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Abstract 

The aim of the current study was to determine whether maternal Expressed Emotion 

(Overinvolvement and Criticism) decreased across treatment for childhood anxiety. Mothers 

of 48 clinically anxious children (aged 6–14 years) were rated on levels of Criticism (CRIT) 

and Emotional Overinvolvement (EOI), as measured by a Five Minute Speech Sample 

(FMSS) from mothers, prior to and following Cognitive Behavioral Therapy (CBT) for their 

child’s anxiety. Results showed that a significantly greater proportion of mothers were rated 

as low CRIT and low EOI at posttreatment compared to the proportion of mothers who were 

rated as low CRIT and low EOI at pretreatment. This finding indicates that interventions 

aimed at reducing symptoms of child anxiety can also result in a decrease of maternal 

Expressed Emotion (Overinvolvement and Criticism). 

 

Keywords: parenting, cognitive behavioral therapy, child anxiety, anxiety disorders, 

Expressed Emotion, Five Minute Speech Sample, Criticism, Emotional Overinvolvement.  
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Changes in Maternal Expressed Emotion Towards Clinically Anxious Children Following 

Cognitive Behavioral Therapy 

Research suggests that parent–child interaction styles are one part of a complex array 

of variables which account for a modest proportion of the variance in child anxiety (McLeod, 

Wood, & Weisz, 2007). The empirical literature has focused primarily on the association 

between childhood anxiety and the parenting dimensions of ‘control’ (overinvolvement) and 

‘rejection’ (negativity/criticism). Parental control has been shown to be strongly associated 

with child anxiety, while results have been less consistent regarding the relationship between 

parental rejection and anxiety (See McLeod et al., 2007 for a recent review). Etiological 

models of anxiety suggest that these parenting styles increase a child’s vulnerability to 

developing an anxiety disorder (e.g., Ginsburg & Schlossberg, 2002; Hudson & Rapee, 

2004). Criticism is theorized to contribute to anxiety by increasing a child’s maladaptive 

cognitions about themselves and conveying a limited sense of personal competence, thereby 

fostering a poor sense of self-worth and self-efficacy (Ginsburg, Grover, Cord, & Ialongo, 

2006). These variables represent psychosocial risk factors for anxiety (Chorpita & Barlow, 

1998). Maladaptive overinvolvement is thought to influence anxiety by increasing a child’s 

perception of threat, decreasing a child’s perceived ability to control and to competently 

manage distress, and ultimately increasing a child’s avoidance of threat (Hudson & Rapee, 

2004). Thus, overcontrol constrains a child’s opportunity to explore and manipulate the 

environment independently and restricts his/her ability to develop mastery skills (Chorpita & 

Barlow, 1998).  

While there is an abundance of research describing the importance of childrearing 

characteristics in the development of anxiety, a minority of studies have measured the extent 

to which parenting can be altered by means of a treatment program for child anxiety 

(Ginsburg, Siqueland, Masia-Warner, & Hedtke, 2004). Such an investigation could help 
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identify dysfunctional parenting styles that remain unaltered following treatment and that 

should be more specifically targeted in therapy programs (Ginsburg & Schlossberg, 2002). 

Interventions that directly address caregiver attitudes may produce subsequent improvements 

in child anxious symptomotology (Cartwright-Hatton, 2006), thereby enhancing the 

effectiveness of treatment.  

A few previous studies have shown that interventions aimed at reducing symptoms of 

child anxiety can also alter maladaptive parenting styles (Barrett, Dadds, & Rapee, 1996; 

Creswell, Schniering, & Rapee, 2005; LaFreniere & Capuano, 1997). Barrett, Rapee, Dadds 

and Ryan (1996) found that, prior to undergoing a treatment program, anxious children chose 

more avoidant coping responses to hypothetical situations following a discussion with their 

parents than they had prior to the family discussion. This phenomenon, known as the FEAR 

effect (Family Enhancement of Avoidant Responses), did not occur at posttreatment (Barrett 

et al., 1996). Rather, anxious children reduced their avoidant coping responses following 

family discussions, indicating that treatment successfully modified negative parental 

influences. Creswell et al. (2005) replicated the findings of Barrett and colleagues (1996) 

showing that anxious children interpreted ambiguous situations as more threatening than did 

nonanxious children and demonstrating, furthermore, that mothers of these children also 

interpreted a higher level of threat to ambiguous scenarios than did mothers of non-clinical 

children. Following a nine-session group cognitive behavioral therapy (CBT) program, both 

children’s and mothers’ levels of threat interpretation were significantly reduced, suggesting 

that interventions can not only modify child cognitions, but can impact parents’ thought 

processes as well.   

