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Abstract

Parental self-efficacy is a significant factor that influences par-
enthood. It is important to pay attention to this factor when treat-
ing children with conduct problems. This study examined the ways 
how parental self-efficacy is supported in family therapy, where 
family has come due to children`s conduct problems. Also, the 
way how supporting parental self-efficacy changes during therapy 
was studied. The material consists of one family`s therapy process, 
that was carried out in an outpatient clinic. Parents’ self-efficacy 
was supported by various means that were focused on supporting 
parental self-efficacy indirectly through two processes mediating 
self-efficacy. In addition, it was found that supporting parents’ self-
efficacy changed as the therapy progressed. In the light of these 
results supporting parental self-efficacy seems to form a significant 
part of the treatment of children with conduct problems. This study 
provides new information about practical means that can be used 
in supporting parental self-efficacy in family therapy.

Keywords: Family therapy; Conduct problems; Interaction; Self-
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Introduction

Children's conduct problems are external disruptive behav-
iours that, if prolonged, cause problems in the child's interac-
tions [2]. Conduct problems are seen as a broader umbrella 
term for a variety of behavioural disorders, including conduct 
disorder and defiant disorder [2]. Conduct disorder is defined 
as repeated and persistent behaviour that violates social guide-
lines or age-related norms and rules. In contrast, conduct dis-
order is defined as a long-term angry or irritable mood lasting 
six months or more, accompanied by defiant or vindictive be-
haviour.

Child development takes place in a continuous interaction 
between the child and his or her social environment, such as the 
family [25]. While parents influence the child through their ac-
tions, the child reciprocally influences the parents through his/
her actions [5]. The interaction between parent and child lays 
the foundation for the child's overall development. Problems 
in this interaction contribute to the challenges in the child's 
development. For example, a negative family atmosphere and 
interactional challenges can be significant risk factors for the 
development of problem behaviour [27]. Among family fac-
tors, parenting practices in particular are associated with child 
behaviour problems [23], with negative parenting practices 
contributing to the severity of the child's behaviour problems 
and increasing the child's external problem behaviour [3,10], 
In turn, children's problem behaviour adversely affects parents' 
well-being and parenting in general, for example by causing in-
creased levels of stress [4] and mental and physical exhaustion 
[15]. Children's problem behaviour also affects parents' beliefs 

about their child's behaviour. Parents of children with problem 
behaviour are more likely to believe that their child's positive 
behaviour is temporary and due to factors beyond the child's 
control [8].

Family therapy is often based on a systemic approach to 
problems [11]. From a systems perspective, the family is seen 
as a system of interactions between its members, in which each 
member influences the others through their actions and is influ-
enced by the actions of others [20]. The aim of family therapy is 
to bring about a change in the spheres of influence that sustain 
psychopathology in family interactions (Anonymous for peer re-
view), and to find new ways of dealing with situations that are 
problematic for family functioning [2]. This is done primarily by 
identifying positive resources in family interactions [1]. Parent-
ing support can be seen as an important part of treating chil-
dren's behavioural problems. One of the major factors underly-
ing parenting has been identified as the self-efficacy of parents.

Bandura et al., [5] defines self-efficacy as an individual's be-
liefs about his or her own ability to act and behave appropri-
ately and to cope with situational challenges. An individual's 
self-efficacy beliefs are also understood to be one of the most 
important determinants of agency [6]. However, self-efficacy is 
not seen as a stable personality trait, but as an ever-changing 
process. Bandura et al., [7] sees self-efficacy as being construct-
ed mainly through four factors: experiences of success, vicari-
ous experiences provided by social models, feedback from the 
social environment, and the physiological and emotional states 
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of the individual. According to Bandura et al., [7], success expe-
riences are the most important source of self-efficacy, as they 
provide concrete evidence of an individual's ability to act in a 
particular way. The vicarious experiences provided by social 
models, on the other hand, enable the construction of self-effi-
cacy, especially in situations where it is difficult to assess one's 
ability to act in a certain way. In these situations, observing and 
monitoring the actions of others can provide individuals with 
an experience of their own ability to perform those actions. 
Feedback and support from the social environment, in turn, 
reinforce the individual's experience of self-efficacy, especially 
when the individual doubts his or her own abilities. An individ-
ual's physiological and emotional states also influence whether 
he or she feels able to perform as required by the situation; in a 
positive state of mind, an individual is more likely to believe that 
he or she can succeed [7]. It manifests itself in the individual's 
functioning through cognitive, motivational, emotional and be-
havioural processes [6].

