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This quasi-experimental study examined the effects of child-parent relationship therapy
(CPRT) with low income first generation immigrant Hispanic parents. Forty-eight parents were
randomly assigned by school site to the experimental group (n=24) and to the no treatment
control group (n=24). A two factor (Time x Group) repeated measures analysis of variance was
performed to examine the effects of group membership (experimental, control) and time (pretest,
posttest) on each of the six hypotheses. Dependent variables for the Spanish version of the Child
Behavior Checklist (CBCL) included Externalizing Problems, Internalizing Problems, and Total
Problems. Dependent variables for the Spanish version of the Parenting Stress Index (PSI)
included Child Domain, Parent Domain, and Total Stress. Results indicated that from pre-test to
post-test, parents who participated in the CPRT treatment group reported a statistically
significant improvement on their children’s behaviors at the alpha .025 level (Internalizing
Problems p< .001; Externalizing Problems p< .001; Total Problems p<.001) when compared to
children whose parents did not participate in CPRT. Partial eta squared (npz) further indicated
that the effects of CPRT treatment on the experimental group compared to the control group
from pre-test to post-test was large (np2 =.56; npz =.59; and np2 = .68, respectively). Similarly,
results indicated that from pre-test to post-test, parents who participated in the CPRT treatment
group reported a statistically significant improvement on parent-child relationship stress at the
alpha .025 level (Child Domain p<.001; Parent Domain p<.001; Total Stress p<.001) when
compared to parents who did not participate in CPRT. Partial eta squared (npz) further indicated
that the effects of CPRT treatment on the experimental group compared to the control group

from pre-test to post-test was large (np2 =.39; npz =.51;and np2 = .42, respectively).
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CHAPTER 1
INTRODUCTION

Government officials and researchers in the field of early childhood development have
stressed the urgency that exists to respond to children’s early mental health needs (Brazelton &
Greenspan, 2000; Bratton, Ray, & Landreth, in press; Knitzer, 2000; New Freedom Commission
on Mental Health, 2003; US Public Health Service, 2000). Indeed, the US Surgeon General
Report on children’s mental health stated, “The burden of suffering experienced by children with
mental health needs and their families has created a health crisis in this country” (p. 1).
Acknowledging the dire need for appropriate mental health services for children, leading
authorities in the field have advocated working with parents as a way to alleviate children’s
socioemotional hardships (Guerney, 1991; Landreth, 2002; Landreth & Bratton, 2006;
VanFleeet, 2005). This is primarily due to an extensive body of research that has linked
children’s mental health issues with the quality of the parent-child relationship (Berk, 2003;
Deater-Deckard, 1998; Greenspan & Wieder, 1998; Wilson & Ryan, 2000).

A secure attachment between parent and child is seen as the foundation of young
children’s positive social, emotional, and cognitive development (Ryan & Bratton, in press;
Greenspan & Wieder, 2006; Peth-Pierce, 2000; Thompson, 2002). Children who have had fewer
stable, positive relationships in early childhood are deemed at significant risk for lifelong adverse
consequences, such as poor school performance, inability to manage anger as reflected in higher
rates of delinquency and violence, higher proportion of placement in special education, and
higher school drop-out rates (Knitzer, 2000). In addition, minority groups are over-represented in
these areas (Gibbs, 2003; McWhirter, McWhirter, McWhirter, & McWhirter, 1998; Teplin,

2000), indicating a need to address their socioemotional development. As US continues to



experience the rapid increase of an ethnically diverse population, attending to the mental health
needs of young minority children is becoming imperative.

The US Public Health Service (2000) emphasized the need to increase the number of
culturally and developmentally appropriate researched-based mental health services for minority
children and their families. The President’s New Freedom Commission on Mental Health (2003)
also highlighted this need and recommended that early mental health interventions should be
made available and readily accessible in low-stigma institutions such as schools. Additionally,
the US Public Health Service listed as one of its primary goals to “Eliminate racial/ethnic and
socioeconomic disparities in access to mental healthcare” (p. 6). Furthermore, this report
recognized that even though Hispanic children are referred as much as non-Hispanic children,
they are less likely to receive mental health services. Since Hispanics are estimated to be the
largest and fastest growing minority group in the US (US Census Bureau, 2006a), it seems vital
to study the effectiveness of treatments that can meet the needs of Hispanic children and their
families, particularly in settings such as schools that are accessible to these families.

Within the US, statistics show that Hispanics represent the largest minority group at 42.7
million and continue to be the fastest growing (US Census Bureau, 2006b). Indeed, the US
Census stated that Hispanics accounted for almost 49% of the 2.8 million of the population
growth in the US between July 2004 and July 2005 (US Census Bureau, 2006a). Moreover, 11.9
million of Hispanics in the US are children under the age of 13. According to the US Department
of Education, in 2003, 18.8% of children enrolled in public elementary and secondary schools
across the US were of Hispanic origin (Hoffman & Sable, 2006). The National Center for
Education Statistics (NCE) stated in their 2003 report titled Status and Trends in the Education

of Hispanics that the number of Hispanic children is increasing faster than any other ethnic



group. The NCE estimated that by the year 2020, one in every five children under the age of 18
will be of Hispanic origin. Thus, it is essential to gain a deeper understanding of the mental
health needs of this population.

Several factors have been identified that place Hispanic children and families at greater
risk for mental health problems: (a) Discrimination in the areas of education, health care, and
employment (Santiago-Rivera, 1995; Santiago-Rivera, Arredondo, & Gallardo-Cooper, 2002);
(b) poverty (Klebanov, Brooks-Gunn, & Duncan,1994; La Roche, 1999); (c) language barrier
(Padilla, Ruiz, & Alvarez, 1975); and (d) emotional stressors caused by the acculturation process
(La Roche).Unfortunately, the US census (2005) indicated that poverty rates for Hispanic
families in the US are not improving, having remained at 21.8%.

The National Task Force on Early Childhood Education for Hispanics (2007) associated
risk factors affecting Hispanic children with negative outcomes such as academic failure,
delinquency and violence. Statistics from the Multicultural and International Outreach center
(2003) showed a significant representation of Hispanic youth in suicide rates as well as in the
justice system as compared to non-Hispanic White youths. These statistics indicate that the
mental health needs of Hispanic children are currently not being met. Despite the fact that these
factors have long been identified, the mental health profession continues to note an
underutilization of mental health services by the Hispanic population (La Roche, 1999; Padilla et
al., 1975; US Public Health Service, 2000). This underutilization of mental health services is
particularly alarming given the fact that this population continues to be identified by researchers
to be at-risk for mental health problems and for social/academic failure (Santiago-Rivera et al.,

2002; National Center for Education Statistics, 2003).



Padilla et al. (1975) provided a thorough review of possible causes for Hispanics’
underutilization of services. These factors include: (a) Lack of transportation; (b) language
barriers; (c) incongruence between treatments and Hispanics’ culture; (d) Hispanics’ use of
“folk” medicine as a source to solve emotional problems; (e) lack of trust of institutions and
people outside from their culture due to past negative experiences such as discrimination; and (f)
lack of congruence between clients’ social class and the mental health institutions. The
hypothesis that Hispanics living in US tend to underutilize counseling services due to social and
cultural differences and language barriers is supported by other researchers in the field (Altbach,
1991; Santiago-Rivera, 1995; La Roche, 1999; Andres-Hyman, Ortiz, Anes, Paris, & Davidson,
2006).

In addressing a solution to underutilization of services by the Hispanic population,
Altarriba and Bauer (1998), stressed the need to render services that consider and incorporate
Hispanic values in their delivery. The authors emphasized the importance of family as one of the
primary cultural values shared by Hispanics of various origins. As such, counseling services that
address the family needs and works with the family unit have the potential to be more successful
with Hispanic population. Other authors have further explained that the Hispanic family unit is
child-centered due to the high value placed on the parent-child relationship (Ramirez, 1989;
Vlach, 2002). This may indicate that involving parents in addressing their children’s mental
health needs could be a particular good fit for this population. In fact, researchers in the field
have started adapting parenting programs and studying their effectiveness with Hispanic
populations (Gorman & Balter, 1997; McCabe, Yeh, Garland, Lau, & Chavez, 2005).

Filial therapy, a research-based intervention, was first developed by Bernard and Louise

Guerney in the 1960s as an approach that uses child-centered play therapy principles and



involves parents fully in the therapeutic process, training them to become change agents in their
children’s lives (Guerney, 1991). The authors based their treatment on the premises that play is
the developmentally appropriate method of helping children overcome emotional problems and
that parents are more influential in a child’s life than therapists. Filial therapy was later refined
by Landreth into a 10-session model under the name of child-parent relationship therapy (CPRT;
Landreth, 1991, 2002). Landreth and Bratton (2006) formalized the 10-session model with their
textbook titled Child Parent Relationship Therapy (CPRT): A 10-Session Filial Therapy Model.
In order to allow for treatment replication and treatment integrity, a manual specifying the
protocol for the 10-session CPRT model has been published (Bratton, Landreth, Kellum, &
Blackard, 2006).

CPRT is a researched-based model that has shown statistically significant results with a
variety of populations and in diverse settings (Landreth & Bratton, 2006). Furthermore, CPRT
has been shown effective cross-culturally with an ethnically diverse population, including:
Chinese, Korean, Israeli, and Native Americans (Landreth & Bratton). Chau and Landreth (1997)
stated that this model may be effective with “minorities or immigrant families in the United
States” (p. 90). Although CPRT has been shown as a suitable treatment modality for non-
minority and minority families, an extensive review of literature reveals that no research has
been done to study its effectiveness with the Hispanic population. In fact, Landreth and Bratton
stated “Although this model has been used with Hispanic...parents, no outcome data has been
collected to date” (p. 465). Thus, studying the effectiveness of CPRT with Hispanics living in the
US is needed to address the early mental health needs of Hispanic children and to respond to the

ethical obligation to be multiculturally proactive within the mental health counseling profession.



Statement of the Problem

Alvy (1994) opens his chapter on culturally adaptive parenting training programs by
stating “If the majority group has available parenting programs that seem to help them raise
children who succeed in society, shouldn’t minority groups have equal access to this social
opportunity?” (p. 124).

The need for culturally appropriate and research based early mental health interventions
that involve parents is well documented. This need is particularly compelling for Hispanic
families as the largest and fastest growing minority group in the US. Despite this fact, there is a
dearth of literature examining the impact of parenting education programs for this population. A
review of literature on Hispanic values seems to support that CPRT could be a suitable treatment
modality to work with Hispanics. However, an extensive review of literature revealed no studies
examining the outcome of this modality with this population. Thus, the present study was
designed to study the effects of CPRT with Hispanic parents of young children.

Review of Related Literature

The review of literature concentrates on the following elements: (a) characteristics of
Hispanics, (b) at-risk factors affecting Hispanic children’s mental health needs, (c) values
encountered in the Hispanic culture, (d) parenting values in Hispanic families, (e) culturally
responsive services for Hispanics, (f) parenting programs adapted for Hispanics, (g) child-
centered play therapy as a developmentally appropriate treatment for children, (h) filial therapy,
(1) CPRT, and (j) rationale for using CPRT with Hispanics.

Characteristics of Hispanic Population Living in the United States

Hispanics living in the US are composed of many different groups with somewhat

different backgrounds. Casas and Vasquez (1996) emphasized the importance of differentiating



among Hispanic populations living in US. These populations include Mexicans, Puerto Ricans,
Cubans, Central Americans (i.e., Guatemala, Honduras, Costa Rica, El Salvador, Nicaragua,
Panama), South Americans (e.g., Colombia, Venezuela, Peru, Chile, Ecuador, Uruguay,
Paraguay, Argentina), and Spanish-speaking Caribbean islands (e.g., Dominican Republic).
Casas and Vasquez noted that although Hispanics share a similar heritage, history, language, and
sociocultural background, in some respects they vary in regards to customs, political and
economic situations. Even though the cultural similarities among these groups are recognized by
researchers in the field (Andres-Hyman et al., 2006; Vlach, 2002), it is still encouraged to be
cautious about differences when conducting research with Hispanics.

Recently researchers appear to be more cautious to separate Hispanic groups in order to
have an in-depth understanding of differences among Hispanics from different heritages. An
example is found in the book titled Children of Color: Psychological Interventions with
Culturally Diverse Youth by Gibbs (2003), in which Hispanic population is divided into three
chapters, each addressing a specific Hispanic group (Central American, Mexican American, and
Puerto Rican). However, although researchers in the field support looking into the different
characteristics among the Hispanic population according to their heritage, an extensive review of
literature yields a paucity of research investigating Hispanic values according to their country of
origin. The paucity of research has been previously identified by researchers in the field
(Altarriba & Bauer, 1998). Thus, information presented about Hispanics in the US throughout
the rest of this paper concerns Hispanics in general. Whenever possible, I have identified specific

groups by country of origin.



At-Risk Factors Affecting Hispanic Children’s Mental Health

Investigators in early childhood development have associated early at- risk factors with
negative outcomes in the socioemotional development of young children (Duncan, Brooks-Gunn,
& Klebanov, 1994; Knitzer, 2000). Furthermore, research has supported that not addressing the
mental health of children leads to academic, social, and mental health problems that raise the risk
of school drop-out, delinquency, violence and suicide (US Public Health Service, 2000). A
special analysis published by the National Center for Education Statistics (2003) stated that
Hispanic children are five times more likely than Caucasian children to enter kindergarten facing
two or more risk factors. A review of literature corroborates that Hispanic families that live in
the US face many risk factors such as discrimination in the areas of education and employment,
overrepresentation in poverty levels and in the welfare system, language barriers, and stressors
arising from the acculturation process (Gibbs, 2003; Klebanov, Brooks-Gunn, & Duncan, 1994;
La Roche, 1999; Santiago-Rivera, 1995).

The National Task Force on Early Childhood Education for Hispanics (2007) released an
in-depth report on the risk factors that jeopardize Hispanic children’s academic success. The
report stated that Hispanic children are at higher risk for academic failure due to low parental
educational level, higher poverty levels, living in single-parent homes, and challenges of having
English as a second language. The report noted an over-representation of Mexican descendent
Hispanics in these at-risk areas as compared to Hispanics of other origins. The report indicated
that 27% of Hispanic children live in single-parent households as compared to 15% of white
children. This report concluded that 44% of Hispanic children had mothers who had not
graduated from high school as compared to only 9% of Caucasian children. Consistent with such

low educational level, the report indicated that 58% of Hispanic children lived in poverty as



compared with 27% of Caucasian children. A closer look at these statistics revealed that 26% of
Hispanic children between the ages of 0-8 were living below the federal poverty line as
compared to 9% of Caucasian children in the year 2000. Most Hispanic parents reported using
Spanish as their main language at home; this factor was even higher for Hispanics living in
poverty.

The National Center for Education Statistics (NCES) released their report titled Status
and Trend in the Education of Hispanics (2003) which reported that the majority of Hispanic
children start kindergarten without knowing English, putting them at greater risk for academic
failure. These findings are supported by Ramey, Lanzi, and Ramey (1998) who examined at-risk
factors associated with children’s perceptions of school. The authors found that children enrolled
in Head Start that came from households where English was not the primary language had more
negative perceptions about their school. The NCES also highlighted poverty as one of the main
at-risk factors for Hispanic children. Poverty has been associated with negative outcomes in the
parent-child relationship (McLoys & Wilson, 1990).

