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Abstract

Introduction: The successful treatment of adolescents almost
always requires parents’ involvement in the treatment pro-
cess. Thus, parental involvement will impact further treat-
ment, especially concerning the acute management of self-
harming behavior of their children. Parental burden or low
parental motivation for treatment can significantly affect the
success of the intervention. Therefore, this study aimed at in-
vestigating how especially motivational factors of the adoles-
cents and parents, as well as stressors of the parents, affect
the course of non-suicidal self-injury (NSSI) after an acute psy-
chiatric emergency presentation. Methods: Ninety-six ado-
lescents aged 11-18 years who have been presented to an
emergency service at a child and adolescent psychiatry clinic
for suicidal and/or NSSI behavior were recruited together
with their accompanying parents within the framework of a
specified diagnostic procedure. This included detailed ques-
tionnaire and interview procedures for psychiatric assess-
ment. The extent of parental stress and parents’ motivation
for treatment and its relations to adolescents’ NSSI and own

treatment motivation have been investigated in a follow-up
examination in the aftermath of the acute presentation. We
predicted adolescents’ NSSI at follow-up based on their own
motivation and parental motivation and stress. Results: Data
analysis demonstrated that higher adolescents’ treatment
motivation was associated with higher parental stress. Also,
higher parental treatment motivation was correlated with a
higher degree of parental distress. Furthermore, parents
showed lower treatment motivation when their children en-
gaged in NSSI for a longer duration. Finally, lower adoles-
cents’ motivation and lower parental stress due to own paren-
tal concerns were predictive for higher adolescents’ NSSI fre-
quency at follow-up investigation. Discussion/Conclusion:
Patients as well as their parents who present for an emergen-
cy service are especially likely to be exposed to increased
stress and strain factors. During treatment, additional focus
should be placed on parental stress and parental and adoles-
cents’ treatment motivation. Identifying and addressing defi-
cits in motivation, increases in parental stress, as well as offer-
ing support could favorably impact future NSSI behavior.
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Introduction

Children and adolescents present themselves to a child
and adolescent psychiatric clinic on an emergency basis
for many different reasons, which can range from minor
difficulties to very serious situations for the patients
themselves and their relatives and/or for the surrounding
community [1-3]. Particularly, children and adolescents
who report self-injurious thoughts and behaviors (SITB)
make use of emergency presentation in child and adoles-
cent psychiatric departments [4]. SITB subsumes both
non-suicidal self-injury (NSSI), which is performed with
no intention to die, and suicidal behavior, which is per-
formed with at least some intention to die [5]. Even if
NSSI and suicidal behavior can be distinguished in inten-
tion, there is nevertheless an overlap of the two behaviors
that cannot be neglected [6]; thus, a combined assessment
of the two behaviors should also be routinely made [7].
Despite the low prevalence of SITB until puberty [8],
these symptoms turn into a common phenomenon dur-
ingadolescence. In a representative sample, lifetime prev-
alence of direct self-injurious behavior (regardless of sui-
cidal intent) ranged from 17.1% to 38.6% in 11 different
European countries [6]. An important aspect is that later
risk for suicidal thoughts and behavior is reduced by the
cessation of direct self-injurious behavior (regardless of
suicidal intent) in adolescence [9]. However, early cessa-
tion might not only depend on the affected children and
adolescents alone but also on the accompanying parents.

Children and adolescents are often accompanied by
their parents, especially during emergency consultations.
Consultations at an emergency outpatient clinic are often
the first point of contact with the health care system for
children and adolescents with mental disorders and their
parents [10, 11]. The participation of parents, especially
in crisis situations, is an important way to gain insight
into relational factors between parents and their children
as well as possible conflicts. In this context, adolescent
and parental motivation as well as parental stress should
be taken into account. Parental stress has been previously
linked to adolescents’ NSSI; however, the impact of pa-
rental motivation and how both factors may serve to pre-
dict the longitudinal course of NSSI after an emergency
presentation has not been investigated as far as we know.

Previous studies demonstrated a reciprocal relation-
ship between NSSI and parental behavior [12]. Many par-
ents lack adequate knowledge about NSSI and suffer from
great emotional distress [13]. For instance, a previous
study showed that mothers of female youths with NSSI
reported higher levels of parenting stress and lower levels
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of parenting satisfaction than other parents [14]. For this
reason, we wanted to examine the burden of stress expe-
rienced by parents of children and adolescents with NSSI
and suicidal behavior promptly after an emergency pre-
sentation. To our knowledge, particularly, this group of
parents has not yet been studied in this respect, although
we would expect parental stress to be particularly high
among this specific group. According to Abidin’s stress
model [15], three domains can be identified that play an
important role in parenting stress; a parental domain (i.e.,
parental distress), a child domain (i.e., burdening behav-
iors of the child), and an interaction domain (i.e., parent-
child dysfunctional interactions). These key factors are
thought to contribute to parental stress, which in turn
leads to negative parenting behaviors and directly influ-
ences child behavior [15-17]. Long-term exposure to
chronic parenting stress can result in parental burnout,
which is characterized by an overwhelming fatigue linked
to the parental role, an emotional distance to their chil-
dren, and ineffectiveness as a parent [18, 19].

Parental stressors can lead to impediments to seeking
needed treatment for the affected child [20]. When fam-
ily problems are present, parents show less motivation to
seek treatment for their child or have insufficient resourc-
estoimplementit[21,22]. Therapy programs that strong-
ly involve parents initially result in greater parental stress
than programs that involve parents less; nevertheless, in
both groups, parents’ stress levels decreased [23]. A fur-
ther study found that stress levels did not differ for par-
ents enrolled in a treatment program for young children
with autism spectrum disorder with more or less parent
involvement, but there was a different distribution in
stress subscales, namely higher scores for parental dis-
tress in the group with more parent involvement (early
intensive behavioral intervention) and higher scores for
the child domain in the other group (eclectic interven-
tion) [24]. Here, parents in the intensive program showed
no decrease in stress levels after 6 months compared to
the other group [24]. This suggests that treatment pro-
gram participation may have an impact on stress levels,
but selectively on parents’ own and child-induced stress.
A study examined the impact of parental motivational
beliefs (i.e., role construction and effectiveness) as a pos-
sible factor by which parental stress might influence fam-
ily involvement in families with children with behavioral
problems [25]. Results indicated that both parental role
construction and parenting efficacy mediated the rela-
tionship between parental stress and family involvement
[25]. In parents of children with externalizing behavior,
parental readiness to change — a motivational factor — was
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significantly associated with parental stress and child ex-
ternalizing behaviors [26]. Atlow levels of parental stress,
willingness to change increased with the extent of the
child’s externalizing behavior, but at high levels of paren-
tal stress, parental readiness to change remained high re-
gardless of the child’s externalizing behavior [26]. This
suggests that parental stress is a significant factor that can
increase in relation to child treatment and, thereby, con-
stitute an obstacle to treatment participation.

Parental disengagement and unwillingness to partici-
pate in treatment is a major barrier to implementing ef-
fective child and adolescent mental health interventions
[27]. Children with antisocial behavior and their families,
who continued treatment, showed marked differences
from children and their families who discontinued treat-
ment prematurely; children showed less delinquent be-
havior and fewer severe conduct disorder symptoms;
mothers had lower reported stress from their relationship
with the child and their own role behaviors [28]. A study
in Japan investigated the importance of parental motiva-
tional factors on adolescent depression [29]. The results
illustrated that parental grit, i.e., persistence in following
long-term goals, decreased adolescents' depressive symp-
toms as a result of alterations in adolescents’ grit [29].
Parental motivation for child and adolescent psychiatric
treatment is therefore increasingly seen as a very influen-
tial aspect for treatment success and for preventing treat-
ment discontinuation [30-33]. A strong factor influenc-
ing higher parental pre-treatment motivation was the se-
verity of children’s problems and perceived self-efficacy,
but factors influencing lower pre-treatment motivation
were financial problems, referral through school or health
professionals, and perceived parenting competence [34].
In the treatment of children, it is parents’ proactiveness,
which is important in seeking treatment, in managing
further appointments but also in agreeing to treatment
procedures [30]. Three aspects of parental motivation are
differentiated, namely parents’ desire that their child
changes (desire), parents’ willingness to change their own
behaviors to induce change in their child (readiness), and
parents’ perceived ability to modify such behaviors (abil-
ity) [31]. But also motivational factors in children and
adolescents should not be underestimated in treatment,
especially since participation and compliance in adoles-
cents switches from parents to children with an increas-
ing age [31].