Parental Self-Efficacy (PSE) is a concept derived from self-
efficacy [21], broadly defined as a parent's beliefs about his 
or her ability to perform the tasks of parenting [16]. Parental 
self-efficacy is also understood as the parent's perceived abil-
ity to influence his or her child's development and behaviour 
in a favourable way [8]. Parental self-efficacy has a significant 
impact on parenting. It is related to family interaction, a vari-
ety of parenting skills, child behaviour problems and parent’s 
emotional states, among other things [9,17]. Parental self-
efficacy affects parents' beliefs and images of their parenting 
and their child's behaviour, motivation to face difficulties and 
endure failures, emotional states and stress, and behaviour 
through, for example, parenting practices. For example, parents 
who perceive their self-efficacy as high have been thought to 
view their child's problems as challenges requiring effort and 
creativity, while parents who perceive their self-efficacy as low 
see their child's problems as a threat beyond their parenting 
coping abilities [9]. Parents who rate their self-efficacy high also 
use effective parenting practices even when their child behaves 
in challenging ways [16]. Parents' experience of their inability to 
influence their child's behaviour may also lead parents to think 
of their child's negative behaviour and problems as permanent 
characteristics of the child [9].

Research Questions

Parents' capacity for self-efficacy is an important founda-
tion for parenting and thus for the development of the child. 
Therefore, supporting parental self-efficacy becomes an impor-
tant factor in the treatment of children's behavioural problems. 
However, directly supporting parental self-efficacy is challeng-
ing, if not impossible [9], as self-efficacy is complex and affects 
the individual in a holistic way. In the present study, we were 
interested in how to support parents' self-efficacy in family 
therapy, where they had come to for help with their children's 
behavioural problems. In addition, it was examined whether 
there is a change in the support of parents' self-efficacy as the 
therapy process progresses. The research questions are:

1. How to support parents' self-efficacy in family therapy?

2. Is there a change in the support for parents' self-effica-
cy as the therapy process progresses?

Method

Survey Data and Participants

Family-centred treatment and systematic patient feedback 
in the prevention of social exclusion of children diagnosed with 
Oppositional Defiant Disorder, (ODD) is a collaborative project 
between the University of Jyväskylä, the Department of Child 
Psychiatry at Kuopio University Hospital and the Department 
of Child Psychiatry at the University of Eastern Finland, which 
started in 2015. The aim of the research project is to study the 
effectiveness of psychotherapy and to support the involvement 
of children and their families in the treatment process to pre-
vent social exclusion. The research project involved children 
aged 6-12 years diagnosed with defiance or conduct disorder 
and their families (N=14). The research material consists of au-
dio and video recordings of family therapy sessions conducted 
at the outpatient clinic of child psychiatry and at the families' 
homes at Kuopio University Hospital, as well as background in-
formation forms and patient feedback questionnaires. Before 
the study started, families were sent home by letter with infor-
mation about the study and how to participate, and were then 
given the opportunity to participate in the study if they wished 
to do so by giving their written consent. Written consent was 
obtained from both parents and children.

For this study, the therapy process of one family was selected 
from the original data. This family was selected for the study be-
cause both parents of the family attended almost every therapy 
session together, which allowed for a broader examination of 
the phenomenon under study. The family's therapy process also 
consisted of several sessions (15), thus allowing for a longitudi-
nal analysis of change. A total of six sessions were selected for 
the family therapy process: two consecutive sessions from the 
beginning (sessions 1 and 2), the middle (sessions 7 and 8) and 
the end (sessions 14 and 15) of the therapy process. The choice 
is based on the fact that the phenomenon is clearly identifi-
able in the temporally distinct phases of the study, so that any 
change in the phenomenon during the therapy process is more 
clearly visible. The analysis of two consecutive sessions also 
reduces the risk of random situational factors influencing the 
phenomenon under study. All 15 sessions of the family were 
conducted in the outpatient clinic and lasted approximately one 
hour. The overall therapy process lasted just under a year, with 
sessions ranging from one week to almost three months apart. 
In addition, a follow-up interview was conducted one year after 
the last therapy session. Two family therapists were involved in 
the family therapy process, hereafter referred to as T1 and T2.

Family members are referred to by pseudonyms to hide their 
identities. The family consists of mother (M), father (F), younger 
sister Liisa (L) and older brother Jesse (J), who was 7 years old at 
the start of the study. Jesse had been diagnosed with an obses-
sive-compulsive disorder. At the start of the study, the parents 
reported Jesse's behavioural problems as severe and assessed 
the behavioural problems as affecting, among other things, 
family life and Jesse's friendships. According to the parents, 
Jesse's behaviour was characterised in particular by lying and 
irritability. They described Jesse's behaviour as unchanging and 
beyond their control. The family atmosphere was also seen as 
partly negative. In particular, communication between mother 
and Jesse was often negative, with limited positive expressions.