Klebanov et al. (1994) used participants enrolled in the Infant Health and Development
Program to examine how neighborhood and family conditions affected maternal characteristics
and mother-child interactions. Of the 895 participants, 11.3% were of Hispanic origin. The
authors looked at the relationship among the different variables, including neighborhood poverty
and maternal warmth/responsiveness. The coefficient of the linear regression revealed that living
in a poor neighborhood decreased maternal warmth/responsiveness towards children. The
authors explained that negative correlation between these variables have previously been
hypothesized by other authors to be an adaptive behavior to prepare children for the harsh

environment that poorer neighborhoods represent for these families. However, further analysis



revealed that after separating by race, there was no significant relationship for Hispanics between
neighborhood poverty and maternal warmth and responsiveness. The authors did not provide
further explanation for this finding.

Hashima and Amato (1994) investigated the relations among poverty, social support,
parental punitive behavior, and unsupportive parental behaviors. The authors analyzed data from
a sample of 1,035 participants from National Survey of Families and Households. All of the
research participants were caregivers of children between ages 0-5. The unsupportive parental
behaviors were based on the frequency of behaviors such as praising and hugging. Under
punitive behaviors, the authors examined frequency of yelling and spanking. The results
indicated that punitive and unsupportive parental behaviors were positively correlated with
poverty level. However, as perceived social support increased the use of punitive behavior
seemed to decrease for parents living under poverty line. Moreover, after controlling for race,
findings suggested that Hispanic Americans were less likely to report punitive behavior, but still
likely to report unsupportive parental behaviors. The authors hypothesized that such a finding
could be caused by cultural differences in child-rearing and suggested further research that looks
at variables such as length of residency in US to better understand these differences.

McLoyd and Smith (2002) took a sample from the National Longitudinal Survey of
Youth (NLSY) consisting of 3,053 women from which 401 were of Hispanic origin. Mothers in
this sample reported their children’s behavioral problems and how frequently they used spanking
at 4 different intervals (1988, 1990, 1992, and 1994). Children were 4 or 5 years old at the first
data collection interval. The authors used the Behavior Problem Index to analyze changes in
children’s behaviors; the HOME Observation for Measurement of the Environment to determine

maternal emotional support; and an open-ended question to measure the amount of spanking.
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These variables were all evaluated at each of the four measurement points. Results from this
research indicated a positive correlation between spanking and number of behavioral problems in
children over time. This correlation was stronger for Hispanics than for European Americans.
However, for all ethnic groups such correlation seemed to be moderated by level of maternal
emotional support; indicating that the higher the level of emotional support, the weaker the
correlation between frequency of spanking and increase in children’s behavioral problems.
Further analysis revealed that a decrease in spanking over time was positively correlated to a
decrease in children’s problem behaviors.

Values of Hispanics Living in the United States

Altarriba and Bauer (1998) summarized an extensive review of literature to define
specific characteristics that distinguish three main Hispanic groups in US: (a) Cuban Americans,
(b) Mexican Americans, and (c) Puerto Ricans. The authors explained differences in terms of
socio-economic and political history of their country of origin while providing readers a
summary of specific cultural values that appear to identify Hispanic culture in general. These
values include: strong family orientation, simpatia, religion, and allocentrism. Recognition of
these values among Hispanics has been corroborated by other researchers in the field (Andres-
Hyman et al., 2006; Flores, 2000; La Roche, 1999)

Altarriba and Bauer (1998) explained that Hispanics strongly value family cohesiveness
and expect family members to show high levels of respect for each other. This value is fostered
among extended family and includes non blood-related family members such as comadres and
compadres (godparents). The authors stated “A sense of self-confidence and security arises from
the close family bond” (p. 391) when explaining the significance of family cohesiveness for

Hispanics. The parent-child relationship is highly valued within Hispanic culture, (Ramirez,
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1989; Vlach, 2002), thus researchers recommended counseling approaches that focus on
redefining problems in the child-parent interaction (Falicov, 1982). Altarriba and Bauer
explained simpatia as another shared value that refers to Hispanics’ preference for behaviors that
promote non-conflicting relationships. This leads to actions that show conformity and avoid
confrontations. Similar to this value is allocentrism, which emphasizes a need to form
“interpersonal relationships in groups that are nurturing, loving, intimate, and respectful” (p.
391). In this manner, Hispanics value trust, empathy, willingness to sacrifice for others, and
interdependence in group settings. According to the authors, religion plays an important role in
Hispanic families and is often sought as a source to help alleviate mental health issues.

Altarriba and Bauer (1998) mentioned that most Hispanics are affiliated with Catholic
religion. However, the authors clarified that within religious beliefs, many Hispanics believe in
santeria, a mixture of Catholic and African traditions. While santeria is more prevalent among
Cubans, other Hispanic groups believe in spiritualism. The authors further explained that for
Hispanics, spiritualism symbolizes an invisible world with good and bad spirits. Curanderos are
people with special powers that can communicate with these spirits and have knowledge of folk
medicine. Altarriba and Bauer emphasized that Hispanics are likely to seek help from santeros or
curanderos for emotional and or psychological problems instead of seeking counseling services.
The authors recommended for counselors to be aware of these values when working with
Hispanic clients. Baez and Hernandez (2001) emphasized the need to be culturally sensitive to
religious beliefs when counseling Hispanic clients.

In the same article, Altarriba and Bauer (1998) stated that Hispanics share beliefs that
compose their worldview, which divides into four categories through which Hispanics socialize

and interact. The authors advised counselors to take into consideration these worldviews when
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working with this population and explained each one more in depth. Hispanics view nature as a
being more powerful than oneself, thus one has no chance of defeating nature. This leads
Hispanics to view life events as caused by natural forces they cannot overpower. Hispanics look
at time in terms of present tense. Thus, the past and/or the future have no effect on Hispanics’
decision-making. Another worldview refers to a preference for activities based on spontaneous
interactions that include expression of emotions and desires. In their view of social relations,
Hispanics are likely to look at relations in a hierarchical manner, in which authority figures are
respected. Flores (2000) explained that Hispanic clients view health care providers as authority
figures and treat them respectively.

Santiago-Rivera et al. (2002) advocated for the implementation of four core Hispanic
cultural values into the development of mental health services that are responsive to their culture.
They identified these values as personalismo, familismo, respeto, and dignidad. These values
have been corroborated by different researchers (Andres-Hyman et al., 2006; Flores, 2000;
Perez-Stable, 1987). These authors defined personalismo as a “formal relationship” and
explained that Hispanic clients expect to develop an affectionate/warm personal relationship with
the clinician. Familismo refers to the strong loyalty Hispanics have toward their families,
including non-biological related friends who are considered part of the family, which leads them
to place family’s well-being above individual needs. Respeto is identified as a cultural value that
places an expectation to be respectful to authority figures, including therapists. This cultural
value is also expected to be reciprocal by the therapist showing respect toward the client with
gestures such as a handshake to salute the client. Dignidad refers to the cultural value of being
worthy of respect and a expectation to treat others and be treated in a way that strengthens a

sense of pride.
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Pederson (1987) explained that for Hispanics, the individual’s mental health is
understood as part of the family’s mental health. Gloria and Rodriguez (2000) also emphasized
the importance of family and the value of the well-being of the family being placed above the
individual welfare. In fact, studies on Hispanics’ acculturation process refer to separation from
family as one of the greatest sources of stress (Smart & Smart, 1994). As a consequence of this
emphasis on groups over the individual, Hispanics have a tendency to feel more comfortable in
noncompetitive situations and in group work (Griggs & Dunn, 1996).

Hispanics and Parenting

Parenting is recognized as a powerful influence on children’s development (Albright &
Tamis-LeMonde, 2002). Leading authorities in the investigation of parenting practices
emphasized the importance of understanding the influence of culture in child-rearing
(Bronfenbrenner, 1979, 1986). Bornstein, Tal, & LeMonde (1991) emphasized that culture is an
essential variable that influences the parent-child relationship, and as a result, children’s
socialization. The authors explained it is within the context of culture that caregivers will
exercise parenting practices, thus affecting children’s social, cognitive, and emotional
development. They hypothesized that parents will choose parenting practices that leads them to
satisfy essential cultural goals, thus, such practices vary depending on family’s cultural values.
The authors further emphasized that even though there is recognition within mental health
professions that culture is central to parenting, researchers in the field often neglect to look at
culture when studying parenting.

Darling and Steinberg (1993) argued that in order to gain an understanding of how
parenting practices influence children’s development, one must look at three different practice

factors: (a) parents’ goals toward socialization, (b) child-rearing practices used by the parents to
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reach such goals, (c) parenting style or environmental factors that influence the manner in which
parents socialize their children. Such interaction with the environment has been recognized by
other authors who linked the interaction between the family system with outside institutions and
society as one influential factor in child-rearing (Harrison, Wilson, Pine, Chan, & Buriel, 1990).
Monzo and Rueda (2006) explained that Hispanics living in US tend to seek biculturalism, thus
adapting some of the American cultural values while maintaining some of their own values
within their parenting practices.

Zayas and Solaris (1994) conducted a summary of the review of literature examining
parenting practices among Hispanics and concluded that Hispanics living in US appear to prefer
behaviors that enhance intimacy to family, parental authority, and relationships with others.
Furthermore, the authors indicated that identified Hispanic parenting values differ from
American parenting values and as a result must be taken into consideration and integrated in the
delivery of parenting programs. The authors indicated that for Hispanic families living in US, not
only their cultural values, but also their status as a minority, play a major role in their parenting
practices. The authors noted that parenting practices among low-income Hispanic mothers are
affected by the level of perceived support and stress they experience. Specifically, the authors
explained that the higher the stress level, the more likely that these mothers will use modeling,
which leads to completing tasks for young children. Conversely, higher degree of perceived
support correlated with mothers using more autonomous parenting practices. Zayas and Solaris
advised practitioners to account for the influence of education level, socio-economic status, and
length of residency in US when addressing parenting practices with Hispanic population.

Gonzalez-Ramos, Zayas, & Cohen (1998) studied child-rearing values among 80 low-

income, urban Puerto Rican mothers with at least one child under the age of six. The authors
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developed the Child-Rearing Values and Behaviors Inventory (MCKV-BI) based on findings
from 4 focus groups in order to conduct the study. Participating mothers were asked to rate a
total of 13 child-rearing values. Results indicated that participants highly valued honesty, respect
and obedience, responsibility, loyalty to family, being affectionate, sharing with others, being
independent, getting along with others, valuing older people, humbleness, assertiveness, and
creativity. The authors further emphasized that these mothers’ understanding of the word
independence is different than the concept it has in the Anglo-American culture. For these
mothers, independence meant for the child to be more self-sufficient in activities such as
dressing or feeding oneself, as opposed to children becoming independent in their relationship
with their parents or others.

Gonzalez-Ramos et al. (1998) further cautioned clinicians to understand child behavior
within a cultural context and be aware that children are expected to act in accordance to their
cultural background. Results from this study also supported that acculturation has an impact on
parenting practices. Mothers in this study who were less acculturated ranked humility and
respectfulness higher than mothers who were more acculturated. More acculturated mothers,
ranked independence and creativity higher than did less acculturated mothers. These results
indicated that the level of acculturation influences child-rearing practices. Mothers, who become
more acculturated to the Anglo-American society, have a tendency to adopt the mainstream
cultural values, which affects their parenting.

The influence of acculturation on Hispanic parenting values was found to be significant
in another study conducted by Contreras, Lopez, Rivera-Mosquera, Raymond-Smith, and
Rothstein (1999). In this study, Puerto Rican adolescent mothers who were less acculturated

showed less stress associated with grandmothers’ involvement in their child-rearing than more
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acculturated mothers. The authors hypothesized that since family support is highly valued in
Hispanic culture, less acculturated young mothers in the study found their mothers’ help to
actually diminish parental stress. However, as the level of acculturation increased, assistance or
dependency on family members became a stressful factor. Other researchers have also associated
the level of acculturation to be a significant factor in the parenting practices of Hispanic
population (Monzo & Rueda, 2006; Varela & Vernberg, 2004).

Varela and Vernberg (2004) investigated preferred parenting styles among Mexican
American, Mexican immigrants living in US, Caucasian non-Hispanic families, and Mexicans
living in their country of origin. The sample of 308 parents responded to questionnaires looking
at their parenting practices. Statistical analysis indicated that Mexican parents living in their
country of origin, and Caucasian non-Hispanic parents appear to be more authoritative than
authoritarian, while Mexican immigrants and Mexican Americans were more authoritarians. The
authors hypothesized the possibility that being a minority may be a factor influencing Mexican
American and Mexican immigrants to be more authoritarian rather than their ethnicity or cultural
background. Varela and Venberg explained that Mexican American and Mexican immigrants
might use more authoritarian child-rearing practices in response to stressors associated with
being a minority group in US.

Harwood (1992) reported the results of a study conducted to investigate differences in
Puerto-Rican mothers versus Anglo-American mothers in regards to child attachment and
cultural values that influence their responses to their toddlers. The authors used vignettes and
open- ended questions to study the groups’ perceptions. Further coding analysis allowed
categorizing answers in order to utilize ANOVA to study the differences between groups.

Results revealed that Anglo-American mothers valued toddlers’ behaviors related to the
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American cultural value of individualism. Thus, these mothers preferred behaviors that
emphasized autonomy, self-control, and activity. Puerto Rican mothers in this study valued
behaviors that were congruent with Hispanic cultural value of relatedness, such as, closeness to
mothers, respectfulness and affection. Further results revealed that a secure child-mother
attachment was highly valued by both groups, but for different reasons. The Puerto Rican
mothers focused on whether the child in the vignette was able to be respectful, loving, and
exercise self-control in the mother’s absence. Anglo-American mothers focused more on the
category named by the authors “personal development” in which the mothers seemed more
concerned with whether the child had the abilities to cope with the absence of the mother.
Monzo and Rueda (2006) examined the results of a 2 year ethnographic study examining
the acculturation variable on Hispanics who live in US and their methods of disciplinary actions.
They found that Hispanic parents in this study showed a tendency to negotiate their cultural
beliefs with the mainstream society’s values and seemed to strive to integrate both cultures
within their parenting practices. Further analysis revealed that participants believed spanking to
be an acceptable disciplinary action, especially for young children. This perception was found to
be influenced by a belief that young children do not have the cognitive abilities to understand
verbal directions and as a result spanking provides a means for helping children understand rules.
A main cultural factor influencing Hispanic parenting was found to be parents’ expectations for
their children to behave within an adult context. Interestingly, this expectation was tied to the
fact that Hispanic parents rarely leave their children at home with sitters when going to adult
functions. Thus, young Hispanic children are usually expected to behave in a socially acceptable
manner in adult settings that they might find boring. The mothers in this study stated that they

considered it “abuse” (p. 195) leaving their children behind for other adults to take care of them.
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Monzo and Rueda (2006) further emphasized that it is important for professionals
working with Hispanic parents to be respectful of their parenting practices, to understand how
socio-economic status is an influential factor on child-rearing among Hispanics, and to
acknowledge that parenting practices among Hispanics in US steam from incorporating Anglo
and Hispanic cultural values into their parenting strategies. Moreover, an eminent finding was
associated with Hispanic parents’ perception of professionals providing parenting classes as an
expert. This perception resulted in these parents feeling unable to show disagreement out of
respect for such authority. The authors emphasized the importance of trust as a necessary
construct before Hispanic parents feel safe to be open to discuss their child-rearing practices.