According to our clinical experience, relational aspects
between parents and children play a crucial role for fur-
ther diagnostic assessment and treatment, especially con-
cerning crisis situations and the likelihood of therapeutic
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success. Especially in the case of an emergency presenta-
tion, parents are likely to be particularly challenged with
regard to stressful experiences. Therefore, high treatment
motivation on the part of the patients and their parents
would be of great importance. In the present article, we
focus on parental stress and parental treatment motiva-
tion and their influence on relational aspects between
parent and child. Therefore, we examined the influence
of motivation (adolescent as well as parent) and parental
stress on different domains and their interrelationships in
adolescents who were presented on the basis of an emer-
gency for suicidal and/or self-injurious behavior. Over
the course of the study, participants were offered a de-
tailed diagnostic assessment, a short-term intervention,
and two further follow-up appointments. We expected
increased parental motivation with higher patient symp-
tom severity. Two hypotheses regarding a correlation be-
tween parental stress and parental motivation were for-
mulated. On the one hand, parental stress and parental
motivation could correlate positively, indicating a hope
for change. On the other hand, parental motivation could
also be negatively related to parental stress, for example,
when parents lack resources due to extreme exhaustion.
We were also interested in whether adolescents” motiva-
tion to stop NSSI, parental motivation for treatment, and
NSSI behavior at follow-up investigation could be pre-
dicted. A prediction of therapy success could play an im-
portant role for further interventions. Here, we expected
an improvement of NSSI symptomatology at follow-up,
when adolescents’ motivation was high at emergency pre-
sentation. The analysis of child and adolescent psychiat-
ric emergency presentations, especially in relation to mo-
tivational factors (adolescents, parents) and stress factors
(parents), is crucial and, to our knowledge, has not yet
been studied as a longitudinal predictor for future NSSI
behavior.

Materials and Methods

Participants and Recruitment

A total of 96 adolescent patients were enrolled via the emer-
gency outpatient clinic at the Clinic of Child and Adolescent Psy-
chiatry, Psychosomatics, and Psychotherapy, University of Re-
gensburg, Germany. This hospital represents a typical psychiatric
hospital for children and adolescents of maximum care. Data ac-
quisition took place between July 2019 and April 2021. Patients
between 11 and 19 years of age, who were presented both during
the day and at night to deal with emergencies due to SITB, were
offered a standardized emergency management with defined diag-
nostic assessments and short-term intervention through two fur-
ther appointments (T2 and T3). The short-term intervention in-
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Appointment 1 Appointment 2 Appointment 3 Follow-Up 1
(T1) (T2) (T3) (FU1)
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Fig. 1. Schematic representation of the psychiatric emergency ser-
vice and short-term intervention process. T'1: emergency presenta-
tion due to self-injurious thoughts and behaviors; T2: standardized
emergency management with defined diagnostic assessments in-
cluding the Mini-International Neuropsychiatric Interview for
Children and Adolescents (M.L.N.I. KID 6.0), the Structured Clini-
cal Interview for DSM-IV, Axis II (SCID-II), the Self-Injurious
Thoughts and Behaviors Interview (SITBI), the Symptom Check-

cluded a detailed safety plan formulated with the patient to prevent
or assist in future crisis situations. A core feature of the existing
emergency management system is an early intervention for ado-
lescents with NSSI and suicidal behaviors with the intent of avoid-
ing exacerbation of SITB or helping to facilitate remission and rap-
id planning of further appointments (time interval between emer-
gency appointment and T2: M = 7.92 days [SD = 5.64 days], time
interval between emergency appointment and T3: M = 17.67 days
[SD = 10.40 days]). Schematic representation of the psychiatric
emergency service and short-term intervention process is shown
in Figure 1. Patients to whom regular outpatient treatment is al-
ready provided by established child and adolescent psychiatric ser-
vices and who did not have a need for a specified treatment service
were not included. Patients with IQ below 80 according to clinical
assessment, acute suicidality needing prolonged inpatient treat-
ment (more than 12 nights) in one of the hospital wards, or acute
psychotic disorder or other acute psychiatric conditions that could
influence the patient’s competency to consent, were not offered to
attend the standardized emergency management program. Thus,
the sample represents a typical outpatient clinic clientele after an
emergency consultation.

The specified standardized psychiatric assessment included the
involvement of at least one parent or caregiver to investigate pa-
rental stress and parental motivation to participate in the treat-
ment. At T3, a safety plan for dealing with future crisis situations
was reviewed with the adolescents. The safety plan (based on the
model developed by Stanley and Brown [35, 36]) was translated
into German and adapted for children and adolescents in our clin-
ic. Warning signs, coping strategies, social contacts for support
and for resolving a crisis situation, contacts to professionals, and
ways how others can support and protect the patient were worked
out together with the clinician and recorded in writing on the safe-
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list-90 Revised (SCL-90-R), the Adolescents’ Motivation Question-
naire (AMQ), the Global Assessment of Functioning Scale (GAF),
the Clinical Global Impressions Scale (CGI-S), the German Version
of the Parental Stress Index (EBI), and the Parent Motivation In-
ventory (PMI); T3: short-term intervention via safety plan and sub-
sequent recommendations; FU1: assessment of short-term inter-
vention outcome.

ty plan [35, 36]. This was taken home to offer the adolescents help
in the event of a future crisis. In addition, patients and parents were
asked whether they were willing to attend follow-up investigations
after 4 and 8 weeks (FU1 and FU2). These two follow-up investiga-
tions were designed to analyze the effectiveness of the standardized
procedure. The initial emergency consultation and the standard-
ized specified diagnostic measurements (T2) and the short-term
intervention and information about subsequent recommenda-
tions (T3) were clinical routines. The longitudinal part of the study
consisted of two follow-up investigations. If one of the clinical ap-
pointments or one of the two follow-up appointments revealed an
indication for inpatient units, this was realized accordingly. Here,
we report findings from the clinical assessment after an emergency
presentation (T2) and the first follow-up investigation (FU1).

The present study was approved (No.: 19-1426-101) by the Eth-
ics Committee of the University of Regensburg. Written informed
consent to participate in this study was provided by the patients
and patients’ legal caregiver.

Measures

T2 and T3 were handled by 4 experienced clinicians in the field
of child and adolescent psychiatry. These clinicians were inten-
sively trained on how to conduct the structured clinical interviews.
For the two follow-up investigations, doctoral candidates/research
assistants were trained and instructed. The accompanying parents
were asked about the following sociodemographic information:
age/date of birth, school type of the patients, relationship status of
the parents, and type of residence.

Categorical and dimensional diagnostic assessments were per-
formed to clinically characterize the patients using semi-struc-
tured clinical interviews and questionnaires. Experienced clini-
cians conducted the German Version of the Mini-International
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Neuropsychiatric Interview for Children and Adolescents (M.I.N.L
KID 6.0), which is a structured clinical interview according to
DSM-IV and ICD-10 [37]. Based on this interview and consulta-
tion of at least two clinical experts, with at least one of them being
a child and adolescent psychiatrist, the patients’ final diagnosis/
diagnoses were determined. To query the diagnostic criteria for
borderline personality disorder (BPD) in adolescents, the German
version of the Structured Clinical Interview for DSM-IV, Axis II
(SCID-II), and subsection BPD, was performed to assess the diag-
nostic criteria of BPD [38]. This subsection consists of 9 questions
based on DSM-1V diagnostic criteria, and diagnosis of BPD is con-
firmed if criteria are met on at least 5 items. The M.IN.I. KID 6.0
and SCID-II were conducted with the patients at T2. The Symptom
ChecKklist-90 Revised (SCL-90-R) is a broadly used psychological
status symptom inventory with patients, which we used in the Ger-
man version [39, 40]. This questionnaire encompasses 90 items
scored on a 5-point Likert scale (0-4), which can be averaged over
9 subscales and produces the Global Severity Index (GSI), an indi-
cator of psychological distress. Internal consistency, especially for
the GSI, is very good (a = 0.97), also for the German version (a =
0.96-0.98), and validity is adequately demonstrated [39]. Patients
were further asked questions about their own motivation to stop
NSSI. Several questions were asked using the short adolescents’
motivation questionnaire (AMQ) developed by Armitage and co-
workers [41]. All questions were adapted from English and ad-
justed to query participants’ motivation in relation to NSSI avoid-
ance. The AMQ consists of 6 questions, 3 of which measure “inten-
tion” (internal reliability at baseline (a = 0.41) and 3-month
follow-up (a = 0.40)) and 3 of which measure “self-efficiency” (in-
ternal reliability was a = 0.71 atbaseline and a = 0.69 at the 3-month
follow-up) [41]. The adapted version of the AMQ used in this
study had very high reliability with a = 0.93 (intention: o = 0.87;
self-efficiency: a = 0.93). The Self-Injurious Thoughts and Behav-
iors Interview (SITBI) [42] constitutes a structured interview that
is divided into 6 units (suicidal ideation, suicide plans, suicide ges-
tures, suicide attempts, thoughts of NSSI, and NSSI itself), measur-
ing the occurrence, severity, and features of the types of SITB men-
tioned above. Of particular interest was the lifetime prevalence of
NSSI, which was collected from this questionnaire with the follow-
ing question: “How many times in your life have you purposely
hurt yourself without wanting to die?” The SITBI is a highly suit-
able diagnostic tool to use in clinics and research, which has also
been confirmed for the German version of the SITBI [43]. The
SCL-90-R, the questionnaire for adolescents’ motivation, and the
SITBI were administered to patients at T2 and FU1, to show vari-
ation of these parameters over time.