Likewise, LaFreniere and Capuano (1997) found that a 20-session home-based 

parenting skills program for anxious–withdrawn preschool children resulted in a decrease in 

the level of parental intrusiveness and control at posttreatment, compared to mothers who 
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received no treatment. Another study investigating the effectiveness of a 12-week parent-only 

group CBT program (Thienemann, Moore, & Tompkins, 2006) demonstrated a significant 

improvement in parental attitudes (parents’ feelings about their child’s anxiety and 

perceptions of their child’s competence and need for support) across treatment.  

In order to further investigate changes in parenting across treatment, the current study 

utilized the Five Minute Speech Sample (FMSS), which characterizes the attitudes and 

related practices of family members towards their relatives with mental disorders. The FMSS 

assesses parental Expressed Emotion (EE) by instructing parents to provide their thoughts 

and feelings about their child and to describe the relationship they have with their child for 

five uninterrupted minutes. Expressed Emotion is measured by coding two distinct 

components of the speech sample: Criticism (CRIT) and Emotional Overinvolvement (EOI). 

Expressed Emotion was first studied by Brown, Monek, Carstairs, and Wing (1962) as a 

factor associated with relapse in patients with schizophrenia, and has since been implicated in 

numerous studies as an aspect of the family environment that is associated with the presence 

and severity of psychiatric disorders in adults and children. For example, Stubbe, Zahner, 

Goldstein, & Leckman (1993) found that Emotional Overinvolvement was associated with 

higher rates of separation anxiety disorder and generalized anxiety disorder.   

Only one previous study has investigated the changes in Expressed Emotion across 

child treatment. Vostanis, Burnham, and Harris (1992) measured Expressed Emotion from 3 

videotaped family therapy sessions (first, second, and last sessions) of 12 families with a non-

homogeneous group of children. This study showed that parental Criticism and Emotional 

Overinvolvement decreased during the course of systemic family therapy. Despite the 

abundance of literature stressing the importance of these two key parenting styles in the 

development and maintenance of child anxiety, to date, no study has investigated the changes 

in these constructs across therapy for anxious youth.  
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The purpose of the current study was to determine whether expressed Criticism and 

Emotional Overinvolvement in mothers decreased between the beginning and the end of a 

family-based CBT program for childhood anxiety. It was expected that a significantly greater 

proportion of mothers would be rated as low CRIT and low EOI at posttreatment compared to 

the proportion of mothers rated who were rated as low CRIT and low EOI at pretreatment.  

Method 

Participants 

Participants were 48 clinically anxious children and their mothers. A detailed 

description of the sample is reported in a separate paper (Gar & Hudson, unpublished results). 

All children were aged 6–14 years (mean = 123.04 months, SD = 21.29). There were 27 

males (56%) and 21 females (44%). Regarding ethnicity,  39 families identified as Australian, 

5 Asian, 2 European, and 2 were of unknown ethnicity.  

Participants were referred for assessment and treatment of childhood anxiety from 

multiple sources (professionals, teachers) or were recruited via word of mouth and media 

publicity to the XXXXX. Postgraduate students in clinical psychology and registered clinical 

psychologists conducted assessments using the Anxiety Disorders Interview Schedule for 

DSM-IV: Child and Parent Version (ADIS: C/P; Silverman & Albano, 1996). Diagnosticians 

received supervision for each assessment. Previous research in our clinic has demonstrated 

excellent inter-rater agreement for diagnoses obtained using the ADIS-C/P (Lyneham, 

Abbott, & Rapee, 2007). In addition, 15% of the interviews were checked for reliability. 

