; T = therapist.
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descriptions.8 Furthermore, the data reinforce the 
conception that in PDT treatment for children with ED 
the setting needs to be adapted so that the therapist is 
less interpretative and more supportive and expressive, 
maintaining an educative, encouraging, and empathic 
stance.42 This PDT modality, besides diverging from its 
classical assumptions, is also conceptually distinct from 
the prototypical CBT process, in being a specific form 
of treatment. Considering the statistical differentiation 
between the PDT and CBT prototypes for children with 
ID and ED, hypothesis 2 was partially confirmed.

The weak correlation between the prototypes 
developed in this study was expected, because the 
analysis produces empirical differentiation between 
psychotherapy approaches. In contrast, comparison 
of the Brazilian prototypes with those developed by 
Goodman et al.8 confirmed that the CBT Brazilian 
prototype is significantly correlated with the international 
CBT and PDT prototypes. Both Brazilian PDT prototypes 
significantly correlated with the international prototype 
of the same approach, but did not correlate significantly 
with the international CBT prototype.

The significant CBT correlation with all international 
prototypes may indicate an integrative trend in this 
approach, which is a notion introduced by Alford and 
Beck28 and is currently growing with the development 
of third-wave therapies.43 Another hypothesis raised is 
that the concentration of responses — internalizing and 
externalizing — influenced the correlation between the 
prototypes because factor 1 encompasses treatments for 
children with different needs. The weak and statistically 
non-significant correlations between both Brazilian 
PDT prototypes and the international CBT prototype 
presented a reverse trend to that reported by Yoshida 
et al.,44 who indicated that Brazilian psychodynamic 
psychotherapists working with adult patients tend to 
adopt more integrative approaches than their North-
American counterparts.

Final considerations

This study developed Brazilian CBT and PDT 
prototypes for children with ID and ED. Similar to 
previous studies, the Q methodology proved effective 
for examining prototypical psychotherapy process 
conceptualizations.

While the CBT model may be stable for care of 
children with ID and ED, the PDT prototypes exhibited 
significant differences between treatment for children 
with distinct symptoms. In this sense, the PDT process, 
based on interpretation and insight, may not be suited 
for patients with ED, requiring flexibility in the setting.

Furthermore, the prototypes developed in this study 
are new tools for investigation of the therapeutic process 
with children, and they can be used in analysis of video-
recorded psychotherapies, whether manualized or 
naturalistic. Investigation of the relationships between 
the prototypes and real cases will help to build a deeper 
understanding of what prototypical features are present 
in the psychotherapies offered and how they relate to 
outcomes.

Finally, we emphasize that the prototypes presented 
here were developed based on the opinions of experts 
predominantly from southern Brazil. Thus, it is noted 
that these findings may not reflect the situation in other 
regions in the country. When using the Q methodology 
and the types of analysis employed, the number of 
observations required (in this case, the 100 items of the 
CPQ) must be significantly greater than the number of 
variables (in this study, the experts in psychotherapy), 
making larger expert samples impossible. Other 
studies that investigate prototypes in other localities 
could contribute to increasing understanding of 
differences and similarities between conceptions of the 
psychotherapeutic process.
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