We also administered the following questionnaires to the ac-
companying parents: first, the Eltern-Belastungs-Inventar (EBI)
[44], the German version of the Parenting Stress Index (PSI) de-
veloped by Abidin [15], which allows the description of parent- or
family-related stress from a dimensional perspective and supports
profound context-centered treatment planning [45]. The EBI uses
48 items with 5-point Likert scales (1 = not at all true; 5 = strongly
true) to assess parental stress in three domains, namely the parent
domain, the child domain, and the interaction domain, and was
administered to parents at T2. The short version of the EBI was
originally developed with two domains, namely a parent and a
child domain. However, factor analyses for the full-length version
of the EBI have demonstrated three domains [46], and the same
applies for the short and long version of the PSI [47, 48]. Thus, as
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mentioned above, three domains were computed in the current
study. The parent motivation inventory (PMI) developed by Nock
[31] was designed to measure the motivation of parents to partici-
pate in treatment. The PMI is a 25-item self-report measure of
parents’ treatment motivation on a 5-point Likert scale (1 = strong-
ly disagree; 5 = strongly agree) [31], and was administered to the
parents at T2 and FU1 to show a time course of parental motiva-
tion. The PMI shows strong internal consistency and test-retest
reliability [31]. The items were developed to represent the three
components of motivation, including “desire to change child be-
havior” (desire), “readiness to change parenting behavior” (readi-
ness), and “perceived ability to change parenting behavior” (abil-
ity) [31].

In addition, the general functional level and the degree of men-
tal illness severity were recorded at T2, by the experienced clini-
cians in consultation with the child and adolescent psychiatrist. To
evaluate clinical severity, the Clinical Global Impressions Scale
(CGI-S) was included [49]. The severity of the patient’s disease was
assessed with a 7-point Likert scale ranging from 1 (normal) to 7
(belonging to the most extremely ill) [49]. Psychological, social,
and professional abilities were estimated by means of the Global
Assessment of Functioning Scale (GAF) [50]. The GAF scale is
grouped into 10 functioning levels, each with 10 points. It has a
range from 1 (lowest level of functioning) to 100 (highest level of
functioning).

Statistical Analyses

First, the effect of sex and differences between those who took
part in FU1 and those who did not were tested through Mann-
Whitney U tests as most outcome variables (parental motivation,
NSSI duration in years, NSSI lifetime prevalence, and measures
assessing symptom severity and functioning) were not normally
distributed. Mann-Whitney U tests do not require a normal distri-
bution of data and are robust against unequal sample sizes [51]. A
Missing Completely at Random (MCAR) test was used to deter-
mine whether missing values were due to a pattern in the data. The
test was nonsignificant (p > 0.05), and missing values were exclud-
ed from the analysis. The role of age and parental relationship sta-
tus as control variables for subsequent regression models was de-
termined via bivariate correlations. In order to determine the re-
lationship between parental motivation, adolescents’ motivation,
parental stress, and indicators of symptom severity, additional bi-
variate correlations were computed; Pearson’s r for normally dis-
tributed variables and Kendall’s T otherwise. Correlations were
corrected for multiple comparisons. To predict adolescents” and
parental motivation at FU1, linear regressions were calculated with
the main measures of T2 as predictors. Additionally, to determine
the relationship between parental motivation, parental stress, and
adolescents’ motivation with symptom severity at FU1, bivariate
correlations were computed. Significant correlations were used to
determine possible predictors for a linear regression model with
NSSI behavior at FU1 as the dependent variable. Linear regression
models with all predictors were followed by reduced models only
including significant predictors to have a better estimation of ex-
plained variance and achieve a parsimonious model [52]. An a pri-
ori power analysis using G*Power [53] determined that a total of
n = 50 participants would be necessary to reach a power of 0.80,
assuming an effect size of f* = 0.31. The effect size was based on the
assumption that predictors would have an average correlation of
=0.20 with the predictor variable. Multiple comparisons were cor-
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rected via the false discovery rate (FDR) [54]. Reported p values
already correspond to the correction. All major statistical analyses
were conducted using SPSS 25 (IBM Corp. Released 2017, IBM
SPSS Statistics for Windows, Version 25.0, Armonk, NY: IBM
Corp.). The statistical significance level was set to o = 0.05.

Results

Sample Characteristics

Detailed sociodemographic information is shown in
Table 1. Overall, a total of 96 children and adolescents
between the ages of 11 and 18 participated in T2. Subse-
quently, 72.9% of the sample participated at FU1. An ad-
ditional number of patients (n = 14) were recruited but
could not be included in the final analysis as they either
showed no symptoms according to the SITBI (n = 3),
failed to come to T3 or refused to participate (n = 5), had
language difficulties (n = 3) or did not come with parents/
caregivers and therefore, had no information on parental
stress and treatment motivation (n = 3). On average, par-
ticipants were 15;7 years old at the second appointment
(SD = 1;6, range = 11-18) and 76.0% were female. A
Mann-Whitney U test showed no significant difference
between boys and girls in respect to age, U (N5 = 73,
Npoys = 23) = 786.00, z = —0.46, p = 0.646. The EBI was
filled by N = 71 mothers (78.9%) and N = 19 fathers
(21.1%). For the PMI, the proportion of mothers was N =
70 (82.6%) and fathers was N = 17 (17.4%). It was exam-
ined whether participants who took part in the FU1 dif-
fered from those who did not in respect to adolescents’
and parent motivation, parental stress, and symptom se-
verity. Mann-Whitney U tests showed that there was a
significant difference in parental stress on the child do-
main between parents who took part in the FU1 (M =
5.56) and those who did not (M = 6.21), U (Npy = 70,
Nnoru = 20) = 485.00, z = -2.09, p = 0.037.

The distribution of psychiatric diagnoses according to
the ICD-10 is shown in Table 2. Several diagnoses were
possible per patient. Additionally, the SCID was used to
determine the presence or absence of BPD within the
sample. In total, n = 2 patients fulfilled criteria for a BPD.
Overall, details on clinical variables including the depen-
dent variables are shown in Tables 2 and 3.

Control Variables

To determine the effects of sex on the outcome mea-
sures (adolescents’ and parental treatment motivation,
parental stress, symptom severity) at T2, Mann-Whitney
U tests were computed. After correcting for multiple
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Table 1. Sociodemographic characteristics of participants at
standardized emergency management with defined diagnostic
assessments (T2)

Sex N %
Female 73 76.0
Male 23 24.0

Age M SD

15,72 1,6

School type N %
Gymnasium 20 20.8
Realschule 26 27.1
Mittelschule 24 25.0
Forderschule 2 2.1
Berufsschule 12 12.5
Other/no School 7 7.3
Unknown 5 52

Parental relationship status N %
Live together 37 38.5
Separated/divorce 43 44.8
Separated by death 2 2.1
Never lived together 7 7.3
Unknown 7 73

Household composition N %
With biological mother 69 719
With other mother figure 3 3.1
Unknown 24 25.0
With biological father 45 46.9
With other father figure 13 13.5
With no father/father figure 4 4.2
Unknown 34 354
With mother/father 82 85.4
At institutional care 2 2.1
Lives with partner 1 1.0
Unknown 11 11.5

Gymnasium (higher level education, usually 8-9 years of school
after 4 years of elementary school, terminating with the general
university entrance qualification), Realschule (intermediate
secondary school, 6 years of school after 4 years of elementary
school), Mittelschule (9 years of elementary school), Berufsschule
(2-3 years vocational training school most commonly after
Mittelschule or Realschule but also possible after Gymnasium) and
Forderschule (school for special needs). 2 Years;months.

comparisons, there was no effect of sex on adolescents’ or
parental motivation, parental stress, NSSI duration, and
NSSI behavior; however, girls (M = 1.35) had higher GSI
values on average than boys (M = 0.87), U (Ngqs = 73,
Npoys =23) =470.00, z=-2.98, p = 0.003. The relationship
between participants’ age and the main variables was ex-
amined via bivariate correlations. None of the variables
significantly correlated with age (p > 0.05). As an addi-
tional control variable, correlations with parents’ rela-
tionship status were examined. None of the main vari-
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Table 2. Clinical characteristics of patients at standardized emergency management with defined diagnostic assessments (T2) and follow-

up investigation 1 (FU1)

Diagnostic groups
FO
F1
F2
F3
F4
F5
F6
F7
F8
F9

Structured Clinical Interview for DSM-IV, Axis Il (SCID), (Borderline Personality Disorder section) T2 N %

