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This study was designed to determine the effectiveness of the Landreth 

10-week filial therapy model as an intervention for the parents of children 

experiencing learning difficulties. Filial therapy is an approach used by play 

therapists to train parents to be therapeutic agents with their own children. 

Parents are taught basic child-centered play therapy skills and practice those 

skills during weekly play sessions with their children. The purpose of this study 

was to determine if filial therapy is effective in: 1) increasing parental acceptance 

of children with a learning difficulty; 2) reducing the stress level of parents of 

children with learning difficulties; 3) decreasing social problems and total 

behavior problems of children with learning difficulties as reported by parents 

and teachers. 

The experimental group parents (N=11) received 10 weekly 2 hour filial 

therapy training sessions and participated in weekly 30-minute play sessions 

with one of their children. The control group (N=11) received no treatment 

during the 10 weeks. All adult participants completed the Porter Parental 

Acceptance Scale, the Parenting Stress Index, and the Child Behavior Checklist 

Parent Report Form. The teachers of the child participants completed the Child 



Behavior Checklist Teacher Report Form. 

Analyses of Covariance revealed that the parents of children experiencing 

learning difficulties in the experimental group significantly increased their 

attitude of acceptance toward their children and experienced a significant 

decrease in the level of stress related to parenting. There was not a significant 

decrease in social problems and total behavior problems as reported by parents 

and teachers. 

This study supports filial therapy as an effective intervention for the 

parents of experiencing learning difficulties. Filial therapy equips parents with 

healthy parenting skills and knowledge which significantly reduces parental 

stress and increases parental acceptance. Thus, filial therapy offers significant 

possibilities for promoting the parent-child relationship and the well-being of 

children experiencing learning difficulties. 
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CHAPTER I 

INTRODUCTION 

Parenting is a challenging task and parenting a child who is experiencing 

difficulties with learning exacerbates that challenge. Most children are not 

formerly diagnosed with a learning difficulty until they enter school (Barkley, 

1990; O'Hara & Levy, 1984). Although parents may have noticed that their 

child s development was somehow different from other children and sought help 

or advice from a variety of sources, they have been most often told that nothing 

is wrong because the child looks normal (O'Hara & Levy, 1984). Parents often 

respond to this advice by adjusting to their child's behavior and beginning to 

perceive it as normal (Willner & Crane, 1979). When school problems begin and 

persist, parents must again look for reasons or causes and this search often 

renews emotions of uncertainty and alarm. 

The problems of children with learning difficulties are not physically 

visible and therefore, not readily recognized by parents and society. Often 

during infant and preschooler years, children with learning difficulties are 

irritable, overly active, and give little positive feedback to the parent. Family 

members have often reacted adversely to these behaviors before it was 

apparent the child had impairments, thus leading to later feelings of 
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responsibility and guilt. Families also often experience frustration and guilt as a 

result of repeated behavioral or learning problems evidenced by the child 

(Faerstein, 1981). Parents report feeling helpless when their apparently normal 

child displays such school-related problems as sadness, anger, frustration, 

sleeplessness, poor self-esteem, mood swings, and unfounded aches and pains 

(L. S. Gallagher, 1995). When a child is finally identified as having a learning 

difficulty, there is often a welcomed relief from the early experiences of 

indecision, frustration, and fear. However, with the diagnosis there also comes 

the realization that the definition and treatment of learning difficulties is 

ambiguous and the advice from various experts is often contradictory. Parents 

often oscillate among the various explanations and treatment plans presented to 

them or reject recommendations and retreat into denial (Faerstein, 1981). Such 

ambiguity prolongs and complicates the parents' process of mourning over the 

loss of their hopes and dreams for a "perfect child" (Anderegg, Vergason, and 

Smith, 1992; Kaslow & Cooper, 1978). 

The presence of learning difficulties can predispose children and parents 

to stress. For children who do not meet age appropriate norms socially or 

academically but look perfectly normal, public intolerance of the inability to live 

up to expectations compounds the difficulties and adds to the stress experienced 

by the family (O'Hara & Levy, 1984). When a child's problem is diagnosed, the 

family typically has to undergo additional changes in adjusting their perceptions 

of, and aspirations for, the child. The family's balance and patterns are 
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disrupted, and often the child is viewed as the source and cause of family and 

marital problems (Kaslow & Cooper, 1978; Wright, Matlock, & Matlock, 1985). 

This negative perception parents often have of children with learning 

difficulties is also reflected in their attitudes about their child's personal 

characteristics. Parents of children with learning difficulties view their children 

more negatively than do parents of normal children on their perception of their 

children s consideration of others, ability to receive affection, clingingness, 

tendencies to be rigid, general negativism, physical coordination, and fatigability 

(Strag, 1972). Boersma & Chapman (1979) found that mothers of children 

experiencing learning difficulties reported significantly more negative interaction 

with their children, significantly less positive reactions to their children's school 

behavior, and expected their children to perform less well on future academic 

tasks than did mothers of normally achieving children. A significant concern is 

that parents of children with learning difficulties may become so frustrated and 

perceptually biased that they quit trying to help their children achieve 

academically, thus setting up a self-fulfilling prophecy of failure for the children. 

Parents' perceptions of themselves and the parent-child relationship are 

also effected by having a child with learning difficulties. Parents of children with 

learning difficulties find that techniques that worked with other children may not 

be effective with the child with learning difficulties and often have difficulty 

sorting out behaviors that are misbehaviors and behaviors that result from the 

learning difficulty (Zuckerman & Zuckerman, 1982). Research indicates that 
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parents perceive children with learning difficulties as having behavioral 

characteristics that make their parenting role more difficult. As a result, parents 

may have attitudes and behaviors that contribute to their children's negative self-

perceptions and misbehavior (Latson, 1986). 

Many studies point to the need for parent education and/or counseling for 

parents and children experiencing learning difficulties (A. P. Turnbull and 

Turnbull, 1990; Eiserman, Weber, and McCoun, 1995; Mercer, 1997; Reynolds, 

Wang, and Walberg, 1992). Among the reasons for the suggestion of 

counseling and education for parents, and counseling for the children are stress, 

self-concept, and social/behavioral problems. All parents experience some level 

of stress related to the growth, development, and success of their children, but 

for the parents of children with learning difficulties these stressors are 

compounded by the fact that their child is not meeting family and community 

expectations (LeMasters, 1970). The potential for failure related stress is 

especially high for parents of children with learning difficulties (Faerstein, 1981). 

Positive parental attitudes have been found to have a significant positive 

effect on children's behavior. Rohner (1986) found that children raised in a 

warm, accepting, and nurturing environment exhibited more positive social skills. 

Cox (1970) found that the self-concept of a child was highly related to parental 

acceptance or rejection. Rohner, Chaille, and Rohner (1980) found that internal 

locus of control increased significantly with children's perceptions of increased 

parental acceptance. 
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Children with learning difficulties have been found to view themselves 

more negatively than children without learning difficulties and their self esteem is 

negatively correlated with chronological age and years of schooling (Lefley, 

1974; Luftig, 1983). Research suggests that this negative view of self is a self-

perpetuating pattern, established early in the lives of children with learning 

difficulties, in which early failures lead to a lowered sense of competence, which, 

in turn, contributes to lowered expectations for future success, reduced 

achievement efforts and further failure (Adelman & Taylor, 1983; Chapman, 

1988; Chapman & Boersma, 1979; and Rogers & Saklofsky, 1985). 

One way to impact the future mental health of children with learning 

difficulties is to implement early intervention programs which enhance the 

parent-child relationship. B. Guerney (1964) recognized this and developed filial 

therapy as an alternative method for treating young children with behavioral and 

emotional problems. Landreth (1991) expanded on this concept emphasizing 

that even parents whose children are not suffering from adjustment problems 

can benefit from learning how to relate more effectively to their children. Using a 

small group format, filial therapy is presented to parents through didactic 

instruction, viewing video tapes, and role-playing. The major therapeutic 

strategy is to train parents to become the therapeutic agent in their children's 

lives by teaching them to conduct special play sessions modeled after play 

therapy as practiced by Axline (1969), Ginott (1965), and Moustakas (1959). 

Unlike more behaviorally oriented therapies, this model of therapy is not directed 
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toward specific problems, but is generic in nature. According to B. Guerney 

(1969) the filial play sessions have three main objectives: 1) allowing the child 

to more clearly understand the parent's feelings, attitudes, or behaviors toward 

him or her; 2) allowing the child to communicate thoughts, needs, and feelings to 

parents; 3) enhancing the child's self-respect, self-worth, and confidence. 

Feelings such as frustration, anger, performance anxiety, separation 

anxiety, fear of abandonment, or concerns about personal safety which manifest 

in inappropriate and maladaptive behaviors can be addressed through 

encouraging the child to play them out in the safe, interpersonal atmosphere of a 

play session and in the presence of a warm, caring adult (Guerney, 1961). Once 

parents have completed the initial training period, they conduct regularly 

scheduled special play sessions in their home with their children while receiving 

supervision through the filial support group meetings. 

Both the Guerneys' model (1966) and a shorter ten-week model 

developed by Landreth (1991) have been proven to be effective with a number 

of different populations. Filial therapy has been effectively used with parents of 

emotionally disturbed children (Sywulak, 1977/1978), parents of children with 

learning difficulties (Guerney, 1979), parents of children with stuttering problems 

(Andronico and Blake, 1971), parents of chronically ill children (Glazer-

Waldman, Zimmerman, Landreth, and Norton, 1992; Tew, 1997), children of 

divorced parents (Glazer-Waldman, 1991), single parents (Bratton, 1994), 

incarcerated fathers and their children (Lobaugh, 1992), incarcerated mothers 
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and their children (Harris, 1995), and Chinese parents and their children (Chau, 

1996; Yeun, 1997). 

Children with learning difficulties face frustration not only in learning but 

also in relationships (Durrant, Cunningham & Voelker, 1990). Filial therapy has 

been found to promote a more positive and secure relationship between parents 

and children (B. Guerney, 1964), to be effective in increasing the self-esteem 

level of parents (Glass, 1987), and to increase the acceptance level of parents 

toward their children (Bratton, 1994; Glass, 1987; Lebovitz, 1983; Lobaugh, 

1992; Sensue, 1981; Sywulak, 1977). The dimension of parental acceptance 

has been shown to be linked to higher levels of self-esteem in children (Porter, 

1954). Therefore filial therapy seems to ba an appropriate choice for 

intervention and prevention with the families of children with learning difficulties. 

Statement of the Problem 

The problem with which this investigation was concerned was that of 

determining the effectiveness of filial therapy as a method of prevention and 

intervention for parents and children with learning difficulties. Specifically, this 

study was designed to determine the effectiveness of filial therapy in: a) 

increasing parental acceptance of children with a learning difficulty; b) reducing 

the stress level of parents of children with learning difficulties; c) decreasing 

social problems and total behavior problems of children with learning difficulties 

as reported by parents and teachers. 
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Synthesis of Related Literature 

The following review is a synthesis of theoretical constructs and research 

related to three major areas: (a) the variable of parental acceptance as it relates 

to the parent-child relationship and to the development of self-esteem in the 

child; (b) the use of filial therapy and its significance as an area of study; (c) the 

impact on the family when a child has a learning difficulty. 

Parental Acceptance 

Parental acceptance can be defined as the ability of parents to recognize 

and approve of their child regardless of appearance, abilities, or behavior. This 

unconditional parental acceptance is expressed when parents recognize that 

their child is a unique individual with feelings that need to be expressed and 

should be expressed. Parental acceptance entails the recognition of a child's 

need to differentiate from the parent and become an autonomous individual 

(Porter, 1954). 

According to Coopersmith (1967) parental acceptance is expressed by a 

parent's sensitivity to a child's needs, desires, and interests, and a parent's 

unconditional love and approval of a child, without regard to the child's 

appearance, abilities, or performance. This expressed parental acceptance 

helps children learn that they can depend on significant others for support and 

help in life. With the freedom from anxiety that accompanies an accepting 

relationship with parents, children gain a certainty of their own worth and are 
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able to express affection for others and work toward growth and maturity 

(Perkins, 1974). 

Rogers (1951) stated that "a relationship of acceptance, as contrasted 

with positive or negative evaluation, reduces the need for defensiveness, and 

thus allows the child to dare to explore new ways of feeling and behaving" (p. 

276). Research has shown that there is a correlation between parental 

acceptance and adjustment in children. Burchinal, Hawkes, and Gardner (1957) 

found that children who had fathers who were accepting scored lower on social 

maladjustment scales, and children whose mothers were accepting scored lower 

on a personal inferiority measure. Cox (1970) and Eisman (1981) asserted that 

parental acceptance or rejection is highly correlated to a child's self concept. 

Ausubel, Balthazar, Rosenthal, Blackman, Schpoont, &Welkowitz(1954) found 

that children's perceptions of acceptance by parents are highly related to their 

perception of intrinsic valuation. One of the major conditions needed to develop 

children's self-esteem is parental acceptance (Cooper, Holman, & Braithwaite, 

1983; Coopersmith, 1967). 

R. P. Rohner (1980) believes parental acceptance of children affects 

behavioral and personality dispositions in all facets of children's lives: 

Parental acceptance or rejection predicts that rejected or emotionally 

abused children everywhere tend more than accepted children to be 

hostile and aggressive, or to have problems with the management of 

hostility and aggression; to be dependent or defensively independent, 
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depending of the degree of rejection; to be emotionally unstable; to be 

emotionally unresponsive and to have a negative world view. (p. 5) 

E. C. Rohner (1980) found that personality and behavioral dispositions of 

children varied directly with children's perception of parental acceptance-

rejection and that this relationship was not affected significantly by children's 

age or gender. 

Locus of control in children has been shown to be related to parental 

acceptance. Rohner, Chaille, and Rohner (1980) found that children who 

perceived increased parental acceptance also experienced increases in their 

belief that they had control over events and actions in their lives, they 

experienced more of an internal locus of control. 

Filial Therapy 

The term "filial therapy" was first used by Bernard Guerney in the early 

1960s to describe an intervention aimed at helping parents utilize aspects of 

child-centered play therapy in the enhancement of their relationship with their 

own children. In filial therapy, parents are trained by therapists in the skills and 

strategies of child-centered play therapy as practiced by Axline (1969), Ginott 

(1965), and Moustakas (1959). Filial therapy enhances the relationship that 

already exists between a parent and child by facilitating the development of 

empathy, genuineness, and acceptance on the part of the parent. Parents 

develop and utilize these aspects of relationship with their children in weekly 

special play times. 
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Filial therapy was originally conceived as an alternative therapeutic 

intervention for children who were experiencing behavioral and emotional 

difficulties. Landreth (1991) expanded the concept of relationship enhancement 

to all parents and children, stating that even children and parents who were not 

experiencing difficulties could benefit from leaning more effective ways of 

relating. 

Filial therapy has been utilized and assessed for effectiveness in a 

number of different studies with different populations. Stover and B. Guerney 

(1967) examined the effects of training mothers in filial therapy techniques and 

found a significant increase in the use of reflective statements by the mothers 

and a decrease in directive statements, as measured by direct observation. 

Self-reports by the mothers indicated a positive influence on the parent-child 

relationship and the child's general emotional adjustment at the end of 

treatment. 

Since the Stover and B. Guerney (1967) study did not utilize a control 

group, Oxman (1972) matched the parents in that study with volunteer parents 

on the variables of age of parents and children, size of family, geographical 

location and social economic status. Results showed that the mothers who had 

received filial therapy training in the Stover and B. Guerney (1967) study 

reported a significantly greater improvement in their children's behavior than did 

the matched control group. 

B. Guerney and Stover (1971) substantiated their earlier 1967 findings 
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with a group of 51 mothers and their children. They found that the mothers in 

both studies could learn to reflect feelings, allow their children self-direction, and 

demonstrate involvement in the emotional behaviors and expressions of their 

children. Assessments of psychosocial adjustment and symptomatology 

completed by clinicians and parents indicated improvement in all 51 children. 

Twenty eight of the children were rated as very much improved. 

L. Guerney (1975) conducted a follow-up study of the participates in the 

B. Guerney and Stover (1971) study in order to examine the long term effects of 

filial therapy training. The original participants were surveyed one to three years 

later, the responses to the questionnaire indicated that only 1 of the 42 

respondents needed to seek further treatment for the child. Thirty two of the 

respondents stated that their children had continued to improve, with 64 percent 

of the parents stating that the children's continued improvement was related to 

their improved ability to relate to the children. The parents' overall evaluation of 

the filial therapy training was positive. This follow-up study suggests that the 

positive results of the filial training may still be in effect as long as three years 

later. 

In order to avoid the potential differences between parents who seek 

treatment and those who do not, Sywulak (1977) utilized a design in which the 

participants served as their own control group. The study presented process 

data as well as pre and post data in that the participants, 13 mother/father pairs 

and 6 single mothers, were asked to complete assessment instruments four 
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months prior to training, at a two-month midpoint during training, and finally after 

four months of training. The results of the study showed significant improvement 

in child adjustment as well as in parental acceptance. The improvements were 

evident at the two-month midpoint and maintained after four months of training. 