Analysis of the Data

Conversation analysis is a qualitative research method that 
examines conversations between two or more people in detail 
[18]. In this study, the analysis was conducted using a datadriv-
en approach, using therapy sessions conducted in an outpatient 
clinic as data. Bandura's self-efficacy theory and the research 
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literature provided a framework for the findings and guided 
the examination of relevant aspects of the phenomenon under 
study. The aim was to examine the conversations between the 
family and the therapists in detail and to look for sequences 
of interactions relevant to the phenomenon under study. Se-
quence structuring is seen as one of the building blocks of inter-
action [24], through which the aim is to examine what can be 
produced and achieved through the discussions [14]. The ther-
apy sessions of the family selected for the study were there-
fore examined in terms of sequences of successive speeches, 
sequences in which the parents' self-efficacy was supported in 
some way. Attention was paid to the type of interventions that 
led to the production of a speech that supported the parents' 
sense of self, and to the type of means of supporting self that 
emerged from the situation. The focus of the study was on the 
interventions that strongly followed each other in the discus-
sions, i.e. the adjacency pairs [24], which formed episodes in 
the discussion. Although the researchers had a special interest 
in the speech produced by the therapists, they were not exam-
ined in isolation from the rest of the discussion. Nothing that 
occurred in the discussion was considered to be random, but in 
line with discourse analysis, the discussion and the interaction 
of the speakers involved were seen as an organised and struc-
tured activity [14]. In addition to speech, the analysis took into 
account even the smallest sounds, such as coughs, pauses and 
laughs, as they also play a role in interaction [22].

The first two authors watched the video recordings of all six 
therapy sessions together twice. During the first viewing ses-
sion, the relevant interactional episodes in which the therapists 
supported the parents' self-efficacy were observed and record-
ed. The therapists' interventions had to be linked to the theo-
retical background of self-efficacy, thus excluding therapeutic 
means that were irrelevant to the phenomenon under study. 
The purpose of the second round of observation was twofold: 
to ensure that all the points in the data where the therapists 
supported the parents' self-efficacy had been identified, and to 
observe whether there was a change in the support for self-effi-
cacy as the therapy process progressed. The means found were 
grouped under four core categories to facilitate the structuring 
and outlining of the data. Finally, the means found and the core 
categories were named.

Results

The first research question looked at how parents' self-ef-
ficacy is supported in family therapy. Eleven means of interac-
tion were used to support parents' self-efficacy: giving positive 
feedback, supporting views on the activity, activating the activ-
ity, giving advice, reinforcing positive speech, filtering negative 
speech, presenting the positive side, praising the child, opening 
up the reasons behind the activity, presenting the child's per-
spective and normalising. 

The means identified were grouped into four core categories: 
supporting parental action, supporting parents' linguistic ex-
pression of the child, supporting parents' positive thinking and 
challenging parents' established views. For each core category, 
one mean is illustrated with a sample of data and colour coding 
is used to illustrate a key part of the interaction sequence.

Supporting Parental Action

Parents were supported in four different ways: giving posi-
tive feedback, supporting their views on the activities, activat-
ing the activities and providing advice. Through these means, 

therapists reinforced parents' belief in the approaches they al-
ready had in place and provided them with new methods and 
tools for parenting.

The therapists supported the parents' activities by giving 
positive feedback (extract 1) to the parents on their activities. 
Therapists gave positive feedback when parents reported act-
ing in a way that could be interpreted as constructive and in 
the best interests of the child. By providing positive feedback, 
therapists reinforced parents' sense of having effective coping 
strategies to deal with challenging situations, thus encourag-
ing parents to have confidence in their own abilities. Positive 
feedback was often addressed directly to parents and included 
expressive adjectives such as 'important' and 'good'. Expression 
was also reinforced by non-verbal gestures such as hand ges-
tures and nods.

Extract 1 from Session 8 (53:40-54:23) "The Importance of 
Paying Attention after Conflict Situations"

Earlier, the father expressed concerns about the impact 
of the home situation on Liisa, which had been raised by the 
school. Earlier in the hearing, the parents also said that they 
often went to calm Liisa down after conflict situations between 
Jesse and her mother. T2 and Jesse are not present at the mee-T2 and Jesse are not present at the mee-
ting.

1. M: (looks at his feet as he speaks) I don't think it's any-
thing like that.

2. not traumatised, but that's what I'm thinking (1.5) so 
I'm sure you're wondering about them.