3 fulfilled criteria
4 fulfilled criteria
>5 fulfilled criteria

Symptom Checklist-90 Revised (SCL-90-R): Global Severity Index (GSI)

Global Assessment of Functioning Scale (GAF)
Clinical Global Impressions Scale (CGI-S)
Adolescents’ Motivation Questionnaire (AMQ)
NSSI duration

In years
NSSI behavior

Prevalence

Lifetime (number of episodes)
Last month (number of episodes)

N %

0 0

15 15.63

0 0

89 92.71

56 58.33

4 0.04

5 0.05

0 0

4 0.04

31 32.30

Range Total N

13 14.3 96

14 154 96

2 2.2 96

M SD
T2 123 0.69 0.02-3.03 93
FUT 1.05 0.73 0.06-2.91 69
T2 M SD

47.89 8.17 35-72 96
T2 M SD

3.58 0.54 3-5 86

M SD
T2 440 1.68 1.17-7 91
FUT 487 1.62 1.17-7 71
T2 M SD

1.94 1.76 0-8 79

N %
T2 79 83.2 95

M SD
T2 76.88 193.99 0-1,000 89
FUT 4.64 7.96 0-40 61

The distribution of psychiatric diagnoses follows according the chapters of ICD-10: FO (Organic, including symptomatic, mental
disorders), F1 (Mental and behavioral disorders due to psychoactive substance use), F2 (Schizophrenia, schizotypal and delusional
disorders), F3 (Mood [affective] disorders), F4 (Neurotic, stress-related and somatoform disorders), F5 (Behavioral syndromes associated
with physiological disturbances and physical factors), F6 (Disorders of adult personality and behavior), F7 (Mental retardation), F8 (Disorders
of psychological development), F9 (Behavioral and emotional disorders with onset usually occurring in childhood and adolescence).

Several diagnoses were possible per patient.

ables significantly correlated with parents’ relationship
status (p > 0.05).

Correlational Relationships between Treatment

Motivation, Parental Stress, and Symptom Severity

The correlational relationships between adolescents’
motivation, parental motivation, parental stress, and
variables of symptom severity are shown in Table 4. Con-
cerning the relationship between motivation and parental
stress, there was a significant positive correlation between
adolescents’ motivation at T2 and the child domain (7(86)
=0.28,p=0.011) and the parent domain of parental stress

Parents’ Motivation and Stress in
Adolescent Emergency Services

(EBI) (r(86) = 0.25, p = 0.034). Also, parental motivation,
in particular, the domain “desire” of the PMI, correlated
positively with one aspect of parental stress, namely the
interaction domain of the EBI (t(87) = 0.19, p = 0.012).
There was no significant correlation between adolescents’
motivation and parental motivation (t(83) = —-0.08, p =
0.273). Relating to symptom severity and adolescents’
and parental motivation, a significant negative correla-
tion between adolescents’ motivation and lifetime preva-
lence of NSSI (reported at T2) was found (t(84) = —0.38,
p <0.001), suggesting that higher lifetime prevalence was
associated with lower motivation. Also, the GSI score at
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Table 3. Clinical characteristics of patients’

parents at standardized emergency Parent Motivation Inventory (PMI) T2 M SD Range N
management with defined diagnostic Deswg 27.04 5.93 7-35 87
assessments (T2) and follow-up Regdmess 59.83 7.53 34-70 87
investigation 1 (FU1) Ability 14.67 3.12 4-20 87
Total 101.66 12.79 51-120 87

Parent Motivation Inventory (PMI) FU1 M SD Range N

Desire 25.10 6.81 7-35 65

Readiness 58.22 8.64 28-70 65

Ability 14.25 348 3-21 65
Total 97.44 14.54 51-120 65

Parental Stress Index (EBI) T2 M SD Range N
Parent domain 31.42 9.29 15-60 90
Child domain 22.83 6.31 8-36 920
Interaction domain 18.67 3.78 9-26 90

Parental Stress Index (EBI) and Parent Motivation Inventory (PMI) scores reported are the
projected scores for compatibility. Mean scores were used for the analysis.

T2 was negatively correlated with adolescents’ motiva-
tion (t(89) = —0.21, p = 0.004). Parental motivation, in
particular the domain “readiness” of the PMI, was nega-
tively correlated with NSSI duration in years (1(73) =
-0.22, p = 0.015), suggesting that parents showed less
readiness for change when their children engaged in NSSI
for a longer duration.

Predicting Adolescents’ Motivation and Parental

Treatment Motivation at Follow-Up Investigation

In order to predict adolescents’ motivation at FU1, a
simple regression model was computed, including the
three domains of parental stress (EBI), parental motiva-
tion (PMI) as well as NSSI duration in years and lifetime
prevalence of NSSI (T2). The regression model was sig-
nificant (F(6, 57) = 5.28, p < 0.001) and explained 38.30%
of variance in adolescents’ motivation at FU1. The parent
domain of parental stress (EBI) (f = 2.34, p = 0.023) and
NSSI duration in years (f = —3.29, p = 0.002) were the only
significant predictors. Also, a reduced model that exclud-
ed the child domain of parental stress, the interaction do-
main of parental stress and lifetime prevalence of NSSI
was significant (F(3, 57) = 9.42, p < 0.001), explaining
34.40% of the variance and with the parent domain of pa-
rental stress (EBI) (¢t = 4.42, p <0.001) and NSSI duration
in years (t = —3.26, p = 0.002) remaining as significant
predictors with one unit increase resulting in an 0.49 in-
crease and 0.32 decrease for adolescent’s motivation, re-
spectively. A depiction of the reduced model is shown in
Table 5.

Similarly, parental motivation at FU1 was entered as
the dependent variable into a linear regression and the
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three parental stress domains, adolescents’ motivation,
NSSI duration in years, and lifetime prevalence of NSSI
(T2) were added as possible predictors. As only the do-
main “desire” and the domain “readiness” of parental
motivation (PMI) significantly correlated with possible
predictors, no regression model for the total score was
computed. The regression model predicting the desire
domain of parental motivation was significant (F(6, 51) =
2.51,p=0.035), explaining 25.10% of variance in parental
desire for change. Only the parent domain and the inter-
action domain of parental stress (EBI) were significant
predictors, t = —2.88, p = 0.006, and ¢ = 3.05, p = 0.004,
respectively. The parent domain of parental stress nega-
tively predicted parental desire for change, whereas the
interaction domain of parental stress positively predicted
parental desire. Also, a reduced regression model with
NSSI duration in years, the interaction domain of paren-
tal stress (EBI), and the parent domain of parental stress
(EBI) was significant (F(3, 54) = 4.51, p = 0.007), explain-
ing 21.00% of the variance and with the parent domain (¢
=1.36, p = 0.006) and the interaction domain of parental
stress (EBI) (t =-3.38, p = 0.001) as significant predictors
with one unit increase resulting in a 0.37 decrease and a
0.38 increase in parental motivation, respectively. A de-
piction of the reduced model is shown in Table 5. The
regression model predicting the readiness domain of pa-
rental motivation (PMI) was not significant (F(6, 51) =
1.05, p = 0.404).

Predicting NSSI Behavior at Follow-Up Investigation
Finally, to predict adolescents’ NSSI behavior at FU1
(during the previous month), a linear regression model
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was computed with adolescents’ motivation, parental
motivation, parental stress, and NSSI duration at T2 as
possible predictors. The regression model was significant
(F(7,48) =2.78, p=0.016) and explained a total of 28.80%
of the variance in NSSI at FU1. Only adolescents’ motiva-
tion (t = —2.67, p = 0.010) and the parent domain of pa-
rental stress (EBI) (t = —2.03, p = 0.047) were significant
predictors. Also, a reduced regression model only includ-
ing adolescents’ motivation and the parent and interac-
tion domains of parental stress (EBI) was significant (F(3,
60) = 6.13, p = 0.001), explaining a total of 24.40% of the
variance. Adolescents’ motivation at T2 (t = -2.55, p =
0.013) and the parent domain of parental stress (EBI) (¢ =
—2.05, p =0.045) were confirmed as significant predictors
with one unit increase resulting in a 1.65 and 1.57 de-
crease in NSSI behavior at FU1, respectively. A depiction
of the reduced model is shown in Table 5.

Discussion/Conclusion

The major purpose of the present study was to deter-
mine the relationship between motivational treatment
factors (adolescents as well as parents), parental stress,
and adolescents’ subsequent NSSI in a sample of child
and adolescent psychiatric emergency presentations.
Subsequently, it was examined which factors could serve
as longitudinal predictors of adolescent and parental mo-
tivation and adolescents’ NSSI at a later time point. These
factors play a significant role in the treatment of mentally
distressed children and adolescents, and to our knowl-
edge have not been studied as of now in relation to pa-
tients presenting in the context of an emergency consul-
tation.