There was 100% agreement (κ = 1.0) on the presence of a clinical anxiety disorder anywhere 

in the child’s profile. The reliability of individual anxiety disorders was as follows: 

Separation Anxiety Disorder (SAD), κ = .78, Generalized Anxiety Disorder (GAD), κ = 1.0, 

and Social Phobia (SP), κ = .89.  
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The primary diagnoses of the children in the sample were as follows: GAD, 56.3%, 

SP, 22.9%, SAD, 16.7%, Obsessive Compulsive Disorder, 2.1%, and Specific Phobia, 2.1%. 

Seventy-nine percent of children were diagnosed with at least one additional anxiety disorder, 

8.3% had an additional mood disorder, 8.3% had a comorbid behavior disorder, and 4.1% 

met criteria for any other type of disorder. Children were accepted into the group CBT 

program if they met criteria for a primary anxiety disorder diagnosis according to Diagnostic 

and Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric Association, 

2000) criteria, based on a composite diagnosis of the child and parent report. Children on 

medication were included in the study if their medication had been stable for the previous 

month. Children were excluded if they had a disabling medical condition. 

Procedure 

Children were initially assessed at the XXXXX, to determine suitability for the 

treatment program. Mothers were asked to voluntarily participate in the research task and 

signed informed written consent forms (children provided verbal consent). Mothers were then 

contacted by telephone and completed the FMSS task prior to commencing treatment. 

Telephone conversations were recorded using audio-recording equipment. After completion 

of the 10-week CBT program, mothers were contacted a second time, during which they 

completed follow-up FMSS’s. The procedures in this study were approved by the XXXXX 

Human Ethics Committee. 

Task 

The FMSS is a brief measure of Expressed Emotion (EE) and includes ratings of 

Criticism (CRIT) and Emotional Overinvolvement (EOI) (Magana, Goldstein, Karno, 

Miklowitz, Jenkins, & Falloon, 1986). Mothers were contacted by telephone and given the 

following instructions: “I’d like to hear your thoughts and feelings about (child’s name) in 

your own words and without my interrupting with any questions or comments. When I ask 
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you to begin, I’d like you to speak for five minutes, telling me what kind of person (child’s 

name) is and how the two of you get along together. After you begin to speak, I prefer not to 

answer any questions until after the five minutes.”  

All FMSS’s were audio-taped, transcribed, and coded accorded to the method 

described by Magana-Amato (1990). The content of the speech was used to score each tape. 

Mothers were rated as high, borderline, or low CRIT/EOI. The coding manual suggests 

including borderline cases in the high category when coding for groups that may be reluctant 

to express strong attitudes about their relatives (e.g., parents speaking about their young 

children). Therefore, borderline-CRIT and borderline-EOI cases were included in the high 

category. 

 A high CRIT rating was given if any of the following were present (i) a negative 

initial statement, (ii) a description of a negative relationship with the child, (iii) one or more 

critical statements (i.e., frequency count). The presence of one or more statements of 

dissatisfaction with the child prompts a borderline CRIT rating. Each of the four CRIT 

criteria have been found to relate positively to maternal reports of child psychopathology, and 

the overall CRIT component was found to have internal consistency when used in juvenile 

populations (McCarty & Weisz, 2002). Therefore, the overall CRIT component was 

measured and analyzed.   

A high EOI score was given based on the following scoring criteria (i) the presence of 

an emotional display (e.g., crying during the speech sample), (ii) reports of self-sacrificing, 

overprotective, or lack of objective statements about the child, or a combination of two or 

more of the following (i) excessive detail about the child’s past, (ii) a statement of love or 

willingness to do anything for the child, or (iii) exaggerated praise of the child as indicated by 

five or more positive remarks (i.e., frequency count). A borderline EOI rating was given if 

only one of the latter criteria was present, or if there was moderate evidence of self-
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sacrificing, overprotective, or lack of objective statements. Given that only 2 of the 5 EOI 

scoring criteria were found to be positively related to child psychopathology when tested in a 

juvenile sample (McCarty & Weisz, 2002), the approach to EOI scoring was adapted as 

follows. Coders scored the EOI component to compare with previous research using the EOI 

score. In addition, the two individual scoring criteria comprising the EOI construct 

(overprotective/lack of objectivity/self-sacrificing and emotional display) found to be 

positively related to child psychopathology (McCarty & Weisz, 2002) were each examined 

separately.  