Sensue (1981) conducted a three-year follow-up study of the participants 

in the Sywulak (1977) study and found scores that were higher at the end of six-

months of treatment and no significant losses two to three years later. A 

comparison group of parents matched for age, gender, socioeconomic status, 

and education level whose children were considered to have age typical 

behavior were found to show no significant differences from the children who 

had been formerly diagnosed as maladjusted and had undergone the filial 

therapy training. Both the parents and the children who had filial training 

asserted that the filial training had resulted in positive change within the family. 

Wall (1979) examined three variations of play therapy conducted by: (a) 

graduate therapist trainees; (b) non-trained parents; and (c) parents directed 

and observed by therapist trainees. Parents who interacted with therapist 

trainees improved their skills in empathic communication with their children. The 

children's expression of negative feelings and their increased ability to 

accurately perceive negative attitudes in their families demonstrated their 

improved adjustment. Wall (1979) concluded that the parent's acceptance of 

negative feelings might have a more powerful effect on children than acceptance 

of the same feelings by a therapist. 
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Payton (1980) conducted a study in which parents and paraprofessionals 

who received filial therapy training were compared to a control group. Parents 

trained in filial therapy showed significantly higher scores on parenting attitude 

than either the paraprofessional or the control group. Parents trained in filial 

therapy also reported significant improvement in their children's behaviors as 

compared to either the paraprofessional or the control group. Payton (1980) 

concluded that parents trained in filial therapy were more effective than 

paraprofessionals in impacting their children's personality adjustment. 

Lebovitz (1983) compared the effectiveness of a filial therapy group, a 

group conducting supervised play sessions, and a group receiving no treatment. 

Mothers' filial therapy skills were measured and change was assessed by 

parents, teachers, and independent observers. In both filial therapy and play 

session group programs, children demonstrated proportionately fewer problem 

behaviors than did the control group. The filial therapy group exhibited a greater 

decrease in problem behaviors than did the play session group. The filial 

therapy group mothers communicated more acceptance of their children's 

feelings, allowed their children more self-direction, and demonstrated more 

involvement with their children than did mothers in the play session group. 

Children in the filial therapy group evidenced a greater decrease in dependence 

than did the children in the play session group. Parents in both the filial therapy 

group and the play session group reported that they became more accepting of 

their children. These finding were not demonstrated in the control group. 
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Kezur (1980) studied children who received play therapy sessions with 

their parents in addition to sessions with a therapist. The nature of mother-child 

communication and the effects of these communication patterns on the 

relationship were examined. The mothers in the study received parent training 

while their children were seen in individual play therapy by a trained therapist. 

The mother and child then met jointly in play sessions which were video taped 

for the purpose of feedback from the therapist. The following results were 

obtained: (a) effective communication skills, based on therapeutic principles, 

were developed by the mothers; (b) the children who expressed anger towards 

their mothers in the therapist facilitated play sessions became more open and 

communicative with their mothers in the parent play sessions;(c) new 

awarenesses in communication were developed by mothers; (d) mothers who 

grew in self awareness changed in positive directions with their children; 

(e) mothers were better able to meet the needs of their children when they 

learned to honor their own needs; (f) new communication skills were developed 

by mothers who accepted joint responsibility for the problems with their children; 

(g) greater gains in communication skills were made by mothers who opened 

themselves to a relationship with the researcher; (h) positive changes developed 

in the mother-child relationship as both gained in self-esteem; (I) mothers gained 

more from feedback when they were open to viewing and commenting on 

themselves in videotape review; (j) closeness and effective communication 

increased as mothers and children became more involved in the joint sessions; 
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(k) in the mother-child pairs where the most change occurred, the mothers 

tended to report improvement in other relationships. 

Dematatis (1981) compared traditional filial therapy training with an 

integrated filial therapy training program which included affect simulation and 

videotape recall modeled after Kagan's Interpersonal Process Recall (IPR) 

training. Significant gains in parental acceptance, affect sensitivity, allowance of 

self-direction and involvement were found in both groups. 

Glass (1987) compared the effectiveness of the Landreth (1991) 10-week 

filial therapy training model with a control group of parents who received no 

training. The parents in the filial therapy group significantly increased in feelings 

of unconditional love for their children and significantly decreased their 

perception of expressed conflict in their family. Further results, though not 

statically significant, indicated positive directional trends in that filial therapy 

produced positive changes in parental acceptance, respect for children's 

feelings and their right to express themselves, recognition of children's need for 

autonomy and independence, self-esteem of parents and children, closeness 

between parent and child, and family environment. 

Findings in a case study conducted by Packer (1990) showed that after 

filial training parents perceived themselves as possessing skills which could 

effect positive changes in the behavior of their children. Gains documented for 

the child during filial therapy were reduced temper tantrums and an increased 

ability to control escalation of rising emotions in both the home and child care 
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environments. The father was more readily accepted as an authority figure in 

the presence of the mother as a result of the filial therapy. 

Filial therapy has been used with a number of special populations and in 

a variety of settings. Hornsby and Applebaum (1978) examined a series of 60 

clinical cases and reported that filial therapy had been effective with children 

with a variety of diagnoses. Filial therapy was reported to be effective with a 

borderline psychotic child, a child in active conflict with a parent, and a 

handicapped child. Improvement in parent-child relationships and the children's 

problem behaviors were evidenced. The parents stated that they liked filial 

therapy because they were involved in the psychotherapeutic process. 

When filial therapy was applied in the school setting, it was shown that 

involving parents in their children's treatment ameliorated the parents blaming of 

the school for their child's problems because they no longer felt helpless. 

Parents involved in filial therapy were also found to be more motivated to 

undertake and stay with their children's treatment (Andronico & B. Guerney, 

1967; Ellinwood, 1989; B. Guerney & Flumen, 1970). 

Andronico and Blake (1971) examined the effects of filial therapy on 

young children with stuttering problems and reported that parents became more 

involved in their children's treatment, developed positive parent-child 

interactions, and effectively changed the home environment. Results indicated 

that parents learned to inhibit their tendency to cut off or pressure the child who 

was stuttering, and that the learning was generalized into the parents' day-to-
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day interactions with the child. 

Boll (1972) studied the effects of filial therapy with mothers of mentally 

retarded children comparing a traditionally trained filial therapy group of 

mothers, a group trained in filial therapy and given information on specific 

reinforcement and extinction techniques, and a control group. Results indicated 

that both groups trained in filial therapy perceived improvement in the socially 

adaptive behavior displayed by their children, with the highest improvement 

being noted in the traditionally trained group. Boll (1972) conjectured that this 

difference might be accounted for by the fact that parents in the traditionally 

trained group seemed to form a closer relationship with each other and that their 

attendance was better than the parents in the group where there was an expert 

who taught information on reinforcement and extinction techniques. 

B. Guerney (1976) examined the effectiveness of filial therapy as a 

treatment for emotionally disturbed children and found that the children showed 

significant improvement on the measures of social adjustment and reduction in 

conflicts with parents, teachers, and peers. The mothers' dissatisfaction with 

their children and the number of children's symptoms decreased significantly. 

The results held true across the range of the sample regardless of 

socioeconomic background, degree or kind of child maladjustment, maternal 

attitude, or personality variables. 

Ginsberg (1976) researched the effectiveness of filial therapy in a 

community mental health center. Foster parents, single parent families, and 



19 

families with different socioeconomic status were trained in filial therapy and 

positive results were found across all groups. Significant changes were found 

on parent reports, school progress, and sibling and peer interaction for mothers 

living in a low socioeconomic community. Filial therapy was found to reduce 

stress and enhance the ability of foster or adopted children and parents to build 

a mutually satisfactory relationship. L. Guerney and Gavigan (1981) found 

similar results in that foster parents showed more acceptance of their foster 

children after filial therapy training. 

L. Guerney (1979) used filial therapy training with the parents of children 

who were described as having adjustment difficulties that were secondary to 

what she described as disorders that were essentially physical in origin, such as 

learning disabilities, hyperactivity syndrome, physical disabilities, and mild 

retardation. The children in the study were able to utilize the play sessions as 

fully as other children in past studies. During filial therapy they moved from 

negative feelings about themselves and others to positive feelings, from 

dependence toward independence, and from a lack of impulse control to self 

control that was comparable to children who were not labeled as dysfunctional. 

Glazer-Waldman (1991) studied the effectiveness of the Landreth (1991) 

10-week filial therapy model with the parents of chronically ill children and found 

that there was not a statistically significant difference between pre-test and post-

test measures of acceptance and anxiety for parents of chronically ill children. 

However, the five parents in the study did report positive change in themselves 
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and positive change in their children. A comparison of the scores on the 

measures of anxiety found that the filial group parents' perceptions of their 

children's anxiety was more closely matched to the children's actual anxiety 

scores on the post-test. 

Lobaugh (1992) studied the effectiveness of the Landreth 10-week filial 

therapy model with incarcerated fathers. When compared to the control group 

the fathers in the filial group significantly increased their acceptance of their 

children and significantly reduced their level of parental stress. The self-esteem 

of the children involved in filial therapy with their fathers significantly increased 

and their problematic behaviors, as perceived by the parent, decreased 

significantly. 

Utilizing ethnographic methodology, Lahti (1993) examined the Landreth 

(1991) 10-week filial therapy training process and effects on the parent, child, 

and the parent-child relationship. The finding revealed that the essential nature 

of the training process focused on balancing a didactic component with a group 

counseling format in order to provide an atmosphere conducive to personal 

exploration and support along with teaching parenting skills. The play sessions 

were facilitating to change in that they allowed the parents to be the agents of 

change for a short period of time. The parents stress while learning also 

appeared to be lessened as a result of the sessions. Parents reported gaining a 

sense of objectivity through reviewing video-taped sessions and the process of 

receiving and giving feedback with the group. Parents reported changes 
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including increased confidence and feelings of personal power, reduction in the 

degree of parental control and responsibility, and increased awareness of 

personal as well as children's needs. Increased and enhanced communication, 

more realistic expectations, and less friction were reported as contributing to 

closer parent-child and martial relationships. Changes in children included 

increased and enhanced communication, increased responsibility for actions, 

decreased withdrawn and aggressive behavior, and increased feelings of 

happiness. 

Using a phenomonological approach, Bavin-Hoffman (1994) conducted a 

three year follow-up study using a phenomenological approach of 20 married 

couples who had participated in the Landreth (1991) 10-week filial therapy 

training model. Recurring themes of improved communication and behavior 

where revealed. Parents reported increased unity, understanding of their 

children's play, parental confidence, and acceptance of their children. 

In a control group study of the effectiveness of the Landreth 10-week filial 

therapy training model with single parents, Bratton (1994) found that filial 

therapy training equipped single parents with healthier parenting skills and 

provided them with the emotional support they needed. Significant increases in 

single parents' empathy toward their children, acceptance of their children, 

ability to allow self-direction, and involvement with their children were obtained 

as a result of filial therapy. Single parents increased significantly in respect for 

their children's feelings, their children's unique make-up, their children's need for 
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autonomy, and need for unconditional love. Overall parental stress decreased 

significantly as well as perceived problems of child behavior. 

Harris (1995) studied the effectiveness of the Landreth (1991) filial 

therapy model with incarcerated mothers by condensing the model into five 

weeks. Twelve incarcerated mothers received two hour filial therapy training 

sessions biweekly for five weeks and conducted biweekly 30-minute play 

sessions with one of their children. Compared with mothers in the control group, 

the mothers in the experimental group significantly increased their empathic 

interaction with their children, attitude of acceptance toward their children, and 

decreased the number of reported problems with their children's behavior. 

Chau (1996) investigated the effectiveness of the Landreth (1991) filial 

therapy model with Chinese parents. After a 10-week filial therapy training 

program, the Chinese parents who received training had significant changes 

over the Chinese parents in the control group who did not receive training. The 

parents trained in filial therapy evidenced a significant increase in their level of 

empathic interactions with their children, a significant increase in their attitude of 

acceptance toward their children, and a significant reduction in their level of 

stress related to parenting. 

Glover (1996) investigated the effectiveness of the Landreth (1991) 10-

week filial therapy training model as an intervention for Native American parents 

and their children residing on the Flathead Reservation in Montana. Children 

who participated in filial therapy play sessions with their parents significantly 
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increased their level of desirable play behaviors with their parents. Although the 

measures of parental acceptance, parental stress, and children's self-concepts 

did not show significant change, there were positive trends on all measures. 

This study gives rise to questions regarding the suitability of current self concept 

measurement instruments for Native American children and possible cultural 

differences in the concepts of parental stress and parental acceptance. 

Tew (1997) studied the efficacy of filial therapy with families of chronically 

ill children using the Landreth (1991) 10-week filial therapy model. These 

families of chronically ill children showed significant declines in stress after 

participating in the 10-week filial training. The parents trained in filial therapy 

made significant positive gains in their perceived acceptance of their children. 

The parents reported fewer problematic behaviors in their children after training 

as well as less anxious/depressed behaviors. 

Yeun (1997) investigated the effectiveness of the Landreth 10-week filial 

therapy training model with immigrant Chinese parents in Canada. The parents 

who received training evidenced a significant increase in their level of empathic 

interaction with their children, a significant increase in their acceptance level 

toward their children, a significant decrease in their level of stress related to 

parenting, and a significant decrease in the number of problem behaviors they 

perceived in their children. 

Parenting Children with Learning Difficulties 

The ability of a child with learning difficulties to cope with those difficulties 
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is influenced by the severity of the difficulty, the supportiveness of the 

environment, the child's self-concept, and previous experience with confronting 

failure (Latson, 1986). For the parents of a child with learning difficulties, the 

more marginal the difficulty, the more difficult the task becomes of successfully 

completing the work of grief for the parent. Inconsistency in parenting may be 

one manifestation of the grief parents experience. This reaction is initiated by 

uncertainty in the parent and lack of response from the child, and maintained by 

feelings of helplessness (Wikler, 1981). 

Families with children who have a learning difficulty have been found to 

be more chaotic and less stable than families whose children do not exhibit 

these difficulties. Communication was found to be unclear, rules were not 

clearly defined, and marital breakup was common in these families (Amerikaner 

& Omizo, 1984). Ditton, Green, and Singer (1987) found that families with a 

child who has learning difficulties exhibit more communication deviances such 

as commitment or referent problems which leave listeners confused concerning 

intended meaning. Owen, Adams, Forrest, Stolz, and Fisher (1971) found that 

families with a child who has learning difficulties were rated significantly more 

disorganized and unstable than the families in nondisabled control groups. 

Feagans, Merriwether, & Haldane (1991) studied goodness of fit (the 

family's acceptance of the child) in families with children who experienced 

learning difficulties. They concluded that children from homes with high ratings 

on goodness of fit, regardless of learning difficulties, performed better than their 
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low-fit subgroups on achievement measures during elementary school. The 

child's fit in the family, the family's acceptance of the child, was more important 

to achievement than was the presence or lack of a learning difficulty. 

Tollison, Palmer, and Stowe (1987) proposed that lower expectations, as 

related to their children's achievement, of mothers of children with learning 

difficulties reflected sensitivity to, and possible acceptance of, their children's 

needs. Morvitz & Motta (1992) found that maternal self-esteem was not as 

significant to a child's self-esteem as was the mother's ability to convey 

acceptance to the child in a way that the child could perceive her acceptance. 

O'Hara and Levy (1984) pointed to parental grief in families of children with 

learning differences as a factor in parents not accepting their children. 

Summary 

Families with children who have learning difficulties have been found to 

be more chaotic and less stable than families whose children do not exhibit 

these difficulties (Amerikaner & Omizo, 1984). Because chaotic and unstable 

families are at risk for less than optimal parenting early intervention and 

prevention strategies are needed. Healthy child-parent relationships facilitate 

optimal parenting and filial therapy has been proven to encourage such healthy 

relationships (Bratton, 1994; Chau, 1996; Harris, 1995; Lobaugh, 1992; Tew, 

1997; Yeun, 1997). 

Parental attitudes have been linked with child attitudes and behaviors in 

numerous studies. Rohner (1986) found that children raised in a warm, 
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accepting, and nurturing environment exhibited more positive social skills. 

Children's internal locus of control has been found to increase significantly with 

when their perceptions of parental acceptance increase (Rohner, Ghaille, and 

Rohner, 1980). Cox (1970) found that the self-concept of children were highly 

related to parental acceptance or rejection. 

Children experiencing learning difficulties must cope with those 

difficulties, the supportiveness of their parents significantly effect their ability to 

do so (Latson, 1986). Research indicates that parents of children with learning 

difficulties perceive their children as having behavioral characteristics that make 

their parenting role more difficult. Filial therapy offers parents training in skills 

that help ease the stress associated with parenting and promote acceptance of 

both the child and self. 



CHAPTER II 

METHODS AND PROCEDURES 

The purpose of this study was to determine if filial therapy is effective 

in: 1) increasing the acceptance level of parents who's child is experiencing a 

learning difficulty; 2) reducing the stress level of those parents of children with 

learning difficulties; 3) decreasing social problems and total behavior problems 

as reported by both parents and teachers. This chapter will address definition of 

terms, hypotheses, instrumentation, selection of subjects, collection of data, the 

ten-week training model, the facilitator, and statistical analysis. 