Spiwak (1982) conducted a dissertation examining parenting attitudes on low and middle
socioeconomic Mexican American parents living in US while examining acculturation level. The
study looked at 80 middle class Mexican-American parents and at 98 Mexican American parents
from low socioeconomic status with at least one preschooled aged child. Both groups viewed
love and caring as fundamental values within the family unit and the inclusion of immediate
family members as important. Both groups valued the concept of bien educado (well-educated).
The author highlighted that this concept was not associated with academic success; instead, bien
educado was defined by these parents as the child’s ability to behave respectfully. However, the
middle class parents appeared to emphasize more characteristics such as children being fun,
enjoyable, and beautiful, as opposed to low socio-economic parents in the study who emphasized
more teaching, learning, and moral values. This study found that parents from low
socioeconomic class used more punishment, and a strong moral orientation to guide children’s

behaviors. Middle class parents in the study used a combination of disciplinary actions, including
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spanking. It is important to notice that children in the study appeared to respond better to verbal
reprimands than to physical ones.

The Center for the Improvement of Child Caring (CICC) conducted research on the
parenting practices of Mexican American parents (Alvy, 1994). The sample included parents
from middle class, as well as, parents living in poverty. The sample was also representative of
different levels of acculturation, including parents who had recently immigrated and Mexican
American parents who were born in US. The findings yielded differences and similarities
between low income and middle- income parents. Specifically, results revealed that both groups
valued children being playful and enjoyable, as well as love and psychological well-being.
However, parents from middle class emphasized these areas more than parents from low income.
The two areas that were more emphasized by low income parents were learn/teach, and
obedience/respect. The author explained that Mexican American parents from low income
groups may have a need to teach their children moral values and emphasize education to
overcome at-risk factors. The research revealed that for recently immigrated parents, the concept
of bien educado was the most valued. Further analysis revealed that the concept was related to
being respectful and not to academic achievement. The research also revealed that parents from
middle class favored the following more than did parents from low socioeconomic class:
Spanking as an acceptable disciplinary action, consistency and firmness, love and understanding,
talking. Parents from low income valued more punishment. Both groups reported using praise as
a response to preschool children.

Culturally Responsive Services for Hispanics
Within the counseling profession, a need to be culturally proactive to reach minorities

living in US has been recognized. In fact, the 2005 American Counseling Association (ACA)
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code of ethics takes a multicultural proactive stand by considering cultural and social justice
issues throughout the code (Glosoff & Kocet, 2006; Kaplan, 2006). Kaplan accentuated that most
introductory statements in the 2005 ACA code of ethics highlight counselors’ ethical obligation
to reflect on how cultural values relate to the different standards in each section. As an example,
Kaplan reminded readers that at the end of the introduction statement to Section G, Research and
Publications, it is stated “Counselors minimize bias and respect diversity in designing and
implementing research programs” (American Counseling Association, 2005, p. 16). However,
there seems to be a paucity of research investigating appropriate treatments for Hispanic children
living in US (Costantino, Malgady, & Rogler, 1994).

Rogler, Malgady, Costantino, and Blumenthal (1987) provided an in-depth analysis of
culturally sensitive/responsive services when working with Hispanic clients by conducting a
review of literature. The authors concluded that there are three main ways used by mental health
professionals to be culturally sensitive and/or responsive. The first one is based on making
traditional treatments more available to Hispanics. The second approach centers on selecting
therapeutic treatments that match Hispanic cultural values. The third approach consists of
modifying traditional treatments to incorporate Hispanics’ cultural values. The authors suggested
choosing treatment modalities that are congruent with Hispanic culture and for mental health
professionals to remain flexible to modifying the treatment in order to incorporate Hispanics’
values as necessary. Santiago-Rivera et al. (2002) cautioned professionals to be aware that even
though Hispanics of different origins share many cultural values, one must be careful and take
into account the diversity that exists among Hispanics when applying these values into treatment

modalities.
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Costantino et al. (1994) stated that a review of literature appears to indicate that when
Hispanic clients look for mental health assistance, they are likely to receive inappropriate
services. The authors stated that the provision of inappropriate services is due to “Cultural
dissonance [that] emerges not only in the client-therapist relationship, but also when the Hispanic
clients’ language, cultural values, and beliefs contradict the professional orientation embodied in
mainstream healthcare system” (p. 14). Thus, the authors conducted a research investigating the
efficacy of a story telling modality that incorporated Hispanic cultural elements through the use
of pictures.

The study conducted by Costantino et al. (1994) recruited 90 Hispanic students in grades
fourth to sixth from a public school in New York. Students in the study scored high in
symptomatology related to anxiety, phobic, and conduct problems. The experimental group
(n=45) and control group (n=45) were divided into subgroups that participated in 90 minutes
session throughout 8 weeks. The experimental intervention consisted of showing pictures that
portrayed Hispanic values such as traditional foods and games. The pictures also showed
neighborhoods in urban settings. The pictures formed part of Tell-Me-A-Story (TEMAS), a
thematic perception test that past research has showed to incite longer stories in Hispanic
children. The control group participated in psycho-educational groups. Results showed that
conduct problems decreased for sixth graders who participated in the treatment group as
compared to the control group, however, no difference was found for fourth and fifth graders.
The self-reported anxiety level decreased for the experimental group about a half standard
deviation as compared to the control group. Phobic symptoms decreased for male sixth graders

and for female fifth and sixth graders in the experimental group. The authors concluded that the
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study supported “the effectiveness of using culturally sensitized modalities to treat Hispanic
youngsters’ conduct problems in school and their anxious and fearful symptoms” (pg. 19).

Garza and Bratton (2005) conducted a pre posttest comparison group designed to
investigate the effectiveness of child-centered play therapy on 29 school-aged Hispanic children
with behavioral problems. The study was conducted at children’s schools and the authors used
the Behavior Assessment Scale for Children (BASC) as a measurement instrument. In order to
be culturally responsive to the needs of Hispanic children, the authors included toys that captured
the values of Hispanic children participating in the study. Children were introduced to the
playroom in both languages (Spanish and English) and responses during the play sessions were
provided by matching the language used by the child. Treatment was provided by
bilingual/bicultural counselors. Children in the experimental group (n=15) participated in weekly
play therapy sessions for 30 minutes for 15 weeks. Children in the comparison group (n=14)
participated in weekly 30 minute curriculum based small group counseling for 15 weeks. Results
indicted a statistically significant reduction in children’s externalized problem behaviors as
reported by parents for participants in the experimental group when compared to the control
group. Parents’ report of children’s internalized problems showed a moderate treatment effect for
the experimental group when compared to the control group. Results from teachers’ response in
the BASC Teacher Report Form (TRF) did not reveal statistically significant results. The
researchers noted irregularities in the posttest collection of teacher data.

Ramirez, Flores-Torres, Kranz, and Lund (2005) provided an in-depth explanation of the
use of Axline’s eight principles of play therapy with Mexican-American children. The authors
described each principle while providing specific suggestions as to how to apply them when

working with this population. Recommendations for play therapists included an increased
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awareness of their cultural values and biases coupled with a deep understanding of the Mexican-
American culture. The authors cautioned therapists to be aware of child-rearing practices within
Mexican culture that are contrary to some of the principles. These included the permissiveness
given in the playroom, allowing the child to take responsibility and the lead on his/her own,
introducing the playroom in a task-oriented manner. The authors suggested for therapists to
honor the child’s cultural value of personalismo by engaging in casual conversation at the
beginning of the first session. Further suggestions included the use of materials that are culturally
familiar to Mexican children; including the parents as an important part of the therapeutic
process; and a proficient use of the Spanish language.
Parenting Programs and Hispanics

Alvy (1994) explained that the development of culturally sensitive programs originates
from the belief that main differences exist in child-rearing practices between Euro-American and
other American parents. Researchers in the field support that culture inevitably affects child-
rearing as parents seek to transmit their cultural values through their parenting practices (Alvy;
Bornstein et al., 1991). An extensive review of literature corroborates that Hispanic parents
living in US differ in their parenting practices from other ethnic groups (Contreras et al., 1999;
Gonzalez-Ramos et al., 1998; Monzo & Rueda, 2006; Spiwak, 1982; Varela & Vernberg, 2004;
Zayas & Solari, 1994). Thus, in an attempt to attend to Hispanic children’s mental health needs,
more practitioners are researching the effectiveness of culturally sensitive parenting programs
(Alvy; McCabe et al., 2005).

Powell, Zambrana, and Silva-Palacios (1990) surveyed 58 Mexican mothers and 63
Mexican-American mothers to investigate their preferences in parenting programs. Specifically,

the authors investigated: preferred delivery method, preferred person as a source of information,
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extent of wanting involvement of family members, preference for having familiarity with group
members, and preference for program content. Results indicated that Mexican mothers preferred
a group format with a combination of home visits as a delivery method and a person with special
training or an older parent as a source of information. Mexican mothers also indicated their
preference for including extended family members in parenting groups, for having activities that
focused on children, and rated reading materials as the least attractive manner in which to learn
new information. The authors indicated that this last factor might be associated with participants’
reading ability. The major difference occurred in the preference to have familiarity with group
members prior to starting the parenting group; 85% of Mexican mothers preferred familiarity
versus 59% of Mexican American mothers. Both groups indicted that they preferred having
information on child-rearing practices. Specifically, the respondents overwhelmingly rated
having information on the item “Ayudar a su hijo para que tenga una vida mejor que la suya”
“Helping your child to have a better life than yours” as the preferred kind of information wanted
from a parenting program. The authors suggested the following recommendations when working
with Mexican mothers: (a) use a combination of group and home-visit format; (b) use a trained
professional or a parent of older children to deliver the program; (c) invite and be open to
allowing extended families to participate and be a part of the group; (d) prior to starting the
group, have an informal group gathering to allow members to socialize and familiarize
themselves with each other; (e) advertise and link the parenting principles presented to the
improvement of the child’s future; (f) do not rely on reading materials; and (g) have activities
that include the children. Zayas and Solaris (1994) emphasized that in order for parenting
programs to be culturally sensitive to Hispanic population, one must link cultural values to the

principles being taught and show respect for Hispanic parenting strategies and beliefs.
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In the late 1980s the confident parenting program was adapted to Hispanic population
after an extensive examination of the group’s cultural values that started in the late 1970s. The
resulting program was named los nifios bien educados (Alvy, 1994). The Center for the
Improvement of Child Caring (CICC) developed this program and tailored it toward newly
immigrated low socioeconomic Hispanic parents. The modified program included pictures to
exemplify each of the skills taught to overcome parents’ low reading levels. Similarly, the
program used Hispanic sayings or dichos to help parents remember the skills and create a more
familiar cultural and linguistic environment. Acculturation and gender roles were addressed by
including them as part of the curriculum. The cultural value of personalismo was honored by
having instructors use more self-disclosure. Similarly, the value for relationships was
incorporated by allowing parents social time to interact with each other during each session with
the use of a cafecito break or coffee break and the use of rapport-building activities during the
first session. According to CICC, the Retrospective Assessment of Family Relationship
Questionnaire has been used to evaluate the program. Results showed that parents reported their
relationship with their children significantly improved after attending the program. No published
quantitative outcome data has been published for this program (Gorman & Balter, 1997).

The parent child interaction therapy (PCIT) was recently culturally adapted to work with
Mexican Americans and its’ effectiveness is currently being researched (McCabe et al., 2005).
The authors based their cultural adaptations on information gathered through a review of
literature, qualitative data obtained from focus groups, and consultations with experts in cross-
cultural mental health services. The program uses an initial assessment during which cultural
variables that may affect parents’ participation in the program are assessed. The instructor is then

provided with specific recommendations on how to successfully address these variables. The
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program was framed as an educational/skill building intervention in order to minimize stigmas
associated with mental health services. Thus, the authors named the program guiando a los nifios
activos. The culturally adaptive program encourages the inclusion of extended family members,
emphasizing a need to focus on the cultural value of family cohesiveness and respect the
preference for family decision-making. The program encourages instructors to spend more time
building rapport in order to be sensitive to the cultural value of personalismo. Similarly, the
instructors are expected to spend more time processing parental concerns, as research has shown
Mexican parents are less likely to disagree with the instructor due to the respect they feel toward
authority figures. All materials for the program were translated in Spanish and include pictures to
overcome barriers due to low reading levels. The authors stated that they are currently
conducting a pilot study to examine the effectiveness of the program, but no outcome data has
been published yet.

Gorman and Balter (1997) provided a thorough review of literature on parenting
programs that have been adapted in order to reach minority groups. They identified three types of
culturally sensitive programs: (a) translated program, (b) culturally adapted, and (c) culturally
specific. The authors explained that translated programs are not responsive to cultural needs
since these programs are not culturally modified. In contrast, a culturally sensitive program is
adapted to incorporate the cultural values of a specific population and culturally specific
programs are designed to explicitly meet the parenting needs of a specific ethnic group. The
authors provided a critique of quantitative literature on culturally sensitive parenting programs
targeting Hispanics residing in US.

Gorman and Balter (1997) referred to the Houston parent-child development center

program developed for low-income Mexican American parents in head start programs. The
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program focuses on enhancing the parent-child relationship and its goal is to be a prevention
program. Gorman and Balter reported that four studies have been conducted investigating the
effectiveness of the program. After careful analysis of these research outcomes, the authors
concluded that results are mixed with effect sizes ranging from -.02 to .68 for changes in
children’s behaviors. Similarly, results for changes in parents’ behaviors yielded effect sizes
between -.04 and .45. Gorman and Balter stated that “while their mixed results are somewhat
comparable with general findings of parent education efficacy studies, their overall findings...are
modest at best” (p. 364). Gorman and Balter explained that since specific details of the program
have not been described, it is unknown whether this program is culturally adapted. However, it is
known that the program uses bilingual and bicultural staff. The authors mentioned that some
programs have only been translated in Spanish and as a result, these cannot be considered to be
culturally adapted or culturally specific programs. These include: STEP translated into PECES;
the nurturing program translated into crianza con carifio; and the Hispanic Minnesota early
learning design.

Child-Centered Play Therapy (CCPT)

Play therapy is recognized as a developmentally appropriate treatment modality for
children by leading researchers in the field (Axline, 1969; Landreth, 2002). Play therapy
originated in the early 1900s with Freud recognizing the therapeutic power of play by helping a
child overcome his fear through play as a treatment (Freud, 1946). After Freud, other leading
authorities in the area contributed to the growth of play therapy. These included Hug-Hellmuth,
Klein, Anna Freud, Levy, and Axline (Landreth, 2002). Axline explained that play is the natural
medium through which children communicate their feelings, and work out their problems.

Piaget’s theory (1977) postulated that children lack the cognitive ability to engage in abstract

28



thinking until the age of 11. Because young children think and express themselves concretely,
they have difficulty expressing themselves verbally. Instead, children naturally play out their
experiences. Landreth explained, “toys are used like words by children and play is their
language” (p. 16). Consequently children will show through their play their perception of the
world, including their thoughts and feelings.