3. situations [that] how=

4. T1: [mm]

5. M: =of course it's something like that, but then again, 
of course it's taking a leaf out of that book. 

6. how Jesse

7. T1: mm

8. M: behaves [well it's not] like this=

9. F: [but not-]

10. F: =no, but it's something like this, of course, and may-
be something like normal

11. behaviour if now not (wait for it) then a kind of mental-
ity that. hhh really so

12. the crowd wants something like this=

13. T1: mm

14. I: =conflict situations so yes, it's quite a bit like that 
(gestures with his hands) actually quite a bit

15. quick normal [that's what] that's what

16. T1: [(-)] and then I think it’s important ((T1) gestures 
with his hand to the mother)) that you go like this - or have 
gone afterwards... or one or the other ((T1 points to both 
father and mother)) goes like this to show Liisa that there’s 
nothing to worry about and>

Extract 1 begins with the mother's view that she does not 
believe that Liisa is traumatised by her home situation (lines 1 
and 2). However, the mother expresses concern that Liisa would 
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start to model Jesse's behaviour (lines 5, 6 and 8). The father ex-
presses his view that Liisa's behaviour is also a normal reaction 
to conflict situations (lines 10, 11, 12, 14 and 15). T1 then re-
turns to the parents' earlier talk about how parents often go to 
calm Liisa down after conflict situations at home, and gives the 
parents positive feedback on this. T1 addresses first the mother 
and then both parents (line 16). T1 reinforces his feedback by 
using the stress word 'important' and gesturing towards both 
parents (line 16).

The support for the views related to the intervention occurred 
in situations where parents expressed a view that the therapists 
went out of their way to support. The parents' views were re-
lated to Jesse and included the parents' own ideas about how to 
act in situations. Therapists often supported the parents' views 
either by using paraphrase or by verbally expressing their agree-
ment with the parents. By supporting parents' views, therapists 
also encouraged parents to trust and act on their own abilities.

Activating action was done with questions designed to get 
parents to take action or become active in solving problematic 
situations. Parental activation occurred in situations where par-
ents reported situations and issues that they found challenging. 
In these situations, the therapists asked parents about the solu-
tions they had adopted to resolve the situations. Parental acti-
vation always occurred through the therapist's questions, which 
were often phrased in conditional terms.

The giving of advice was seen in the data as subtle attempts 
by therapists to advise parents in their activities. The advice 
given by the therapists was informative psychoeducation on 
parenting and child-rearing with new information. The advice 
was often either related to problems reported by the parents or 
were suggestions for action. By giving advice to parents, thera-
pists indirectly imparted information to parents and, in doing 
so, provided parents with methods and tools for parenting. 
Therapists did not give advice directly, but expressed it indi-
rectly. Therapists often softened the expression of advice by, for 
example, pausing their speech, using words that emphasised 
uncertainty and giving advice in the passive voice. The expres-
sion of advice was also softened by non-verbal means such as 
gestures and facial expressions.

Supporting Parents' Linguistic Expression of Their Child

Means of supporting parents' linguistic expression includ-
ed reinforcing positive speech and filtering negative speech. 
Through these means, the therapists supported the parents' 
linguistic expression concerning Jesse in a more constructive 
way, thus facilitating communication and interaction between 
the parents and Jesse.

Although the content of the parents' speeches and the way 
they expressed themselves about Jesse was negative in some 
places, there were also constructive and positive interactional 
patterns in their speech. Such speech was evident, for example, 
when parents praised Jesse and communicated with Jesse in a 
constructive way. In these situations, the therapists reinforced 
the parents' positive talk (extract 2) by asking further questions, 
using exclamations of interest or interjections, and communi-
cating their interest through facial expressions and gestures 
such as smiling. The therapists themselves could also take the 
initiative to stimulate positive talk.

Extract 2 from Session 2 (27:11-27:50) "Discussion on puzzle 
books"

Therapists, parents and Jesse discussed earlier about Jesse's 
own money and how to spend it.

1. M: you made a purchase remember= 

2. J: =e: =e? I had lollipops yesterday.

3. (0.9)

4. M: ((mom looks at the ceiling)) @Well yesterday you 
bought lollipops that you weren't really allowed to buy @ but 
from the recycling center.

5. (1.6)

6. J: well it was a puzzle book°

7. M: [mmm.] [ [@puzzletaskbook@] Hmm?

8. T1: [@puzzletaskbook@]

9. T2: umm?

10. M: how many tasks were there?

11. J: six hundred and fifty-four ((mother smiles))

12. T1: ohhoh

13. T2: [huhhuh what a number]

14. T1: [well it was] a pretty thick one then = ((shows her 
fingers in the book thickness))

15. M: =he wanted to go to the recycling centre with me 
and [I thought] now there's 19 books in the world messed up I'll 
take [money] with me that's all right?