Definition of Terms 

Filial therapy was defined in this study as "a unique approach used by 

play therapists to train parents to be therapeutic agents with their own children 

through a format of didactic instruction, demonstration play sessions, required 

at-home laboratory play sessions, and supervision. Parents are taught basic 

child-centered play therapy skills including responsive listening, recognizing 

children's emotional needs, therapeutic limit setting, building children's self 

esteem, and structuring required weekly play sessions with their children using a 

special kit of selected toys. Parents learn how to create a nonjudgmental, 

understanding, and accepting environment which enhances the parent-child 
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relationship, thus facilitating personal growth and change for child and parent" 

(G. L. Landreth, personal communication, June 27,1995). 

Plav Therapy is defined by Landreth (1991) as" a dynamic interpersonal 

relationship between a child and a therapist trained in play therapy procedures 

who provides selected play materials and facilitates the development of a safe 

relationship for the child to fully express and explore self (feelings, thoughts, 

experiences, and behaviors) through the child's natural medium of 

communication, play" (p. 14). 

Parent and/or Parenting includes any significant care giver, not 

necessarily biological or adoptive parent, and the functions performed by such a 

care giver. 

Child with a learning difficulty was defined in this study as a child between 

the ages of 3 years and 10 years who has been identified by parent or school 

personnel as exhibiting a learning difficulty or to be at-risk for learning 

difficulties. 

Parental acceptance includes the feelings and behaviors on the part of 

the parents which are characterized by unconditional love for the child, a 

recognition of the child as a person with feelings who has a right and a need to 

express those feelings, a value for the unique make-up of the child, and a 

recognition of the child's need to differentiate and separate from the child's 

parents in order to become an autonomous individual (Porter, 1954). For the 

purpose of this study, parental acceptance was operationally defined as the 
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parents' scores on the Porter Parental Acceptance Scate (PPASVPnrter, 1954). 

Respect for the child's feelings and right to express them denotes the 

parents' willingness to allow the child to express feelings and still show positive 

regard for the child. For the purpose of this study, respect for the child's feelings 

and right to express them was operationally defined as the parents' scores on 

this subscale of the PPAS (Porter, 1954). 

Appreciation for the child's unique make-up means that a parent values 

and shows pleasure in the child's uniqueness. For the purpose of this study, 

appreciation of the child's unique make-up was operationally defined as the 

parents' scores on this subscale of the PPAS (Porter, 1954). 

Recognition for the child's need for autonomy and independent denotes 

the parents' understanding of children's need to differentiate and separate from 

their parents in order to mature in a healthy manner. For the purpose of this 

study, recognition for the child's need for autonomy and independence was 

operationally defined as the parents' scores on this subscale of the PPAS 

(Porter, 1954). 

Unconditional loye is the love a parent shows toward a child without 

placing conditions or minimum standards on the child's behavior in order to 

receive that love. For the purpose of this study, unconditional love was 

operationally defined as the parents' scores on this subscale of the PPAS 

(Porter, 1954). 

Parental stress describes the degree of stress in the parent-child system 
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as perceived by the parent. For the purpose of this study, parental stress was 

operationally defined as the parents' scores on the Parenting Stress Index 

(Abidin, 1983). 

Externalizing behavior problems refers to aggressive behavior such as 

excessive arguing, meanness to others, and temper tantrums. Externalizing 

behavior problems also refer to delinquent behavior such as not displaying guilt 

after misbehavior, lying, cheating, and stealing (Achenbach, 1991). For the 

purposes of this study, Externalizing Behavior Problems was operationally 

defined as the score on the Externalizing subscale of the Child Behavior 

Checklist. 

Internalizing behavior problems refers to withdrawn behavior such as 

preferring to be alone, refusing to talk, and being secretive. Internalizing 

behaviors problems also refer to anxious/depressed behaviors such as 

complaining of loneliness, excessive crying, and perfectionism. Somatic 

complaints such as being overly tired, and physical problems without any known 

medical cause such as headaches and nausea are also included in internalizing 

behavior problems (Achenbach, 1991). For the purposes of this study, 

Internalizing Behavior Problems was operationally defined as the score on the 

Internalizing subscale of the CBCL. 

Hypotheses 

To carry out the purposes of this study, the following hypotheses were 

formulated: 
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1) The experimental group parents will attain a significantly higher mean 

total score on the Pnrter Parental Acceptance Scale (PPA£) post-test than will 

the control group parents. 

1a) The experimental group parents will attain a significantly higher mean 

score on the "Respect for the Child's Feelings and Right to Express Them" 

subscale of the PPAS post-test than will the control group parents. 

1b) The experimental group parents will attain a significantly higher mean 

score on the "Appreciation of the Child's Unique Makeup" subscale of the PPAS 

post-test than will the control group parents. 

1c) The experimental group parents will attain a significantly higher mean 

score on the "Recognition of the Child's Need for Autonomy and Independence" 

subscale of the PPAS post-test than will the control group parents. 

1d) The experimental group parents will attain a significantly higher mean 

score on the "Unconditional Love" subscale of the PPAS post-test than will the 

control group parents. 

2) The experimental group parents will attain a significantly lower mean 

total score on the Parenting Stress Index fPSH post-test than will the control 

group parents. 

2a) The experimental group parents will attain a significantly lower mean 

score on the "Parent Domain" of the P£i post-test than will the control group 

parents. 

2b) The experimental group parents will attain a significantly lower mean 
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score on the "Child Domain" of the ESi post-test than will the control group 

parents. 

3) The experimental group children will attain a significantly lower mean 

score on Externalizing Behavior Problems as indicated on the Parent Report 

Form of the nhild Behavior Checklist (Achenbach & Edelbrock, 1981,1983) at 

post-testing than will the control group children. 

4) The experimental group children will attain a significantly lower mean 

score on Internalizing Behavior Problems as indicated on the Parent Report 

Form of the Child Behavior Checklist (Achenbach & Edelbrock, 1981,1983) at 

post-testing than will the control group children. 

5) The experimental group children will attain a significantly lower mean 

score on Total Behavior Problems as indicated on the Parent Form of the Child 

Rahavior Checklist (Achenbach & Edelbrock, 1981,1983) at post-testing than 

will the control group children. 

6) The experimental group children will attain a significantly lower mean 

score on Externalizing Behavior Problems as indicated on the Teacher Report 

form of the Child Behavior Checklist (Achenbach & Edelbrock, 1986; Edelbrock 

& Achenbach, 1984) at post-testing than will the control group children. 

7) The experimental group children will attain a significantly lower mean 

score on Internalizing Behavior Problems as indicated on the Teacher Report 

form of the Child Behavior Checklist (Achenbach & Edelbrock, 1986; Edelbrock 

& Achenbach, 1984) at post-testing than will the control group children. 
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8) The experimental group children will attain a significantly lower mean 

score on Total Behavior Problems as indicated on the Teacher Report form Of 

the Child Behavior Checklist (Achenbach & Edelbrock, 1986; Edelbrock & 

Achenbach, 1984) at post-testing than will the control group children. 

Instrumentation 

Porter Parental Acceptance Scale 

The Porter Parental Acceptance Scale (PPAS) was developed by Porter 

(1954). The PPAS is a self-report inventory designed to measure parental 

acceptance as revealed in the parents behavior and feelings toward, about, or 

with their child. Variables measured by the instrument are: 1) respect for the 

child's feelings and right to express them, 2) appreciation of the child's unique 

make-up, 3) recognition of the child's need for autonomy and independence, and 

4) unconditional love. 

The instrument consists of 40 items, each with five multiple choice 

responses ranging from a low level of acceptance to high level of acceptance. 

Two dimensions of acceptance are incorporated into the scale. The first reveals 

how the parent feels in a specific situation. The second reveals the parents' 

manifested behavior in a specific situation. The test may be scored to yield four 

subscale scores and one total score. Higher scores indicate higher levels of 

positive behavior in the total score and in each of the subscales. 

Porter (1954) reported a split-half reliability correlation of .766 raised by 

the Spearman Brown Prophecy formula to .865. Later research reported a split-
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half reliability coefficient of .666 raised by the Spearman Brown formula to a total 

test reliability of .800. Both reported coefficients are significant beyond the .01 

level (Burchinal, Hawkes, & Gardner, 1957). 

Porter (1954) investigated the validity of the Porter Parental Acceptance 

Scale instrument through utilizing five expert judges to rank the possible 

responses on a continuum of one representing low parental acceptance to five 

representing high parental acceptance. On all items there was agreement 

among at least three out of the five judges. The greatest degree of 

disagreement was by a distance of only two scale points which occurred in less 

than 20 percent of the responses suggesting that the operational definition of 

parental acceptance that Porter (1954) created is valid as measured by this 

scale. 

Internal consistency of the scale was investigated by Burchinal et al. 

(1957) using item analysis. All items discriminated between high and low 

scoring fathers with the exception of one item which failed to show significance. 

Analysis of mothers' responses yielded similar results. In fact 35 items in the 

mothers' responses and 33 in the fathers' responses were significant at the .001 

level of probability clearly demonstrating that the items discriminated 

consistently between high and low scorers. The instrument was thus deemed to 

be internally consistent. 

Parenting Stress Index 

The Parenting Stress Index (PSH was developed by Abidin (1983). This 
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self-report inventory is a 101 item index designed to measure the level of stress 

in the parent-child system. The items are separated into two domains, the 

parent domain and the child domain. The parent characteristics measured by 

the ESi include parent's sense of competence, parent attachment, restriction 

imposed by the parental role, parent's feelings of social isolation, parent 

depression, relationship with spouse, and parental health. The child 

characteristics measured include the child's acceptability to the parent, the 

child's level of demandingness, the child's moodiness, the child's degree of 

distractibility, the child's adaptability, and the child's reinforcement of the parent. 

Higher scores indicate higher levels of stress and perceived negative behavior 

in the total score and in each of the subscales. 

Zakreski (1983) used the test-retest method to determine a coefficient of 

reliability. This study produced coefficients of .778 for the child domain, .69 for 

the parent domain, and .88 for the total index. Alpha reliability coefficients were 

calculated on each total score and on each of the domains to determine internal 

consistency. The coefficient reported for the child domain was .89 and the 

coefficient for the parent domain was .93 with a total reliability coefficient of .95. 

These finding indicate a high degree of internal consistency for the PSI 

(Hauenstein, Scarr, & Abidin, 1987). 

Parent Report Form of the Child Behavior Checklist 

The Child Behavior Checklist Parent Report Form (CBCL) was developed 

by Achenbach & Edelbrock (1981,1983). In the current study, the 1991 profile 
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(Achenbach, 1991) will be used. The CBCL is a 113 item scale used with 

children from two to sixteen years of age. The form is designed to be filled out 

by the parent and takes approximately 20 minutes to complete. The Behavior 

Problem Scale consists of 113 items that have been factor analyzed into nine 

subscales (Achenbach, 1991): Withdrawn, Somatic Complaints, 

Anxious/Depressed, Social Problems, Thought Problems, Attention Problems, 

Delinquent Behaviors, Aggressive Behaviors, and Sex Problems. A second-

order factor analysis of the Behavior Problem Scale yielded two primary factors 

labeled Internalizing and Externalizing. A total Behavior Problem Scale may be 

computed. The scores for each subscale and factor can be computed, resulting 

in T-scores and percentiles. 

Internal consistency is built in because the syndrome scales are derived 

from principle components of the correlation among items. For girls age 4-11, 

Cronbach's alpha is .90 for Internalizing Behavior Problems and .93 for 

Externalizing Behavior Problems. For boys age 4-11, Cronbach's alpha is .89 for 

Internalizing and .93 for Externalizing Behavior Problems. Cronbach's alpha 

represents the mean of the correlations between all possible sets of half the 

items comprising a scale. Inter-interviewer reliability of item scores was 

established at .959 for the problem items by comparing scores arrived at by 

three interviewers with 241 matched triads of children. 

Test-retest reliability was established at .89 for Internalizing Behavior 

Problems and at .93 for Externalizing Behavior Problems. Long-term stability 
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(two years) of scaled scores was established at .70 and .86 for Internalizing and 

Externalizing Behavior Problems respectively. Children who were receiving 

mental health services obtained long-term stability coefficients that were 

generally lower with significant decreases in problem scores, indicating the 

CBCL is sensitive to the effects of interventions with children. 

Content validity is supported by the CBCL items being able to 

discriminate significantly between demographically matched referred and non-

referred children. Construct validity is supported by significant association with 

analogous scales on the Conners Parent Questionnaire (1973) and the Quay-

Peterson Revised Behavior Problem Checklist (1983). Criterion-related validity 

is supported by the ability of the CBCL's quantitative scale scores to discriminate 

significantly between demographically matched referred and non-referred 

children. 

The Child Behavior Checklist Teacher Report Form 

The Child Behavior Checklist Teacher Report Form (CBCL-Teacher 

Reports (Edelbrock & Achenbach, 1984; Achenbach & Edelbrock, 1986) is 

modeled after the parent report, with appropriate changes to reflect school 

related behaviors. The teacher's report form has 93 of the same 

behavioral/emotional items as the CBCL. some of which have slight 

modifications such as the substitution of "pupils" for "children". Twenty five items 

on the CBCL-Teacher Report are different than the CBCL items and reflect 

aspects that are more pertinent to teachers. The scales for the CBCL-Teacher 
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Report were derived from factor analyses of CBCL-Teacher Report forms 

completed for 1700 children referred for mental health or special school 

services. The Behavior Problem Scale has been factor analyzed into eight 

subscales: Withdrawn, Somatic Complaints, Anxious/Depressed, Social 

Problems, Thought Problems, Attention Problems, Delinquent Behaviors, and 

Aggressive Behaviors (Achenbach & Edelbrock, 1986). Second-order factor 

analyses produced two broad-band groupings; Internalizing and Externalizing. A 

total problem behavior scale may also be computed. Computing scores for each 

of the subscales and factors will yield T-scores and percentiles. 

The Teacher Report Form of the Child Behavior Checklist has been 

shown to correlate highly with various scales of the revised Qonners Teacher 

Rating Scale that assesses externalizing behavior problems (Edelbrock, 

Greenbaum, & Conover, 1985). The instrument has also been shown to 

discriminate between clinic-referred and nonreffered children (Edelbrock & 

Achenbach, 1984). 

Selection of Participants 

Fliers announcing the beginning of "parent-child relationship 

enhancement classes for the parents of children with learning difficulties" were 

sent home with children from two participating school systems in the north Texas 

area. Fliers were also posted in the participating school buildings. Parents who 

responded by the advertised deadline were contacted by the researcher and 

given more details about the parent training classes and the selection process. 
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The classes were offered free of charge. 

Forty-one parents were selected to participate in the study based on the 

following criteria: (a) must be the primary care giver of a child between the ages 

of 3 years and 10 years who is not currently in therapy and has been identified 

as having a learning difficulty; (b) must be able to speak, read, and write the 

English language; (c) must be able to attend the ten weeks of filial therapy 

training; (d) must agree to participate in weekly 30-minute home play sessions 

with their child; (e) must be willing to sign the consent to participate form; and, (f) 

must not be currently enrolled in parent training classes. 

The investigator spoke with each parent participant who met the specified 

criteria to explain the purpose and the requirements of the filial therapy training, 

provide information about how confidentiality would be maintained, and answer 

any questions the participants had before they signed the consent form 

(Appendix A). Each parent was asked to select only one child, between the 

ages of 3-10 years, who they had identified as having a learning difficulty as the 

"child of focus" for the ten week training period. Convenience sampling based 

on parent availability to attend specified group meeting times, leaving all other 

factors random, was used in the assignment of parents to the experimental 

group. All other parents being assigned to the wait list control group which was 

offered training upon completion of the first series of filial training classes. 

Nineteen volunteers were placed in the experimental group and 22 

volunteers in the control group. The 19 experimental group parents who met the 
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criteria specified were scheduled to attend the group location and time for which 

they were available in order to complete all pretest requirements. Of the 22 

parents initially placed in the control group 15 completed the pretest assessment 

packets. The seven parents who did not complete the pretest requirements 

were contacted by the researcher, each stated they would return the packet but 

did not do so. Of those 15 control group parents who returned the pretest 

assessment packets 11 completed the post-test assessment instruments. Of the 

19 parents initially placed in the experimental group 15 completed the pretest 

battery of assessment instruments. The four experimental group parents who 

did not complete the pretest requirements stated they could not do so due to a 

lack of time. Of the 15 experimental group parents who completed the pretest 

packets, two were unable to complete the training due to job transfers out-of-

state and two additional parents were unable to complete the training due to 

family problems. Consequently 22 participants completed the present study, 11 

in the control group and 11 in the experimental group. 

In the experimental phase, two filial therapy training groups were offered 

in two north Texas elementary school settings. Parents were assigned to one of 

the two groups according to (a) work and school schedule and (b) the 

elementary school in their area. Group A (n=6) met on Monday nights, and 

Group B (n=5) met on Thursday nights. Each group met weekly for a two hour 

training session for 10 consecutive weeks in the elementary school their child 

attended. 