The child-centered play therapy approach has its roots on the theoretical constructs of the
person-centered therapy developed by Carl Rogers (Landreth, 2002). Thus, the therapeutic
process is based on the assumption that the child, as any individual, has an inner drive for self-
actualization. Axline (1969) stated that central to child-centered play therapy is the belief that
children have within themselves all the resources necessary to solve their problems and to find
mature behavior more rewarding than immature behavior. Change occurs when the child is given
a safe environment where permissiveness to be himself is granted. As a result, the child is free to
be himself, to learn who he is, and to plan his own life. O’Connor and Braverman (1997)
explained the process of change in the person-centered approach by stating “When there is a
complete absence of any threat to the perception of self, the child is free to revise his or her self-
concept to assimilate...experiences previously inconsistent with the self-concept” (p. 20). As the
child reconstructs his self-concept, he is able to better adjust to his environment and to form
better relationships. In order for growth to occur, a relationship in which the child can find,
express and use his inner drive for self-actualization must be created. Thus, an essential element
for change in the child-centered approach is the relationship between the therapist and the child.
Landreth (2002) emphasized the relationship by stating, “In child-centered play therapy, the
relationship, not the utilization of toys or the interpretation of behavior, is the key to growth” (p.

86). The child-centered play therapist does not use specific techniques to provoke change in the
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child. Instead, the therapist focuses on relating genuinely to the child. The therapist facilitates
change by creating a relationship with the child that is guided by the eight principles proposed by
Axline.

Axline (1969) outlined eight basic elements necessary to establish a relationship with the
child, so that growth can be facilitated. The relationship is based on the therapist expressing
genuine interest and caring for the child. The therapist accepts the child unconditionally; she
does not evaluate the child or pressures the child to change. As a result, the child experiences
freedom to be himself and to express his inner world of reference without fear of rejection. As
the child expresses himself, the therapist remains sensitive to the child’s emotions and carefully
reflects those emotions, so the child can gain self-understanding. The relationship is based on a
fundamental respect for the child as an individual capable of being responsible and of solving his
own problems. Thus, the therapist does not direct the child, but allows him to lead the session,
trusting that the child will go where he needs to go without guidance. Patience on the therapist’s
part becomes essential for growth to occur. Moustakas (1959) emphasized this element by stating
“The therapist waits for the child to come to terms with himself, to express his difficulties, and to
find new ways of relating and living...waiting is a positive force, a commitment of faith actively
expressed by the therapist” (p. 1). Thus, the therapist trusts the process without trying to force
change to happen. Therapeutic limits are established as needed to facilitate the process for
growth. By establishing limits in the playroom, the child is given the opportunity to accept and
assume responsibility for his actions. This allows the child to find appropriate ways of relating to
others and the environment. It is essential to understand that establishing this kind of relationship

is not accomplished through a set of techniques, but through the therapist interacting with the
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child according to a set of internalized values. The therapist adheres to a set of values and
facilitates growth for the child by relating to him according to such beliefs.

Research shows that child-centered play therapy has been effective in reducing children’s
externalized and internalized behaviors (Bratton, Ray, Rhine, & Jones, 2005). Moreover, filial
therapy, a treatment modality that teaches the above explained child-centered principles to
parents in order for them to conduct the play sessions at home with their children, was found to
be effective in the meta-analysis conducted by Bratton et al.

Filial Therapy

Mental health professionals have used therapeutic play sessions between parents and
children as a means to improve children’s mental health since the 1950s (Freud, 1946). However,
in the 1960s Bernard and Louise Guerney were the first to develop a structured therapeutic play
treatment involving parents. They coined the term filial therapy for their innovative approach
(Guerney, 1964). Their development of filial was based on two basic beliefs: (a)
parents/caregivers hold a more emotional bond with the children than a therapist does, and (b)
parents/caregivers can be trained to use the same therapeutic interventions that child-centered
play therapists apply. It was through their novel idea to train parents on the use of child-centered
play therapy principles and their published research outcomes that filial started to be used by
other therapists in the field (Guerney, 2000).

Stover and Guerney (1967) conducted the first study to examine the effectiveness of
training parents in child-centered play therapy skills. The authors concluded that after four play
sessions, the mothers showed significant changes in their behaviors toward their children.
Similarly, results indicated that children’s behaviors changed in response to the play sessions.

The findings supported that parents are capable of learning child-centered play therapy skills and
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use them effectively to work with their children. In 1961, a landmark study in filial therapy was
conducted by Andronico, Fidler, Guerney, and Guerney. The study supported the effectiveness
of filial therapy on enhancing the parent-child relationship and reducing children’s behavioral
and physical problems. Follow-up studies corroborated these findings.

Stover and Guerney (1967) conducted a study with 51 mother/child pairs and found
efficacy of filial therapy to be statistically significant in reducing children’s behavioral problems
and increasing their social skills. Results also indicated that the training increased mothers’
empathy toward their children. In 1975, Guerney conducted a longitudinal follow-up study with
42 mothers who participated in Stover and Guerney’s research. The author found that 76% of the
participants reported their children continued to improve 1 to 3 years after treatment and 86%
reported that their children maintained their improvements. Sywulak (1978) trained 19 mothers
and 13 fathers to conduct filial therapy with their children. The sample was taken from clinic-
referred children and data was gathered at 2 months and 4 months. Results showed a statistically
significant improvement in parental acceptance and child adjustment.

Sensue (1981) followed-up on Sywulak’s study (1978) by forming a matched no
treatment comparison group with parents whose children had not been referred for treatment.
Data gathered at 3 months and at 3 years corroborated earlier results found by Sywulak. The
author found that parents of the children in the treatment group, who had been referred for
clinical services, were as adjusted as children in the control group. Various researchers in the
field have corroborated results found in earlier studies conducted by the Guerneys (Boll, 1973;

Dematatis, 1982; Kezur, 1981; Payton, 1981; Wall, 1979).
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Child Parent Relationship Therapy (CPRT)

Based on the promising results that the Guerneys’ research on filial therapy yielded,
Landreth developed a 10-session model of filial therapy (Landreth, 2000). This model was
formalized by Landreth and Bratton (2006) with their textbook titled Child Parent Relationship
Therapy (CPRT): A 10-Session Filial Therapy Model. A treatment manual for the CPRT model
was published by Bratton, Landreth, Kellum, and Blackard (2006). This manual provides a
treatment protocol for each session, including the therapist’s notebook, study guide, and a parent
notebook. The authors stated that the treatment protocol should be used with clinical judgment
and adjustments can be made based on the specific needs of the parents and/or the therapist.
Landreth and Bratton clarified that the 10-session model can be adapted to be used in fewer
sessions or extended to be used for a longer number of sessions depending on the parents’ needs.

CPRT is a 10-session format of filial therapy in which a play therapist trains parents,
typically in small group formats, to use child-centered principles with their children during
weekly structured 30-minute play sessions. The play therapist uses a variety of methods,
including: instruction, role-playing, demonstration of play sessions, and supervision of parents’
play sessions to help parents become therapeutic agents in their children’s lives. Parents learn
reflective listening, recognition of children’s feelings, tracking responses, therapeutic limit
setting, and self-esteem building responses. These skills are taught to parents to create a
nonjudgmental, understanding, and accepting environment that enhances the parent-child
relationship, thus facilitating personal growth and change for both child and parent (Landreth &
Bratton, 2006).

CPRT has been thoroughly researched throughout the last 14 years showing a strong

support for its effectiveness as a treatment to alleviate children’s mental health needs, reduce
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parental stress, and increase parental empathy toward their children. Bratton et al. (2005)
conducted a meta-analysis investigating the overall treatment effect for studies that utilized
CPRT. Statistical analysis revealed a large treatment effect (ES=1.25) for the 10-session model
(Landreth & Bratton, 2006).

Bratton and Landreth (1995) published results of a study conducted to investigate the
efficacy of CPRT with single parents. The study included 43 parents, 22 in the experimental
group and 21 in the control group. Results indicated statistically significant results at the <.001
level in increasing parental empathy and parental acceptance. Results also showed a statistically
significant decrease in parental stress at the <.001 level. In addition, children’s problematic
behaviors, as measured by the Filial Problem Checklist, were reduced by an average of 18 points
for the experimental group showing statistically significant results.

Glazer-Waldman, Zimmerman, Landreth, and Norton (1992) conducted a pretest-posttest
treatment group only, with 5 mothers of children ages of 4 to 8 who were chronically ill.
Qualitative results indicated that parents perceived the filial training to have positively impacted
their parent-child relationship. Quantitative results revealed that the parents were able to judge
their children’s anxiety level more accurately. This study was later followed-up by Tew,
Landreth, Joiner, & Solt (2002) who conducted a pre- post-randomized control group design
with 23 parents of chronically ill children. Results indicated that parents in the experimental
group (n=12) reported statistically significant results on all measures. These included a reduction
in parental stress and children’s behaviors and an increase in parental acceptance. Kale &
Landreth (1999) randomly assigned 22 parents whose children had been diagnosed with learning

disabilities to the experimental group. These parents reported a statistically significant increase
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in parental acceptance and a statistically significant reduction in parental stress as compared to
the control group.

Other studies investigating the effectiveness of CPRT have adapted the model by
reducing or extending the number of sessions to accommodate for parents’ needs. Ferrel (2003)
investigated the effectiveness of an intensive 4-weekend format of the Landreth model compared
to the traditional 10 sessions model. The experimental group (n=13) met on 4 consecutive
Saturdays for 4 hours in small groups of up to 4 members. In this study, the traditional 10-week
curriculum was adapted to teach the same material over fewer sessions. The comparison
treatment group parents (n=13) received CPRT once per week over 10 weeks. Results revealed
no statistically significant differences between the experimental and treatment groups at
posttesting on measures of parent stress, parental acceptance, empathic behavior, and child
behavior problems.

Smith & Landreth (2003) investigated the use of CPRT as an intensive treatment
intervention with mothers residing in a domestic violence shelter. The authors extended the
treatment to 12 sessions condensed into a 2-3 weeks period. Statistically significant results were
found in reducing children’s behavioral problems, increasing children’s self-concept, and
increasing parental acceptance. In addition, as assessed by trained raters, trained mothers showed
an increase in their empathic interactions with their children. A comparison between these results
and the results of past studies with a matched population and setting (Kot, Landreth, & Giordano,
1998; Tyndall-Lind, Landreth, & Giordano, 2001) supported that the intensive filial training was
equally effective as the non-intense treatment.

CPRT has also been researched with ethnically and culturally diverse groups. Chau &

Landreth (1997) investigated the effectiveness of CPRT with Chinese immigrant parents living
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in US with children between the ages of 2-10. The parents in the experimental (n=18) group
showed statistical significant increase in parental acceptance, and empathy and a statistically
significant reduction in their levels of parental stress as compared to the control group (n=12).
Yuen, Landreth, & Baggerly, (2002) replicated this study with Chinese immigrant parents
residing in Canada and found the same results as the ones previously reported by Chau and
Landreth, showing that CPRT seems to be effective for Chinese immigrant parents.

Two studies were carried out with Korean parents and showed an increase in parental
acceptance and empathetic interactions with their children, as well as, a reduction in parental
stress. Lee and Landreth (2003) investigated the effectiveness of CPRT with Korean immigrant
families living in US with children between the ages of 2-10. The sample in this study was
composed of 17 parents in the experimental group and 15 parents in the control group. Results
indicated that parents in the experimental group showed a statistically significant decrease in
parental stress and a statistically significant increase in parental empathy and acceptance. Jang
(2000) investigated the effectiveness of a modified version of CPRT by conducting a total of 8
sessions twice a week for 4 weeks with Korean mothers living in their country of origin.
Although not statistically significant, the experimental (n=14) group showed an increase in
parental empathy, and a decrease in parental stress as compared to the control group (n=16).
Results also showed that the numbers of problem behaviors as reported by parents in the
experimental group decreased as compared to the control group. Qualitative analysis of the data
supported that parental acceptance was increased for the experimental group.

Kindron (2004) studied a modified intensive version of CPRT with Israeli parents
residing in their own country. Kindrom adjusted the 10-session model and conducted 9 training

sessions within a 5 week period. Results showed that children of parents in the experimental
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group (n=14) showed a statistically significant decrease in externalizing behaviors as measured
by the parent version of the Child Behavioral Checklist. Parents in the experimental group also
showed a statistically significant increase in empathy towards their children and a statistically

significant decrease in parental stress levels as compared to parents in the control group (n=13).

Glover and Landreth (2000) utilized CPRT with 21 Native American parents. Although
not statistically significant, the experimental group (n=11) demonstrated marked improvements
in parental acceptance, empathic parent-child interactions, and children’s self-concept. Results
also showed a decrease in parental stress. The authors noted concerns regarding the compatibility
of the measurements used in this study with this population.

Rationale for Utilizing CPRT with Hispanics

Mental health providers are facing the challenge of providing evidence-based services
that meet the needs of minority groups living in US. Even though Hispanics are the fastest
growing minority group in US (US Census, 2006), a review of literature shows that the mental
health needs of Hispanic children are not being met (Santiago-Rivera et al., 2002; The National
Center for Education Statistics, 2003; US Public Health Service, 2000).

Researchers in the field have advocated for the development of mental health treatment
modalities that meet the needs of Hispanic children and their families (Altbach, 1991; US Public
Health Service, 2000). Specifically, researchers advocated for evidence-based services that are
culturally sensitive to this population (Costantino et al., 1994; Santiago-Rivera et al., 2002;
Zayas & Solaris, 1994). CPRT has been found to be effective in reducing parental stress and
increasing parental acceptance and empathy with minority populations residing in US (Chau &

Landreth, 1997; Glover & Landreth, 2000; Lee & Landreth, 2003). Although the 10-session filial
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model has been conducted with Hispanics, no outcome data has been reported to date (Landreth
& Bratton, 2006).

Rogler et al. (1987) suggested for mental health practitioners to choose treatment
modalities that match the cultural values of the Hispanic population and are adjustable to the
population’s cultural needs. The child-centered principles taught in CPRT have been recognized
by researchers to be congruent with the values of Hispanic children and their families and
effective as a treatment modality for this population (Garza & Bratton, 2005; Ramirez, Flores-
Torres, Kranz, & Lund, 2005). Bratton et al. (2006) stated “As with any treatment/intervention,
therapists are expected to exercise clinical judgment in the use of materials and procedures” (p.
viii).The authors further explained that CPRT can be adapted to meet the individual needs of
groups of parents. Thus, CPRT presents itself as a treatment modality that can be adapted to meet
the unique cultural needs of Hispanic families, while still following the procedures and principles
outlined in the protocol.