16. T2: oh yes

17. T2: uhumh ((smiles))

18. M: well, he had sometimes stalked #more recently ((T2 
laughs)) them there puzzle books and# (0.7) ((therapists nod 
enthusiastically to mother simultaneously))

19. °never mind [had to buy]°

20. T2: [so those were] in his mind=

21. M: =°mm°.

Extract 2 begins with the mother directing Jesse to tell her 
about his latest purchase (lines 1, 4 and 5). Jesse joins the con-
versation and says he bought a puzzle book (line 5), which his 
mother confirms (line 7). T1 repeats Jesse's answer in an excit-
ed and curious voice (line 8) and T2 also shows interest (line 9). 
The mother takes the conversation further on her own initiative 
by asking Jesse a question (line 10). Jesse answers the mother 
(line 11), and the therapists show their interest in Jesse's an-
swer by using interjections and by verbalizing their surprise at 
the number of tasks (lines 12, 13 and 14). The mother follows 
up with more spontaneous information about her shopping trip 
with Jesse (lines 15, 18 and 21). T2 picks up the mother's speech 
with short words of surprise (lines 19 and 20), which T2 uses to 
encourage the mother to continue. T2 reinforces his expression 
by smiling (line 17). In addition, the therapists nodded to the 
mother while she was speaking (line 18), thus signalling their 
interest to the mother. In this interaction sequence, Jesse was 
also an active participant, which may have been facilitated by 
the mother's encouraging and interactive talk.

The therapists also supported the parents' linguistic expres-
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sion about the child by filtering the parents' negative talk about 
Jesse. This filtering was done in such a way that the therapists 
created an experience of being heard for the parents, but did 
not continue with the issue raised by the parents. Therapists 
influenced the end of parents' negative speech by pausing be-
tween their speech and the parent's speech, giving minimal 
feedback in a quieter voice than the surrounding speech, and 
looking away from the speaker.

Supporting Parents' Positive Thinking

The parents' positive thinking was supported both by point-
ing out the positive aspects of things and by praising Jesse. By 
emphasising and highlighting what is already good and work-
ing in the family and in Jesse's behaviour, the therapists broke 
down negative thinking patterns in the family and guided par-
ents to see the positive side of things. In doing so, the therapists 
also challenged parents' perceptions of themselves as parents.

The therapists often highlighted the positive aspects (ex-
tract 3) of the issues raised in the discussion, directing parents 
to pay attention to the good things that are already evident in 
Jesse's behaviour, for example. These therapists' interventions 
always included some new positive content on the previously 
discussed topic. The therapists often highlighted the positive 
aspects of things when the parents described something as 
negative, but sometimes also without the parents' negative de-
scription. Therapists often phrased their interventions as condi-
tional statements or questions.

Extract 3 from Session 14 (27:13-28:01) "Some good things 
have started to happen"

Earlier, T1 asked parents how Jesse had been doing in after-
school club. Parents said that there were no major problems 
now, just a little bit now and then. Jesse is not present at the 
meeting as he is working in the next room with the worker 
pointed to him.

1. M: but I'm sure that they have a slightly different atti-
tude and (.) we'll get down to business because they with Anne 
a bit (.) ((mom nods her head in the direction of therapists))

2. T1: mm.

3. M: discussed

4. T1: yes (1.0) they have learned to work with Jesse now

5. T2: m

6. T1: that sounds nice (0.6) yes, even there [has] not 
come home to you [such] concern[messages]

7. T2: uhumm, yes

8. M: [mm]

9. M: but as such, as a mother, I'm not in the least bit con-
vinced that ((mother begins smile))) °everything is here now°

10. T1: €mmm?€ ((mother laughs while scratching her 
neck))

11. T2 so: there is a lot but there is also maybe a lot of 
good things that have happened. thinking about Jesse in the 
((dad moves his hands behind his neck)) lobby now that it was 
quite nice. discussion

12. M: [ye:s]

13. M: mm

14. T2: and he wanted to show that painting to €you and€

15. M: mm

16. (1.2) you didn't start in any (1.0) resistance position(s). 
but was happy to go [to visit]

17. T2:

18. M: [mm]

19. [mm] 

20. T2: yes

Extract 3 begins with the mother's account of possible 
changes in the after-school club's policy towards Jesse (lines 1 
and 3). T1 summarises the mother's contribution by saying that 
the staff at the after-school club have learned to work better 
with Jesse (line 4). T1 states that the situation sounds nice (lines 
6), which the mother accepts with minimal feedback (line 8). 
However, the mother then laughs and says that she is not to-
tally convinced about the changed situation (lines 9 and 10). T2 
responds by highlighting the positive side of the situation, say-
ing that a lot of good things have already happened in Jesse's 
behaviour (line 11), and gives the example of the encounter 
with Jesse in the lobby before the meeting started (lines 14 and 
16). T2 formulates his view as conditional by using the words 
"maybe" (line 11) and "now that it was quite nice" (line 11). The 
mother accepts this (lines 12 and 13), and T2 goes on to elabo-
rate on her positive observations of her encounter with Jesse, 
sometimes smiling and laughing (lines 14, and 16).

The therapists' praise of the child was reflected in the posi-
tive aspects of Jesse. In this way, the therapists made Jesse's 
positive aspects visible to the parents. In addition, Jesse's praise 
can also be seen as implicit praise of parents, as hearing praise 
about their own child sends a message to parents about their 
success as parents. The praise was either based on the speech 
produced by the parents or Jesse, or on Jesse's activities in the 
therapy room. The therapists showed their praise of Jesse ei-
ther to the parents or directly to Jesse through the direction of 
their gaze and gestures. Therapists phrased their praise in direct 
and declarative terms, and often used word choices to empha-
sise their message.