41 

There was no discrimination on the basis of gender, age, ethnicity, or 

religion. The experimental group was comprised of seven mothers, three 

fathers, and one grandmother. The control group was comprised of 10 mothers 

and one grandmother. The households of the experimental group were 

comprised of eight married natural parents, one blended family, one single 

mother, and one grandmother. The households of the control group were 

comprised of seven married natural parents, one blended family, two single 

mothers, and one grandmother. The age range for the experimental group was 

from 30 to 63 years of age, with a mean age of 43. The parents in the control 

group ranged in age from 27 to 49, with a mean age of 37. The experimental 

group was comprised of 82% caucasian and 18% bi-racial. The control group 

was comprised of 63% caucasian, 27% bi-racial and 10% native American. Of 

the experimental group parents, 82% had completed high school and 18% had 

completed college. Of the control group parents, 9% had not completed high 

school, 73% had completed high school, 9% had completed college and 9% had 

completed a postgraduate degree. 

Although all the children in the experimental and control groups had been 

identified by their parents as having learning difficulties, in the experimental 

group 9% had been formally diagnosed with Anxiety Disorder, 18% had been 

formally diagnosed with Attention Deficit Hyperactivity Disorder (ADHD) and 

were receiving medication, and 9% had been formally diagnosed with a Learning 

Disability. In the control group, 36% had been diagnosed with ADHD and were 
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receiving medication and 27% had been diagnosed with a Learning Disability. 

The parents in the experimental and control groups were similar in levels 

of education and household makeup. The experimental group included male 

participants which was not matched in the control group. The experimental 

group participants were older and slightly less culturally diverse than control 

group members. Fewer of the children of the experimental group parents had 

been formally diagnosed. 

Collection of Data 

During the first training session for each filial therapy group parents 

completed the (a) Porter Parental Acceptance Scale (Appendix C); (b) 

Parpntinn Stress Index: ( c) Child Behavior Checklist: and (d) a Child Data Sheet 

. The teacher of each child of focus completed the Child Behavior Checklist-

Teacher Report. Child care was provided for the children while their parents 

participated in the filial training sessions. The researcher was available to 

answer any questions the parents might have regarding the battery of 

instruments. Parents were reminded to respond to all items in terms of their 

interaction with their child of focus. The control group parents who were 

unavailable to attend the specified group meeting times were mailed assessment 

packets identical to the experimental group packets and asked to complete and 

return via mail to the investigator in an enclosed pre-addressed, postage paid 

envelope. The researcher enclosed her phone number with a statement of her 

availability to answer any questions regarding the battery of instruments. 
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During the last week of the 10-week filial therapy training sessions, the 

post-test battery of instruments was administered to parents in the experimental 

group. The post-test battery of instruments was mailed to the control group 

subjects based on the return date of their pre-test battery of instruments to 

ensure a 10-week interval. The post-training session followed the same 

procedures outlined in the pre-training session. The control group parents were 

given the opportunity to participate in free of charge filial therapy training 

following completion of the post-testing requirements. 

The information provided on questionnaires was kept confidential. 

Information obtained from the questionnaires was recorded with a code number. 

Only the researcher had the list of the participants' names. At the conclusion of 

this study, the list of participants' names was destroyed. 

Ten-Week Training Model 

The experimental group parents' schedules necessitated a slight 

modification in the Landreth (1991) 10-week training model. Three-fourths of the 

time in sessions one and ten was used for testing. Instead of a full two hours of 

training, parents received only 30 minutes of training in each of these sessions. 

Sessions two through nine were two hours in length each week (See Appendix 

D). Each group met in the elementary school library of the local school which 

their child attended. Child care was provided on site. 

The Landreth (1991 )10-Week Filial Therapy Training Model utilizes both 

didactic and dynamic components and was designed to enhance the parent-
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child relationship by helping parents learn how to create an accepting 

environment in which their children will feel safe enough to express and explore 

thoughts and feelings. In order to facilitate the parents being able to provide this 

type of environment they were taught reflective listening skills and therapeutic 

limit setting. Parents were also instructed not to criticize behavior, not to praise, 

not to offer information or teach, and not to initiate new activities. The parents 

were taught these new skills through demonstration and role play and were then 

required to practice with their "child of focus" in weekly 30-minute special play 

sessions. They then shared their experiences with the training group. The 

parents were supplied with a special toy kit (described in the filial therapy 

handouts in Appendix D). In addition, each participant was video-taped once 

during the 10-week training. All parents had access to a video camera, and 

video-taped themselves at home. Each parents' tape was reviewed during a 

group session and the participants received feedback as well as the opportunity 

to observe other parents during their special play times. The training sessions 

followed the methodology outlined by Landreth (1991) for a 10-week filial 

therapy training group (session outlines and handouts are included in Appendix 

D). 

Training Session One 

During session one, parents were asked to introduce themselves, 

describe their families, and characterize their "child of focus". Goals and 

objectives of the training were explained. Then, informed consent forms were 
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given to parents and signed. Upon getting informed consent, parents were given 

the following instruments to complete: the Child Behavior Checklist, the 

Parenting Stress Index, the Porter Parental Acceptance Scale, and a child 

data/demographics sheet. Parents were introduced to the importance of 

emotions through a video segment from "Children's Emotions." The facilitator 

described the skills of reflective listening and tracking behavior and illustrated 

these skills through role play with one of the parents playing the role of the child. 

Parents were encouraged to practice empathic responses and tracking behavior 

in a similar role play situation with each other. Parents were introduced to the 

facial expressions of children through still photos of young children expressing 

various emotions. The homework assignment for the first session was to identify 

emotions of anger, happiness, sadness, and surprise in their child of focus and 

make a reflective response. (Handout in Appendix D) Responses were written 

down for reporting to the group. 

Training Session Two 

Session two began with a review of homework assignments. Empathic 

responding was elaborated on and the facilitator demonstrated empathic 

responding with a volunteer followed by viewing of a video tape of the facilitator 

in a play session with a child. Parents were given the opportunity to role play 

with selected toys in pairs, taking turns being the parent and the child. Parents 

were given a list of toys (play dough, crayons, paper, blunt scissors, nursing 

bottle, baby doll, rubber knife, dart gun, doll family, toy soldiers, car, Lone 
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Ranger type mask, Tinkertoys, doctor kit, Band-Aids, play money, rope, 

transparent tape, bop bag, bowling pins, ball, and cardboard box to be used as 

doll house and container for toys). The facilitator demonstrated each toy and 

explained the toy's purpose in the special sessions. The homework assignment 

was to select a time and an uninterrupted place in the home suitable for the play 

sessions. 

Training Session Three 

During session three, the parents were asked to report on arrangements 

for their sessions. The facilitator reiterated the importance of developing trust 

through consistency with children in order to enhance the parent-child 

relationship. Play therapy skills were taught through role playing with toys. The 

facilitator conducted a live demonstration play session with one of the parent's 

child who was not the "child of focus". The facilitator explained techniques used 

and answered questions following the demonstration. Parents were given filial 

kits as described in session two. The homework assignment was to help the 

child make a "Play Session - Do Not Disturb" sign to hang on the door and to 

have the first of their weekly play sessions. Parents were given a list of play 

time rules (see Appendix D). One parent was asked to volunteer to be video 

tape his or her play session that week at home for demonstration purposes and 

feedback at the next group meeting. 

Training Session Four 

During session four, the parents were asked to report on their first play 
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sessions. Areas of difficulty were discussed with suggestions offered by the 

facilitator. The homework assignment was for parents to continue home play 

sessions and to notice one intense feeling in themselves. 

Training Sessions Five Through Nine 

Sessions five through nine followed the same general format as session 

four. Brief reporting by the parents of their play sessions was interspersed with 

suggestions and instruction from the therapist along with group interaction on 

common problems and attention to parents' feelings. A parent video tape was 

viewed and discussed during each session. Homework assignments in which 

responses were written to typical happenings in play sessions were critiqued. 

Training and role playing of play session principles and skills was continued 

each session. 

Training Session Five 

Limit-setting was discussed using the handout "Two Techniques of 

Discipline that Work". Parents were invited to discuss the feelings they 

experienced during the play session with their child that week. The "sandwich 

hug" was demonstrated and parents were asked to practice "sandwich hugs" and 

to practice giving their child one choice during the week. 

Training Session Six 

The handout "When Setting Limits Doesn't Work" was discussed. 

Parents were asked to write notes to all of their children following the format 

outlined in the manual for Session #6 (Appendix D). The importance of 
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focussing on one child during this training period was reiterated. Parents were 

asked to notice any patterns that were emerging in their child's play sessions. 

Training Session Seven 

The facilitator reviewed reflective listening, setting limits, and giving 

choices. Parents were given the opportunity to practice their skills in role play. 

Parents shared the progress they had made in play sessions. The parents were 

asked to notice the number of times they touched their child during the week. 

Training Session Eight 

The amount of physical interaction between parents and children was 

discussed. Parents debriefed their play sessions. The facilitator focused on 

parents accepting themselves and their children, allowing themselves and their 

children to make mistakes and be imperfect. 

Training Session Nine 

After play session debriefing, the facilitator asked parents to write down 

questions to be discussed during the final training session. Follow-up meetings 

were discussed with group members. Parents were encouraged to consider any 

changes they had seen in themselves and their children. 

Training Session Ten 

Parents reported on their play sessions. The facilitator shared notes of 

parents' original descriptions of their children as points of reference for parents 

to evaluate progress. The parents shared their evaluation of the experience and 

how they and their children had changed. The rules of thumb and other things 
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to remember were discussed, with an emphasis on how play sessions could 

continue and change over time. Parents were encouraged to continue play 

sessions with their child of focus and use play sessions with other children in the 

family. Parents completed the post-test battery of instruments comprised of the 

Child Behavior Checklist, the Parenting Stress Index, and the Porter Parental 

Acceptance Scale. 

Facilitator 

The filial therapy training groups were facilitated by the investigator of this 

study. The investigator is a Nationally Certified Counselor and a doctoral 

candidate at the University of North Texas with a Master's degree in Counseling. 

She had completed an introduction to play therapy course, an advanced play 

therapy course, and a filial therapy course. In addition she had received 

supervision of play therapy experiences in a master's degree practicum, a 

doctoral level practicum in play therapy, and a doctoral internship in play 

therapy. She had provided play therapy supervision for masters and doctoral 

level students. She had also conducted previous filial therapy training and 

supervision. 

Parents from the control group were offered filial therapy training 

facilitated by interns trained in play therapy and filial therapy at the Child and 

Family Resource Clinic at the University of North Texas after the completion of 

the first series. The investigator was available to the interns facilitating the filial 

groups for consultation as necessary during the second series of classes. 
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Statistical Analyses 

Following the collection of the pretest and post-test data, the three self-

report instruments from the parents were blind-scored by the researcher and 

double-checked by a research assistant. The teacher rated instrument was also 

blind-scored by the researcher and double-checked by a research assistant. 

For the purpose of statistical analysis, data from all the filial therapy 

training groups was pooled to form the experimental group. The resulting data 

was keyed into the computer and analyzed by the researcher using SPSS 

(1993). 

An analysis of covariance (ANCOVA) was computed to test the 

significance of the difference between the experimental group and the control 

group on the adjusted post-test means for each hypotheses. In each case the 

post-test specified in each of the hypotheses was used as the dependent 

variable and the pretest as the covariate. ANCOVA was used to adjust the 

group means on the post-test on the basis of the pretest, thus statistically 

equating the control and experimental groups. Significance of difference 

between means was tested using .05 as the level of significance. On the basis 

of the ANCOVA, the hypotheses were either retained or rejected. 



CHAPTER III 

RESULTS AND DISCUSSION 

This chapter presents the results of the analysis of the data for each 

hypothesis tested in this study. Included also is a discussion of the results, 

implications, and recommendations for further research. 

Results 

The results of this study are presented in the order the hypotheses were 

tested. Analyses of covariance were performed on all hypotheses and a level of 

significance of .05 was established as the criterion for either retaining or 

rejecting the hypotheses. 

Hypothesis 1 

The experimental group parents will attain a significantly higher mean 

total score on the Porter Parental Acceptance Scale (PPAS^ post-test than will 

the control group parents. 

Table 1 presents the pre and post-test means and standard deviations for 

the experimental and control groups. Table 2 presents the analysis of 

covariance data, showing that there is a significant difference between the 

experimental and control groups' post-test mean scores. 

51 
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Table 1. 

Mean total scores for the Porter Parental Acceptance Scale fPPAS^ 

Experimental (n=11 ̂  

Pretest Post-test 

Control (n=-m 

Pretest Post-test 

Mean 

£D 

Total cases = 22 

135.5455 

19.070 

157.1818 

16.816 

140.9091 

18.234 

142.3636 

14.569 

Table 2. 

Analysis of covariance data for the mean total scores for the (PPAS^ 

Source of Sum of Mean E Sign. 

Variation Squares df Square Ratio of F 

Main effects 1682.876 1 1682.876 10.822 .004 

Covariates 1995.589 1 1995.589 12.833 .002 

Error 6157.864 21 293.232 

Total cases = 22 

Table 2 shows the E ratio for the main effects was significant to the .004 

level indicating a significant increase in the experimental group parents' mean 

total scores for the Porter Parental Acceptance Scale (PPAS). On the basis of 

this data, hypothesis 1 was retained. 

Hypothesis 1.a 

The experimental group parents will attain a significantly higher mean 

score on the "Respect for the Child's Feelings and Right to Express Them" 
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subscale of the PPAS post-test than will the control group parents. 

Table 3 presents the pre and post-test means and standard deviations for 

the experimental and control groups. Table 4 presents the analysis of 

covariance data, showing that there is a significant difference between the 

experimental and control groups' post-test mean scores. 

Table 3. 

Mean scores for the fPPAS^ subscale: Respect for the Child's Feelings and 

Right to Express Them 

Experimental (n=11) 
Pretest Post-test 

Control (n=11^ 
Pretest Post-test 

Mean 32.3636 39.9091 31.0000 30.7273 

m 6.637 7.489 8.000 6.198 

Total cases = 22 

Table 4. 

Analysis of covariance data for the mean scores on the fPPAS^ subscale: 

Respect for the Child's Feelings and Right to Express Them 

Source of Sum of Mean E Sign. 

Variation Squares df Square Ratio of F 

Main effects 400.447 1 400.447 10.426 .004 

Covariates 215.331 1 215.331 5.606 .029 

Error 1408.773 21 67.084 

Total cases = 22 
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Table 4 shows the E ratio for the main effects was significant to the .004 level 

indicating a significant increase in the experimental group parents' mean total 

scores for the (PPAS) subscale: Respect for the Child's Feelings and Right to 

Express Them. On the basis of this data, hypothesis 1 .a was retained. 

Hypothesis 1.b 

The experimental group parents will attain a significantly higher mean 

score on the "Appreciation of the Child's Unique Makeup" subscale of the EEAS 

post-test than will the control group parents. 

Table 5 presents the pre and post-test means and standard deviations for 

the experimental and control groups. Table 6 presents the analysis of 

covariance data, showing that there is a significant difference between the 

experimental and control groups' post-test mean scores. 

Table 5. 

Mean scores for the (PPAS^ subscale: Appreciation of the Child's Unique 

Makeup 

Experimental 01=11} Control (n=11^ 

Pretest Post-test Pretest Post-test 

Mean 34.7273 37.8182 32.7273 32.1818 

m 4.798 5.363 5.042 5.492 

Total cases = 22 
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Table 6. 

Analysis of cnvariance data for the mean scores on the (PPAS) subscale; 

Appreciation of the Child's Unique Makeup 

Source of Sum of Mean E Sign. 

Variation Sauares df Square Ratio of F 

Main effects 99.653 1 99.653 4.860 .040 

Covariates 199.687 1 199.687 9.739 .006 

Error 764.000 21 36.381 

Total cases = 22 

Table 6 shows the E ratio for the main effects was significant to the .040 

level indicating a significant increase in the experimental group parents' mean 

total scores for the (PPAS) subscale: Appreciation of the Child's Unique 

Makeup. On the basis of this data, hypothesis 1 .b was retained. 

Hypothesis 1 ,c 

The experimental group parents will attain a significantly higher mean 

score on the "Recognition of the Child's Needs for Autonomy and Independence" 

subscale of the PPAS post-test than will the control group parents. 

Table 7 presents the pre and post-test means and standard deviations for 

the experimental and control groups. Table 8 presents the analysis of 

covariance data, showing that there is a significant difference between the 

experimental and control groups' post-test mean scores. 
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Table 7. 

Maan scores for the (PPAS1 subscale: Recognition of the Child's Need for 

Autonomy and Independence 

Experimental fn=11 ̂  
Pretest Post-test 

Control fn=11) 
Pretest Post-test 

Mean 37.7273 43.3636 39.7273 40.0909 

4.941 3.202 4.606 3.506 

Total cases = 22 

Table 8. 

Analysis of covariance data for the mean scores on the (PPAS^ subscale: 

Recognition of the Child's Need for Autonomy and Independence 

Source of Sum of Mean E Sign. 

Variation Squares df Square Ratio of F 

Main effects 93.095 1 93.095 14.177 .001 

Covariates 100.691 1 100.691 15.334 .001 

Error 284.364 21 13.541 

Total cases = 22 

Table 8 shows the E ratio for the main effects was significant to the .001 

level indicating a significant increase in the experimental group parents' mean 

total scores for the (PPAS) subscale: Recognition of the Child's Need for 

Autonomy and Independence. On the basis of this data, hypothesis 1 .c was 

retained. 
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Hypothesis 1d 

The experimental group parents will attain a significantly higher mean 

score on the "Unconditional Love" subscale of the PPAS post-test than will the 

control group parents. 