A thorough review of literature revealed that Hispanic families share various cultural
values that are congruent with the principles of CPRT, including the following: (a) Hispanics
highly value interpersonal relationships and prefer to be in groups (Altarriba & Bauer, 1998;
Griggs & Dunn, 1996; Powell et al., 1990), CPRT utilizes small group formats; (b) cohesiveness
within the family is a highly valued cultural trait among Hispanics, thus, it is recommended that
mental health professionals use treatment modalities that work with the family unit (Gloria &
Rodriguez, 2000; Pederson, 1987). CPRT incorporates the family unit by working with the
parent to become the therapeutic agent in the child’s life instead of relying on treatment
modalities that foster therapist-child interactions; (c) the child-parent relationship is central

within the Hispanic family unit. In fact, researchers stated that Hispanic families are “child-
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centered” and the parent-child relationship is often placed above the marital relationship
(Ramirez, 1989; Vlach, 2002). The main purpose of CPRT is to enhance the parent-child
relationship by increasing cohesiveness and empathy. Thus, CPRT presents itself as a modality
that fits this cultural value; (d) Hispanics look at time in terms of present-tense and value the
immediacy of the moment (Altarriba & Bauer, 1998). One of the child-centered skills taught to
parents in CPRT is to be fully present with their child during the play times. Landreth (2002)
stated that the relationship established in child-centered play therapy “is always focused on the
present” (p. 86). In this respect, CPRT is congruent with Hispanics’ view of time; (e) Hispanics
prefer spontaneous interactions where emotions and desires are expressed (Altarriba & Bauer). A
main focus of CPRT is teaching parents to allow their children to express their emotions and
experiences in the immediacy of the moment through play. The home play therapy sessions
allow parents to have spontaneous interactions with their children; (f) according to Powell et al.,
surveyed mothers preferred parenting classes to be taught by a trained professional. CPRT is led
by trained mental health providers; (g) results from this questionnaire also showed that
participating mothers favored parenting programs that offer activities focusing on interactions
with their children. The main focus of CPRT is for parents to practice the skills during their play
sessions at home. Thus, offering parents an opportunity to interact with their children as part of
the training.
Purpose of the Study

The present study was designed to examine the efficacy of CPRT with low income first

generation immigrant Hispanic parents of preschool children. Specifically, this study examined

the effects CPRT has on reducing children’s externalized, internalized, and total behavioral
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problems as reported by parents. In addition, the study examined the effects of CPRT on

reducing total parent-child relationship stress as reported by parents.
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CHAPTER 2
METHODS AND PROCEDURES

This quasi-experimental study used a two-factor repeated measures, control group design
to investigate the effectiveness of child parent relationship therapy (CPRT; Landreth & Bratton,
2006) with low income first generation immigrant Hispanic parents and their children identified
as experiencing behavioral problems. A sample from Head Start, pre-kindergarten, and
kindergarten children in the Southwestern US was randomly assigned by school site to
participate in CPRT, a 10-session filial therapy model developed originally by Landreth (1991,
2002). In CPRT parents learn child-centered play therapy principles and procedures to use in
play sessions with their children in order to enhance the parent-child relationship. In this chapter
the definition of terms, hypotheses, instrumentation, participant selection, details of treatment,
data collection, and analyses of data are discussed.

Definition of Terms

For the purpose of this study, the following terms were operationally defined:

Child-parent relationship therapy (CPRT). Landreth and Bratton (2006) defined this term
as:

A unique approach used by professionals trained in play therapy 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

in a supportive atmosphere. Parents are taught basic child-centered play therapy

principles and skills including reflective listening, recognizing and responding to

children’s feelings, 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 that enhances the parent-child relationship, thus facilitating personal growth
and change for child and parent. (p. 11)
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A protocol for CPRT can be found in the treatment manual, Child Parent Relationship
Therapy (CPRT) Treatment Manual: A 10-session Filial Therapy Model for Training Parents
(Bratton et al., 2006).

Hispanics. For the purpose of this study, Hispanics was operationally defined as first
generation Hispanic immigrants and whose primary language is Spanish.

Parents. For the purpose of this study, a parent is operationally defined as the biological
mother or father who is also the primary caregiver of the child.

Low income. For the purpose of this study, low income is defined in accordance to the US
poverty guidelines used by the Department of Health and Human Services Federal Register
(2007). These guidelines define poverty level based on size of family unit, income, and
geographical location.

Internalizing behaviors. For the purpose of this study, internalizing behavior was
operationally defined as the overall score on the Internalizing Problem scale on the Spanish
version of the CBCL for ages 1¥2-5. These behaviors include: (a) Emotional Reactions, (b)
Anxious/Depressed, (¢) Somatic Complaints, (d) Withdrawn, and (e) Sleep Problems
(Achenbach & Rescorla, 2000).

Externalizing behaviors. For the purpose of this study, externalizing behavior is
operationally defined as the overall score on the Externalizing Problem scale on the Spanish
version of the CBCL for ages 1¥2-5. These behaviors include: (a) Attention Problems, (b)
Aggression, (c) Affective Problems, (d) Anxiety, and (e) Pervasive Developmental Problems

(Achenbach & Rescorla, 2000).
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Total problems. For the purpose of this study, Total Problems was operationally defined
as the sum of scores of the Internalizing Problems, Externalizing Problems, and Sleep Problems
scales on the Spanish version of the CBCL for children 1¥2-5 (Achenbach & Rescorla, 2000).

Parent-child relationship stress. Degree of reported parental stress based upon
characteristics of both the child and the parent. For the purpose of this study, parent-child
relationship stress was operationally defined as the Total Stress and two domains of the
Parenting Stress Index (PSI; Abidin, 1995): Child Domain and Parent Domain.

Research Hypotheses
The following hypotheses were formulated for this study:

1. From pretest to posttest, parents of children in the experimental group will report a
statistically significant decrease on the Internalizing Problems scale of the Spanish
Parent version of the Child Behavior Checklist when compared to parents of children
in the control group.

2. From pretest to posttest, parents of children in the experimental group will report a
statistically significant decrease on the Externalizing Problems scale of the Spanish
Parent version of the Child Behavior Checklist when compared to parents of children
in the control group.

3. From pretest to posttest, parents of children in the experimental group will report a
statistically significant decrease on the Total Problems scale of the Spanish Parent
version of the Child Behavior Checklist when compared to parents of children in the

control group.

43



4. From pretest to posttest, parents in the experimental group will report a statistically
significant decrease on the Child Domain of the Spanish version of the Parenting Stress
Index when compared to parents in the control group.

5. From pretest to posttest, parents in the experimental group will report a statistically
significant decrease on the Parent Domain of the Spanish version of the Parenting
Stress Index when compared to parents in the control group.

6. From pretest to posttest, parents in the experimental group will report a statistically
significant decrease on the Total Stress Domain of the Spanish version of the Parenting
Stress Index when compared to parents in the control group.

Instrumentation

Spanish Version Child Behavior Checklist — Parent Version (CBCL). The CBCL 1V2-5
measures parents’ reports of children’s behavioral and emotional problems based on children’s
social relationships, activities, and school performance. This instrument uses a Likert scale that
gives respondents three possible answers (0) Not True, (1) Sometimes True, and (2) Very True
on a total of 99 items that describe children’s different behaviors. The CBCL takes
approximately 15 minutes to complete. The CBCL is composed of seven syndrome subscales.
The syndrome subscales are categorized into one of the following two categories: Internalizing
Problems or Externalizing Problems. Internalizing Problems refers primarily to problems
within self and it is measured through the Internalizing Problems syndrome subscales: (a)
Emotionally Reactive, (b) Anxious/Depressed (c) Somatic Complaints, and (d) Withdrawn.
Externalizing Problems refer to behaviors that are expressed outwardly and are in conflict with
adults’ expectations of children. The Externalizing Problems syndrome subscales include: (a)

Attention Problems and (b) Aggressive Behavior. Sleep Problems is an additional syndrome
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scale that is not included in either the Externalizing Problems scale or the Internalizing
Problems scale, but is included under the Total Problems scale. A decrease in scores indicates
improvement in the targeted behavior (Achenbach & Rescorla, 2000).

The normative population for the CBCL was based on a diverse sample, including
children referred for clinical and special education services, and children enrolled in various
preschool, prekindergarten, and childcare settings. Children were residents of the US, Canada,
Australia, and Jamaica. The mean score of the test-retest reliability for the CBCL is strong (r =
.85). The test-retest reliability for each syndrome subscale of the CBCL is as follows:
emotionally reactive (r = .87); anxious/depressed (r = .68); somatic complaints (r = .84);
withdrawn (r = .80); sleep problems (r = .92); attention problems (r = .78); aggressive behavior
(r =.87); internalizing problems (r = .90); externalizing problems (r = .87); and total problems (r
=.90). The content validity of the problem scales were strong, as was supported by research that
determined that all, but two items, discriminated between referred and non-referred children. The
criterion-related validity of the problem scales were also supported by the differentiation
between referred and non-referred children (Achenbach & Rescorla, 2000).

Gross, Fogg, and Young (2006) examined the equivalence of the CBCL 1Y2-5 across
race/ethnicity, family socio-economic status, and English versus Spanish language. A total of
682 parents of children between 2 and 4 years old were recruited. Hispanics represented 46.8%
of the sample: 218 (32%) classified as low-income and 101 (14.8%) classified as middle/upper
class. Furthermore, 102 Hispanic parents in the low-income group completed the Spanish version
of the CBCL. Results of the study indicated that the CBCL 1%2-5 is equivalent across ethnicities.

In addition, the authors concluded there were no significant scale score differences between
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Hispanic parents who filled-out the Spanish version and Hispanic parents who filled-out the

English version of the CBCL.

Spanish Version Parenting Stress Index (PSI). The PSI is designed to identify parent-child
systems that are under significant stress and at-risk for problematic parent and/or child behavior.
The PSI can be used with parents of children ranging from 1 month to 12 years. This instrument
uses a Likert-type scale on a total of 120 items. The PSI is divided into two domains, the Child
Domain and the Parent Domain. In addition, the PSI offers a Total Stress score that combines
Child Domain and Parent Domain scores.

Abidin (1995) explained high scores in the PSI Child Domain as being associated with
children’s qualities that contribute to difficulties in the parent-child relationship. The Child
Domain measures parent’s perception in the following areas:

Distractibility/Hyperactivity: This subscale measures parent’s perception of child’s
behaviors associated with ADHD. In addition, high scores could indicate parent not able to keep-
up with the child’s energy level, older parents who are having difficulty adjusting to the child,
and/or parents having unreasonable expectations of their children’s behaviors.

Adaptability: This subscale measures parent’s perception of child’s ability to adjust to
changes in his or her social environment.

Reinforces Parent: This subscale measures parent ability to experience his or her child as
a source of positive reinforcement.

Demandingness: This subscale measures parent’s perception of child’s demandigness
level upon him or her. It is measured through parent’s perception of behaviors such as crying,
physically hanging on the parent, frequently requesting help, or having a high frequency of

minor problem behaviors.
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Mood: This subscale measures parent’s perception of children’s affective functioning by
looking at behaviors such as crying and/or displaying signs of happiness.

Acceptability: High scores are produced in this area when the child possesses physical,
intellectual, and emotional characteristics that do not match parents’ expectations.

Abidin (1995) indicated that high scores in the Parent Domain indicate parents feeling
“overwhelmed and inadequate to the task of parenting” (p. 10). The Parent Domain measures
parent’s perceived parental competency by measuring the following subscales:

Competence: This subscale measures parent’s self-perception of their level of parental
competency. High scores in this subscale might be the result of parents lacking developmental
knowledge about their child, and/or parents who do not find the parenting role as rewarding as
they had previously expected. This subscale also measures parent’s perceived level of acceptance
and criticism from their child.

Isolation: Parents who score high in this area are often socially isolated from their peers,
relatives, and emotional support systems.

Attachment: This subscale measures parent’s level of emotional closeness to the child,
and parent’s perceived ability to observe and understand the child’s feelings and/or needs
accurately.

Health: High scores are suggestive of deterioration in parental health that may be the
result of either parenting stress or an additional independent stress in the parent-child system.

Role Restriction: This subscale measures the extent to which parent experiences the
parental role as restricting his or her freedom and ability to maintain own identity.

Depression: This subscale measures the presence of depression in the parent.
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Spouse: Parents who earn high scores on this subscale are those who are lacking the
emotional and active support of the other parent in the area of child management.

The PSI takes less than 30 minutes for parents to complete. The norm sample for the PSI
consisted of 2,633 mothers with an average age of 30.9 years. The participation of ethnic groups
in the sample was as followed: 76% White, 11% African American, 10% Hispanic, and 2%
Asian. The children of focus for the sample varied in age from 1 month to 12 years. Further
validation of PSI with the Hispanic population was carried out with another sample of 223
Hispanic parents of different origin. Coefficients for test-retest reliability were obtained from
four different studies. For parent domain, coefficients ranged between .69 and .91. For child
domain, coefficients ranged between .55 and .82. For total stress score, coefficients ranged from
.65 to .96. The instrument has been validated with diverse populations in the US as well as in
other countries. The Spanish version of the PSI was validated in one study carried by Solis &
Abidin in 1991. The instrument has also been validated with at-risk populations including
battered women, negligent mothers, parental drug exposure, teenage parents, and families at-risk
for parenting problems.

Participants Selection

Human subjects approval from the University of North Texas Institutional Review Board
was obtained prior to contacting potential participants. Principals at Head Start, pre-kindergarten,
and kindergarten schools in two suburban school districts in the Southwestern region of the US
were contacted to discuss potential benefits of providing CPRT at their schools. Once permission
was obtained from the principals, I attended Spanish speaking parenting meetings, including

registration for preschool programs and open house for elementary schools, at the beginning of
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the school year. During these meetings, prospective participants were explained the purpose of
the study.

I collaborated with social workers, educational specialists, school psychologists, and
teachers of participating schools to recruit additional participants for the study. In addition, a
flyer explaining the purpose of the study was sent to parents’ homes.

Parents had to meet the following criteria to participate in the study:

1. Parent identified himself/herself as first generation immigrant of Hispanic origin.

2. Parent reported living at or below poverty level in accordance to the US Department of

Health and Human Services (2007) guidelines.

3. Parent identified Spanish as the primary language spoken at home and as the primary

language of the child.

4. Parent consented to participate in CPRT.

5. Parent’s report on the CBCL obtained one or more scores at the borderline or clinical

range on internalizing, externalizing, and/or total problem scale.

Parents who expressed interest in participating and signed the consent form (Appendix A)
to participate in the study filled out the family background form (Appendix B) and were
interviewed to ensure they met criteria for participation. Parents who met criteria were contacted
to fill out the Spanish version of the PSI. Parents whose children did not meet the criteria to
participate were contacted to explain they did not qualify for the study. These parents were
offered the opportunity to participate in CPRT after completion of the study.