Challenging Parents' Established Views

The therapists challenged the parents' established views 
by opening up the reasons behind the behaviour, bringing out 
Jesse's perspective on things and normalising Jesse's behaviour. 
In doing so, the therapists brought out new alternative ways of 
thinking about things and created space for Jesse's views and 
experiences to be shared in the discussion. Through the contri-
butions of new perspectives, new knowledge and understand-
ing of the topic was provided.

Parents had views of Jesse's behaviour as an unchanging 
and permanent way of acting, and did not describe the reasons 
behind Jesse's actions and behaviour. In these situations, the 
therapists took initiatives to open up the reasons behind the be-
haviour (extract 4). In this way, the new perspective suggested 
made the behaviour of a person more understandable by open-
ing up the reasons behind the behaviour. The opening up of the 
reasons behind the action always started with the therapists' 
initiative, but occurred either when the therapists themselves 
suggested reasons or when they activated either Jesse or the 
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parents to reflect on them. In opening up the reasons behind 
the activity, the therapists used different means of expression, 
which was particularly pronounced when the therapists them-
selves suggested the reasons. Expression was softened by paus-
ing speech, framing suggestions as implicit, and by non-verbal 
means such as gestures and changes in posture and gaze direc-
tion.

Extract 4 from Session 2 (18:17-18:50) "The Blind Spot of En-
thusiasm"

Parents, therapists and Jesse discussed the rules of the ad-
venture park earlier and how Jesse has disobeyed them. T1 
asked Jesse if he was aware of the rules before going to the 
adventure park. Jesse did not answer the question, and when 
asked by his mother to answer, Jesse started joking around.

1. M: ((Mum looks at Jesse)) but the problem is that if 
you know really well what you're doing.

2. what you can and can't do (0.8) but you still do those 
((T2 looks at Jesse)) things

3. which are not the good ◦things◦ ((T1 looks at Jesse))

4. J: hhh

5. (2.6)

6. T2: how about (1.1) what is the word that would de-
scribe that it is so (0.9) nice ((T2 looks at parents)) that it be-
comes a kind of is it the enthusiasm ((T2 changes position on 
the chair)) kind of thing that the enthusiasm comes so strong 
in the process of doing it, that then maybe I forget the (1.8) I

7. I think ((T2 waves his hand and looks at T1)) over 
there to the adventure park and they ((T2 turns to Jesse)) [can 
be a really nice thing]

8. M: [applies to what] [any]

9. T2: [hmmh] yeah

At the beginning of Excerpt 4, the mother says that Jesse 
does forbidden things, despite knowing what he can and can-
not do (lines 1, 2 and 3). T2 considers the reasons behind Jesse's 
disobedience and suggests whether the intense excitement of 
the situation might cause Jesse to forget to follow the rules 
(Lines 6 and 7). T2 softens his message by pausing his speech 
(lines 6, 7 and 9), changing the direction of his gaze (lines 6 and 
7) and changing his posture (line 7). In addition, T2 reinforces 
his message by emphasising the possible reasons behind Jesse's 
behaviour, namely "nice" (line 6) and "enthusiasm" (line 6). The 
mother counters T2's suggestion by stating that noncompliance 
applies to any situation (line 8). T2 accepts the mother's contri-
bution with minimal feedback (line 9).

At the therapists' initiative, the parents also started to 
think about things from Jesse's point of view. By bringing up 
the child's perspective, the therapists showed the possibility of 
Jesse’s experience having been different from that of the par-
ents. In this way, the therapists created an image of the child 
as an individual separate from the parents. The presentation of 
the child's perspective was always initiated by the therapists, 
either by bringing up the child's perspective themselves or by 
asking Jesse or the parents to think about the issue from Jesse's 
perspective. When the therapists did bring up the child's per-
spective, they phrased it in a declarative way, but softened their 
expression with vocal inflections and by lowering their voices. 

The therapists could also verbalise the issue on Jesse's behalf, 
putting themselves in Jesse's shoes and speaking their message 
as if through the child's mouth.

In addition, therapists normalised Jesse's behaviour by ex-
plaining its prevalence and normality in boys of his age. In this 
way, the therapists increased parental understanding and chal-
lenged parents' perceptions of Jesse's behaviour as simply the 
result of ODD. The therapists normalised Jesse's behaviour in 
situations where parents reported Jesse's problematic behav-
iour in a situation. The therapists often punctuated their nor-
malising remarks by pausing their speech and by framing their 
expressions in conditional terms. However, when normalising, 
therapists often reinforced their message by using generalisa-
tions such as 'everyone' and 'everybody'.