Table 9 presents the pre and post-test means and standard deviations for 

the experimental and control groups. Table 10 presents the analysis of 

covariance data, showing that there is no significant difference between the 

experimental and control groups' post-test mean scores. 

Table 9. 

Mean scores for the (PPAS^ subscale: Unconditional Love 

Experimental fn=11} Control Cn=11 > 

Pretest Post-test Pretest Post-test 

Mean 30.7273 36.0909 37.4545 39.3636 

11.464 9.492 5.733 7.487 

Total cases = 22 

Table 10. 

Analysis of covariance data for the mean scores on the fPPAS) subscale: 

Unconditional Love 

Source of Sum of Mean E Sign. 

Variation Squares df Square Ratio of F 

Main effects .038 1 .038 .001 .980 

Covariates 367.906 1 367.906 6.392 .020 

Error 1520.364 21 72.398 

Total cases = 22 
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Table 10 shows the E ratio for the main effects was significant to the .980 

level indicating no significant increase in the experimental group parents' mean 

total scores for the (PPAS) subscale: Unconditional Love. On the basis of this 

data, hypothesis 1 .d was not retained. 

Hypothesis 2 

The experimental group parents will attain a significantly lower mean total 

score on the Parenting Stress Index (ESI) post-test than will the control group 

parents. 

Table 11 presents the pre and post-test means and standard deviations 

for the experimental and control groups. Table 12 presents the analysis of 

covariance data, showing that there is a significant difference between the 

experimental and control groups' post-test mean scores. 

Table 11. 

Mean scores for the Parenting Stress Index (PSI) 

Experimental (n=11^ Control (n=11^ 

Pretest Post-test Pretest Post-test 

Mean 246.0000 220.9091 250.5455 247.0000 

£D 25.760 32.574 62.904 53.136 

Total cases = 22 
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Table 12. 

Analysis of rnvariance data for the mean scores for the (PSO 

Source of Sum of Mean 

Variation Sauares df Square 

Main effects 2764.679 1 2764.679 

Covariates 29680.275 1 29680.275 

Error 42588.955 21 2028.045 

Sign. 

oLE 

5.732 

61.533 

Total cases = 22 

.027 

.000 

Table 12 shows the E ratio for the main effects was significant to the .027 

level indicating a significant increase in the experimental group parents' mean 

total scores for the Parenting Stress Index (PSI). On the basis of this data, 

hypothesis 2 was retained. 

Hypothesis 2.a 

The experimental group parents will attain a significantly lower mean 

score on the "Parent Domain" of the ESi post-test than will the control group 

parents. 

Table 13 presents the pre and post-test means and standard deviations 

for the experimental and control groups. Table 14 presents the analysis of 

covariance data, showing that there is a significant difference between the 

experimental and control groups' post-test mean scores. 
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Table 13. 

Mean scores for the (PSl) subscalft- Parent Domain 

Experimental fn=11) 

Pretest Post-test 

Control (n=11^ 

Pretest Post-test 

Mean 

s n 

Total cases = 22 

127.6364 

13.178 

114.2727 

16.193 

130.0909 132.2727 

34.847 29.176 

Table 14. 

Analysis of covariance data for the mean scores for the (PSH subscale: Parent 

Domain 

Source of 

Variation 

Sum of 

Squares df 

Mean 

Square Ratio 

Sign. 

of F 

Main effects 

Covariates 

Error 

Total cases = 22 

1436.791 

7613.747 

12916.364 

1 

1 

21 

1436.791 7.754 .012 

7613.747 41.090 .000 

615.065 

Table 14 shows the E ratio for the main effects was significant to the .012 

level indicating a significant increase in the experimental group parents' mean 

total scores for the (PSl) subscale: Parent Domain. On the basis of this data, 

hypothesis 2.a was retained. 
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Hypothesis 2.b 

The experimental group parents will attain a significantly lower mean 

score on the "Child Domain" of the ESI post-test than will the control group 

parents. 

Table 15 presents the pre and post-test means and standard deviations 

for the experimental and control groups. Table 16 presents the analysis of 

covariance data, showing that there is no significant difference between the 

experimental and control groups' post-test mean scores. 

Table 15. 

Mean scores for the (PSH subscale: Child Domain 

Experimental (n=11) Control fn=11) 

Pretest Post-test Pretest Post-test 

Mean 118.3636 106.9091 120.4545 114.7273 

m 15.819 21.097 32.238 27.004 

Total cases = 22 

Table 16. 

Analysis of covariance data for the mean scores for the (PSH subscale: Child 

Domain 

Source of Sum of Mean E Sign. 

Variation Squares df Square Ratio of F 

Main effects 204.565 1 204.565 1.262 .275 

Covariates 8663.573 1 8663.573 53.452 .000 

Error 12079.273 21 575.203 

Total cases = 22 
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Table 16 shows the E ratio for the main effects was significant to the .275 

level indicating no significant increase in the experimental group parents' mean 

total scores for the (PSI) subscale: Child Domain. On the basis of this data, 

hypothesis 2.b was not retained. 

Hypothesis 3 

The experimental group children will attain a significantly lower mean total 

score on Externalizing Behavior Problems as indicated on the Parent Report 

Form of the Child Behavior Checklist at post-testing than will the control group 

children. 

Table 17 presents the pre and post-test means and standard deviations 

for the experimental and control groups. Table 18 presents the analysis of 

covariance data, showing that there is not a significant difference between the 

experimental and control groups' post-test mean scores. 

Table 17. 

Mean scores for Externalizing Behavior Problems on the Parent Report Form nf 

the Child Behavior Checklist 

Experimental (n=11^ Control (n=11l 

Pretest Post-test Pretest Post-test 

Mean 13.9091 10.5455 14.1818 12.7273 

7.700 7.776 11.321 11.559 

Total cases = 22 
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Table 18. 

Analysis of covariance data for the mean scores on Extemali7jno Behavior 

Problems on the Parent Report form of the Child Behavior r.fyw*iiej 

Source of 

Variation 

Sum of 

Squares df 

Main effects 

Covariates 

Error 

Total cases = 22 

20.281 1 

1720.920 1 

1967.091 21 

Mean 

Square 

£ 
Ratio 

Sign. 

.fiLE 
20.281 1.752 .201 

1720.920 148.632 .000 

93.671 

Table 18 shows the £ ratio for the main effects was significant to the .201 

level indicating no significant decrease in the experimental group children's' 

Externalizing Behavior Problems score for the Parent Rennrt Form nf tha r.hjiH 

Behavior Checklist. On the basis of this data, hypothesis 3 was not retained. 

Hypothesis 4 

The experimental group children will attain a significantly lower mean 

score on Internalizing Behavior Problems as indicated on the Parent Report 

Form of the Child Behavior Checklist at post-testing than will the control group 

children. 

Table 19 presents the pre and post-test means and standard deviations 

for the experimental and control groups. Table 20 presents the analysis of 

covariance data, showing that there is not a significant difference between the 

experimental and control groups' post-test mean scores. 
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Table 19. 

Mean scores for Internalizinn Behavior Prnhiems on tha Parent Ftepnrt Fnrm nf 

the Child Behavior Checklist 

Experimental (n=11) 

Pretest Post-test 

Control fn=1l) 

Pretest Post-test 

Mean 8.4545 5.2727 

SD 5.165 5.368 

Total cases = 22 

11.3636 

7.173 

7.5455 

5.922 

Table 20. 

Analysis of covarjance data for the mean sr.nres for Internalizing Ftehavinr 

Problems on the Parent Fnrm of the Child Behavior r .herun^ 

Sum of Mean 

Sauares df Square 

.127 1 .127 

544.876 1 544.876 

667.318 21 31.777 

.026 

110.096 

.874 

.000 

Main effects 

Covariates 

Error 

Total cases = 22 

Table 20 shows the E ratio for the main effects was significant to the .874 

level indicating no significant decrease in the experimental group children's' 

mean score on Internalizing Behavior Problems as indicated on the Parent Fnrrp 

.of the Child Behavior Checklist On the basis of this data, hypothesis 4 was not 

retained. 
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Hypothesis 5 

The experimental group children will attain a significantly lower mean 

score on Total Behavior Problems as indicated on the Parent Form of the Child 

Behavior Checklist at post-testing than will the control group children. 

Table 21 presents the pre and post-test means and standard deviations 

for the experimental and control groups. Table 22 presents the analysis of 

covariance data, showing that there is not a significant difference between the 

experimental and control groups' post-test mean scores. 

Table 21. 

Mean scores for Total Behavior Problems on the Parent Form of the Child 

Behavior Checklist 

Experimental fn=11^ 

Pretest Post-test 

Control (n=11) 

Pretest Post-test 
Mean 

m 
Total cases = 22 

38.6364 
16.651 

27.8182 
19.508 

39.8182 
25.799 

32.5455 
20.997 

Table 22. 

Analysis of covariance data for the mean scores for Total Rehavior Problems 

the Parent Form of the Child Behavior Checklist 

Sum of Mean £ Sign. 
Sauares df Square Ratio of F 
75.698 1 75.698 1.153 

u| r 

.296 
6966.424 1 6966.424 106.064 .000 
8337.273 21 397.013 

Main effects 

Covariates 

Error 

Total cases = 22 
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Table 22 shows the E ratio for the main effects was significant at the .296 

level indicating no significant decrease in the experimental group children's 

Total Behavior Problems as indicated on the Parent Form of the Child Behavior 

Checklist. On the basis of this data, hypothesis 5 was not retained. 

Hypothesis 6 

The experimental group children will attain a significantly lower mean 

score on Externalizing Behavior Problems as indicated on the Teacher Report 

Form of the Child Behavior Checklist at post-testing than will the control group 

children. 

Table 23 presents the pre and post-test means and standard deviations 

for the experimental and control groups. Table 24 presents the analysis of 

covariance data, showing that there is not a significant difference between the 

experimental and control groups' post-test mean scores. 

Table 23. 

Mean scores for Externalizing Behavior Problems on the Teacher Report Fnrr^ 

of the Child Behavior Checklist 

Experimental fn=im Control fn=11l 

Pretest Post-test Pretest Post-test 

Mean 19.50000 11.7000 13.2727 11.5455 

£D 19.643 15.938 14.974 13.714 

Total cases = 21 
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Table 24. 

Analysis of covariance data for the mean scores for Externalizing Behavior 

Problems on the Teacher Report Form of the Child Behavior Checklist 

Source of Sum of Mean E Sign. 

Variation Squares df Square Ratio of F 

Main effects 102.205 1 102.205 1.875 .188 

Covariates 3185.851 1 3185.851 58.457 .000 

Error 4166.952 20 208.348 

Total cases = 21 

Table 24 shows the E ratio for the main effects was significant to the .188 

level indicating no significant decrease in the experimental group children's' 

mean score on Externalizing Behavior Problems as indicated on the Teacher 

Report for of the Child Behavior Checklist. On the basis of this data, hypothesis 

6 was not retained. 

Hypothesis 7 

The experimental group children will attain a significantly lower mean 

score on Internalizing Behavior Problems as indicated on the Teacher Report 

form of the Child Behavior Checklist at post-testing than will the control group 

children. 

Table 25 presents the pre and post-test means and standard deviations 

for the experimental and control groups. Table 26 presents the analysis of 

covariance data, showing that there is no significant difference between the 

experimental and control groups' post-test mean scores. 
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Table 25. 

Mean scores on Internalizing Behavior Problems on the Teacher Report Form of 

the Child Behavior Checklist 

Experimental fn=10) 

Pretest Post-test 

Control (n=11) 

Pretest Post-test 

Mean 12.4000 6.9000 

9.240 9.398 

Total cases = 21 

10.9091 8.8182 

7.231 6.431 

Table 26. 

Analysis of covariance data for the mean scores on Internalizing Behavior 

Problems on the Teacher Report Form of the Child Behavior Checklist 

Source of Sum of Mean E Sign. 

Variation Squares df Square Ratio of F 

Main effects 52.776 1 52.776 3.504 .078 

Covariates 937.405 1 937.405 62.233 .000 

Error 1227.810 20 61.390 

Total cases = 21 

Table 26 shows the E ratio for the main effects was significant to the .078 

level indicating no significant decrease in the experimental group children's 

mean score on Internalizing Behavior Problems as indicated on the Teacher 

Report form of the Child Behavior Checklist. On the basis of this data, 

hypothesis 7 was not retained. 
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Hypothesis 8 

The experimental group children will attain a significantly lower mean 

score on Total Behavior Problems on the Teacher Report form of the Child 

Behavior Checklist at post-testing than will the control group children. 

Table 27 presents the pre and post-test means and standard deviations 

for the experimental and control groups. Table 28 presents the analysis of 

covariance data, showing that there is nonsignificant difference between the 

experimental and control groups' post-test mean scores. 

Table 27. 

Mean scores on Total Behavior Problems on the Teacher Report form of the 

Child Behavior Checklist 

Experimental (n=1Q^ 

Pretest Post-test 
Control (n=1-n 

Pretest Post-test 
Mean 

£D 

Total cases = 21 

58.7000 

41.207 

39.1000 

39.071 
40.5455 

35.427 

34.8182 

32.003 

Table 28. 

Analysis of covariance data for the mean scores on Total Behavior Problems on 

the Teacher Report form of the Child Behavior Checklist 

Source of Sum of Mean E Sign. 
Variation Squares df Square Ratio of F 

Main effects 580.398 1 580.398 2.247 .151 
Covariates 19330.633 1 19330.633 74.830 .000 
Error 24076.571 20 1203.829 
Total cases = 21 
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Table 28 shows the E ratio for the main effects was significant to the .151 

level indicating no significant decrease in the experimental group children's 

mean Total Behavior Problems score as indicated on the Teacher Report for the 

Child Behavior Checklist. On the basis of this data, hypothesis 8 was not 

retained. 

Discussion 

The results of this study along with parents' comments and the facilitator's 

observations provide information regarding filial therapy training as an 

intervention with the parents of children experiencing learning difficulties. Of the 

14 separate parts listed as hypotheses, six were retained and eight were 

rejected. However, all measures showed positive trends even though not at the 

.05 level of significance. An interpretation of all scores is provided in the 

following section. 

Parental Acceptance 

As can be seen in Table 1 through Table 10, the members of the 

experimental parent group demonstrated significant positive gains in their 

perceived acceptance of their children as measured by the total score and three 

of the four subscales measured by the Porter Parental Acceptance Scale 

(PPASV The parents reported significant growth in the areas of "Respect for the 

Child's Feelings and Right to Express Them", "Appreciation of the Child's 

Unique Makeup" and "Recognition of the Child's Need for Autonomy and 

Independence". The parents did not report significant increases in the area of 
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"Unconditional Love". The significant increases reported in the first three areas 

may be attributed to the fact that these areas are more closely related to specific 

play therapy skills that the parents were required to practice during training. The 

lack of a significant increase in the area of unconditional love may be attributed 

to the fact that parents began to perceive their child more as who the child 

actually was rather than their image of the "ideal" child. In the tenth week of 

training, several parents commented that they felt liberated in that they now 

viewed their children as separate people who were responsible for their own 

actions. One parent commented: "I just feel so free, he can choose to do 

something and I can let him...it is his responsibility and I don't have to make sure 

everything is perfect...he seems to be accepting responsibility and even liking 

it..." 

The results on the PPAS suggest that a ten week filial therapy training 

model is effective in increasing overall parental acceptance among parents of 

children experiencing learning difficulties. 

Parental Stress 

As can be seen in Table 11 through Table 16, the experimental group 

parents showed significant decreases in their mean total scores and parent 

domain stress scores as measured by the Parenting Stress Index. These 

changes can be inferred to have been a result of filial therapy training in that 

parents in the experimental group learned skills to enhance the parent-child 

relationship and implemented those skills in the 30-minute special play time 
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weekly. Parents reported feeling supported and encouraged by group members, 

resulting in less stress in their parenting role. One parent reported: "Being a 

parent is a lonely job...it is just such a relief to know I'm not the only one having 

these problems...! thought I was just a terrible mother and everyone else knew 

how to help and handle their child..." 

Parents in the experimental group cited learning how to give their children 

choices as being one of the most beneficial skills they had learned. A parent 

commented: "...I have a way that works now. At the first sign of conflict I give 

him a choice and he chooses...the last two weeks have been heaven with 

discipline and with him...there is no guilt on my part, it is his choice..." The 

experimental group parents commented that they felt more in control of 

themselves and confident in their abilities as parents. 

The experimental parents did not evidence a significant decrease in 

stress related to their children when compared with the control group. The 

experimental group parents evidenced positive trends in reduced stress related 

to their children, however, the control group also evidenced these trends. One 

possible reason for this similarity may be the timing of the post-testing. Post-

tests were administered at the end of the school year. Parents and children 

were beginning to focus on summer break activities and away from school 

related issues which are stressful for children and families when the child has a 

learning difficulty. 