Participating schools included two schools in District A (one Head Start school and one
Title 1 elementary school) and one Head Start/Pre-K school in District B. All three schools were

similar in demographics regarding Hispanic enrollment (55%, 55%, and 65% respectively).
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Parents of all participating children reported living at or below poverty level (US Department of
Health and Human Services Federal Register, 2007), thus qualifying for free or reduced lunch.
Qualified participants (n=62) were randomly assigned by school site to the no treatment
control group (n=31) or the experimental group (n =31). Parents attended CPRT training at their
child’s school. Based on parents’ schedules, parents were divided into five groups (5 to 7 parents
per group) in keeping with CPRT methodology (Bratton et al., 2006). In school District A, two
groups were conducted at the Head Start site and one group at the Title 1 elementary school. In
school District B, two groups were conducted at the Head Start/Pre-K site. Of the 31 parents
assigned to the experimental group, 24 completed the study, and 7 dropped out due to various
reasons including geographical relocation and conflicts with work schedules. Of the 31 parents
assigned to the control group, 24 parents completed posttesting while the remaining 7 parents did
not complete posttesting due to various reasons including, having disconnected phone numbers,
geographical relocation, and other unknown reasons. Parents in the control group were offered
treatment at the end of the study. All parents were offered a stipend for completing the
instruments. Table 1 summarizes demographic information of participating parents and Table 2

summarizes demographic information of participating children.
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Table 1

Demographic Information for Parents in Experimental (n=24) and Control Groups (n=24)

Experimental Group  Control Group
Gender Male 1 0
Female 23 24
Age 20-29 years 11 12
30-39 years 12 12
40-49 years 1 0
Mean 30 29
Years in the 1-5 8 6
USA 6-10 11 13
11-15 3 4
16-20 2
Mean 7.7 7.8
Educational Elementary 9 9
s High School 10 10
Some College 3 0
College 5
Employment Employed 8 6
Status Unemployed 16 18
Origin Mexican 18 22
South America 3
Central America 3
Marital Status Married 20 19
Living with Partner 1 2
Single 1 2
Separated 2 0
Divorced 0 1

Note: Most mothers who checked unemployed do stay at home by choice
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Table 2

Demographic Information for Children in the Experimental (n=24) and Control Groups (n=24)

Experimental Group  Control Group

Gender
Male 13 14
Female 11 10
Age Mean 4.12 4.42
Living Both Biological Parents 21 20
Arrangements  Biological Mother 3 3
Biological Mother/Step Father 0 1

Experimental Treatment

Parents of children assigned to the experimental group (n=24) participated in CPRT
training and supervision. CPRT facilitates the enhancement of the child-parent relationship by
training parents to become therapeutic agents in their children’s lives. Parents learn child-
centered therapeutic play skills, such as reflective listening, therapeutic limit setting, and
building children’s self-esteem, to use with their child in a 30-minute weekly play session. The
curriculum content and procedures utilized during the training were based on the CPRT 10-
session treatment protocol (Bratton et al., 2006). I provided the treatment, [ am a bilingual
(English and Spanish) and bicultural Hispanic doctoral level student, experienced in play therapy
and trained in the CPRT treatment protocol. I translated the parent handbook located in the
CPRT treatment manual to Spanish.

To abide by the American Counseling Code of Ethics (2005) to be culturally responsive
and in accordance with Landreth and Bratton (2006), who stated that CPRT is to be used with
clinical judgment to accommodate the needs of the parents, I incorporated recommendations
made by leading authorities in culturally responsive counseling for Hispanics (Altarriba &

Bauer, 1998; Alvy, 1994; Powell et al., 1990; Santiago-Rivera et al., 2002). Based on such
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recommendations, the CPRT format was extended to 11 sessions in order to incorporate
Hispanics’ values for socialization and interpersonal relationships (Altarriba & Bauer; Griggs &
Dunn, 1996; Santiago-Rivera et al.). Based on results from a survey conducted to investigate
Hispanic mothers’ preferences in parenting programs, Powell, Zambrana, and Silva-Palacios
(1990) recommended to have an informal group gathering to allow members to socialize and
familiarize themselves with each other prior to the first session of parenting programs. Thus, for
this study, the focus of the first CPRT session was to allow members to socialize and familiarize
themselves with each other.

No modifications were made to the actual content and procedures presented in the CPRT
treatment manual (Bratton et al., 2006). In order to assure adherence to the protocol, I was
supervised by Dr. Sue Bratton, co-author of the CPRT text and treatment manual throughout the
study. Consistent with CPRT methodology, parents met in groups of 5-7 parents per group to
facilitate small group interactions. All groups met at their children’s school weekly for 2 hours.
At parents’ request, 3 groups were conducted during the school day, and the other 2 groups met
late afternoon and early evening. The latest group began at 5:00 p.m.; no parents were willing to
meet later than that time. Consistent with CPRT procedures, parents conducted 7 weekly play
sessions with their child during the last 7 weeks of CPRT.

Parents had the choice to conduct play therapy sessions in playrooms located at the
school sites or at their homes. For parents who conducted play sessions at the school sites, I
provided assistance with childcare and ensured videotaping of sessions. For parents who
conducted play sessions at home, I provided video cameras and play session toy kits. I ensured
that parents who missed sessions had one-on-one make-up sessions by meeting with these

parents prior to the following CPRT group.

53



No Treatment Control Group

Parents of children assigned to the no treatment control group (n=31) were offered CPRT
upon completion of the study. Same procedures followed for parents in the experimental group
were offered to parents in the control group.

Data Collection

After IRB approval and parental consent were obtained, the CBCL Spanish was
administered to screen children for participation. I offered parents the option of completing the
documents by themselves or utilizing an interview format. The interview format consisted of me
reading the questions to the parent and marking the answers on the documents. This option was
provided to allow parents with low reading ability to receive help without having to disclose
their reading difficulty and in order to ensure accuracy of parent responses. To ensure integrity of
data collection, parents completed questionnaires in a controlled environment, free from
distractions. Parents were provided free childcare at school while they completed the Spanish
versions of the CBCL and the PSI. I was present during all stages of data collection to ensure
data integrity. In a few cases, due to parental preferences, I collected data at the parents’ homes.
Prior to visits, I took measures to provide the same level of integrity for data collection. The
CBCL and PSI were administered again immediately after treatment following same procedures
used at pretesting. To ensure confidentiality, participants were assigned random code numbers
for use in all data collection. Data was stored in a locked filing cabinet in a secure location.

Analyses of Data

Results were obtained from the pretest and posttest data of the CBCL and PSI Spanish

versions completed by parents. The data was statistically analyzed in order to examine the effects

of the experimental treatment on children’s behaviors and parents’ stress when compared to the
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control group over time. To ensure accuracy, both pretest and posttest data for the CBCL were
scored by a research assistant using computer software scoring for the CBCL, which requires all
data be entered twice. Pretest and posttest for PSI scales were scored twice by hand in order to
ensure accuracy. The investigator sought consultation through a qualified statistician to ensure
the validity and appropriateness of all statistical analysis.

First, prior to analysis, data was examined to determine appropriate statistical analysis.
To examine whether the sample data was representative of a normal distribution, a box plot test
was conducted to inspect individual scores. The box plot test revealed a few extreme scores.
Hinkle, Wiersma and Jurs (2003) defined an outlier as, “an unusual score in a distribution that is
considered extreme and may warrant special consideration” (p. 64). Thus, each score identified
as an outlier was inspected individually. Kutner, Nachtsheim, Neter, and Li (2005) stated "A safe
rule frequently suggested is to discard an outlier only if there is direct evidence that it represents
an error in recording, a miscalculation, a malfunctioning of equipment, or a similar type of
circumstance" (p. 108). Wilcox (1998) expanded by explaining that simply eliminating outliers
without careful examination of each one is not a viable procedure because “if extreme values are
thrown out, the remaining observations are no longer independent” (p. 305). For this study, after
careful examination of the outliers, I was not able to identify any theoretical rationale for
eliminating the extreme scores.

Dependent variables were analyzed to screen data for normality, sphericity, and
homogeneity of covariance. Kurtosis and skewness values for the dependent variables were
examined to ensure data reflected a normally distributed population and were found to be within
the accepted range. For this study, since there were only two points of measurement, sphericity

was assumed.
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A Box’s test of equality of covariance was conducted to assure homogeneity of
covariance. Results revealed this assumption was met for the Internalizing Problem and Total
Problem scales of the CBCL and for the Child Domain of the PSI. However, for the Total Stress
and Parent Domain of the PSI, and for the Externalizing Problem scale of the CBCL, the data
failed to meet this assumption. According to Leech, Barrett, and Morgan (2005) “if Ns for the
various groups are approximately equal, then the box test should be ignored” (p. 167). The
authors suggested reporting the more robust Pillai’s trace test when the group sizes are equal and
the homogeneity of covariance matrices assumption is violated. Other authors corroborated that
violation of this assumption is not significant when sample sizes are equal (Hinkle, Wiersma, &
Jurs, 2003). Given that sample sizes in this study are equal (experimental=24, control=24), a two
factor (time x group) repeated measures ANOVA was conducted for all dependent variables
using Statistical Package for Social Sciences (SPSS). Dependent variables included the CBCL
ratings for Externalizing Problems, Internalizing Problems, and Total Problems scales and the
PSI ratings for Child Domain, Parent Domain, and Total Stress. A reduction in scores on the
CBCL and PSI indicate improvement. Results for all dependent variables were interpreted using
Pillai’s trace analysis. To avoid a Type I error resulting from the testing of multiple hypotheses, a

.025 alpha level was established to either reject or accept hypotheses.
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CHAPTER 3
RESULTS AND DISCUSSION

This chapter presents the discussion, results, and limitations of this study, as well as
implications for practice and research. Results of the data analysis are presented in the order in
which the hypotheses were tested.

Results

As discussed in Chapter 2, after examining data for assumptions, a two factor (time x
group) repeated measures analysis of variance was performed to examine the effects of group
membership (experimental, control) and time (pretest, posttest) on each dependent variable.
Dependent measures for the Spanish version of the Child Behavior Checklist (CBCL) included
Externalizing Problems, Internalizing Problems, and Total Problems (Achenbach & Rescorla,
2000). Dependent variables for the Spanish version of the Parenting Stress Index (PSI) included
Child Domain, Parent Domain, and Total Stress (Abidin, 1995).

The CBCL and PSI were administered prior to treatment and at the end of treatment. A
reduction in scores on the CBCL and PSI scales indicated improvement in the targeted behavior.
Pillai’s trace was utilized to interpret results. Partial eta squared effect sizes were calculated to
assess the magnitude of difference between the two groups and to better understand the practical
significance of the study (Kazdin, 1999). The following guidelines proposed by Cohen (1988)
were used to interpret 77p2 effect size: .01= small, .06= medium, and .14 = large.

Results for Hypotheses 1 to 3

Table 3 presents the pretest and posttest means and standard deviations for the

experimental (n=24) and control group (n=24) on the Externalizing Problems, Internalizing

Problems, and Total Problems scales of the Spanish version of the CBCL.
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Table 3

Mean Scores on the Internalizing Problems, Externalizing Problems and Total Problems scales

on the Spanish Version of the Child Behavior Checklist (CBCL)

Experimental Group n= 24 Control Group n=24
Pretest Posttest Pretest Posttest
Internalizing
Problems
Mean 67.25 52.63 65.04 65.71
SD 6.95 5.93 9.29 9.87
Externalizing
Problems
Mean 65.38 50.67 62.00 63.67
SD 12.27 6.94 8.88 9.15
Total Problems
Mean 68.00 51.29 65.04 65.71
SD 8.38 6.95 8.74 7.92

Note: A decreased in mean scores indicates an improvement in behavior.
Hypothesis 1

Parents of children in the experimental group will report a statistically significant
decrease from pretest to posttest on the Internalizing Problems scale of the Spanish parent
version of the Child Behavior Checklist when compared to parents of children in the control
group.

Results of 2 factors repeated measures analysis of variance indicated that the dependent
variable, Internalizing Problems, revealed a statistically significant interaction effect of time

(pretest, posttest) x group membership (experimental, control); Pillai’s trace = .56, F(1, 46) =

58



58.75, p < .001, 77,,2 = .56. These results indicate that parents who participated in the
experimental group reported a statistically significant decrease in children’s internalizing
problems from pre-test to post-test, when compared to parents who were in the no treatment
control group. On the basis of these results, Hypothesis 1 is retained. Results further indicate that
the effects of CPRT treatment on the experimental group compared to the control group was
large (77,,2 =.56).

Hypothesis 2

Parents of children in the experimental group will report a statistically significant
decrease from pretest to posttest on the Externalizing Problems scale of the Spanish parent
version of the Child Behavior Checklist when compared to parents of children in the control
group.

Results of 2 factors repeated measures analysis of variance indicated that the dependent
variable, Externalizing Problems, revealed a statistically significant interaction effect of time
(pretest, posttest) x group membership (experimental/control); Pillai’s Trace = .59, F(1, 46) =
66.42, p <.001, 77p2 =.59. These results indicate that parents who participated in the experimental
group reported a statistically significant decrease in children’s externalizing problems from pre-
test to post-test, when compared to parents whose children were in the control group. On the
basis of these results, Hypothesis 2 is retained. Results further indicate that the effects of CPRT
treatment on the experimental group compared to the control group was large (771,,2 =.59).
Hypothesis 3

Parents of children in the experimental group will report a statistically significant
decrease from pretest to posttest on the Total Problems scale of the Spanish parent version of the

Child Behavior Checklist when compared to parents of children in the control group.

59



Results of 2 factors repeated measures analysis of variance of the dependent variable,

Total Problems, revealed a statistically significant interaction effect of time (pretest, posttest) x

group membership (experimental/ control); Pillai’s trace = .67, F(1, 46) = 95.43, p <.001, 77,,2
.68. These results indicate that parents who participated in the experimental group reported a
statistically significant decrease in children’s total problems from pre-test to post-test, when
compared to parents whose children were in the control group. On the basis of these results,
Hypothesis 3 is retained. Results further indicate that the effects of CPRT treatment on the
experimental group compared to the control group was large (771,,2 =.68).
Results for Hypotheses 4 to 6

Table 4 presents the pretest and posttest means and standard deviations for the
experimental and control group on the Child Domain, Parent Domain, and Total Stress of the

Spanish version of the PSL
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Table 4

Mean Scores on the Child Domain, Parent Domain, and Total Stress on the Spanish Version of

the Parent Stress Index (PSI)

Experimental Group n= 24 Control Group n=24

Pretest Posttest Pretest Posttest
Child Domain
Mean 138.21 100.08 130.42 129.88
SD 28.68 17.44 21.729 20.29
Parent Domain
Mean 158.96 124.88 143.54 149.58
SD 30.93 20.35 22.39 26.79
Total Stress
Mean 293.00 224.71 273.96 279.67
SD 61.84 32.31 34.53 40.00

Note: A decreased in mean scores indicates an improvement in behavior.

Hypothesis 4

Parents in the experimental group will report a statistically significant decrease from
pretest to posttest on the Child Domain of the Spanish version of the Parent Stress Index (PSI)
when compared to parents in the control group.

Results of 2 factors repeated measures analysis of variance the dependent variable, Child
Domain, revealed a statistically significant interaction effect of time (pretest, posttest) x group
membership (experimental/control); Pillai’s trace = .39, F( 1, 46) =29.95, p <.001, 7],,2 =.39.
These results indicate that parents in the experimental group who received CPRT reported a

statistically significant decrease in the Child Domain from pre-test to post-test, when compared
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to parents in the control group. On the basis of these results, Hypothesis 4 is retained. Results
further indicate that the effects of CPRT treatment on the experimental group compared to the
control group was large (77p2 =.39).

Hypothesis 5

Parents in the experimental group will report a statistically significant decrease from
pretest to posttest on the Parent Domain of the Spanish version of the Parent Stress Index (PSI)
when compared to parents in the control group.

Results of 2 factors repeated measures analysis of variance the dependent variable, Parent
Domain, revealed a statistically significant interaction effect of time (pretest, posttest) x group
membership (experimental/control); Pillai’s Trace = .52, F( 1, 46) = 49.10, p < .001, 77,,2 =.52.
These results indicate that parents in the experimental group who received CPRT reported a
statistically significant decrease in the Parent Domain from pre-test to post-test, when compared
to parents in the control group. On the basis of these results, Hypothesis 5 is retained. Results
further indicate that the effects of CPRT treatment on the experimental group compared to the
control group was large (77p2 =.52).