The second research question aimed to find out whether 
there is a change in the support of parents' self-efficacy as the 
therapy process progresses. Change was found in the ways 
therapists used to support parents' self-efficacy, both in their 
emphasis on the different stages of the therapy process and in 
their expression.

There were three changes in the emphasis on means. The 
use of some tools decreased as the therapy process progressed, 
while the use of some tools increased as the therapy process 
progressed towards the end. In addition, more than half of the 
identified and named tools were used more frequently in the 
middle of the therapy process compared to the beginning and 
end of the therapy process. The change in the expression of the 
means was in turn noticeable in the verbal expression of the 
therapists. This change was most evident when comparing the 
early and late stages of the therapy process, and it was there-
fore decided to examine the change between the two stages. At 
the beginning of the therapeutic process, therapists tightened 
up the expression of the means, for example by using a lot of 
word choices that emphasised the uncertainty of their expres-
sion. In contrast, towards the end of the therapy process, thera-
pists used less word choices that emphasised the uncertainty 
of their expression and expressed their means more directly. 
However, the expression of means was always characterized by 
some form of produced conditionality. Another change in the 
expression of means was observed in the way the therapists re-
acted to the disagreement, defence or avoidance expressed by 
the parents. At the beginning of the therapeutic process, thera-
pists were more likely to back off if parents expressed disagree-
ment with the therapist's proposal. In contrast, at the end of the 
therapy process, when parents made disagreeing, defensive or 
evasive comments about therapists' proposals, therapists were 
nevertheless more likely to repeat the method they had used.

Conclusion

This study examined the support of parents' self-efficacy, a 
phenomenon defined in terms of individual psychology, in fam-
ily therapy and the possible change in support as the therapy 
process progressed. Eleven tools were used to support parental 
self-efficacy. In addition, there was a change in the support for 
parents' self-efficacy as the therapy process progressed, with 
different means being emphasised at different stages of the 
therapy process and a change in their expression. As previous 
research literature has shown, self-efficacy cannot be support-
ed directly [9], which was also evident in this study. The tools 
found were found to support parents' self-efficacy by targeting 
two processes that mediate self-efficacy, which were parents' 
behavioural and cognitive processes. In the present data, par-
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ents' self-efficacy, identified as impaired, was mediated at the 
behavioural level by dysfunctional parenting practices and in-
teractions. In addition, parents' self-efficacy was mediated at 
the level of their cognitive processes as beliefs and perceptions 
related to both Jesse's problematic behaviour and the limits of 
parents' own influence in the current situation. Since parental 
self-efficacy in this data was mediated at the level of parental 
behaviours and beliefs, it was found that therapists targeted 
their self-efficacy support to these self-efficacy mediating pro-
cesses.

Through the tools contained in the core categories of sup-
porting parental functioning and supporting parents' linguistic 
expression of their child, the therapists promoted more con-
structive parenting behaviours and interactions with Jesse. At 
the beginning of the therapeutic process, the parents' self-ef-
ficacy was mediated in their actions by passivity and negative 
parent-child communication. Supporting parental behaviour is 
an important part of supporting parents' self-efficacy, which is 
supported by previous research on the relationship between 
parental self-efficacy and behaviour [16].

Through the tools, the therapists provided parents with 
methods and tools for parenting, and reinforced parents' belief 
that they have the skills and effective methods to deal with chal-
lenging situations. Parental self-efficacy requires parents to be 
confident in their own abilities and to have sufficient knowledge 
of effective parenting methods [9]. When parents have effective 
tools and methods for dealing with a child who is behaving in 
a challenging way, this increases parents' sense of self-efficacy 
[28]. Having tools to support parenting can also enable success-
ful experiences of parent-child interactions. When parents have 
effective tools and methods to interact with their child, this can 
result in successful interaction situations, which in turn create 
successful experiences for parents. Successful experiences are 
one of the most important factors that build self-efficacy [7].

By supporting positive thinking and using the core categories 
of supporting established beliefs, the therapists strengthened 
parents' belief in their own abilities and their ability to influ-
ence Jesse's behaviour. At the beginning of the therapy process, 
parents' self-efficacy was conveyed not only in their actions but 
also in their beliefs and understanding. The parents saw Jesse's 
behaviour largely through the prism of his defiant disorder, and 
thus Jesse's problematic behaviour appeared to them as a per-
manent and unchanging feature of Jesse. 

Parents also perceived their own influence as limited. 
Through the tools, the therapists provided parents with alter-
native perspectives on the situation and made visible what was 
already working and what was good in Jesse's behaviour. Identi-
fying and making visible the positive resources within the family 
is therefore an essential part of working in family therapy [1]. 
In addition, by highlighting the family's resources, i.e. what is 
already working in the family, the family is given tools to solve 
problems that arise in family interactions. Through the tools, 
the therapists also strengthened the parents' belief in their own 
empowerment in challenging situations with Jesse. It is there-
fore important that parents believe in themselves and feel that 
they can influence things through their own actions. When par-
ents' belief in their own empowerment is strengthened, their 
motivation to confront and intervene in their child's problem-
atic behaviour increases [9].