The results of the Parenting Stress Index suggest that the 10 week model 
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of filial therapy (Landreth, 1991) is effective in reducing parental stress as 

evidenced by the total stress score and the reported stress related to parents' 

perception of themselves as parents. Filial therapy training has been shown in 

previous studies to effective in reducing parents' level of stress related to their 

children's behavior (Bratton, 1994; Chau, 1997; Harris, 1995; Lobaugh, 1992; 

Tew, 1997; Yeun, 1997) 

Problematic Behaviors of Children with Learning Difficulties 

As indicated by Table 17 through Table 22, the children of the parents in 

the experimental group did evidence fewer behavior problems as measured by 

the Child Behavior Checklist-Parent Report, however the results were not 

significant at the .05 level. A closer examination of the subscales revealed a 

significant decrease in the mean score on the "Attention Problems" scale. This 

improvement in the area of attention may be the result of the improved parent-

child relationship fostered by filial therapy training. 

As indicated by Table 23 through Table 28, the children of the parents in 

the experimental group did evidence fewer behavior problems as perceived by 

their teachers on the Child Behavior Checklist-Teacher Report, however the 

results were not significant at the .05 level. A closer examination of the 

subscales revealed a significant decrease in the mean score on the 

"Anxious/Depressed" scale. There were also notable decreases in "Delinquent 

Behavior" at a significance level of .077 and "Attention Problems" at a 

significance level of .108. 
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A possible reason for the lack of significance in the overall reduction of 

behavior problems might be that the children received only seven play sessions 

with their parent. Seven session may not be a sufficient amount of treatment 

time for results to become evident to parents and teachers. 

The results of the CBCL-Parent Report suggest that the Landreth (1991) 

10-week filial therapy training model is effective in decreasing attention 

problems as perceived by parents. The results of the CBCL-Teacher Report 

suggest that the Landreth (1991) 10-week filial therapy training model is 

effective in reducing anxious/depressed behaviors as perceived by the teacher. 

It is not clear whether filial therapy is effective in reducing delinquent behavior 

and attention problems as assessed by teacher report. 

The results of this study along with the parents comments and facilitator's 

observations support the use of filial therapy training with the parents of children 

experiencing learning difficulties. The school experience is a difficult time for all 

children but especially for children with learning difficulties. The support of an 

accepting parent who appreciates the unique make up of their child, respects 

their child's need for autonomy, and allowing their child to express feelings can 

make the difference between success and failure. As with other filial therapy 

studies, the Landreth (1991) 10-week filial therapy training model has positively 

impacted these key areas of the parent-child relationship. 

Although a certain level of stress can be a motivator, it can also hinder 

the development of a positive relationship between parent and child. The 10-
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week filial therapy training proved successful in reducing parents' level of stress 

which in turn could free them to support their children in the midst of difficulties. 

When parents feel more competent in their role as parents their level of stress is 

lowered and relationships with their children improves. 

Many of the children in this study had been diagnosed with Attention 

Deficient Disorder with Hyperactivity (ADHD) and there was a significant 

decrease in the parents' perception of the children's attention problems. 

Acknowledging the current concern with ADHD, this supports the use of filial 

therapy with children with this diagnosis. 
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Recommendations 

Based on the results of this study, the following recommendations are 

offered: 

1. The utilization of filial therapy training groups as a viable 

intervention for the parents of children experiencing learning difficulties. 

2. Further research in which filial therapy training groups begin the 10 

weeks of training during the first month of the school year and offer follow-

up/support meetings conducted every month thereafter until the end of the 

school year. Then measure the groups with the same instruments utilized in this 

study. 

3. Further research involving teachers being trained in filial therapy 

principles concurrently with parents receiving filial therapy training. 

4. Conduct a replication of this study using both the CBCL and the 

Filial Problems Checklist. 

5. Further research examining changes in the children as perceived 

by the parent and teacher when the child has received 15 play sessions with the 

parent prior to gathering post-test data. 

6. Further research limiting the population to only children diagnosed 

with ADHD. 

7. Further research comparing the effects of filial therapy between 

boys with learning difficulties and girls with difficulties. 

8. Further research comparing the effectiveness of filial therapy to 
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other types of interventions commonly used with children experiencing learning 

difficulties such as child-centered play therapy, cognitive behavioral play therapy 

and behavior modification. 

Concluding Remarks 

Children who are experiencing learning difficulties face frustration not 

only in learning but also in relationships. Filial therapy training is an effective 

intervention which has been found to promote more positive and secure 

relationships between parents and children. Healthy relationships between 

parents and children play a vital role in increasing children's* levels of self-

esteem and belief in themselves and their abilities. Parents of children with 

learning difficulties perceive their children as having behavioral characteristics 

that make their parenting role more difficult. Families of children with learning 

difficulties also have more difficulty with acceptance of the child than do other 

families. Filial therapy training is an effective way to help parents deal with their 

own personal stress and issues as they work to help their children. Filial therapy 

serves as both a prevention and intervention strategy to meet the needs of the 

family. Parents, by sharing experiences, can learn to perceive their exceptional 

children in a more positive manner and deal with problems more effectively and 

realistically. 

The group format provides parents an opportunity in which to come 

together, share their experiences, and receive information and training for 

forming healthy parent-child relationships. Training the parents of children with 
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learning difficulties to become therapeutic agents in their children's lives is an 

efficient and effective way to significantly improve the future mental health of 

these children and their families. 
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PARENTING CLASS INFORMATION 

You are invited to participate in a study to determine the effectiveness of 
Filial Therapy training with parents of children with learning difficulties. You will 
be asked to complete three questionnaires before and after the training. Your 
child will be interviewed to complete one questionnaire before and after training. 
You will also be asked to have your child's teacher complete one questionnaire 
before and after the training. 

Filial Therapy is a family skills training program that focuses on 
enhancing the parent-child relationship. The training will consist of ten weekly 
sessions, lasting two hours per week. During the sessions, the group leader will 
be teaching you and other parents some techniques on how to interact with your 
child in ways that will enhance your child's self-esteem as well as strengthen 
your relationship with your child. You will be asked to share some insights, 
feelings, questions, and comments with the other participants in the group, 
during the sessions. You will also be asked to participate in seven weekly 30-
minute play sessions at home with your child practicing the techniques being 
taught in the training sessions. You will be asked to select one of your children 
(between the ages of 3-10 years) to focus on during the 10 weeks of training. 

There is no personal risk or discomfort directly involved with this study. 
You will be asked to give some of your time, and to be willing to explore some 
new ideas and feelings related to the parenting of your child. There may be 
times during the play sessions when your child could express sadness, anger, or 
frustration. While these sessions cannot avoid these situations, neither will they 
increase the emotion. In fact, the training should help you deal with these 
situations more effectively. Your participation and your child's participation is 
completely voluntarily. You may withdraw at any time without penalty or 
prejudice. 

The information you provide when you answer the questionnaire will be 
kept confidential. Your name and your child's name will not be disclosed in any 
publication or discussion of this material. Information obtained from the 
questionnaires will be recorded with a code number. Only the investigator, Amy 
Kale, will have a list of participants' names. At the conclusion of this study the 
list of participants names will be destroyed. 

If you are not selected to receive the training during this first training 
period, your name will be placed on a waiting list and you will be contacted 
regarding a second section of training which will be offered after the completion 
of the first 10-week section. 

If you agree to participate, please fill out and sign this consent form. For 
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further information, please contact, Amy Kale, researcher, at (817) 565-3864, or 
Dr. Garry Landreth, Faculty Supervisor, at (817) 565-2916. 

PARENTING CLASS 
Informed Consent 

You are making a decision whether or not to participate in this study. You 
should sign only when you understand all the information presented on the front 
of this form and all your questions about the research have been answered to 
your satisfaction. Your signature indicates that you meet all the requirements for 
participation as explained by Amy Kale and have decided to participate, having 
read the information on the front of this form. 

Signature of Participant Age Date 

Name of Child of Focus Age 

Child's Legal Guardian (If different than Participant) Date 

Signature of Witness Date 

Signature of Investigator Date 

This project has been reviewed and approved by the University of North Texas Institutional Review Board for the 
protection of human subjects (817)565-3940. 
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CHILD'S FORM 
Informed Consent 

I understand that I am going to be part of a project with an adult who 

takes care of me (mom, dad, or another significant care giver). The adult will be 

taking some classes to learn how to play with me in some new ways. For seven 

weeks, I will have special play sessions with this adult in my home for 30 

minutes once each week. I understand that I can stop taking part in this project 

at any time I choose. 

My "mark", or signature, means that I understand what has explained to 

me and that I am willing to be part of this project. 

Signature of Child Date 

Name of Child Age 

Signature of Parent Date 

Signature of Investigator Date 

This project has been reviewed and approved by the University of North Texas Institutional Review Board for the 
Protection of human subjects (817)565-3940. 
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JANELL WILBANKS 
Elementary 
Principal 
817-479-2900 

WONAKA WILLIAMS 
Secretary 
817-479-2900 

Tonder Independent Scfioot'District 

Post Office Box 278 • 501 Shaffner Street • Ponder, Texas 76259 

To whom it may concern: 

Amy Kale has permission to conduct research as part of a 
dissertation study with volunteers from Ponder Elementary 
School. 

Sincerely, 

Janell Wilbanks 
Elementary Principal 
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AUBREY INDEPENDENT SCHOOL DISTRICT 
James A. Monaco 

Superintendent 

415 Tisdeil Street 

Aubrey, Texas "5227 

(817) 365-2721 

Faculty Advisory Committee 
University of North Texas 
Department of Counseling, Development and Higher Education 
P.O. Box 13857 
Denton, TX 76203 

To the Committee: 

This letter is in support of Amy Kale conducting research as part of a dissertation study with 
enrolled members of the Aubrey Independent School District who volunteer to participate. It is our 
understanding that the study will be limited to parent education which teaches parents a structure 
for special play times with their children. The purpose of these special play sessions is to enhance 
parent-child relationships. 

Sincerely, 

James A. Monaco 
Superintendent 

• -f T 1 - , . 
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PARENTS 
Is your child experiencing 

LEARNING DIFFICULTIES? 

FREE 
PARENT TRAINING 

AND SUPPORT 
GROUPS 
AVAILABLE 

What: Do you have a child 3 to 10 years old who is experiencing learning difficulties? Would you like support 
and training to help your child? Join other parents in a free 10 week training group, called Filial Therapy, 
led by Amy Kale, a University of North Texas Ph.D. candidate, who specializes in child and family 
counseling. 
Benefits of Filial Therapy training include: 

- A better relationship with your child 
- A greater understanding of your child and his or her uniquenesses 
- A better sense of your abilities as a parent 
- An improvement in your child's self-esteem 

***Free therapeutic toys are given to participating families*** 
Once a week for 10 consecutive weeks beginning in February. 
Ponder Elementary School 

Contact: For further information please contact Amy Kale 817-565-3864 (work) or 817-566-6354 (home). 
Enrollment is limited! To reserve your spot please call by January 27, 1997. 

University of North Texas 

Why: 

When: 
Where: 
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If it is more convenient, and you are interested in more information, simply 
fill out the form at the bottom of this page with your name & phone number 

and return to your child's teacher. Amy Kale will contact you with more 
information. 

Yes, I am interested in hearing more about the free Filial Therapy training and 
toys being offered at Ponder Elementary by Amy Kale. 

Parent's Name 

Teacher's Name 

Parent's Phone Number_ 

Best Times To Call 
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JrSr .|>1? 

PARENTS 
Is your child experiencing 

DIFFICULTIES WITH LEARNING?* 

FREE 
PARENT TRAINING 

AND SUPPORT 
GROUP 
AVAILABLE 

What; Do you have a child 3 to 10 years old who is experiencing difficulties with learning?* Would you like 
support and training to increase your child's attention span, build your child's self-esteem, help your child 
learn self-control and make your own parenting easier? Join other parents in a FREE 10 week training 
group led by Amy Kale, a University of North Texas PhJD. candidate, who specializes in child and family 
counseling. 

Why: Benefits of Parent-Child Relationship Enhancement Training include: 
• A better relationship with your child 
- A greater understanding of your child and his or her uniquenesses 
- A better sense of your abilities as a parent 
- An improvement in your child's self-esteem 

Free therapeutic toys are given to participating families 
When: Once a week for 10 consecutive weeks beginning in Febmary (meeting time will be arranged to fit your 
schedule) 
Where: Aubrey Elementary School 
Contact: For further information please contact Amy Kale 817-565-3864 (work), 817-566-6354 (home) or, 
Delore Jones, school counselor at Aubrey Elementary, at 365-9048. Enrollment is limited! To reserve your spot 
please call or send in slip by February 14,1997. 

Examples of difficulties children sometimes experience that interfere with learning: not reading as well as 
other children his/her age; difficulty in math with adding, multiplication, etc.; difficulties with peers; difficulties 
accepting discipline; inattention; and oppositional behaviors. 
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If it is more convenient, and you are interested in more information, simply fill out 
the form at the bottom of this page with your name & phone number and return to 

your child's teacher. Amy Kale will contact you with more information. 

Yes, I am interested in hearing more about the FREE Parent-Child Relationship 
Enhancement Training and toys being offered at Aubrey Elementary by Amy Kale. 

Parent's Name 
Teacher's Name 
Parent's Phone Number_ 
Best Times To Call 

Please list the days of the week and times you would be available to meet with training group (please 
list all possibilities, I will use this information in planning a day and time for the group meetings) 
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H p University of North Texas 
Wf ' A Department of Counseling. Development and Higher Education 

' Center for Play Therapy 

Dear Teacher, 

Hello! My name is Amy Kale, I am a Ph.. D. Candidate at the University of North Texas 

in Counseling and Student Services. I would like to thank you for handing out the flyers 

concerning the parenting group I will be offering at your school, the response from parents was 

encouraging! These groups are part of my doctoral research project in which I am measuring the 

effectiveness of Parent-Child Relationship Enhancement Training (also known as Filial Therapy 

Training) with parents who perceive that their child is experiencing difficulties with learning. I 

will ask the parents to complete three instruments before and after the training in hopes of gaining 

insight into their assessment of their child and any changes that might occur during the next ten 

weeks. I am also very interested in whether or not you as the child's teacher perceive any 

changes. I believe that assessing teacher as well as parent perception is essential in looking at the 

overall effectiveness of an intervention. Please complete this one form for 

. I estimate that the form will take about 15 minutes. Please return the 

completed form to Mrs. Jones in this envelope. Thank you very much for your help! 

Sincerely, 

Amy Kile 
(817)566-6354 home 
(817)565-3864 work 

PO Box 13857 • Denton.Texas'6203-6857 
,817i 565-3864 • FAX |8I7> 565-4461 • TDD (S00) 735-2989 
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Child's Name: 
Last 

Gender: Male Female_ 

First 

Date ofBirth:_ 

M.Intial 

Ethnicity: African American Asian_ Bi-racial_ Caucasian Hispanic/Latin_ 
Native American_ Other(explain) 

Language spoken at home: Child's primary language: 

Grade Level (now): 

Retained: No Yes If yes, what grade_ 

Teacher(s): 

Is your child receiving special educational or other services? If so explain_ 
i 

School Child attends: 

SchoolCounselor: 

Mother's Name: 
* INFORMA TION ON CHILD 'SMOTHER * 

Address: 
Last First MI Street 

City 

Home Phone: 

Work Phone: 

State Zip 

(May call: Yes/No Message: Yes/No) 

_ (May call: Ye&'No Message: Yes/No) 

Date of Birth_ 
Occupation 

Last year of education completed: 

Father's Name: 
' INFORMATION ON CHILD'S FATHER * 

Address: 
Last First MI Street 
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Apt 

Apt 

City 

Home Phone: 

Work Phone: 

State 
(Address needed only if parents are separated) 

Zip 

(May call: Yes/No Message: Yes/No) 

_(May call: Yes/No Message: Yes/No) 
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Date of Birth_ 
Occupation 

Last year of education completed: 

* GENERAL INFORMATION * 

Child's Primary Household: Mother only Father only Natural parents Natural mother and 
step-rather Natural father and step-mother Blended family (both spouses with children) 
Aocptive parents Relatives Foster family Institution Other 

List by Household your child's current family, beginning \vich :he oldest member and include the child: 
Primary Household 
Name Age Gender Relationship to the child (include "step", "half', etc.) 

Second Household (If applicable) 

Name Age Gender Relationship to the child (include "step", "hair", etc, 

Currently involved in a custody dispute-, no yes (If yes, explain) 

±f divorced, circle the number which best describes your relationship with your ex-spouse. 
Hostile Frustrating Friendly 
—I— 2 2 4 s 



CHILD'S HEALTH 95 

Date of LAST complete physical: Physical Disability, yes no (if yes, explain 
Chronic Illness: yes no (if yes, explain _ ) 

Check the following items for a diagnosis or medication your child has received: 
Diagnosis Current Past Date of Diagnosis Name of medication dosage 

Depression 

ADHD 
Hyperactive 

ADHD 
Inaaentive 

Conduct 
Disorder 

Learning 
Disability 

Anxiety/ 
Nervousness 

Panic Attack 

Manic-Depression 
(Bipolar) 

Schizophrenia 

Mood/Anger 

Tics 

Insomnia/ 
Sleeplessness 

Obsessive' 
Compulsive 

Convulsions 

Bedwetting 

Asthma 

Other 

If your child has been diagnosed, who gave the diagnosis? Pediatrician Psychiatrist School 
Other 

What other medication is your child currently taking? Dosage 

Child Data Sheet 6/96 



I trust, etc.) 

i t o grief 

* CHILD'S EXPERIENCES/HISTORY * 

« * - o -
—Adjustment to life changes (changing s c h o o l s l 
— B e d wetting and related proble^saf i ing P8™1" s d'vorcmg, moving, etc.); 

— A b u s e (physical, emotional, sexual) 

.Feeling angry or irritable °^scss*vc*compulsive, lacking 

—Feel ing guilty or shameful 

—Feel ing sadness depression or suicidal urzes related . n , * , r 
Feeling sadness, depression or suicidal ureesNOT 

— G a n g related concerns ^explain - " m U d 

~ r n « ^ h t°hC e m S ? h y S , C a J i o m P ' * ' n t s and/or medical problems) > 

—Personal Growth (no specific problem) 

C l M S m a ! e S - ^ e t s , playmates, etc.) 