Hypothesis 6

Parents in the experimental group will report a statistically significant decrease from
pretest to posttest on the Total Stress Domain of the Spanish version of the Parent Stress Index
(PSI) when compared to parents in the control group.

Results of 2 factors repeated measures analysis of variance the dependent variable, Total
Stress, revealed a statistically significant interaction effect of time (pretest, posttest) X group
membership (experimental/control); Pillai’s Trace = .42, F(1, 46) =33.12, p < .001, 77,,2 = 42.

These results indicate that parents in the experimental group who received CPRT reported a
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statistically significant decrease in the Total Stress domain from pre-test to post-test, when
compared to parents in the control group. On the basis of these results, Hypothesis 6 is retained.
Results further indicate that the effects of CPRT treatment on the experimental group when
compared to the control group was large (77p2 = .42).
Clinical Significance

According to Kazdin (2003), clinical significance refers to the benefit the treatment offers
to the client in real life. To better understand if the CPRT intervention helped children and
parents improve day to day functioning, their individual pre and post scores for each dependent
variable were examined. Specifically, clinical significance was assessed by determining the
number of experimental children (n=24) and parents (n=24) who moved from clinical/borderline
levels of concern at pretesting into the normal range of functioning following treatment.
Child Behavior Outcomes

To determine clinical significance, children’s T-scores on the Internalizing Problem,
Externalizing Problem, and Total Problem scales of the Child Behavior Checklist (CBCL) were
analyzed to assess if functioning was improved from pre to post. T-scores above 64 are
considered in the clinical range, T-scores between 60 and 63 are considered in the borderline
range, and T-scores below 60 are considered in the normal range. Consistent with Achenbach
and Rescorla’s (2000) report regarding the comorbidity of presenting concerns in young
children, children in the present study demonstrated clinical levels of behavioral problems in
multiple areas.

A total of 20 of the 24 treatment group children demonstrated clinical\borderline levels of
concern for internalizing problems at pre-test. Of 16 who presented in the clinical range, 13

improved to normal levels after treatment, 2 moved to borderline and 1 child stayed in the
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clinical range, but showed a 13 point decrease. The additional 4 children that scored in the
borderline range prior to the intervention were functioning in the normal range by the end of
treatment. Thus, of the 20 children demonstrating clinical/borderline levels of internalizing
problems prior to treatment, 17 (85%) moved into the normal range of functioning after their
parents participated in CPRT.

Clinical/borderline levels of concern for externalizing problems were reported for 17 of
the 24 children at pretest. Of the 11 who scored in the clinical range, 9 improved to normal levels
after treatment, 1 child moved to borderline, and 1 continued to show a clinical level of concern
post treatment but demonstrated a 21 point decrease. All 6 children who began treatment in the
borderline range moved to the normal range after CPRT. Hence, 15 of the 17 children (88%)
whose parents reported pre-treatment externalizing behavior problems in the clinical to
borderline range improved to normal levels of concern following CPRT.

Pretest scores from the Total Problem scale indicated that 20 of the 24 children were
demonstrating clinical to borderline levels of behaviors. Of the 17 children scoring in the clinical
range, 15 improved to normal functioning and 2 continued to show clinical concerns with a
decrease of 17 and 21 points respectively. All 3 children who began treatment with borderline
range of concern moved into the normal range after treatment. Thus, 18 of 20 children (90%)
demonstrating clinical to borderline levels of total behavior problems prior to CPRT improved
their scores into the normal range after treatment.

In summary, for child behavioral problems, approximately 22 (85%) of the 24 children
whose parents received the CPRT intervention (n=22) moved from clinical/borderline levels of
behavioral concern on one or more of the CBCL scales to normative functioning. Of the

remaining 4 children, 2 moved from clinical to borderline concern and 2 remained in the clinical
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level but showed notable improvement. These findings demonstrate the clinical significance of
the CPRT intervention on internalizing, externalizing, and total behavior problems of low
income Hispanic children.

Parent-Child Relationship Stress Outcomes

Clinical significance of treatment on parent-child relationship stress was determined by
examining the change in parents’ pre to post scores on the Child Domain, Parent Domain, and
Total Stress Domain of the Parenting Stress Index (PSI). The PSI reports raw scores, with scores
above the 85™ percentile considered in the clinical range. Scores of 258 or higher qualify parents
in the clinical range for Total Stress. For the Parent Domain, clinical levels are indicated by a
score of 148 or higher, while a score of 116 or higher on the Child Domain is considered clinical.

Of 18 treatment group parents scoring on the clinical level on the Child Domain at
pretest, roughly 75% (13 parents) moved in the normal level after treatment. An inspection of the
pre to post scores for the 5 parents who remained in the clinical range showed that all 5
improved, with 4 showing marked improvement (18 to 42 point decrease). Although the
remaining 6 parents scored in the normal range at pretest, all 6 showed a posttest decrease in
parenting stress related to child characteristics, ranging from 9 to 41 points.

An examination of scores on the Parent Domain revealed 15 parents demonstrated
clinical level of stress prior to treatment. Of these, 66% (n=10) improved to normative
functioning after the CPRT treatment, and 5 continued to report clinical levels of concern. The 5
parents who remained in the clinical range post treatment showed a decrease in their scores
ranging from 6 to 31 points. While the remaining 9 parents reported normal levels of parent-child
stress related to parent characteristics at pretesting, they also showed decreases in scores ranging

from 1 to 33 points.

65



Of the 16 parents scoring in the clinical range on the Total Stress Domain at pretest, 10
(62%) reported normal levels of parent-child relationship stress after treatment, while 7 remained
in the clinical range of functioning but showed marked post-treatment decreases ranging from 43
to 75 points. For the 8 parents scoring in the normal range of parent-child relationship stress
prior to treatment, all 8 showed a decrease following CPRT, with decreases ranging from 15 to
65 points.

In summary, 66% of the 24 experimental group parents (n=16) moved from clinical
levels of parenting stress on one or more of the PSI domains to normative functioning following
their participation in CPRT. Of the remaining 8 parents, all 8 showed decreases in their stress
related to parenting following treatment. These results demonstrate the clinical significance of
the CPRT intervention on reducing parental-child relationship stress for first generation
immigrant Hispanic parents.

Discussion

This study investigated the effectiveness of CPRT on low income first generation
Hispanic immigrant parents. Specifically, this study examined the effect of the treatment on
reducing low income Hispanic children’s externalized, internalized, and total problem behaviors
as measured by the Spanish version of the CBCL. In addition, this study examined the effect of
the treatment on reducing Child Domain, Parent Domain, and Total Stress Domain scores as
measured by the Spanish version of the PSI. Treatment outcomes for children’s internalizing,
externalizing, and total behavior problems were measured through parental ratings of children’s
behaviors. Treatment outcomes for parents’ Child Domain scores, Parent Domain scores, and
Total Stress domain scores were measured through parents’ self-report. All six hypotheses were

retained at the .025 alpha level of significance, indicating an improvement in the experimental
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group when compared to the no treatment control group. Partial eta squared (77p2) was calculated
to assess the magnitude of the treatment effect. Following Cohen’s (1988) guidelines for
interpreting effect size, the CPRT treatment demonstrated a large treatment effect on all six
dependent variables.

Internalizing Behavior Problems

Achenbach and Rescorla (2000) defined the Internalizing Problems scale on the CBCL
form as consisting of children’s behavioral problems that are expressed internally. These
behaviors include scales for emotionally reactive, anxious/depressed, somatic complaints, and
withdrawn.

Results of Hypothesis 1 indicated that from pre-test to post-test, parents who participated
in the CPRT treatment group reported a statistically significant (p < .001) improvement on the
Internalizing Problems scale of the CBCL when compared to parents who did not participate in
CPRT. A visual inspection of group means in Table 3 shows that while control group children
demonstrated a slight increase in internalizing problems, children in the CPRT group
demonstrated a notable 15 mean point reduction. The finding regarding CPRT's large treatment
effect (77,,2=.56) on the experimental group compared to the control group demonstrates its
practical significance, or its therapeutic value as an intervention. Furthermore, the finding that
85% of the children moved from the clinical/borderline levels of concern to the normal range of
functioning following treatment shows strong support for the clinical significance of the CPRT
intervention on children's everyday lives.

These findings are comparable to results from other controlled studies that demonstrated
a statistically significant reduction in children’s internalizing behavioral problems as a result of

CPRT training conducted with caregivers (Smith, N. & Landreth, 2003; Smith, D. & Landreth,
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2004). Additionally, findings from a meta-analysis examining the efficacy of play therapy,
including CPRT and other filial therapy studies, reported similar treatment effects on children’s
internalizing behavioral problems (Bratton, Ray, Rhine, & Jones, 2005). In two additional
studies conducted with teachers, CPRT demonstrated a moderate treatment effect on the
internalizing behaviors of preschool children (Helker, 2007; Morrison, 2006).

CPRT teaches parents to be sensitive to and understanding of their children’s feelings and
needs. Thus, parents’ increased understanding and ability to respond to their child’s internalized
behaviors may in part explain the significant impact that CPRT had on children. Similarly,
Morrison (2006) explained that the treatment effect on children’s internalizing problems could
have been a result of teacher’s increased sensitivity and responsiveness to children.

Internalizing behavior problems are associated with anxiety, depression, and withdrawn
behaviors. Statistics from the Multicultural and International Outreach Center (2003)
demonstrated a significant representation of Hispanic youth in suicide rates. This statistic
highlights the need to identify effective treatments that can positively impact internalizing
behavior problems in Hispanic children and that can be offered in highly accessible settings such
as schools. Early intervention and treatment, particularly those involving families, can offer
additional protective factors by preventing the onset of more serious problems that can develop
across the life span. Thus, the statistical, practical and clinical significance of findings support
CPRT as a viable treatment for low income Hispanic children exhibiting internalized behavior

problems are noteworthy.
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Externalizing Problems Behaviors

Achenbach and Rescorla (2000) defined the Externalizing Problem scale on the CBCL as
consisting of behaviors that affect children’s relationships with others, as well as, others’
expectations of children. These behaviors include attention problems and aggressive behaviors.

Results of Hypothesis 2 indicated that from pre-test to post-test, parents who participated
in the CPRT treatment group reported a statistically significant (p <.001) improvement on the
Externalizing Problem scale of the CBCL when compared to parents who did not participate in
CPRT. A visual inspection of group means in Table 3 shows that while control group children
demonstrated a slight increase in externalizing problems, children in the CPRT group
demonstrated a 15 point mean reduction. The finding regarding CPRT's large treatment effect
(77,,2 =.59) on the experimental group when compared to the control group demonstrates its
practical significance, or its therapeutic value as an intervention. Furthermore, the finding that
88% of the children moved from the clinical/borderline levels of concern to the normal range of
functioning following treatment shows strong support for the clinical significance of the CPRT
intervention on children's day-to-day functioning.

These results are consistent with prior controlled studies that demonstrated statistically
significant improvements in children’s externalized problems with parents trained in CPRT
(Kidron, 2004; Smith & Landreth, 2003). Other studies investigating the effectiveness of CPRT
conducted by teachers found statistically significant reductions in externalizing behaviors of pre-
school children (Morrison, 2006; Smith & Landreth, 2004). Additionally, findings from a meta-
analysis examining the efficacy of play therapy, including CPRT and other filial therapy studies,
reported similar treatment effects on children’s externalizing behavioral problems (Bratton, et

al.).
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The skills taught during CPRT, such as therapeutic limit setting, reflection of feelings,
and choice giving teach children to express their emotions in acceptable ways and foster the
development of self-control. The use of CPRT skills by parents in weekly play sessions with
their children offers a plausible explanation for the significant reduction in children’s
externalized behaviors.

Literature suggests that externalizing behaviors, such as aggression, appear in early
childhood and have a tendency to be stable and resistant to change over time (Bernazzani, Cote,
& Tremblay, 2001; Tremblay, 2000). In addition, Webster-Stratton and Reid (2003) suggested a
link between externalized behaviors in preschoolers and long-term effects such as violence, drug
abuse, juvenile delinquency and anti-social personality disorders. Statistics from the
Multicultural and International Outreach Center (2003) showed a significant representation of
Hispanics youths in the juvenile system, suggesting the need to identify early intervention and
preventive treatments to treat externalizing problems in Hispanic children. Early detection and
treatment can prevent unnecessary suffering and related costs that may result from delays in
treatment. The statistical, practical and clinical significance of findings support CPRT as a viable
treatment for low income Hispanic children exhibiting externalized behavior problems. This
finding is especially important when considering that researchers have identified externalizing
behavior problems in children as being particularly resistant to treatment (Hinshaw, 1992).
Total Problems Behaviors

Achenbach and Rescorla (2000) defined the Total Problems scale on the CBCL form as
consisting of a combination of children’s internalizing and externalizing behavioral problems in

addition to a scale that measures sleep problems.
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Results of Hypothesis 3 indicated that from pre-test to post-test, parents who participated
in the CPRT treatment group reported a statistically significant (p< .001) improvement on the
Total Problems scale of the CBCL when compared to parents who did not participate in CPRT.
A visual inspection of group means in Table 3 shows that while control group children
demonstrated a slight increase in Total Problems, children in the CPRT group demonstrated a
significant 17 point reduction. The finding regarding CPRT's large treatment effect (1],,2:.68) on
the experimental group when compared to the control group demonstrates its practical
significance, or its therapeutic value as an intervention. Furthermore, the finding that 90% of the
children qualifying as clinical prior to treatment moved from the clinical/borderline levels of
concern to the normal range of functioning following treatment shows strong support for the
clinical significance of the CPRT intervention on children's day to day functioning.

Results from this study are consistent with findings from other controlled CPRT studies
that showed statistically significant decreases on scores for the Total Problem scale of the CBCL
(Bratton & Landreth, 1995; Kidron, 2003; Landreth & Lobaugh, 1998; Smith & Landreth, 2003).
In addition, a study conducted to investigate the effectiveness of the CPRT model with teachers,
also showed a statistically significant reduction on children’s total problem scores (Morrison,
2006).

CPRT teaches parents basic child-centered play therapy (CCPT) skills that can have an
impact on children’s internalizing and externalizing problems. CCPT skills used by parents
including recognizing and responding to children’s feelings, building children’s self-esteem,
choice-giving and therapeutic limit setting have been shown to positively impact children’s

internalizing, externalizing and combined behavior problems (Bratton et al., 2005). Parents’ use
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of these skills in weekly play sessions with their child offers a possible explanation for the
experimental group children’s significant reduction of scores on the Total Problem scale.

The statistical, practical, and clinical significance of findings for CPRT’s effects on total
behavior problems are particularly noteworthy due to the fact that the majority of children
displayed clinical/borderline levels of concern on multiple scales of the CBCL. The literature
supports the notion that young children often present signs of comorbidity, making single
diagnosis a difficult task (Achenbach & Rescorla, 2000). This view seems in opposition to the
current trend in child mental health research to focus on one specific diagnosis to determine the
effects of a particular intervention on that diagnosis. The present study corroborates the idea that
young children present with a range of behavioral difficulties and supports targeting treatments
that are responsive to a broad spectrum of problem behaviors. Findings from the present study
provide strong support for CPRT as an effective intervention to treat a combination of behavioral

problems in young Hispanic children.