Coders were unaware of the diagnostic status of the child. The primary coder was 

trained in the coding system until 80% agreement on all EE subgroups was reached. Twenty-

five percent of the FMSS’s were rated by an additional coder to check the reliability of the 

codes. Inter-rater reliability for the scales were as follows: CRIT (low versus borderline–

high), κ = .82, EOI (low versus borderline–high), κ = .89, EOI subscales: overprotective/self-

sacrificing/lack of objectivity, κ = .78. There is no kappa for emotional display as it did not 

occur in the reliability sample.  

Treatment 

The group CBT program is based on a standardized treatment manual (Rapee, 

Wignall, Hudson, & Schniering, 2000) and is described in greater detail in previous papers 

(e.g.,  Rapee, 2000). Sessions were conducted in age-related groups of 5–8 children, and were 

led by two graduate students in clinical psychology. Groups were run under the close 

supervision of a senior psychologist. The program was carried out over 10 weekly sessions 

lasting approximately 120 minutes each. The treatment was aimed at teaching children and 

parents skills to manage the child’s anxiety symptoms and related behaviors. Topics covered 

included psychoeducation, realistic thinking for threat-related thoughts, cognitive 

restructuring, graded exposure to feared events, and social skills/assertiveness training. In 
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each session, the therapist spent roughly equal time with the child, parent(s) and parents and 

child together. Parents were trained as coaches to provide support and encouragement 

throughout the program and were taught the principles of parent management. For example, 

the program taught parents to reward, praise, and pay attention to positive child behaviors, 

and to reduce attention to anxious behaviors. Also, parents learned to encourage courageous, 

independent behavior, and to reduce overprotection.  

 

Results 

For a detailed description of the treatment outcome data, including self-report 

measures and diagnostic data, see Gar and Hudson (unpublished results). There were no 

significant differences in CRIT or EOI between males and females, nor between younger (6-

9) and older (10-14) children, all p values > .05. 

Changes in Maternal Criticism (CRIT) from the FMSS 

Pretreatment and posttreatment maternal CRIT. At pretreatment, 29.2% of mothers in 

the sample were rated as borderline–high CRIT and 70.8% were rated as low CRIT. At 

posttreatment, 14.6% of mothers were rated as borderline–high CRIT and 85.4% of mothers 

were rated as low CRIT. A one-tailed McNemar Test showed that a significantly greater 

percentage of mothers were rated as low CRIT at posttreatment compared to the percentage 

of mothers who were rated as low CRIT at pretreatment, p < .05. That is, overall, mothers 

were significantly less critical of their children at posttreatment than they had been at 

pretreatment. Table 1 shows the changes in CRIT from pre- to posttreatment.  

Changes in Maternal Emotional Overinvolvement (EOI) from the FMSS  

Pretreatment and posttreatment maternal EOI and EOI subscales. At pretreatment, 

37.5% of mothers were rated as borderline-high EOI and 62.5% were rated as low EOI. At 

posttreatment, 18.8% were rated as borderline-high EOI and 81.3% were rated as low EOI.  
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A one-tailed McNemar Test showed that a significantly greater percentage of mothers were 

rated as low EOI at posttreatment compared to the percentage of mothers who were rated as 

low EOI at pretreatment, p < .05 (see Table 1).  

At pretreatment, overprotective/self-sacrificing/ lack of objectivity (OP/SS/LO) was 

evident in four mothers, whereas at posttreatment, OP/SS/LO was evident in one mother. 

Two mothers changed from borderline OP/SS/LO to absent OP/SS/LO across treatment. One 

mother changed from OP/SS/LO present to OP/SS/LO absent, and one mother displayed the 

presence of OP/SS/LO both at pre- and posttreatment. One mother changed from emotional 

display present to emotional display absent from pre- to posttreatment. There were no other 

instances of emotional display in the sample. Due to the low frequency of EOI subscale 

scores, statistical comparisons could not be made between pre- and posttreatment. 