—Sexual identity concern ' a t l ° n ' ' " a p p r ° p n a t i : a c ! l n 8 out, inappropriate display of sexual knowledge) 

r - i 

- j f i X T o r ' b i S a c C s ° d p e ° S m e ' " " P * • * «e.) 
Vocational concerns *P C O m p u l s , v e * • « * * . « « . motor behavior problems, etc., 
Other (explain 

*Rememoer to circle the most significant issue. ' " } 

When did you first become concerned about your child and this issue? 

How have you attempted before now to deal with your child's 
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current issue? 

Other Treatment your child has received- Yor« U ' •, , 
Hospitalization p ! a y T > . e r a p y _ O the r ( e x d l m ) c ° " n s e i . n g _ _ F a m i l y c o u n s e l i n g . 

Anything else you think we need to know: 

What does the counselor most need to know in order to be helpful today? 

N a t u r a l pa ren t s S i n g l e ' P P ~ i D y o u r e h i l d , , , p p r 0 I i m i t « r r < *g« « t h e time it occurred! 
s t ep -pa ren t F o s t e r ' , — u r a n a p a r e n t s Adopi 

P parent Foster parents__ Insntution__ Rela t ives~ Other 

F a m i l y m e m b e r ' s d i sab i l i ty o" m a ^ r ^ c c i S o H l t s ^ € £ 0 ^ ! ^ P r o b l « ™ _ _ 

M o v e d a l o t — F a m i l y m e m b e r absen t ( e x p l ^ ~ m C t i I n « s o f f a m i l y m e m b e r _ _ 

a m i l y m e m b e r su ic ide (exp la in ) """ n t h / t r t ^ a t ^ ^ S ^ c a n t pe r son 

Abused (check all that apply); Physically EmotionaIIy_ Sexually__ 

C h i l d D a t a Shee t 6 /96 
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Neglected (check ail that apply): Physically Emotionally 

School Problems (check ail slat apply); Academic problems Severely teased Discipline 
problems Unpopular Other (explain) 

Early Language/Speech Problems: (explain) ' 

Emotional Concerns: Emotional problems Suicide attempts Other (explain ) 

Behavior Problems (check all that apply): Misbehaved a lot Trouble with the law Involved with the 
juvenile system— Ran away Impulsive Alcohol and/or drug use Hyperactive 
Attention probiems_— Accident-prone Frequent arguments Taken advantage of Temper 
outbursts Slapping, hitting, shoving Loner Other 

Physics! Problems (check all that apply): Major illness Major accident Disability Chronic 
il.ness_— Hospitalization— Developmental delay(s) Sleep problem Bedwetting Serious 
overeating or undereating Neurological problems/exam Other 

ij-auma/Stressor on Child (check all that apply): Child separated from parent (how long and 
e " ) — — Death of a significant person Death of a pet 

Incarcerated tamily member— Sexual Assault Victim of trauma (unusual, terrifvine 
experience i Medical Natural Disaster Other 

•P'MM 1-vifw j | | T f v w r H I W N and firrlr. 'in TO 10. mrfinrin^ n.* ini7uenf ir,i 

nome^"' A ' ' r ' C S p n e r e 'C'rCle t h e ! , u m b e r ! h a t b t 5 t Scribes how you think vour chilrf vjewj the atmopshere in your 

Very lenient J 2 3 4 < Veiy strict 

Vsn- non-religious J 2 3 -1 < Vety religious 

Chaotic J 2 3 4 < Highly structured 

Few expectations J 2 L. i i High expectations 

Inconsistent 1 2 3 -t < Consistent 

j.n::y support System ''such as church, friends, relatives, school): 

Hardly any support J 2 2 i < Considerable support 

Child J use of Computer. VCR. and Television (circle the number of hours that best describes use): 

Computer (circle approximate hours spent each week) 

hi 6-8 3-11 144. 

TV/VCR (circle approximmate hours spent each week) 

0*2 3-5 6-8 9-11 14+ 

Child Data Sheet 6/96 
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January 21, 1997 

Amy Kale 
900 Londonderry Lane Apt. 240 
Denton, TX 76205 

Dear Ms Kale: 

I was pleased to learn in our telephone conversation today of your interest in using 
my Parental Acceptance Scale. I hereby grant you permission to use it. For your 
convenience I am enclosing a copy of the latest revision, Instructions'for Administering it 
and a Scoring Key. 

If it proves to be of use to you in your research, I will appreciate your sending me 
a copy of the results of your study. 

Best wishes to you in your research project. 

Sincerely, 

Blaine R. Porter 

BRP\ms 

Enclosures 
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PORTER PARENTAL ACCEPTANCE SCALE 

We are trying to learn more about parent-child relationships. Please assist us by 
filling out this questionnaire as frankly and as carefully as possible. Your answers will be 
absolutely confidential. You have been asked to focus on only one child during this 
training...please think only of that child as vou answer these questions, Please answer all 
questions. If you cannot give an exact answer, answer the best you can. 

INFORMATION ABOUT YOUR CHILD 
Many parents say that their feelings of affection toward or for their child varies 

with the child's behavior and with circumstances. Please read each item carefully and 
place a check in the column which most nearly describes the degree of feeling of 
affection which you have for your child in that situation. 

Degree of Feeling of Affection 

Check One Column 
For Each Item Below 

Much 
more 
than 
usual. 

A 
little 
more 
than 
usual. 

The 
same. 

A 
little 
less 
than 
usual. 

Much 
less 
than 
usual. 

1. When my child is obedient 

2. When my child is with me 

3. When my child misbehaves in front of special guests 

4. When my child expresses unsolicited affection. "You're 
the nicest mommv/daddv in the whole world " 

5. When my child is away from me 

6. When my child shows off in public 

7. When my child behaves according to my highest 
exDectations 

8. When my child expresses angry & hateful things to me 

9. When my child does things I have hoped my child 
would not do 

10. When we are doing things together 

Un?versity)ed: P e r m i s s i o n t 0 u s e r e c e i v e d from Dr. Blaine Porter, Brigham Young 
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Listed below are several statements describing things which children do 
and say. Following each statement are five responses which suggest 
ways of feeling or courses of action. 

Read each statement carefully and then place a circle around the number 
in front of the eoe response which most nearly describes the feeling you 
usually have or the course of action you most generally take when your 
child says or does these things. 

It is possible that you may find a few statements which describe a type of 
behavior which you have not yet experienced with your child. In such 
cases, mark the response which most nearly describes how you think you 
would feel or what you think you would do. 

Be sure that you answer every statement and mark only one response for each 
statement 

peaceandquiel,'1!: 'S s h o u t i n 9 a n d d a n c i n9 w i t h ex=«ement at a time when I want 

a. feel annoyed. 
b. want to know more about what excites my child 
c. feel like punishing my child. 

feel that I will be glad when my child is past this staae 
e. feel like telling my child to stop. 9 

12. When my child misbehaves while others in the group are behaving well, I: 

a. see to it that my child behaves as the others. 
r f ' rSLhW' ! I S '^Portant to behave well when in a group. 
S' E l . y ch'Walon® if the others are not disturbed by the behavior 
d. ask my child to suggest an alternate behavior. V 

tJfePgroup a n a l t e r n a t e behavior to enjoy while not disturbing 

13. When my child is unable to do a thing which I think is important for him/her, I: 

a. want to help my child find success in other things. 
b. feel disappointed in my child. y 

c. wish my child coujd do it. 
d. realize that my child can not do everythinq 
e. want to know more about the things my child can do. 

r ^ k i ^ h a n r n e j : l d S 0 6 m S t 0 b® m ° r e f o n d o f s o m e o n e e l s e (teacher, friend, 

a. realize that my child is growing up. 
c.' feelPreseSntfui° S 8 e m y S , n t e r e s t s w i d e n i n 9 to other people. 

i s&x ®ffi&'o"reciate whai 1 have done for him/her-
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15. When my child is faced with two or more choices and has to choose only one, 
I: 

a. tell my child which choice to make and why. 
b. think it through with my child. 
c. point out the advantages and disadvantages of each, but let mv child 

decide. v 
d. tell my child that I am sure he/she can make a wise choice and heb 

my child foresee the consequences. 

e. make the decision for my child. 

16. When my child makes decisions without consulting me, I: 

a. punish my child for not consulting me. 
b. encourage my child to make many of his/her own decisions 
c. allow my child to make many of his/her own decisions 
d. suggest that we talk it over before he/she makes the decision. 
e. tell my child he/she must consult me first before making a decision. 

17. When my child kicks, hits, or knocks his/her things about, I: 

a. feel like telling my child to stop. 
b. feel like punishing him/her. 
S' fi2iF?LeoatSied-itihKt m yS h i P f e e , s fr®®tc? express himself/herself. 
d. fee that I will be glad when my child is past this staqe 
e. feel annoyed. a ' 

arouDVI?en m y C h i l d 'S n 0 t i n t e r e s t e d i n s o m e o f t h e usual activities of his/her age y1 •* 

a. realize that each child is different. 
b. wish my child were interested in the same activities 
c. feel disappointed in my child. 
d. want to help my child find ways to make the most of his/her interests 
e. want to know more about the activities in which my child is interested! 

19. When my child acts silly and giggly, I: 

a. tell my child I know how he/she feels 
b. pay no attention to him/her. 
c. tell my child he/she shouldn't act that way 
d. make my child quit. 
6 ' ways ofexpression r ' 9 h t t 0 fee'that W a y ' b u t h e l p h i m / h e r find o t h e r 

femily^l-011 m y Pre^ers *° d o things w'th his/her friends rather than with the 

a. encourage my child to do things with his/her friends. 
b. accept this as part of his/her growing up. 
h Pif ̂ sE®cia,-acti^ i t i£s s o t h a t -my c h i l d will want to be with the family 
d. try to minimize his/her associations friends y ' 
e. make my child stay with the family. 
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21. When my child disagrees with me about something which I think is important, 

a. feel like punishing him/her. 
b. am pleased that my child feels free to express his/her thoughts and 

feelings. 
c. feel like persuading my child that my way is best. 
d. realize my child has ideas of his/her own. 
e. feel annoyed. 

22. When my child misbehaves while others in his/her group are behaving well, I: 

a. realize that my child does not always behave as others in his/her 
group. 

b. feel embarrassed. 
c. want to help my child find the best ways to express his/her feelings. 
d. wish my child would behave like the others. 
e. want to know more about his/her feelings. 

23. When my child is shouting and dancing with excitement at a time when I want 
peace and quiet, I: 

a. give my child something quiet to do. 
b. fell my child that I wish he/she would stop 
c. make my child be quiet. 
d. let my cnild tell me about what is so exciting. 
e. send my child somewhere else. 

?e1atî )hthnanmmeCh|nd S 6 e m S t o b e m o r e f o n d o f someone else (teacher, friend, 

a. try to minimize my child's association with that person. 
them^ have such associations when I think he/she is ready for 

c. do some special things for my child to remind him/her of how nice I 
Qm. 

d. point out the weaknesses and faults of the other person(s). 
e. encourage my child to create and maintain such associations. 

25. When my child says angry and hateful things about me to my face, I: 

a. feel annoyed. 
b. feel that I will be glad when my child is past this stage 
S' fm pleased that my child feels free to express himself/herself. 
d. feel Ijke punishing my child. 
e. feel like telling my child not to talk that way to me. 

26. When my child shows deep interest in something I don't think is important, \: 

a. realize my child has interests of his/her own. 
r 1?ild find ways to make the most of this interest. 
c. reel disappointed in my child. 
d. want to know more about my child's interests 
6" for him/her W 6 r e m ° r e i n t e r e s t e d i n t h e t h i n9s I think are important 
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27. When my child is unable to do some things as well as others in his/her group, 

a. tell my child he/she must try to do as well as the others 
b. encourage him/her to keep trying. 
c. tell my cnild that no one can do everything well 
d. call attention to the things he/she does well 
e. help my child make the most of the activities which he/she can do well. 

tfsap^tmeTfofhimS?'® t 0 d ° s o m e , h i n 9 w h i c h 1 a m s u r e will lead to 

a. occasionally let my child carry such an activity to its conclusion. 
D. don t let my child do it. 
c. advise my child not to do it. 
d. help my child with it in order to ease the disappointment 
e. point out what is likely to happen. 

29. When my child acts silly and giggly, I: 

a. feel that I will be glad when he/she is past this stage. 
5' ?™,R.',easeci my child feels free to express himself/herself. 
c. feel like punishing my child. 
d. feel like telling him/her to stop. 
e. feel annoyed. 

30. When my child is faced with two or more choices and has to choose only one, 

?• I f f J .V"1a.t' tell my child which choice to make and why 
r ' F?nni fh JtSi ho p jhu® a ivan tages and disadvantages of each. 
c. hope that I have prepared him/her to choose wisely 
d. want to encourage my child to make his/her own choices 
e. want to make the decision for my child. 

31. When my child is unable to do something which I think is important for him/her, 

a. tell my child he/she must do better. 
r 'H*the m o s t °1 t h e t h i n9s which he/she can do 
d rhi H *ho!ei m e m o r e f lb o u t theJP'ngs which he/she can do. a. tell my child that no one can do everythino 
e. encourage him/her to keep trying. 

32. When my child disagrees with me about something which I think is important, 

a. tell my child he/she should not disagree with me. 
b. make my child quit 
C' reasonable ̂  S 'de ° f t h e 'SSUe a n d c h a n g e m i n d if t h a t seems 
Q' 9?''^ maybe we can do it his/her way another time, 
e. explain that I am doing what is best for him/her. 
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33. When my child is unable to do some things as well as others in his/her 
group, I: 

a. realize that my child can't do as well as others in everything 
b. wish that my child could do as well. 
c. feel embarrassed. 
d. want to help my child find success in the things he/she can do well 
e. want to know more about the things my child can do well. 

34. When my child makes decisions without consulting me, I: 

a. hope that I have prepared my child adequately to make his/her 
decisions. 

b. wish that my child would consult me. 
c. feel disturbed. 
d. want to restrict his/her freedom. 
e. am pleased to see that as my child grows, I am needed less. 

35. When my child says angry and hateful things about me to my face, I: 

a. tell my child it is all right to feel that way, but help him/her find other 
ways to express himself/herself. 

b. tell my child I know how he/she feels. 
c. pay no attention to him/her. 
d. tell my child he/she shouldn't say such things to me. 
e. make my child quit. 

36. When my child kicks, hits, and knocks his/her things about, I: 

a. make my child quit. 
b. tell my child it's alright to feel that way, but help him/her find other 

ways of expressing him/herself. 
c. tell my child he/she shouldn't do such things. 
d. tell my child I know how he/she feels. 
e. pay no attention to him/her. 

37. When my child prefers to do things with friends rather than with the family, I: 

a. wish my child would spend more time with us. 
b. feel resentful. 
c. am pleased to see my child's interests widening to other people 
d. feel my child doesn't appreciate us. ' 
e. realize that he/she is growing up. 

d^'ap^intmen^ |-Ch'ld w a n t s t o d o s o m e t h i n 9 which I am sure will lead to 

a. ^9P®, that I have prepared him/her to meet disappointment. 
b. wish that my child did not have to experience unpleasant events. 
c. want to keep my child from doing it. 
d. realize that occasionally such an experience will be good for him/her 
e. want to postpone these experiences. 
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39. When my child is not interested in some of the usual activities of his/her aae 
group, I: 

a. help my child realize that it's important to be interested in the same 
things as others in the group. 

b. call attention to the activities in which he/she is interested. 
c. tell my child it is all right not to be interested in the same things as 

others in his/her group. 
d. see to it that my child does the same things as others in his/her group. 
e. help my child find ways of making the most of his/her interests. 

40. When my child shows a deep interest in something I don't think is important, 

a. let my child go ahead this interest. 
b. ask my chilato tell me more about this interest. 
c. help my child find ways to make the most of this interest. 
d. do everything I can to discourage my child's interest in it. 
e. try to interest him/her in more worthwhile things. 

THANK YOU VERY MUCH FOR YOUR COOPERATION 
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FILIAL SESSION gf 

(Garry L. Landreth, 1983) 

I. Introduce self, welcome group, give name tags and booklets to all members. 

II. Overview of Filial Training: 
Play is the child's language. 
Based on actions, not words. 
Way of preventing problems since adults become aware of child's needs 
"In ten weeks, you are going to be different, and your relationship with your child will be different-

Techniques from play therapy will: Return control to you. 
Provide closer, happier times with your child. 