We investigated the relationship between treatment
motivation and parental stress. There was a significant
positive correlation between adolescents’ motivation to
avoid NSSI at T2 and parental stress in the child domain
and the parent domain. Also, parental motivation, in par-
ticular, the desire domain of the PMI, namely parents’
desire that their child change [31], correlated positively
with one aspect of parental stress, namely the interaction
domain of the EBI. One possible interpretation regarding
adolescents’ motivation and parental stress is that adoles-
cents may be trying to reduce parental stress by demon-
strating therapy motivation. Parental motivation may, on
the one hand, relate to parental stress through parents’
desire for their children to change causing stress in the
interaction between parent and child. On the other hand,
existing parental stress could in turn also lead to higher
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Table 5. Results of reduced linear regression models for adolescents’ and parental motivation and NSSI behavior

Dependent variables at FU1 Predictor at T2 B SE B t p value
Adolescents’ Motivation Questionnaire (AMQ)  Parental Stress Index (EBI): parent domain 049 011 050 442 <0.001
NSSI duration in years -0.32 0.10 -0.37 3.26 0.002
Parent Motivation Inventory (PMI): total score 057 032 020 1.79 0.080
Parent Motivation Inventory (PMI): desire Parental Stress Index (EBI): parent domain -037 0.11 -0.58 -3.38 0.001
Parental Stress Index (EBI): interaction domain 038 0.13 049 2.88 0.006
NSSI duration in years 0.10 007 0.17 136 0.179
NSSI prevalence (past month) Parental Stress Index (EBI): parent domain -1.65 081 -0.33 -2.05 0.045
Parental Stress Index (EBI): interaction domain ~ 0.25 0.94 0.04 0.27 0.789
Adolescents’ Motivation Questionnaire (AMQ) -1.57 0.62 -0.31 -255 0.013

AMQ (Adolescents’ Motivation Questionnaire), R? = 0.34; PMI (Parent Motivation Inventory), R> = 0.21; NSS| prevalence at FU1, R? = 0.24.
NSSI, non-suicidal self-injury; T2, standardized emergency management with defined diagnostic assessments; FU1, follow-up investigation

1.

motivation in parents (desire). Previous research found
that when parents are affected by a burden of stress, there
is often less motivation to seek treatment [20, 21]. The
finding in our study may be explained by the fact that par-
ents show motivation mainly in the area of desire, name-
ly in seeking change in their child, and that our clientele
are patients who are seen in emergency settings. The fact
that no significant correlation between adolescents’ mo-
tivation and parental motivation was found, shows how
important it is to work independently on the treatment
motivation of adolescents and their parents.

The proportion of mothers filling in the question-
naires and thus acting as accompanying persons for the
children was about 80% at T2. This proportion of moth-
ers is found to be similar or even higher in other studies
[31, 34, 55]. The GSI, an indicator of psychological dis-
tress, was assessed and we found higher GSI values in girls
than in boys. In line with previous studies [6, 56], we
found a high proportion of girls as we selected the sample
for NSSI and suicidal behavior. This could also explain
the higher GSI value for girls.

There was a significant difference in parental stress in
the child domain between parents who participated in
FUI and those who did not. Surprisingly, parents who
participated in FU1 were less stressed on the child do-
main (at T2). This difference can be interpreted as par-
ents’ resignation regarding their child’s problems and
how hard it can be to deal with such behavior [15], even
in light of upcoming treatment.

Surprisingly, higher lifetime prevalence of NSSI was
associated with lower adolescents’ motivation; also, the
GSI score at T2 was negatively correlated with adoles-
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cents’ motivation. But similar results were also found for
parental treatment motivation, namely that parents
showed less readiness for change when their children en-
gaged in NSSI for a longer duration. However, the corre-
lation between lower parental treatment motivation and
NSSI of longer duration in children could also be due to
a selection effect as a result of the study design (i.e., be-
cause children who were already in treatment were ex-
cluded from the study). Contrary to the results of this
present study (that parents showed less readiness for
change when their children engaged in NSSI for a longer
duration), another study [34] found that the severity of
internalizing problems, followed by externalizing prob-
lems, was the strongest predictor for higher parental
treatment motivation. The difference to our study could
be due to the fact that the aforementioned study used an
outpatient sample in a child and adolescent psychiatric
service. Furthermore, it was supposed to be about newly
referred patients, the average age of patients was 10.2
years and children referred for eating disorders or foren-
sic problems were not included because treatment moti-
vation of parents could differ in this case [34]. Our pa-
tients show a significantly higher mean age and were re-
cruited from emergency presentations. From such crisis
situations, according to our clinical experience, parents
must partly be motivated to perform further diagnostic
assessments and treatment planning. Accordingly, in an-
other study [12], NSSI at age 14 was found to be related
to less supportive parental behavior, which can be ex-
plained in the context of an acute family crisis. Especially
at the first realization that their children are engaging in
NSSI, parents are overwhelmed with feelings of guilt and
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shame [57]. Understanding, accepting, and acting on self-
injurious behavior by parents is a continuous, gradual
process [58].

We were also interested in whether adolescents’ moti-
vation to stop NSSI, parental motivation, and NSSI be-
havior could be predicted at FU1. We could confirm that
the parental domain of parental stress (EBI) (positive)
and NSSI duration in years (negative) were significant
predictors for adolescents’ motivation. With longer dura-
tion of NSSI, adolescents show lower treatment motiva-
tion, possibly due to resignation. Indeed, often children
with self-injury do not seek help, or they are reluctant to
communicate their concerns to a professional [59]. NSSI
can be called a process addiction in some individuals who
self-injure [60] that can compete with motivation for
treatment and may interfere with treatment of self-injury
[61]. In contrast, parental stress (parent domain) seems
to increase adolescents’ treatment motivation. From our
point of view, this shows an unexpected family dynamic.
This may show a strong sense of responsibility of the
young people towards their parents, which could possibly
even represent signs of parentification [62-64].

Moreover, we found that the parent domain of paren-
tal stress negatively predicted parental motivation (de-
sire), whereas the interaction domain of parental stress
positively predicted parental desire. We would interpret
this finding as follows: personally stressed parents are less
motivated, for example, because they are absorbed by
their own concerns, but parental stress in relation to in-
teraction with their children predicts higher motivation.
For example, caregivers who are suffering from a depres-
sive disorder (stress on the parent domain) are signifi-
cantly less likely to have the willingness to start indicated
treatment [22]. In parents of children with externalizing
behavior, high levels of parental stress revealed that one
motivational factor (namely, readiness to change) was
high regardless of the child’s externalizing behavior [26].
Further, only adolescents’ motivation and the parent do-
main of parental stress (EBI) were significant predictors
for NSSI behavior at FU1 in the sense that adolescents
injured themselves less at FU1 when their motivation was
higher at T2, and their parents were more stressed by per-
sonal factors at T2. An important but understudied area
of investigation that could be used to develop and im-
prove treatment is the patients’ motivation for stopping
NSSI [65]. Research on a range of psychiatric disorders
underscores the relevance of motivation for change in
predicting engagement in problematic behaviors [66].
This finding in particular confirms a combination of pa-
rental stress factors while also emphasizing that adoles-
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cents’ motivation for treatment should not be forgotten,
since participation and compliance in treatment increas-
ingly shift to adolescents as they get older [31]. In a lon-
gitudinal study analyzing intrapersonal and interperson-
al factors in adolescent NSSI, higher levels of experienced
family support and higher self-esteem predicted NSSI
cessation [67]. Providing an understanding of the role of
parents in the progress of NSSI may enable clinicians to
more effectively empower parents to support their ado-
lescents [68]. So there is a reciprocal influence in the sense
that parents can have an important role in help-seeking
and in the treatment of adolescents with NSSI, but also
that adolescent NSSI can have an impact on parental well-
being and parenting [68].

Some limitations of the current study must be named.
Four experienced and trained clinicians performed the
diagnostic assessments and doctoral candidates were
trained in handling a part of the follow-up investigations.
Psychiatric diagnoses were determined including certi-
fied child psychiatrists. A limitation to be mentioned here
is that no interrater reliability was calculated. However,
the above-mentioned professions/research personnel
were carefully instructed and trained in performing the
interviews. Another limitation may be that we related ad-
olescents’ treatment motivation only to NSSI avoidance.
Self-report measures are likely to suffer from bias, and
especially in the setting of clinical practice, limited pos-
sibilities exist to determine the exact frequency of NSSI
behaviors. No information on educational status or so-
cioeconomic status was collected from parents, which
should be considered in future studies of this type. Fur-
thermore, the patient sample was recruited from only one
child and adolescent psychiatric clinic, so that the gener-
alizability of the data may be limited. Especially regarding
stress factors of parents and treatment motivation of par-
ents and adolescents, it should be pointed out that we ex-
cluded patients with a prolonged need for inpatient treat-
ment or severe acute psychiatric disorders. Furthermore,
patients with already existing adequate outpatient care
were excluded. Nevertheless, the present study sample
can be regarded as typical for an outpatient emergency
setting at a psychiatric hospital for children and adoles-
cents of maximum care.