Discussion 

The current study found a significant decrease in the proportion of mothers who 

showed evidence of high Expressed Emotion (Criticism, Overinvolvement) towards their 

children prior to and following CBT for their child’s anxiety. These findings support previous 

research which showed changes in parenting across treatment (Barrett, Dadds et al., 1996; 

Creswell et al., 2005; LaFreniere & Capuano, 1997; Thienemann et al., 2006).  

The results of this study can be understood within the framework of etiological 

models of anxiety which stress the reciprocal relationship between child behavior and 

childrearing characteristics. Research has shown that parenting styles can be elicited by a 

child’s anxious behavior (Sameroff, 1993). Thus, the reduction in children’s anxiety 

following treatment (the results of which were similar to those described in previous studies 

from our clinic e.g.,  Rapee, 2000), likely contributed to the decrease in dysfunctional 

parenting from pre- to posttreatment. The association between better patient functioning and 

a decrease in family members’ maladaptive attitudes has been suggested by researchers with 
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regard to various disorders (e.g., Brown, Birley, & Wing, 1972). It is also possible that the 

training in parent management principles which mother’s received during treatment 

contributed to the modification of maternal Expressed Emotion towards their children. If 

learning techniques in how to react differently to anxious children contributed to the decrease 

in maternal Expressed Emotion, then an intervention which provides additional training to 

directly target caregiver’s attitudes and related practices may be of value, given that some 

mothers remained critical and controlling following treatment. This, in turn, could influence 

child improvement (Cartwright-Hatton, 2006), leading to enhanced treatment effectiveness. 

Such an approach has been adopted with regard to other psychiatric disorders, resulting in the 

development of interventions designed to reduce levels of Expressed Emotion in relatives 

during family therapy sessions (e.g., de Jesus Mari & Streiner, 1994).  

Several limitations of the current study should be considered. First, this study did not 

compare the changes in maternal Criticism and Emotional Overinvolvement across CBT to 

changes in parenting following an alternative treatment program. Such a comparison would 

have allowed an examination of the unique contribution of CBT to the modification of 

maternal Expressed Emotion. Thus, in order to exclude the possibility that maternal Criticism 

and Emotional Overinvolvement decrease over time irrespective of child treatment, it would 

be necessary to evaluate changes in maternal Expressed Emotion over 10 weeks (the length 

of the treatment program) on a waitlist control group of children. Third, the frequency of 

Criticism and Emotional Overinvolvement ratings were relatively low at pretreatment, and 

this study should be replicated using a larger sample size. The latter limitation is particularly 

relevant in relation to the EOI construct, as this study could not examine changes in the 

Emotional Overinvolvement subscales of interest (overprotection/self-sacrificing/lack of 

objectivity and emotional display) across treatment, as there were too few cases in which 

ratings on these scales occurred. Finally, as previously noted, the EOI scoring criteria were 
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derived empirically from research on adult patients and may need adjustment when used in 

juvenile samples (McCarty & Weisz, 2002), as a high EOI score may not signal a 

pathological attitude in parents of young children. 

In sum, this study has provided an initial step towards examining the extent to which 

maternal Expressed Emotion (Criticism, Emotional Overinvolvement) is modified following 

a CBT intervention. The decrease in mother’s expression of these attitudes across treatment is 

important because it is likely to reflect positive changes in family relationships, beliefs, 

communication, conflict management, and overall functioning. Additional research is 

required to further explicate the nature, direction, and timing of the modification of parental 

Expressed Emotion throughout the course of child therapy, and to examine whether these 

changes are associated with child treatment outcome.   
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Table 1 

Changes in Maternal Criticism (CRIT) and Emotional Overinvolvement (EOI) from Pre- to 
Posttreatment 

CRIT changes from pre- to posttreatment Percent 

Low CRIT to Low CRIT 66.7% 

Low CRIT to Borderline–High CRIT 4.2% 

Borderline–High CRIT to Low CRIT 18.8% 

Borderline–High CRIT to Borderline–High CRIT 10.4% 

EOI changes from pre- to posttreatment   

Low EOI to Low EOI 56.3% 

Low EOI to Borderline–High EOI 6.3% 

Borderline–High EOI to Low EOI 25.0% 

Borderline–High EOI to Borderline–High EOI 12.5% 
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