... ^ J Give key to your child's inner world. 
III. Group Introductions: 

Describe entire family - help pick child of focus. 
Tell concerns about this child (take notes). 
Make generalizing comments to other parents.. 

"Anyone else felt angry with their child this week?" 

IV. Provide Basic Agenda: 
One-half hour play sessions. 
Everyone will be video-taped here at least once for replay. 
(Bring your own tape to keep.) 

We will see demonstrations before starting. 
Patience is important in learning a new language. 

V. Show video tape of "Children's Emotions." 

VI. Reflective listening: A way of following, rather than leading. 
Don't ask questions. 
Reflect behaviors, patterns and feelings. 

Responses say: N o t ; 

I am here; I h^ar you. | always agree. 
I understand. | m u s t y o u ha p py 

ca re- I will solve your problems. 

Keep focus on the positive. 
RULE OF THUMB: You can't give away what you do not possess 

As; significant care givers we may be coming to the sessions deeply aware of our 
failures. Yet we can t effectively enter this process by being impatient and unacceotina 
toward ourselves while trying to extend patience and acceptance to a chM 

Homework: 

So! P?ySl?a! characteristic about your child you haven't seen before 
(2) Practice reflective listening this week (hand out 4 faces sheet). 
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NOTES: Filial Session #1 
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Session#! Handout 

THE FOUR BASIC FEELINGS 
(Garry L. Landreth, 1983) 

1 2 

CO 4 

Reflective responses this week. 

1. 

2. 

4. 
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FILIAL SESSION #2 
(Garry L. Landreth, 1983) 

I. Review homework: 
(1) Physical Characteristic 

(2) 4 Faces Sheet 

II. Handout: "Filial Therapy Group" 

Go over entire sheet, especially list of toys. 
(Demonstration Box.) 

The "how to" of play sessions. 

III. Show video tape of session or do live demonstration. 

'V. Have participants pair off and role play to practice reflective responding. 

RULE OF THUMB: When a child is drowning, don't try to teach the child to swim. 

If a child is feeling upset, that is not the moment to impart a rule or value. 

Homework: 

(1) "Facilitating Reflective Communication" handout. 

(2) Pick spot and time for sessions - report back next week. 



FILIAL THERAPY GROUP 
(Garry L. Landreth, 1983) 
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Session #2 Handout A 

Basic Principles of the Plav Sessions 
(1) The child should be completely free to determine how the child will use the time. The 

child leads and the parent follows without making suggestions or asking questions. 
(2) The adult's major task is to empathize with the child, to understand the intent of the 

child's actions, and the child's thoughts and feelings. 
(3) The parent's next task is to communicate this understanding to the child by 

appropriate comments, particularly, whenever possible, by verbalizing the feelings 
that the child is actively experiencing. 

(4) The parent is to be clear and firm about the few "limits" that are placed on the child. 
Limits set are on time,, not breaking specified toys, and not physically hurting the 
adult. 

Goals of the Plav Sessions 
(1) To help the child change perceptions of the adult's feelings, attitudes, and behavior. 
(2) To allow the child - through the medium of play - to communicate thought, needs, and 

feelings to the adult. 
(3) To help the child develop more positive feelings of self-respect, self-worth, 

confidence. 
REMINDER 
These play sessions and the techniques you use are relatively meaningless if they are 
applied mechanically and not as an attempt to be genuinely empathic and to truly 
understand your child. 
Tovs for the Plav Sessions 
Creative: Play Doh, crayons (8 colors), paper, blunt scissors, 
Nurturing: nursing bottle (plastic), doll, small blanket, tea set for two, doctor kit, 
Aggressive: rubber knife, dart gun, toy soldiers (10-15), punching bag, 5' rope, toy snake 
Dramatic: family of small dolls, doll house furniture, Lone Ranger type mask, hand 

puppet, plastic animals (2 domestic, 2 wild) 
Other: small plastic car, Tinkertoys, ball (soft sponge type), bowling pins & ball 

Place for the Plav Sessions 
Whatever room you feel offers the fewest distractions to the child and the greatest 
freedom from worry about breaking things or making a mess. Set aside a regular time in 
advance. This time is to be undisturbed - no phone calls or interruptions by other 
children. You may wish to explain to your child that you are having these sessions 
because you are interested in learning how to play with the child in a different, "special" 
way than you usually do. 

Process 
Let the child use the bathroom prior to the play sessions. Tell the child, "we will have 
thirty minutes of special play time and you may choose to play with the toys in many of 
the ways you would like." Let the child lead from this point. Play actively with the child if 
the child requests your participation. Set limits only behaviors that make you feel 
uncomfortable. Track the child's behavior and feelings verbally. Do not identify toys by 
their normal names; call them "it", "that", etc. Give the child a five minute advance notice 
before terminating the session. Do not exceed the time limit by more than two or three 
minutes. 
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Session #2 Handout B 
FACILITATING REFLECTIVE COMMUNICATION 

(Garry L. Landreth, 1983) 

What response would you make to the following situations if you were practicing reflecting 
the child's feeling: 

1. Joe: (With wrinkled brow, red face, and tears in his eyes) "We lost. 
That team didn't play fair!" 

Adult: 

2. Jill: (Enters with C- test paper in hand) "I tried so hard, but it didn't do 
any good." 

Adult: 

Janet: (Rummaging through her drawer wildly, looking for a particular 
sweater she wanted to wear to the party she had been looking forward to 
for a long time) "I can never find anything I want." (Begins to cry) 

Adult: 

4. John: (Undressing Barbie doll) "Wow!" Look at her butt!" 

Adult: 

5. Carol: (Looking through the doorway to a dark room) "What's in there? 
Will you come with me?" 

Adult: 

6. Charlie: (Showing you his torn, smudged painting from school) "Look! 
Isn't it neat! My teacher said I was a good artist!" 

Adult: 
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FILIAL SESSION g.1 
(Garry L. Landreth, 1983) 

Review homework: 

(1) Facilitating Reflective Communication" Handout 

(2) Time and Place for Play Sessions 
NAME TIME PLACE 

(3) Toys 

II. Handout in Class: "Basic Rules for Filial Therapy". 
Use to review rules for play sessions. 

Basic Limits: Child's name 
Reflect feeling ... "I know you'd like to shoot the gun at m e . . . 
Set limit... but, I'm not for shooting. 
Alternative...You can choose to shoot at that {point at something acceptable)." 

III. Demonstration 

IV. Arrange for a parent to do video-taping during the week. 
First Volunteer: 

RULE OF THUMB: Be a thermostat, not a thermometer. 

Reflecting feelings creates an environment that is comfortable and 
accepting, as opposed to merely reacting to feelings. 

Homework: 

(1) Begin play sessions at home this week. 
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Session #3 Handout A 
BASIC RULES FOR FILIAL THERAPY 

(Garry L. Landreth, 1983) 

Don't 

1. Don't criticize any behavior. 
2. Don't praise the child. 
3. Don't ask leading questions. 
4. Don't allow interruptions of the session. 
5. Don't give information or teach. 
6. Don't preach 
7. Don't initiate new behavior (These first 7 are taken from Guerney, 1972) 
8. Don't be passive, quiet. 

Do 

1. Do set the stage. 
2. Do let the child lead. 
3. Do track behavior. 
4. Do reflect the child's feelings. 
5. Do set limits. 
6. Do salute the child's power and effort. 
7. Do join in the play as a follower. 
8. Do be verbally active. 

Check your responses to your children. Your responses should convey: 

1. "You are not alone: I am here with you." 
2. "I understand how you feel and I hear/see you." 
3. "I care." 

Your responses should not convey: 

1. "I will solve your problems for you." 
2. "I am responsible for making you happy." 
3. "Because I understand you, that means I automatically agree w/you." 

[Guerney, L. F. (1972). Play therapy: A training manual for parents. Mimeographed Report.] 
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Session #3 Handout B 

THE EIGHT BASIC PRINCIPLES 
(of Non-Directive Play Therapy) 

(Virginia M. Axline, 1969) 

1. The therapist must develop a warm, friendly relationship with the 
child, in which good rapport is established as soon as possible. 

2. The therapist accepts the child exactly as the child is. 

3. The therapist establishes a feeling of permissiveness in the 
relationship so that the child feels free to express feelings 
completely. 

4. The therapist is alert to recognize the feelinos the child is 
expressing and reflects those feelings back to the child in such a 
manner that the child gains insight into behavior. 

5. The therapist maintains a deep respect for the child's ability to solve 
problems if given an opportunity to do so. The responsibility to make 
choices and to institute change is the child's. 

6. The therapist does not attempt to direct the child's actions or 
conversation in any manner. The child leads the way; the 
therapist follows. 

7. The therapist does not attempt to hurry the therapy along. It is a gradual 
process and is recognized as such by the therapist. 

8. The therapist establishes only those limitations that are necessary 
to anchor the therapy to the world of reality and to make the child 
aware of the child's responsibility in the relationship. 

[Axline, V. M. (1969). Play Therapy. New York: Ballantine Books, {pp. 72-73}] 



119 

FILIAL SESSION MA. 
(Garry L. Landreth, 1983) 

I. Debriefing. How did the play sessions go? 
(Be aware of the time ~ keep group process moving!) 

II. As reporting is occurring, use their examples to illustrate rules of filial 
therapy. Also, focus on how they were able to reflect on their child's 
feelings. 

III. Handout: "Two Techniques of Discipline that Work". 

Go over importance of using this as first step in discipline process. 

IV. Arrange for next parent to video tape. 

Second Volunteer: 

V. Show video tape from first volunteer. 

RULE OF THUMB: Good things come in small packages. 

We enter our child's world in little ways, not big ones. 
We can't expect to be part of only the big events in our child's life. 

Homework: 

(1) Notice one intense feeling in yourself this week. 
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Session #4 Handout 
TWO TECHNIQUES OF DISCIPLINE THAT WORK 

(Garry L. Landreth, 1983) 

1. Firm limit-setting 

A. Three steps: 
(1) Romanize the feeling - "I know you'd really like to . . . o r 

"I can tell you're really f ee l i ng . . e t c . 

(2) Set the limit ~ . . but you may not o r . . but the 
cabinet door is not for kicking.", or". . but the answer is no." 

(3) Provide an alternative - "You can if you'd like.", or 
"You can choose to . 

B. After three-step process, DON'T discuss: "I can telt you'd lie to 
discuss this some more, but I've already answered that question." 

C. If you're not prepared to answer the question (want to talk it over with 
someone; want to get more information; want to think about it). 

(1) "I can't answer that question now. . . (because ...)." "I'll let 
you know (specific time)." 

(2) Nagging begins: "If you must have an answer now, the 
answer will have to be NO." 

D. If the child asks the same question again: Calmly - "I've already 
answered that question." Variations: 

(1) "Do you remember the answer I gave you a few minutes ago 
when you asked that same question?" (Child answers, "No, 
I don't remember.") "Go sit down in a quiet place and think 
and I know you'll remember." 

(2) "I've answered that question once (twice), that's enough." 

(3) If you think the child doesn't understand: "I've already 
answered that question. You must have some question 
about the answer." 

E. If you're undecided and open to persuasion: "I don't know... Let's 
sit down and discuss it." 

2. Oreo Cookie Theory: Give the child a choice, providing acceptable choices 
commensurate with the child's ability to choose. 
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FILIAL SESSION #5 
(Garry L. Landreth, 1983) 

I. Debriefing, combined with report on one intense feeling they had. Focus on 
importance of awareness of themselves in the play sessions. 

II. Handout: "When Setting Limits Doesn't Work" 

III. Arrange next taping session. 

Taping Session: 

IV. Review video of play session. 

RULE OF THUMB: The most important thing may not be what you do, but what 
you do after what you have done. 

It's not whether we make mistakes, but how we handle our mistakes that counts. 

Homework: 

(1) Sandwich hugs - explain. 

(2) Continue play sessions. 

(3) Practice giving one choice. 
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Session #5 Handout 

WHEN "SETTING THE LIMIT" DOESN'T WORK.. . 
(Garry L. Landreth, 1983) 

You have been careful several times to 1) reflect the child's feelings, 2) set clear, fair 
limits, and 3) give the child an alternate way to express feelings. Now the child continues 
to deliberately disobey. What do you do? 

Look for natural causes for rebellion: Fatigue, sickness, hunger, extreme 
stress, abuse/neglect, etc. Take care of physical needs and crises before 
expecting cooperation. 

2- Remain in control, respecting yourself and the child: You are not a failure 
if your child rebels, and your child is not bad. All kids need to "practice" 
rebelling. 

3- Set reasonable consequences for disobedience: Let the child choose to 
obey or disobey, but set a reasonable consequence for disobedience. 
Example: "If you choose to watch TV instead of going to bed, then you 
choose to give up TV all day tomorrow." 

4- Never tolerate violence: Physically restrain the child who becomes 
violent, without becoming aggressive yourself. Reflect the child's 
anger and loneliness. Provide compassionate control and alternatives. 

5- If the child refuses to choose, vou choose for the child- The child's refusal to 
choose is also a choice. Set the consequences. Example: "If you choose not to 
(choice A . . . or B), then you have chosen for me to pick the one that is most 
convenient for me." 

ENFORCE THE CONSEQUENCES: "Don't draw your gun unless you intend to 
shoot." If you crumble under your child's anger or tears, you have abdicated your 
role as adult and lost your power. GET TOUGH: TRY AfiAiiy 

Recognize signs of depression: The chronically angry or rebellious child is in 
emotional trouble and may need professional help. Share your concerns with the 
child. Example: "John, I've noticed that you seem to be angry and unhappy most 
of the time. I love you, and I'm worried about you. We're going to get help so we 
can all be happier." K 
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FILIAL SESSION #6 
(Garry L. Landreth, 1983) 

I. Debriefing on play sessions and giving one choice. 

II. Handout: "Common Problems in Filial Therapy" 

III. Arrange next taping session. 

Taping Session: _ _ _ _ _ 

RULE OF THUMB: Grant in fantasy what you can't grant in reality. 

It's okay for the "baby brother" doll to be thrown out a window in play time. 

Homework: 

(1) Write a note to your child of focus (as well as other children in the 
family) for three weeks, pointing out a positive character quality 
you appreciate. 

"I was just thinking about you and I think you are. 
That is such an important quality, we're going to put this note up." 

(2) Continue play sessions - notice patterns of play that are showing up. 



COMMON PROBLEMS IN FILIAL THERAPY 
(Garry L. Landreth, 1983) 
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Session #6 Handout 

1. Q: My child notices that I talk differently in the play sessions, and 
wants me to talk "normally". What should I do? 

2. Q: My child asks many questions during the play sessions and resents 
my not answering them. What should I do? 

A: 

3. Q: I'm bored. What's the value of this? 

A: 

4. Q: My child doesn't respond to my comments. How do I know I'm on 
target? 

5. Q: When is it okay for me to ask questions, and when is it not okay? 

A: 

6. Q: My child hates the play sessions. Should I discontinue them? 

A: 

7. Q: My child wants the play time to be longer. Should I extend the 
session? 
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FILIAL SESSION #7 
(Garry L. Landreth, 1983) 

I. Debriefing on play sessions with focus on patterns. 

II. Review reflective listening, setting limits, giving choices, etc. 

III. Show video tape of session. 

IV. Arrange next taping session. 

Taping Session: 

RULE OF THUMB: Praise the effort, not the product. 

Homework: 

(1) Notice the number of times during the week you touch your child. 

(2) Continue play sessions. 
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FILIAL SESSION #8 
(Garry L. Landreth, 1983) 

I. Debriefing on play sessions and number of times they physically touched 
their child. 

II. Show video tape of session. 

III. Arrange next taping session. 

Taping Session: 

RULE OF THUMB: If you draw your gun, shoot. 

Idle threats harm your relationship with your child. 

Homework: 

(1) Continue play sessions. 

(2) Write down any unanswered questions and bring next time. 
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FILIAL SESSION #9 
(Garry L. Landreth, 1983) 

I. Debriefing on play sessions. Give time for questions on various topics. 

II. Show video tape of session. 

III. Arrange last taping session. 

Taping Session: 

IV. Mention filial follow-up meetings. 

RULE OF THUMB: Don't answer questions that haven't been asked. 

Look behind the question for the deeper question. 

Homework: 

(1) Continue play sessions. 



128 

FILIAL SESSION #10 
(Garry L. Landreth, 1983) 

I. Briefly debrief. 

II. Show last video taped session. 

III. Handout: "Rules of Thumb and Other Things to Remember" 

IV. Closing Procedures: 

Focus on looking at differences in child and adult - then and now. 
Encourage feedback within'group on positive changes made. 

(Praise them, they may be scared about leaving the safety of the group!) 

V. Emphasize continued meetings. 

VI. Encourage them to continue play sessions. 

"If you stop now, the message is that you were playing with your child 
because you had to, not because you wanted to." 

RULE OF THUMB: If you can't say it in 10 words or less, don't say it. 

Recommended Reading: 

1. How to Really Love Your Child. Campbell. 

2. Between Parent and Child. Ginott. 

3. Liberated Parents. Liberated Children. Faber & Mazlish. 

4. How to Talk So Kids Will Listen. & Listen So Kids Will Talk. Faber & 
Mazlish. 
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