However, a major and important strength of our study
is that our examination of outpatients took place in the
emergency outpatient clinic and the evaluation of paren-
tal stress factors as well as parental treatment motivation
and adolescents’ motivation was performed without time
lag. In addition to detailed standardized clinical diagnos-
tic assessments performed by clinical experts, we added
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parents to the focus of our study and thereby included a
crucial factor for therapy initiation. Especially the combi-
nation of investigating motivational factors in parents
and adolescents while at the same time inquiring about
parental stress factors in a clientele presented based on an
emergency presentation emphasizes the added value of
the study. By assessing treatment motivation in an affec-
tive and highly stressed patient group, as recommended
by Drent et al. [34], we are able to provide valuable insight
on future treatment outcomes. Overall, our data analysis
showed a positive relationship between adolescent moti-
vation and parental stress as well as between parental
treatment motivation and parental stress. Unexpectedly,
parents showed lower treatment motivation when their
children practiced NSSI for a longer period of time. Fi-
nally, adolescent motivation and parental stress due to
personal concerns were significant predictors of adoles-
cent NSSI prevalence (past month) at follow-up. This
analysis is crucial and, to our knowledge, has not been
studied so far with regard to parents of adolescents with
NSSI in a context of crisis. With increased knowledge
concerning the interrelationship of these relevant factors
in child and adolescent psychiatry and further research
on this topic, the future treatment of adolescents, also in
interaction with the accompanying parents, can be opti-
mized [68].

Acknowledgments

The authors gratefully thank the patients and their parents for
their participation in the study. Furthermore, we would like to
thank the clinicians of the emergency department and the staff of
the outpatient office for their support. Also, we express our grati-
tude to Hannah Weif3, Isabell Goldhahn, and Eva Kalinowski, as
they have carried out part of the clinical appointments. Addition-
ally, we would like to thank Florentina Keck and Sebastian Ben-
theimer for their work as doctoral students and Elisa Heidings-
felder for her support as a research assistant. We gratefully ac-
knowledge the willingness of Dr. Armitage to provide us with his
questionnaire (AMQ).

Statement of Ethics

The study has been performed in accordance with the Declara-
tion of Helsinki and has been approved (No. 19-1426-101) by the
Ethics Committee of the University of Regensburg. Participants
and their parents/caregivers gave their informed and written con-
sent to take part in the study.

The study has been registered in the German Clinical Trials
Register since August 13, 2019, DRKS00017586. In our study, we
were guided by the reporting guidelines in accordance with
TREND.

12 Psychopathology
DOI: 10.1159/000526611

Conflict of Interest Statement

The authors have no conflicts of interest to declare.

Funding Sources

This research is funded by the Medical Faculty at the Univer-
sity of Regensburg and the Clinic of Child and Adolescent Psy-
chiatry, Psychosomatics, and Psychotherapy under the direction
of Prof. Dr. Romuald Brunner. The study design, the collection,
analysis, and interpretation of the data as well as the preparation
of the manuscript are not financed externally.

Author Contributions

Stephanie Kandsperger and Romuald Brunner had the idea for
the study and developed the study design. Irina Jarvers contrib-
uted to hypotheses, sample size calculation, and statistical analyses.
First manuscript has been written by Stephanie Kandsperger and
IrinaJarvers. Angelika Ecker, Alexandra Otto,and Daniel Schleich-
er participated in the design and coordination of the study. As a
clinical collaborator, Joseph Madurkay plays an important role in
patient coordination and has conducted a significant proportion
of appointments with patients. Stephanie Kandsperger, Irina Jarv-
ers, Angelika Ecker, Alexandra Otto, Daniel Schleicher, Joseph
Madurkay, and Romuald Brunner read and approved the final
manuscript.

Data Availability Statement

The data that support the findings of this study are not pub-
licly available as the period in which patients have the right to de-
lete their data has not yet expired, but the data are available from
S.K. upon reasonable request.

1 Sudarsanan S, Chaudhury S, Pawar AA, Salu-
jha SK, Srivastava K. Psychiatric emergencies.
Med ] Armed Forces India. 2004;60(1):59-62.

2 Taastrem A, Klahn J, Staal N, Thomsen PH,
Johansen A. Children and adolescents in the
Psychiatric Emergency Department: a 10-
year survey in Copenhagen county. Nord ]
Psychiatry. 2014;68(6):385-90.

3 Porter M, Gracia R, Oliva J-C, Pamias M, Gar-
cia-Parés G, Cobo J. Mental health emergen-
cies in paediatric services: characteristics, di-
agnostic stability and gender differences. Ac-
tas Esp Psiquiatr. 2016;44(6):203-11.

4 Franzen M, Keller F, Brown RC, Plener PL.
Emergency presentations to child and adoles-
cent psychiatry: nonsuicidal self-injury and
suicidality. Front Psychiatry. 2019;10:979.

5 Nock MK. Self-injury. Annu Rev Clin Psy-
chol. 2010;6:339-63.

References

Kandsperger/Madurkay/Schleicher/Otto/
Ecker/Brunner/Jarvers


https://www.karger.com/Article/FullText/526611?ref=1#ref1
https://www.karger.com/Article/FullText/526611?ref=2#ref2
https://www.karger.com/Article/FullText/526611?ref=2#ref2
https://www.karger.com/Article/FullText/526611?ref=3#ref3
https://www.karger.com/Article/FullText/526611?ref=3#ref3
https://www.karger.com/Article/FullText/526611?ref=4#ref4
https://www.karger.com/Article/FullText/526611?ref=5#ref5
https://www.karger.com/Article/FullText/526611?ref=5#ref5

10

11

12

13

14

15

16

17

18

Brunner R, Kaess M, Parzer P, Fischer G, Car-
li V, Hoven CW, et al. Life-time prevalence
and psychosocial correlates of adolescent di-
rect self-injurious behavior: a comparative
study of findings in 11 European countries. |
Child Psychol Psychiatry. 2014;55(4):337-48.
Plener PL, Brunner R, Fegert JM, Groschwitz
RC, In-Albon T, Kaess M, et al. Treating non-
suicidal self-injury (NSSI) in adolescents:
consensus based German guidelines. Child
Adolesc Psychiatry Ment Health. 2016;10:46.,
In

Resch F, Parzer P, Brunner R, BELLA study
group. Self-mutilation and suicidal behaviour
in children and adolescents: prevalence and
psychosocial correlates: results of the BELLA
study. Eur Child Adolesc Psychiatry. 2008;
17(Suppl 1):92-8.

Koenig J, Brunner R, Fischer-Waldschmidt
G, Parzer P, Plener PL, Park J, et al. Prospec-
tive risk for suicidal thoughts and behaviour
in adolescents with onset, maintenance or
cessation of direct self-injurious behaviour.
Eur Child Adolesc Psychiatry. 2017;26(3):
345-54.

Mahajan P, Alpern ER, Grupp-Phelan ],
Chamberlain J, Dong L, Holubkov R, et al.
Epidemiology of psychiatric-related visits to
emergency departments in a multicenter col-
laborative research pediatric network. Pediatr
Emerg Care. 2009;25(11):715-20.

Williams K, Levine AR, Ledgerwood DM,
Amirsadri A, Lundahl LH. Characteristics
and triage of children presenting in mental
health crisis to emergency departments at De-
troit Regional Hospitals. Pediatr Emerg Care.
2018;34(5):317-21.

Baetens I, Claes L, Onghena P, Grietens H,
Van Leeuwen K, Pieters C, et al. The effects of
nonsuicidal self-injury on parenting behav-
iors: alongitudinal analyses of the perspective
of the parent. Child Adolesc Psychiatry Ment
Health. 2015;9:24.

FuX, Yang], Liao X, Lin ], Peng Y, Shen Y, et
al. Parents’ attitudes toward and experience of
non-suicidal self-injury in adolescents: a qual-
itative study. Front Psychiatry. 2020;11:651.
Tschan T, Schmid M, In-Albon T. Parenting
behavior in families of female adolescents
with nonsuicidal self-injury in comparison to
a clinical and a nonclinical control group.
Child Adolesc Psychiatry Ment Health. 2015;
9:17.,In

Abidin RR. Parenting stress index: profes-
sional manual. Odessa, FL: Psychological As-
sessment Resources; 1995.

Abidin RR. Introduction to the special issue:
the stresses of parenting. J Clin Child Psychol.
1990;19(4):298-301.

Abidin RR. The determinants of parenting
behavior. ] Clin Child Psychol. 1992;21(4):
407-12.

Mikolajczak M, Raes M-E, Avalosse H, Roskam
I. Exhausted parents: sociodemographic, child-
related, parent-related, parenting and family-
functioning correlates of parental burnout. |
Child Fam Stud. 2018;27(2):602-14.