Parenting Stress Outcomes Related to Child Characteristics

Abidin (1995) explained high scores in the PSI Child Domain as being associated with
children’s qualities that contribute to difficulties in the parent-child relationship. Thus, when
scores for child domain are high, it is advised to focus on treatments that can positively impact
children’s behaviors.

Results of Hypothesis 4 indicated that from pre-test to post-test, parents who participated
in the CPRT treatment group reported a statistically significant (p<.001) improvement on the
Child Domain of the PSI when compared to parents who did not participate in CPRT. A visual
inspection of group means in Table 4 shows that while control group parents demonstrated a

slight decrease in the Child Domain, parents in the CPRT group demonstrated a notable 38 point
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reduction. The finding regarding CPRT's large treatment effect (77,,2 =.39) on the experimental
group when compared to the control group demonstrates its practical significance, or its
therapeutic value as an intervention. Furthermore, the finding that roughly 75% of parents who
reported clinical levels of concern at pretest moved to normal functioning levels following
treatment shows strong support for the clinical significance of the CPRT intervention on
reducing parenting stress related to child characteristics. These results are consistent with other
CPRT controlled studies that showed a statistically significant reduction on scores for the Child
Domain of the PSI (Chau & Landreth, 1997; Kidron, 2003; Yuen, Landreth, & Baggerly, 2002).
Hastings (2002) suggested that children’s problem behaviors and parental stress influence
one another, creating a reciprocal cycle. The Child Domain is designed to measure the influence
that children’s behavioral problems have on parental stress. According to Abidin (1995) high
scores on the Child Domain emphasize a need to focus interventions on children’s behaviors.
The present study found a statistically significant decrease in children’s problem behaviors
(internalizing, externalizing, and total) as measured by the CBCL. It is possible that the
statistically significant decrease on the scores of the Child Domain is a reflection of parents’
reactions to the decrease in their children’s behavioral problems. In addition, CPRT focuses on
increasing parental empathy and helping parents normalize their concerns in light of their
children’s developmental level. These factors could have positively impacted parents’ ability to
accept their child, resulting in the significant decrease on the Child Domain scores. These
findings support that CPRT is a viable treatment to reduce parent-child relationship stress

associated with child characteristics.
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Parenting Stress Outcomes Related to Parent Characteristics

Abidin (1995) explained that high scores in the Parent Domain indicate parents feeling
“overwhelmed and inadequate to the task of parenting” (p. 10). This domain includes scales
measuring parental depression, competence, isolation, and spouse among others.

Results of Hypothesis 5 indicated that from pretest to posttest, parents who participated in
the CPRT treatment group reported a statistically significant (p<.001) improvement on the Parent
Domain of the PSI when compared to parents who did not participate in CPRT. A visual
inspection of group means in Table 4 shows that while control group parents demonstrated an
increase in the Parent Domain, parents in the CPRT group demonstrated a 34 point reduction.
The finding regarding CPRT's large treatment effect (77,,2 =.51) on the experimental group when
compared to the control group demonstrates its practical significance, or its therapeutic value as
an intervention. Furthermore, the finding that 66% of parents who reported clinical levels of
concern at pretest moved to normal functioning following treatment shows strong support for the
clinical significance of the CPRT intervention on reducing parent-child relationship stress related
to parent characteristics. These results are consistent with other CPRT controlled studies that
showed a statistically significant reduction on scores for the Parent Domain of the PSI (Chau,
and Landreth, 1997; Kale & Landreth, 1999; Kidron, 2003).

The CPRT format provides both didactic and supportive group experiences in a safe
environment. This environment provided parents with the opportunity to offer support for each
other as they shared not only child-rearing problems, but also marital and family problems as
they related to their parenting practices. In addition, parents shared feelings of loneliness and
isolation in regard to being immigrants in US. It seems plausible that the supportive environment

was conducive to parents lowering their feelings of isolation and depression. It makes sense that
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as parents felt accepted and that they were not alone in their struggles that they were able to
develop a more positive view of themselves.

CPRT treatment provides parenting skills that can positively influence feelings of
parental competence. Moreover, CPRT focuses on strengthening the child-parent relationship,
thus it would be expected that as parents experienced a closer relationship with their children that
they experienced higher levels of attachment, which is one of the factors examined in the Parent
Domain. Interestingly, many parents reported experiencing a positive change in their marital
relationship as a result of learning the CPRT skills, which is another factor that the PSI Parent
Domain measures. In summary, the statistical, practical and clinical significance of these
findings support CPRT as a promising intervention to reduce parenting stress related to parent
qualities.

Total Parenting Stress Qutcomes

The Total Stress Domain reflects the combination of the Child Domain and Parent
Domain (Abidin, 1995). Treatment effects for this study showed that parents who participated in
CPRT showed a statistically significant decrease in the scores of Parent Domain.

Results of Hypothesis 6 indicated that from pre-test to post-test, parents who participated
in the CPRT treatment group reported a statistically significant (p<.001) improvement on the
Total Stress Domain of the PSI when compared to parents who did not participate in CPRT. A
visual inspection of group means in Table 4 shows that while control group parents demonstrated
a slight increase in the Child Domain, parents in the CPRT group demonstrated a marked 69
point reduction. The finding regarding CPRT's large treatment effect (1],,2:.42) on the
experimental group when compared to the control group demonstrates its practical significance,

or its therapeutic value as an intervention. Furthermore, the finding that 62% of parents who
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reported clinical levels of concern at pretest moved to normal functioning levels following
treatment shows strong support for the clinical significance of the CPRT intervention on
reducing total parenting stress. These results are consistent with other CPRT controlled studies
that showed a statistically significant reduction on scores for the Total Stress Domain of the PSI
(Bratton & Landreth, 1995; Chau &Landreth, 1997; Costas & Landreth, 1999; Kale & Landreth,
1999; Kidron, 2003; Landreth & Loubaugh, 1998; Lee & Landreth, 2003; Tew, Landreth, &
Solt; Yuen, Landreth, & Bagerly, 2002).

Many Hispanics in the US experience stressors associated with living in poverty and the
acculturation process (Santiago-Rivera, 1995; Klebanov, Brooks-Gunn, & Duncan, 1994;
LaRoche, 1999; Gibbs, 2003). Hughes and Barad (1983) explained that mothers under stress
have a tendency to become easily frustrated with their children’s behaviors. The cyclical
relationship between parental stress and child behavior problems is often cited in the literature.
Higher levels of parenting stress have been associated with negative effects on the parent-child
relationship and problematic behaviors in children (Abidin, Jenkins, & McGaughey, 1992;
Deater-Deckard, 2005; Kazdin & Whitley, 2003; Teti, Nakagawa, Das, & Oliver, 1991). Kazdin
and Whitley (2003) explained that parental stress intertwines with the development and
maintenance of children’s aggressive and oppositional behavioral problems. The authors added
that parental stress increases “parent irritability and attention to deviant behavior and the
likelihood that parents initiate or maintain aversive interchanges with their children” (p. 504).
Participants in the present study showed high scores on both the PSI and the CBC, thus
providing support to the reciprocal relationship between parental stress and children’s problem

behaviors. The statistical, practical, and clinical significance of these findings indicates that
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CPRT is a promising treatment modality that can positively impact both parent-child relationship
stress and children’s behaviors in low-income immigrant Hispanic families.
Observations

Throughout the course of this study, I observed what seemed important cultural
considerations for providing CPRT to first generation Hispanic parents: 1) socialization and
social support; and 2) significance of therapists embracing Hispanics’ values. My observations
seem consistent with cultural considerations suggested in the literature (Altarriba & Bauer, 1998;
Alvy, 1994; Griggs & Dunn, 1996; Powell et al., 1990; Santiago-Rivera et al., 2002; Vlach,
2003). Additional observations were noted regarding logistics of training that seemed important
considerations for working with this population. Furthermore, information gathered through
informal group interviews with parents is shared.
Socialization and Social Support

Dedicating the first session of CPRT for socialization purposes appeared to create a sense
of closeness and familiarismo among participants. Parents reported feeling very comfortable with
each other at the end of the first session and looking forward to coming back, specifically
commenting that they appreciated and enjoyed the opportunity to get to know each other. At the
end of the first session, in response to the question “how did you feel today?” parents reported
“Being here feels like being surrounded by friends, I will definitely come back.” “I like this
group, we got to meet each other instead of going straight to teaching.” These observations
support recommendations in the literature to provide an informal meeting for parents to socialize
prior to beginning parenting trainings (Alvy, 1994; Powell et al., 1990). I also observed what
authors have termed allocentrism, generally viewed as a value of great importance for Hispanics

(Altarriba & Bauer, 1998). According to Altarriba and Bauer allocentrism emphasizes a need to
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form “interpersonal relationships in groups that are nurturing, loving, intimate, and respectful”
(p- 391). In this manner, one can infer Hispanics value trust, empathy, willingness to sacrifice for
others, and interdependence in group settings. Based on parents’ interactions, it appeared that the
first session served to incorporate this value and foster a sense of connection among group
members.

In keeping with recommendations in the literature for Hispanics’ preference for
socialization and allocentrism (Alvy, 1994) refreshments were provided during CPRT group
sessions. Parents stated they liked having el cafecito or the coffee and food as part of the group.
Having refreshments provided more opportunities for the parents to socialize among themselves
during the sessions. Parents often stood up during sessions to get refreshments for each other,
and at times, talked about how they wanted the coffee made or the food served. In 4 out of the 5
groups, parents spontaneously decided to bring food to celebrate holidays. Similarly, in 3 of the 5
groups, parents brought food from their country of origin during the last session as a way to
terminate the groups. Parents reported that having food made them feel “like being at-home.” I
observed that food seemed to bring a sense of “family gathering” to the group sessions, a concept
highly valued by Hispanics. In addition, the serving and receiving of refreshments contributed to
parents creating opportunities to deepen interpersonal relationships with each other. This seemed
to create group cohesion that parents reported enjoying.

Consistent with literature suggesting group treatment modalities are more appropriate for
Hispanics than individual services (Powell et al., 1990), I observed that parents enjoyed and
seemed to benefit from the supportive atmosphere that CPRT group format offered. Parents
disclosed feeling “very comfortable” and “supportive” by group members; one mother said “it’s

like having conversations with a group of friends. I really like that.” Parents reported feeling that
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the group was a place for them to share not only about their children, but also about their
marriage and other issues impacting their parenting and it helped them not to feel as isolated or
lonely. Participants also shared feelings associated with being first generation immigrants and
their struggles related to the acculturation process. This is important because the acculturation
process has been identified as one of the stressors that place Hispanics at greater risk for
emotional problems (Gibbs, 2003; Klebanov et al., 1994; LaRoche, 1999; Santiago-Rivera,
1995).

CPRT treatment was facilitated by a first generation Hispanic immigrant. Consistent
across all groups, parents seemed to identify with me with such comments as “you know what is
like to live far away from home” when talking about being immigrants; or “you know how it is
in our countries” when talking about child-rearing practices. These statements appear to indicate
that having a group leader who understood Hispanic cultural values, especially as they relate to
child-rearing practices, allowed parents to feel an immediate sense of affiliation with the group
facilitator. This sense of affiliation was most evident when parents expressed their views
regarding differences in child-rearing practices between American and Hispanic cultures. Many
parents stated a sense of safety to talk openly about spanking and to express disagreements
concerning American parenting practices. Some parents said they would have not shared these
feelings and opinions to someone who did not understand and embrace Hispanic culture. This
supports past research that found client-therapist ethnic, cultural, and language match appears to
be important for Hispanic clients (Sue, Fujino, Hu, Takeuchi, & Zane, 1991). It was observed
that regarding the use of spanking, toward the end of CPRT treatment, parents reported having

more patience with their children resulting in less spanking. One parent said “I have a lot more
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patience now. Now I am not quick to spank her.” Across all groups, parents reported feeling
more patience and feeling more in control of their own stress level.

Rendering services in Spanish was important for participants. Even the parents who
spoke English said they felt “much better” when they realized the training was offered in
Spanish. Several parents expressed feeling uncomfortable calling my office for fear that the
phone call would be answered in English. In addition, because I was bilingual, parents seemed to
view me as an advocate, someone who could provide support for matters unrelated to the
training. For instance, one parent asked me to translate a letter she received from the court
regarding a traffic violation. On a few occasions, parents asked me to translate homework their
children received at school or to translate conversations with school personnel. Groups were led
at the schools where their children attended, thus I had regular contact with school staff. More
importantly, parents seemed to appreciate the leader taking the time and effort to be an advocate
for them. This phenomenon can be a reflection of parents’ allocentrism and personalismo.
Personalismo is a value researchers in the field identify as important when rendering services to
Hispanics (Andres-Hyman, Ortiz, Anes, Paris, Davidson, 2006; Flores, 2000). This value refers
to Hispanic clients expecting to develop an affectionate/warm personal relationship with the
clinician.

I observed that most group members arrived late to group meetings. In fact, it became an
unspoken rule to start groups between 15 to 30 minutes after the agreed starting time. The belief
that Hispanics tend to focus on the present rather than on past or future in terms of decision
making (Altarriba & Bauer, 1998) may explain the fact that group members arrived late to
groups. Parents may have been more focused on the issue delaying them at that moment than

with arriving on time to the group sessions. I did not view being late as a sign of resistance or as
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disrespect to the group and I reassured members that it was better to come to group late than to
miss a session. Across all groups, parents made comments such as “I am glad you don’t mind me
coming late” or “I am always late, it feels good to know you don’t mind and that everyone else is
late.” It appeared that embracing this phenomena allowed group members not to feel
embarrassed or rejected. Accepting this unspoken rule seemed to have prevented parents from
dropping out of the group. It is important to mention that parents were not concerned with ending
the group on time either. In fact, in some occasions, they asked me to stay longer if not all
material for that day had been covered entirely.

I observed that most parents preferred the groups to be conducted during school hours
and did not want to schedule group times later than 5:00 pm. Parents that worked wanted to meet
in the early evening and reported wanting to finish CPRT groups on time to enjoy family dinner,
indicating a preference to end groups before 7:00 pm. Flexibility in scheduling meeting times is
another consideration in providing parent training to Hispanic families.

Another observation across all groups was the difficulty in covering all the material in the
CPRT treatment protocol each week as thoroughly as I wanted to. The fact that groups started
late and spent more time socializing resulted in less time to cover the content. This observation is
consistent with the literature (Santiago-Rivera et al., 1995) and suggests that practitioners
consider extending the program to 12 weeks instead of 10 weeks for this population or extend the
group time to 2 ¥2 hours instead of 2 hours per week. Further research is necessary to investigate
how CPRT can become more culturally responsive to Hispanic parents, including the number of
sessions needed to ensure proper covering of all training material while balancing their

preference for social activities.
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An interesting phenomenon that occurred across most groups was the participation of
family members, especially fathers and grandparents, but not on a regular basis. Even though the
CPRT model dictates a closed group and was explained as such at the beginning of treatment,
parents occasionally asked the leader if they could bring their family members. All group
members appeared to be open to this idea and in fact encouraged each other to feel free to bring
others. It was noted that group members did not feel restricted to share when different people
came to the group sessions and that confidentiality was not an issue for them. This is consistent
with past research that shows Hispanics prefer