The second research question aimed to examine whether 
there is a change in the support of parents' self-efficacy as 

the therapy process progresses. The support for parents' self-
reliance changed as the therapy process progressed, and this 
change was reflected in the methods used by the therapists.

The change in means was reflected in their emphasis on the 
different stages of the therapy process and in the way thera-
pists expressed their means. The therapists used most of the 
tools most frequently in the middle of the therapy process. This 
high use of tools in the middle of the therapy may be due to 
the fact that at this stage of the therapy process, the challenges 
and problems faced by the family had already become more 
clearly defined. The middle phase of therapy can also be seen 
as the most active phase of working through the problems. In 
addition, the fact that there had already been several therapy 
sessions may have enabled the family and the therapists to 
strengthen their working relationship and develop trust. As a 
result, parents may have been more receptive to therapists' 
suggestions. The quality of the working relationship therefore 
influences clients' ability to receive and respond to therapists' 
suggestions [12].

There was also a change in the expression of the means 
used by the therapists, which was reflected in the reduction of 
words that emphasised the uncertainty of the expression and 
the repetition of the means despite the parents' disagreement, 
defence or avoidance. Here too, the development of the thera-
peutic relationship may have enabled the change observed. 
When the working relationship becomes trusting, it becomes 
more open and direct. The development of a cooperative rela-
tionship may therefore explain why, at the end of the therapy 
process, the therapists had the courage to repeat the meth-
ods they had used more boldly, despite the parents expressing 
their disagreement. The change in parents' reactions may also 
have influenced how courageous therapists were in repeating 
methods. Indeed, parents were less likely to express disagree-
ment, defensiveness and avoidance of therapists' methods at 
the end of the therapy process. The change in the expression of 
the means may also have been made possible by the parents' 
increased self-confidence. As parents' self-efficacy is strength-
ened, they may find it easier to accept the therapist's means, 
which contribute to challenging their views and practices as 
parents.

In this data, supporting the parents' self-efficacy proved to 
be an important part of dealing with the child's behaviour prob-
lem. In line with the systemic perspective typical of family ther-
apy work, dysfunctional family structures and interactions were 
also seen as a perpetuating factor in Jesse's behavioural prob-
lems in this family. Thus, the intervention focused on the whole 
family system. Moreover, the support for parents' self-efficacy 
was seen as typically resource-centred in family therapies, as 
several of the interventions focused on highlighting and making 
visible the patterns and practices that were already working in 
the family.

Self-efficacy is an abstract and complex phenomenon, which 
makes it challenging to study. This study aims to make this ab-
stract phenomenon easier to grasp and understand. In addi-
tion, the study sheds light on how self-care is seen in practical 
therapy work. The study offers new insights and knowledge on 
the practical means to support parents' self-efficacy in fam-
ily therapy. The practicality of the methods makes them easily 
adaptable and transferable to clinical therapy work. In the light 
of current knowledge, no previous research has been carried 
out to identify specific ways of supporting parents' capacity for 
self-efficacy.
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A limitation of the study is that it was not possible to assess 
the level of self-efficacy of the parents. Information on the level 
of parents' self-efficacy before and after the intervention would 
have allowed for an examination of the change in self-efficacy. 
Another limitation of the study can be seen in the fact that it 
only covered the active phases of the work during the therapy 
sessions, but not what happened outside the sessions. The key 
to change is therefore what happens between sessions and 
how the issues discussed in the sessions are transferred into 
the family's everyday life. In addition, although the analysis of 
the study was data-driven, the theory of individual self-efficacy 
served as a guiding framework for the observations. Therefore, 
the possibility that the theoretical background may have influ-
enced the analysis of the data to a greater extent than was re-
alised cannot be completely excluded.

This study shows that family therapy supports parents' self-
efficacy in a variety of ways and that support is seen as an im-
portant part of the treatment of a child's behavioural problem. 
It would be important to have more research on the different 
ways in which parents' self-efficacy can be supported. As this 
study only used one family's therapeutic process as data, it is 
not possible to know whether the same results would be ob-
tained for other families. The means to support self-efficacy 
that were found emerged for this particular family, but different 
means might emerge for another family. Further research could 
help to find new ways of supporting parents' self-efficacy. In ad-
dition, this study was not able to assess the level of parents' 
self-efficacy, which would be important for further research to 
take into account. As parental self-efficacy lays the foundation 
for parenting and thus has a significant impact on child develop-
ment, it would be important to gain more insight into how best 
to support parental self-efficacy.
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