Parents’ Motivation and Stress in
Adolescent Emergency Services

19

20

21

22

23

24

25

26

27

28

29

30

31

Roskam I, Raes M-E, Mikolajczak M. Ex-
hausted parents: development and prelimi-
nary validation of the parental burnout inven-
tory. Front Psychol. 2017;8:163.

Thompson R, Lindsey MA, English D], Haw-
ley KM, Lambert S, Browne DC. The influ-
ence of family environment on mental health
need and service use among vulnerable chil-
dren. Child Welfare. 2007;86(5):57-74.
Harrison ME, McKay MM, Bannon WM Jr.
Inner-city child mental health service use: the
real question ss why youth and families do not
use services. Community Ment Health J.
2004;40(2):119-31.

Leslie LK, Aarons GA, Haine RA, Hough RL.
Caregiver depression and medication use by
youths with ADHD who receive services in
the public sector. Psychiatr Serv. 2007;58(1):
131-4.

Eiserman WD, Weber C, McCoun M. Parent
and professional roles in early intervention: a
longitudinal comparison of the effects of two
intervention configurations. ] Spec Educ.
1995;29(1):20-44.

Strauss K, Vicari S, Valeri G, D’Elia L, Arima
S, Fava L. Parent inclusion in Early Intensive
Behavioral Intervention: the influence of pa-
rental stress, parent treatment fidelity and
parent-mediated generalization of behavior
targets on child outcomes. Res Dev Disabil.
2012;33(2):688-703.

Semke CA, Garbacz SA, Kwon K, Sheridan
SM, Woods KE. Family involvement for chil-
dren with disruptive behaviors: the role of
parenting stress and motivational beliefs. |
Sch Psychol. 2010;48(4):293-312.

Jones HA, Putt GE, Rabinovitch AE, Hubbard
R, Snipes D. Parenting stress, readiness to
change, and child externalizing behaviors in
families of clinically referred children. ] Child
Fam Stud. 2017;26:225-33.

Watt BD, Dadds MR. Facilitating treatment
attendance in child and adolescent mental
health services: a community study. Clin
Child Psychol Psychiatry. 2007;12(1):105-16.
Kazdin AE. Premature termination from
treatment among children referred for antiso-
cial behavior. J Child Psychol Psychiatry.
1990;31(3):415-25.

Ohtani K, Murayama K, Ishii R, Fukuzumi N,
Sakaki M, Ishikawa S, et al. Parental motiva-
tional perseverance predicts adolescents’ de-
pressive symptoms: an intergenerational
analysis with actor-partner interdependence
model. ] Youth Adolesc. 2020;49(1):212-27.
Nock MK, Ferriter C. Parent management of
attendance and adherence in child and ado-
lescent therapy: a conceptual and empirical
review. Clin Child Fam Psychol Rev. 2005;
8(2):149-66.

Nock MK, Photos V. Parent motivation to
participate in treatment: assessment and pre-
diction of subsequent participation. ] Child
Fam Stud. 2006;15(3):333-46.

32

33

34

35

36

37

38

39

40

41

42

43

44

Wergeland GJH, Fjermestad KW, Marin CE,
Haugland BS-M, Silverman WK, Ost L-G, et
al. Predictors of dropout from community
clinic child CBT for anxiety disorders. ] Anx-
iety Disord. 2015;31:1-10.

King G, Currie M, Petersen P. Child and par-
ent engagement in the mental health inter-
vention process: a motivational framework.
Child Adolesc Ment Health. 2014;19(1):2-8.
Drent HM, van den Hoofdakker B, de Bildt A,
Buitelaar JK, Hoekstra PJ, Dietrich A. Factors
related to parental pre-treatment motivation
in outpatient child and adolescent mental
health care. Eur Child Adolesc Psychiatry.
2020;29(7):947-58.

Stanley B, Brown GK. Safety planning inter-
vention: a brief intervention to mitigate sui-
cide risk. Cogn Behav Pract. 2012;19(2):256—
64.

Suicide Prevention Resource Center. Safety
plan treatment manual to reduce suicide risk:
Veteran version [Internet] [cited 2022 May
5]. Available from: https://www.sprc.org/re-
sources-programs/safety-plan-treatment-
manual-reduce-suicide-risk-veteran-version.
Sheehan DV, Lecrubier Y, Sheehan KH,
Amorim P, Janavs ], Weiller E, et al. The
Mini-International Neuropsychiatric Inter-
view (M.LN.L): the development and valida-
tion of a structured diagnostic psychiatric in-
terview for DSM-IV and ICD-10. ] Clin Psy-
chiatry. 1998;59(Suppl 20):22-33; quiz 34-57.
Wittchen H-U, Zaudig M, Fydrich T. SKID.
Strukturiertes Klinisches Interview fiir DSM-
IV. Achse I und II. Handanweisung. Géttin-
gen: Hogrefe; 1997 [cited 2022 May 5]. Avail-
able from: http://hdl.handle.net/11858/00-
001M-0000-000E-AAB3-F.

Franke G. Die Symptom-Checkliste von
Derogatis (SCL-90-R): Deutsche Version —
Manual. 2002.

Schmitz N, Hartkamp N, Kiuse J, Franke GH,
Reister G, Tress W. The Symptom Check-
List-90-R (SCL-90-R): a German validation
study. Qual Life Res. 2000;9(2):185-93.
Armitage CJ, Rahim WA, Rowe R, O’Connor
RC. An exploratory randomised trial of a sim-
ple, brief psychological intervention to reduce
subsequent suicidal ideation and behaviour in
patients admitted to hospital for self-harm. Br
] Psychiatry. 2016;208(5):470-6.

Nock MK, Holmberg EB, Photos VI, Michel
BD. Self-Injurious Thoughts and Behaviors
Interview: development, reliability, and valid-
ity in an adolescent sample. Psychol Assess.
2007;19(3):309-17.

Fischer G, Ameis N, Parzer P, Plener PL, Gro-
schwitz R, Vonderlin E, et al. The German
version of the self-injurious thoughts and be-
haviors interview (SITBI-G): a tool to assess
non-suicidal self-injury and suicidal behavior
disorder. BMC Psychiatry. 2014;14:265.
Troster H. Eltern-Belastungs-Inventar (EBI).
Deutsche Version des Parenting Stress Index
(PSI) von R.R Abidin. Gottingen: Hogrefe;
2011.

Psychopathology

DOI: 10.1159/000526611

13


https://www.karger.com/Article/FullText/526611?ref=6#ref6
https://www.karger.com/Article/FullText/526611?ref=6#ref6
https://www.karger.com/Article/FullText/526611?ref=7#ref7
https://www.karger.com/Article/FullText/526611?ref=7#ref7
https://www.karger.com/Article/FullText/526611?ref=8#ref8
https://www.karger.com/Article/FullText/526611?ref=9#ref9
https://www.karger.com/Article/FullText/526611?ref=10#ref10
https://www.karger.com/Article/FullText/526611?ref=10#ref10
https://www.karger.com/Article/FullText/526611?ref=11#ref11
https://www.karger.com/Article/FullText/526611?ref=12#ref12
https://www.karger.com/Article/FullText/526611?ref=12#ref12
https://www.karger.com/Article/FullText/526611?ref=13#ref13
https://www.karger.com/Article/FullText/526611?ref=14#ref14
https://www.karger.com/Article/FullText/526611?ref=15#ref15
https://www.karger.com/Article/FullText/526611?ref=15#ref15
https://www.karger.com/Article/FullText/526611?ref=16#ref16
https://www.karger.com/Article/FullText/526611?ref=17#ref17
https://www.karger.com/Article/FullText/526611?ref=18#ref18
https://www.karger.com/Article/FullText/526611?ref=18#ref18
https://www.karger.com/Article/FullText/526611?ref=19#ref19
https://www.karger.com/Article/FullText/526611?ref=20#ref20
https://www.karger.com/Article/FullText/526611?ref=21#ref21
https://www.karger.com/Article/FullText/526611?ref=22#ref22
https://www.karger.com/Article/FullText/526611?ref=23#ref23
https://www.karger.com/Article/FullText/526611?ref=24#ref24
https://www.karger.com/Article/FullText/526611?ref=25#ref25
https://www.karger.com/Article/FullText/526611?ref=25#ref25
https://www.karger.com/Article/FullText/526611?ref=26#ref26
https://www.karger.com/Article/FullText/526611?ref=26#ref26
https://www.karger.com/Article/FullText/526611?ref=27#ref27
https://www.karger.com/Article/FullText/526611?ref=27#ref27
https://www.karger.com/Article/FullText/526611?ref=28#ref28
https://www.karger.com/Article/FullText/526611?ref=29#ref29
https://www.karger.com/Article/FullText/526611?ref=30#ref30
https://www.karger.com/Article/FullText/526611?ref=31#ref31
https://www.karger.com/Article/FullText/526611?ref=31#ref31
https://www.karger.com/Article/FullText/526611?ref=32#ref32
https://www.karger.com/Article/FullText/526611?ref=32#ref32
https://www.karger.com/Article/FullText/526611?ref=33#ref33
https://www.karger.com/Article/FullText/526611?ref=34#ref34
https://www.karger.com/Article/FullText/526611?ref=35#ref35
https://www.karger.com/Article/FullText/526611?ref=37#ref37
https://www.karger.com/Article/FullText/526611?ref=37#ref37
https://www.karger.com/Article/FullText/526611?ref=38#ref38
https://www.karger.com/Article/FullText/526611?ref=38#ref38
https://www.karger.com/Article/FullText/526611?ref=38#ref38
https://www.karger.com/Article/FullText/526611?ref=40#ref40
https://www.karger.com/Article/FullText/526611?ref=41#ref41
https://www.karger.com/Article/FullText/526611?ref=41#ref41
https://www.karger.com/Article/FullText/526611?ref=42#ref42
https://www.karger.com/Article/FullText/526611?ref=43#ref43
https://www.karger.com/Article/FullText/526611?ref=44#ref44
https://www.karger.com/Article/FullText/526611?ref=44#ref44
https://www.karger.com/Article/FullText/526611?ref=44#ref44

45

46

47

48

49

50

51

52

Irlbauer-Miiller V, Eichler A, Donhauser JA,
Poehlmann NE, Stemmler M, Moll GH, et al.
Das eltern-belastungs-inventar (EBI). Diag-
nostica. 2018;64(1):37-48.

Fallahpour MH, Benkert TN, Riecher-Rdssler
A, Stieglitz R-D. Elternschaft und Belastung-
serleben: psychometrische Uberpriifung des
Parenting-Stress-Index  (PSI) an einer
deutschsprachigen Stichprobe. Psychother
Psychosom Med Psychol. 2009;59:224-33.
Lee SJ, Gopalan G, Harrington D. Validation
of the parenting stress index-short form with
minority caregivers. Res Soc Work Pract.
2016;26(4):429-40.

Johnson AO. Test review: parenting stress in-
dex, fourth edition (PSI-4). ] Psychoeduc As-
sess. 2015;33(7):698-702.

Busner J, Targum SD. The clinical global im-
pressions scale: applying a research tool in
clinical practice. Psychiatry Edgmont. 2007;
4(7):28-37.

Hall RCW. Global assessment of functioning:
amodified scale. Psychosomatics. 1995;36(3):
267-75.

Mann HB, Whitney D. On a test of whether
one of two random variables is stochastically
larger than the other [Internet]. 1947 [cited
2021 May 24]. Available from: https://paper/
On-a-Test-of-Whether-one-of-Two-Ran-
dom-Variables-is-Mann-Whitney/60{78826
4e6278374be9dabd8e2a644cc65129b6.
Vandekerckhove J, Matzke D, Wagenmakers
E-J. Model comparison and the principle of
parsimony. In: Busemeyer JR, Wang Z,
Townsend JT, Eidels A, editors. Oxford hand-
book of computational and mathematical
psychology. Oxford University Press; 2015.

53

54

55

56

57

58

59

60

Faul F, Erdfelder E, Lang A-G, Buchner AG.
G*Power 3: a flexible statistical power analy-
sis program for the social, behavioral, and
biomedical sciences. Behav Res Methods.
2007;39(2):175-91.

Benjamini Y, Hochberg Y. Controlling the
false discovery rate: a practical and powerful
approach to multiple testing. ] R Stat Soc Ser
B Methodol. 1995;57(1):289-300.

Vijverberg R, Ferdinand R, Beekman A, van
Meijel B. Factors associated with treatment
intensification in child and adolescent psychi-
atry: a cross-sectional study. BMC Psychiatry.
2018;18(1):291.

Franzen M, Keller F, Brown RC, Plener PL.
Emergency presentations to child and adoles-
cent psychiatry: nonsuicidal self-injury and
suicidality. Front Psychiatry. 2019;10:979.
Mcdonald G, O’Brien L, Jackson D. Guilt and
shame: experiences of parents of self-harming
adolescents. ] Child Health Care. 2007;11(4):
298-310.

Oldershaw A, Richards C, Simic M, Schmidt
U. Parents’ perspectives on adolescent self-
harm: qualitative study. Br ] Psychiatry. 2008;
193(2):140-4.

Whitlock J, Eckenrode J, Silverman D. Self-
injurious behaviors in a college population.
Pediatrics. 2006;117(6):1939-48.

Buser TJ, Buser JK. Conceptualizing nonsui-
cidal self-injury as a process addiction: review
of research and implications for counselor
training and practice. ] Addict Offender
Couns. 2013;34(1):16-29.

14

Psychopathology
DOI: 10.1159/000526611

61

62

63

64

65

66

67

68

Kamen DG. How can we stop our children
from hurting themselves? Stages of change,
motivational interviewing, and exposure
therapy applications for non-suicidal self-in-
jury in children and adolescents. Int ] Behav
Consult Ther. 2009;5(1):106-23.

Minuchin S, Montalvo B, Guerney B, Rosman
B, Schumer F. Families of the slums. An ex-
ploration of their structure and treatment.
New York, NY: Basic Books; 1967.

Hooper L. Parentification. In: Levesque RJR,
editor. Encyclopedia of adolescence. New
York, NY: Springer; 2011. p. 2023-31.
Hooper LM, Doehler K, Jankowski PJ, Tomek
SE. Patterns of self-reported alcohol use, de-
pressive symptoms, and body mass index in a
family sample: the buffering effects of paren-
tification. Fam J. 2012;20(2):164-78.

Turner BJ, Chapman AL, Gratz KL. Why stop
self-injuring? Development of the reasons to
stop self-injury questionnaire. Behav Modif.
2014;38(1):69-106.

Anderson KG, Grunwald I, Bekman N,
Brown SA, Grant A. To drink or not to drink:
motives and expectancies for use and nonuse
in adolescence. Addict Behav. 2011;36(10):
972-9.

Tatnell R, Kelada L, Hasking P, Martin G.
Longitudinal analysis of adolescent NSSI: the
role of intrapersonal and interpersonal fac-
tors. ] Abnorm Child Psychol. 2014;42(6):
885-96.

Arbuthnott AE, Lewis SP. Parents of youth
who self-injure: a review of the literature and
implications for mental health professionals.
Child Adolesc Psychiatry Ment Health. 2015;
9:35.

Kandsperger/Madurkay/Schleicher/Otto/
Ecker/Brunner/Jarvers


https://www.karger.com/Article/FullText/526611?ref=45#ref45
https://www.karger.com/Article/FullText/526611?ref=45#ref45
https://www.karger.com/Article/FullText/526611?ref=46#ref46
https://www.karger.com/Article/FullText/526611?ref=46#ref46
https://www.karger.com/Article/FullText/526611?ref=47#ref47
https://www.karger.com/Article/FullText/526611?ref=48#ref48
https://www.karger.com/Article/FullText/526611?ref=48#ref48
https://www.karger.com/Article/FullText/526611?ref=49#ref49
https://www.karger.com/Article/FullText/526611?ref=50#ref50
https://www.karger.com/Article/FullText/526611?ref=52#ref52
https://www.karger.com/Article/FullText/526611?ref=52#ref52
https://www.karger.com/Article/FullText/526611?ref=52#ref52
https://www.karger.com/Article/FullText/526611?ref=53#ref53
https://www.karger.com/Article/FullText/526611?ref=54#ref54
https://www.karger.com/Article/FullText/526611?ref=54#ref54
https://www.karger.com/Article/FullText/526611?ref=55#ref55
https://www.karger.com/Article/FullText/526611?ref=56#ref56
https://www.karger.com/Article/FullText/526611?ref=57#ref57
https://www.karger.com/Article/FullText/526611?ref=58#ref58
https://www.karger.com/Article/FullText/526611?ref=59#ref59
https://www.karger.com/Article/FullText/526611?ref=60#ref60
https://www.karger.com/Article/FullText/526611?ref=60#ref60
https://www.karger.com/Article/FullText/526611?ref=61#ref61
https://www.karger.com/Article/FullText/526611?ref=61#ref61
https://www.karger.com/Article/FullText/526611?ref=62#ref62
https://www.karger.com/Article/FullText/526611?ref=62#ref62
https://www.karger.com/Article/FullText/526611?ref=63#ref63
https://www.karger.com/Article/FullText/526611?ref=64#ref64
https://www.karger.com/Article/FullText/526611?ref=65#ref65
https://www.karger.com/Article/FullText/526611?ref=66#ref66
https://www.karger.com/Article/FullText/526611?ref=67#ref67
https://www.karger.com/Article/FullText/526611?ref=68#ref68

	startTableBody
	Zwischenlinie
	startTableBody
	startTableBody
	startTableBody
	startTableBody

